NHS

North East London

Primary Care Contracts Sub-Committee

12 May 2026; 13:00 — 14:25

Venue: Group room (F54), 1st Floor, Vicarage Lane Health Centre, 10 Vicarage
Lane, London E15 4ES
AGENDA
Item Time |Lead Attached/ |Action
verbal required
1.0 Welcome, introductions and 13:00 |Chair
apologies Verbal Note
1.1. Declaration of conflicts of interest Attached Note
1.2. Minutes of the meeting held on
10 March 2026 Attached Approve
1.3 Matters arising and actions log Attached Note
2.0 Questions from members of the [13:05 (Chair Verbal Note
public
3.0 ICB reorganisation update 13:20 [Sarah See Verbal Note
4.0 Dental, Optometry and Pharmacy [13:25 |Jeremy Wallman|Attached Note
(DOPs) Andrew
4.1. Dental update 2026/27 Biggadike /Kelly
Nizzer
5.0 Update on NEL ICP Primary Care [13:35 |[Sarah See Attached Approve
Strategy and Medium-Term Plan
submission for primary care
6.0 Primary care clinically urgent 13:50 Jordanna Attached Note
same day access Hamberger
7.0 Inclusion of community 14:00 |Natalie Keefe |Attached Approve
pharmacy in interpreting services
contract/procurement
8.0 Primary care finance report 14:10 |Rob Dickenson |Attached Note
9.0 Any other business 14:20 |Chair Verbal Note
10.0 Items for information only
10.1. GP contract updates Attached Info only
10.2. Primary care risk report Attached Info only
10.3. Virtual approvals since last meeting:
North East London Strategic Commissioning Framework for Attached Info only
Primary Medical Services
Date of next meeting: 14 July 2026




- Declared Interests as at 06/05/2026

Position/Relationship

with ICB

Committees

Declared Interest

Name of the
organisation/business

Nature of interest

Valid From

North East London

Valid To

Action taken to
mitigate risk

optometristin primary
care in the NEL area.

L 5 . . Clinical Advisory Group Financial Interest Locum GP Iwork as anad hoc self- 2023-05-01 ONGOING
Benjamin Molyneux Associate Medical Director, NHS A A
North East London Community Heglth Collaborative empI(})yed'GP at GP
Pharmacy Provider Group practices in NEL
Primary Care Collaborative Financial Interest Princess Alexandra Hospital Non-executive director of 0202-03-10 ONGOING
Primary care contracts sub- Trust the Trust
committee
Daniel Weaver PCN CD - Havering South PCN & Havering ICB Sub-committee Financial Interest Wood Lane Medical Centre GP Partner at Wood Lane 2009-09-01 ONGOING Declaration in advance using this
LMC Vice-Chair BD&H LMC Ha_lvering Partnership Bo_ard Medical Centre E:ﬁ;ﬁé?;ﬁﬁf;gg én the meeting
Primary Care Collaborative sub-
committee Non-Financial Professional Interest | Barking, Havering & Barking, Havering & 2025-09-01 ONGOING Declaration in advance using this
Primary care contracts sub- Dagenham LMC Member and Dagenham LMC Member process. Declaration in the meeting
committee Vice-Chair and Vice-Chair if a matter is impacted
Indirect Interest Wood Lane Medical Centre My wife is a Partner at 2009-09-01 ONGOING Declaration in advance using this
Wood Lane Medical process. Declaration in the meeting
Centre if a matter is impacted
Indirect Interest DMC Dermatology Service My wife is a GPSI in the 2019-01-01 ONGOING Declaration in advance using this
local DMC Dermatology process. Declaration in the meeting
Service if a matter is impacted
Financial Interest Havering Health GP Federation Shareholder of Havering 2014-06-01 ONGOING Declaration in advance using this
Health GP Federation process. Declaration in the meeting
if a matter is impacted
Non-Financial Professional British Medical Association | am a member of the 2022-07-01 ONGOING Declarations to be made at the
Dr Paul Francis Gilluley Chief Clinical and Quality Clinical Advisory Group Interest organisation beginning of meetings
Commissioning Officer ICB Board Non-Financial Professional Royal College of Psychiatrists Fellow of the College 2022-07-01 ONGOING Declarations to be made at the
ICB Population, Health & Interest beginning of meetings
Integration Committee Non-Financial Professional Medical Defence Union Member 2022-07-01 ONGOING Declarations to be made at the
ICB Quality, Safety & Interest beginning of meetings
Improvement Committee Non-Financial Professional General Medical Council Member 2022-07-01 ONGOING Declarations to be made at the
ICP Committee . Interest beginning of meetings
ICS Executive Committee Non-Financial Personal Interest Stonewall Member 2022-07-01 ONGOING Declarations to be made at the
Mental Health, Learning Disability beginning of meetings
& AU“_Sm CrlElEmEie Sl Non-Financial Personal Interest National Opera Studio Trustee on the Board 2023-08-01 ONGOING Declarations to be made at the
°°F" LD e b beginning of meetings
:;ﬁg%;are CrlmEie - Non-Financial Professional University of East London Health Fellowship 2024-10-01 ONGOING Dec}argtions to be} made at the
Primary care contracts sub- Interest beginning of meetings
b Non-Financial Professional Greater London Authority Appointed to the Mayoral 2025-02-27 ONGOING Declarations to be made at the
Interest Cultural Leadership beginning of meetings
Board
. . . . Non-Financial Personal Interest NE London LOC Chair of the NE London 2015-04-23 ONGOING
Jignasa Joshi NEL ICS Optometry Lead s;r::qrii/t;are Collaborative sub- Local Optical Commitiee
) Non-Financial Professional NE London Optometry Provider | am a lead & principal 2023-01-09 ONGOING
Primary care contracts sub-
committee Interest Group. contact for the NEL
Optometry Provider Group,
formerly known as the NEL
/ELC Optometry Collabo
Non-Financial Professional Primary Eyecare (East London & | am a director of this 2016-12-21 ONGOING
Interest City) company which is a
vehicle for primary care
optometry practices to be
commissioned to provide
services outside the NHS
GOS contract.
Non-Financial Personal Interest Primary Care Optometrist | am a practicing 2002-04-01 ONGOING
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Raliat Onatade

Chief Pharmacist and Director of
Medicines and Pharmacy

Clinical Advisory Group
Pharmacy Provider Group
Primary care contracts sub-
committee

Financial Interest

General Pharmaceutical Council

As from 1/4/25, | have taken
up post as a member of
Council of the pharmacy
professional regulator. This
is a paid role. The
appointment is for a three-
year term in the first
instance.

2025-04-01

Ongoing

Sponsorship

PM Development Group

Contracted to provide ad hoc]
advice and opinions to PM
group. This Includes
availability for monthly
briefing calls, drawing PM
attention to initiatives that will
impact on the role of
pharmacy and meds
optimisation, answering ad
hoc queries of an
environmental nature.
Payment is £250 per month.

2025-07-01

Ongoing

Financial Interest

Roche

Deliver a talk at a Roche
promotional meeting on
14/11/25. The title is NHS
Environmental Challenges.
There will be no mention of
any products or clinical
discussions in my talk,
although there may be
promotional content during
the evening. Audience is
NHS clinicians. | will be paid
£500 for my time. Update:
No promotional content or
product information was
discussed during the
evening. | was offered, and
accepted, dinner that
evening and overnight hotel
accommodation (14th Nov to|
15th Nov). | did not attend
the sessions on 15
November which would have|
included discussion of
Roche products.

2025-10-21

2025-11-15

Financial Interest

PM Healthcare and Bayer

| gave a webinar
presentation to NHS
pharmacists and medicines
optimisation team on behalf
of PM Healthcare. Title of m
talk was Significance of
Medicines Value. Bayer
provided funding towards
this PM Healthcare
organised webinar. Bayer
had no editorial input into or
control over the agenda,
content or choice of

speakers, nor

2025-10-08

2025-10-08

214




North East London

Sarah See Director of Primary Care ICS Executive Committee Non-Financial Personal Interest GP - Waltham Forest Registered with a GP 2001-01-01 ONGOING
Primary Care Collaborative practice in Waltham
subcommittee Forest; members of the
Primary care contracts sub practice team works with
committee the NHS NEL, LW LMC
and NHSE/I
Indirect Interest Old Church Surgery (Chingford) Niece works for GP 2022-06-05 ONGOING
practice
Shilpa Shah LPC CEO attend meetings as a Formulary & Pathways Group Non-Financial Personal Interest Samaritans Director of Branch 2022-10-01 ONGOING No action required as no conflicts
guest (FPG) Operations at declared.
Pharmacy Provider Group Samaritans National
Primary Care Collaborative sub- voluntary role.
committee
Primary care contracts sub- Non-Financial Personal Interest Waltham Forest Samaritans Listening volunteer at 2015-07-15 ONGOING No action required as no conflicts
committee Waltham Forest declared.
Samaritans
Financial Interest Pharmacy Services Partnership | am a consultant 2023-04-01 ONGOING No action required as no conflicts
manager to the declared.
Pharmacy Services
Partnership which is a
Pharmacy Provider
Company
Non-Financial Professional Crisis at Christmas Deputy Healthcare 2013-12-25 ONGOING

Interest

Manager at Crisis
at Christmas
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- Nil Interests Declared as of 06/05/2026

Position/Relationship with ICB Committees Declared Interest
Aklasur Ahmed Head of Programmes Primary care contracts sub-committee Indicated No Conflicts To Declare.
Andrew Biggadike Regional Lead for Secondary, Community and Specialist Dental Contracts Primary Care Collaborative sub-committee Indicated No Conflicts To Declare.

Primary care contracts sub-committee

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

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

Jeremy Wallman Head of Primary Care Commissioning; Dentistry, Optometry and Pharmacy Primary Care Collaborative sub-committee Indicated No Conflicts To Declare.
Primary care contracts sub-committee

Kate Hudson Observer of Primary Care Contracts Sub Committee 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 Indicated No Conflicts To Declare.
Primary care contracts sub-committee

William Dawson Primary Care Independent clinician Primary care contracts sub-committee Indicated No Conflicts To Declare.
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NHS

North East London

DRAFT

Minutes of the Primary Care Contracts Sub-Committee
Held on 10 March 2026; 12:00-13:30;
Vicarage Lane Health Centre, 10 Vicarage Lane, London E15 4ES

Members:

Dr William Dawson (WD)

Primary Care Independent Clinician - Chair

Dr Paul Gilluley (PG)

Chief Clinical and Quality Commissioning Officer, NHS NEL

Sarah See (SSe)

Managing Director of Primary Care, NHS NEL

Rob Dickenson (RD)

Deputy Director of Finance — Primary Care and London Services,
NHS NEL (deputising for Ahmet Koray) via MS Teams

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

Gurvinder Tanna (GT)

NEL Integrated Care System Optometry Lead

Tam Bekele (TB)

East London and City Local Dental Committee

Dr Reza Manbajood (RM)

East London and City Local Dental Committee

Daniele Serdoz (DS)

Director of Primary Care, Londonwide LMC

Natalie Keefe (NK)

Head of Primary Care, NHS NEL

Shivani Choudhary (SC)

Senior Primary Care Delivery Manager, NHS NEL

Jordanna Hamberger (JH)

Head of Primary Care Transformation, NHS NEL

Benjamin Smith (BS)

Senior Primary Care Commissioning Manager, NHS NEL

Thomas Clark (TC)

Head of Primary Care Partnership Development, NHS NEL

Keeley Chaplin (KC)

Governance Systems Lead, NHS NEL (minutes)

Apologies:

Charlotte Painter (CP)

Interim Place Director, representing NEL Place Based
Partnerships

Robert Nicholls (RN)

Director of Nursing and Safeguarding, NHS NEL

Dr Raliat Onatade (RO)

Chief Pharmacist & Director of Medicines & Pharmacy, NHS NEL

Dr Ben Molyneux (BM)

Associate Medical Director for Primary Care, NHS NEL

Ahmet Koray (AK)

Director of Finance, NHS NEL

William Cunningham-
Davis (WCD)

Director of Primary Care, NHS NEL

Shilpa Shah (SSh)

CEO, Local Pharmaceutical Committee

Dr Daniel Weaver (DW)

Vice Chair, Barking, Dagenham and Havering LMC

Jignasa Joshi (JJ)

NEL Integrated Care System Optometry Lead

No. ltem title

Action

1.0 Welcome, introductions and apologies

The Chair welcomed attendees to the meeting. The meeting was held in
person; however, to ensure quoracy, Rob Dickenson was enabled to join
remotely via MS Teams.

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.

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.

No further conflicts of interest were declared.

1.2

Minutes of the meetings held on 15 January 2026

The minutes of the meeting held on 15 January 2026 were accepted as an
accurate record.

1.3

Matters arising/action log

Members reviewed and the action log was noted with the following updates:
ACTO024: The ICB has written to the St James Medical practice to advise that
support for excess premises costs ceased on 1 January 2026.

ACTO025: Following a request at the last meeting for minor changes the
‘Strategic commissioning framework for primary medical services’ has been
circulated to members for virtual approval.

Action: Circulate updated version to the LMCs for information.

KC

2.0

Questions from members of the public

There were no questions submitted by members of the public.

3.0

ICB reorganisation update

SSe provided an update on the ICB’s reorganisation and highlighted the

following key points:

¢ Responses to the staff and clinical leads consultations have been issued,
alongside the final structure chart and job descriptions. The programme
has now moved into the recruitment and selection phase.

¢ NHS England (NHSE) has approved applications under the Voluntary
Redundancy (VR) and Mutually Agreed Resignation Scheme (MARS).
Staff taking VR will leave the organisation on 31 March 2026, with those
leaving under MARS expected to exit during April 2026.

e The formal date of transition to the new structure has not yet been
confirmed. Staff will remain in their current roles until this date is agreed.

e It was noted that the transition period may result in significant
management gaps, and work is underway to manage these interim
challenges and maintain service delivery.

e Appeals relating to both the staff and clinical leads consultations continue
to be processed.

¢ Communications to stakeholders are due to be issued, and changes to
points of contact will need to be carefully managed.

The primary care contracts sub-committee noted the update and
acknowledged the challenges associated with the reorganisation and
transition period.
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4.0 Dental, Optometry and Pharmacy (DOPs) update
4.1 Dental update 2025/26

JW provided the Sub-Committee with an update on Month 10 dental

performance, urgent dental contract delivery, and the response to the Urgent

Dental Care Incentive Scheme. The following points were highlighted:

e Overall contract delivery was forecast to be just under full capacity at
98%, reflecting strong performance across NEL and pan London.

¢ Additional commissioned activity was incorporated into contracts in
October 2025 and has not impacted overall delivery.

e From 2026/27, NHS dental contractors will be required to deliver 8.2% of
their contract value as urgent or unscheduled activity. As part of the
dental reform package, an increased remuneration of £75 per urgent or
unscheduled course of treatment will be introduced from April 2026.

e |t was noted that providers are already delivering this level of urgent
activity as part of routine practice. However, the policy change will result
in additional payment for activity currently delivered and may have
unintended consequences for patient access, particularly where urgent
activity is prioritised over routine and preventative care.

¢ JW and colleagues will present their concerns and proposed
implementation approach at a Local Dental Committee (LDC) event and
will develop communications for NEL dental providers.

Action: Further analysis with practice level examples will be brought back to

the next meeting. JW

The primary care contracts sub-committee noted the update and it is

proposed activity trends will be monitored for 12-months to assess the impact

of the changes on dental care delivery.
5.0 Protected Learning Events 2026-2027

NK provided members with an overview of the report, noting that the
Protected Learning Time (PLT) policy and associated funding approach were
agreed by this sub-committee in March 2025, with the aim of reducing
variation across North East London.

The report was presented seeking approval to continue the existing
arrangements for 2026—27. This includes funding of £6k per borough for
venue hire (covering two events per year) and £3k per borough to support
clinical cover for up to 12 sessions per year.

The total cost of the programme is £216k for 2026—27, to be met from ICB
delegated budgets. An exception applies for Tower Hamlets, where a
separate funding arrangement remains in place until March 2027.

Members highlighted the importance of protected learning events in
supporting professional development, including enabling learning on new
clinical developments, completion of mandatory training such as
safeguarding, dissemination of national guidance and best practice, and the
opportunity for peer learning and shared experience.

It was noted that a formal, structured evaluation of the programme has not
yet been undertaken. However, the Training Hub has received qualitative
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feedback indicating that much of the required training is being effectively
delivered through these sessions. Some data is collected in specific
boroughs such as in BHR, regarding contacts and usage, and training-related
evaluations are ongoing.

The primary care contracts sub-committee approved the continuation of
funding for Protected Learning Events for 2026—27, including venue hire and
clinical cover, at a total cost of £216k.

6.0

Process for Approving Changes to PCNs

AG advised that there had been an increase in the number of requests
relating to changes in Primary Care Network (PCN) arrangements. These
include requests for PCN realignment, expulsion of practices from existing
PCNs, PCN splits, and the formation of new networks. It was noted that such
requests are often driven by relationship breakdowns between practices,
changes in neighbourhood alignment, or concerns that existing arrangements
no longer reflect population need.

A process map is currently being developed, alongside a revised Business
Case Template for PCNs to complete. Together, these documents set out the
proposed approach for considering requests for changes to PCN
arrangements. Requests will be required to progress through appropriate
local governance routes, with final decisions taken at place level. The scope
of the process will also include early discussions prior to the formal
submission of requests, with early involvement of the Local Medical
Committee (LMC) prioritised, recognising its important role in mediating
disputes and supporting pragmatic solutions.

Members noted that similar levels of PCN changes are being observed
across London.

The sub-committee noted the process and guidance and welcomed the
introduction of a clearer and more consistent approach, including the
emphasis on early engagement, realistic assessments of viability, and the
consistent application of agreed criteria.

7.0

New PCN Formation — Havering Collier Heath PCN (Havering)

JH presented a report seeking approval for the formation of a new Primary
Care Network (PCN), Havering Collier Heath PCN. The proposal relates to
three practices currently operating within a larger Havering PCN comprising
14 practices and serving a registered population of approximately 93,000
patients.

The three practices, Lynwood Medical Centre, Chase Cross Medical Centre
and Ashton Gardens Medical Centre, are seeking to consolidate and form a
new PCN covering the Collier Row and Chadwell Heath areas. The proposed
PCN would initially serve a registered population of approximately 28,000
patients, which is below the Network Contract DES indicative threshold of
30,000. However, it was noted that the practices expect to reach the required
threshold within 18—-24 months, supported by significant planned housing and
infrastructure development across the shared catchment area.

[




Following the proposed split, the remaining 11 practices would continue to
operate as part of the existing PCN, with a registered population of
approximately 65,000. It was confirmed that there would be no financial
impact to the ICB, as current PCN funding would be redistributed accordingly.
The existing PCN has acknowledged the anticipated reduction in its
registered list and confirmed its support for the proposal.

It was noted that the proposed PCN footprint would support the effective
delivery of services in line with the Integrated Care System (ICS) strategy,
reflecting a geographically contiguous area that aligns with core network
practices, community-based providers, and local communities. The proposed
arrangement would not cross commissioner boundaries.

Members were advised that Lynwood Medical Centre already operates as an
established hub site, providing an opportunity for the new PCN to build on
existing infrastructure and support a continued shift from hospital-based to
community-led care. The Havering Borough Partnership Board has endorsed
the proposal, and Patient Participation Groups (PPGs) have expressed their
support.

It was noted that similar PCN arrangements below the 30,000 population
threshold have been approved previously in exceptional circumstances. An
Equality Impact Assessment (EQIA) has been completed and identified no
negative impacts and a number of positives include improved alignment of
services and enhanced responsiveness to local population needs.

Members were advised that, if approved, the proposed PCN would
commence from 1 July 2026, subject to NHS England (NHSE) approval. It
was highlighted that, should approval not be granted, there is a risk that the
three practices may disengage, requiring significant mediation to maintain
network cohesion. The GP Federation has confirmed it will continue to
support both PCNs and will remain the employer of Additional Roles
Reimbursement Scheme (ARRS) staff, with DES payments continuing to flow
via the Federation.

Members discussed the proposal and key points noted were:

e Current PCN services for patients would remain unchanged. It was
confirmed that services would continue, with ARRS roles redistributed
across the two PCNs. As ARRS staff are employed by the GP Federation,
no contractual changes would be required, and the practices already
make use of these roles.

e Previous approvals have been given to PCNs below the population
threshold, noting the importance of maintaining geographical footprints
and alignment with local service arrangements. It was confirmed that the
proposal would result in the North Havering PCN being split, while
maintaining alignment with existing community, mental health and social
care footprints.

e The request would require NHSE approval, particularly in light of DES
guidance that sub-threshold PCNs are expected only in exceptional
circumstances. It was agreed that the justification would need to clearly
demonstrate how the proposal meets DES requirements, including the




lack of a viable fourth practice within the defined geography. It was noted
that there is no alternative configuration that would preserve a coherent
footprint. The July 2026 implementation date reflects the anticipated
NHSE approval process.

The primary care contracts sub-committee endorsed the business case for
the creation of Havering Collier Heath PCN, with an effective date of 1 July
2026, subject to approval by NHS England.

8.0

Primary care finance report

RD presented a comprehensive financial update covering primary care

prescribing and delegated services.

e The current forecast showed an underspend in prescribing, driven by a
combination of lower than anticipated growth, relatively stable pricing,
improved performance against savings targets, and favourable repricing
of specific medications. This position also incorporated previously
reported improvements within home oxygen services and optometry.

e The delegated commissioning position remained broadly at break even,
although emerging pressures were being monitored. These included
rising locum costs and premises related pressures, which had previously
been identified as risks. These pressures were currently being managed
but would require continued scrutiny.

e Updates to the core primary care contract had been received recently but
had not yet been fully modelled into forward financial planning. It was
anticipated that a clearer picture of the financial implications would be
available at the next meeting, alongside a more definitive year end

position following completion of month end reporting and audit processes.

e Members discussed a presentation from the Business Intelligence team
on patient list churn and population growth, noting the administrative
burden associated with registering and de-registering patients. The
highest levels of churn were observed in City and Hackney and Tower

Hamlets, while Havering and Waltham Forest were reported to have more
stable patient lists. It was agreed that the report would be shared with RD

and considered further at the Primary Care Delivery Group.

¢ NK advised that routine list cleansing activity has been paused; however,
NHS England’s London Regional Team has initiated discussions
regarding the potential resumption of this work.

¢ RD confirmed that an unaudited year end position may be available at the

next meeting.
Action: SSe to share the Business Intelligence report that includes patient
list churn with RD and include it on the agenda for the Primary Care Delivery
Group.

The sub-committee noted the update.

SSe

9.0

Any other business

None




10.0

Items for information only

10.1

Primary care risk report

The report provided for information was noted.

Date of next meeting — 12 May 2026




Primary Care Contracts Sub-Committee — Actions Log

NHS

North East London

OPEN ACTIONS

Action Date of ; :
ref meeting Action required Lead When Status
ACTO023 | 11/11/25 | 8.0 NEL ICB Primary Care Commissioning Plan SSe 05/26 This will be circulated once the updated
An updated version of the plan will be circulated to members version is available.
Update A workshop for the Primary Care
Commissioning Plan is being held in early
February. An update will then be
presented to the sub-committee, to be
scheduled
Being presented at the May meeting.
Request to close action
ACTO025 | 15/01/26 | 7.0 Strategic commissioning framework for primary medical Update: the strategic commissioning
services framework for primary medical services
An updated version will be circulated for virtual approval by | GC 05/26 was agreed by virtual approvals. A copy
members. has been sent to the LMC for information.
Request to close action
ACTO026 | 15/01/26 | 9.0 NEL Special Allocation Scheme This has been added to the forward
A future agenda item will review the SAS in detail, with emphasis on | GC/KC | 07/26 planner for July but date subject to
addressing health inequalities, quality, innovation, and integration change.
with wider support services.
ACTO027 | 15/01/26 | 11.1 CQC ratings update This has been added to the forward
A report on lessons learned / shared learning from improvements | GC 07/26 planner for July but is subject to change.
made at Omnes Healthcare will be shared with the sub-committee.
ACTO028 | 10/03/26 | Dental update This has been added to the forward
At a future meeting present worked examples of the impact of the JW 07/26 planner for July but is subject to change.
new urgent care mandate on routine appointments and contract
sizes.
ACTO029 | 10/03/26 | Primary care finance report Bl report received and offer to present at
SSe to share the Business Intelligence report that includes patient | SSe 05/26 the Primary Care Delivery Group made.

list churn with RD and include it on the agenda for the Primary
Care Delivery Group.

Request to close action

Page 1 of 1
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North East London

Primary Care Contracts sub-committee

12 May 2026

Title of report

Dental Update 2025/26
M12 Primary Care/Dental Update including Urgent Dental
Care Performance and Dental Contract Reform

Author

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

Andrew Biggadike, Regional Lead; Acute and Specialised
Dental Contracts

Kelly Nizzer, Regional Lead Primary Care Commissioning;
Dentistry & Optometry Services

Presented by

Jeremy Wallman / Andrew Biggadike / Kelly Nizzer

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

No conflicts of interest are identified in relation to this paper.

Strategic fit

To enhance productivity and value for money

Impact on local people, health
inequalities and sustainability

Improved primary care dental performance supports
increased access to routine and urgent dental care for the
local population.

Oral health promotion initiatives, including supervised
toothbrushing programmes, aim to prevent disease and
improve long-term population outcomes.

Impact on finance, performance
and quality

Oral health promotion initiatives aim to prevent disease and
improve long-term population outcomes.

Additional activity requirements have been met without
significant additional capacity pressures in primary care.

Increasing referral volumes in community services may
create future financial and operational pressures.

Risks

Workforce shortages and theatre access constraints in acute
providers may limit progress in reducing long waits.

Impact of national dental contract reforms remains uncertain
and may affect service delivery over time.

Data remains provisional at year end due to reporting lag,
creating a risk of variance in final performance position.

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

6 May 2026
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Dental Update 2025/26 — M12a

General Update

General Dental performance remains on track to deliver between 96 — 100% against contracts.
Additional activity has been added into contracts effective from 1 October 2025 and the extra
capacity to deliver this is in addition to existing contractual activity has been absorbed into normal
contract activity with little or no impact on practices ability to step up additional clinical capacity to
manage the increase. Assuming this level of delivery is maintained the forecast is for another year
of high delivery against commissioned contracts. It should be noted that dental contractors are
permitted to submit GDS activity up to a maximum of 60 days after the end of the contracting year,
therefore the current figures are interim and, whilst being a reasonably accurate guide, should not
be construed as the final 2025/26 position; this will be reported at the next meeting.

UDA UDA
ICB Cos'gicsted Delivered to % Ozjffuﬁ:%e&iszta
date Delivery
FYE M12a M12a FOT
North-Central London 1,980,791 1,916,614 96.76% 96.45% 97.7%
North-East London 2,705,905 2,615,889 96.67% 97.50% 98.1%
North-West London 3,219,563 3,091,666 96.03% 95.76% 98.6%
South-East London 2,809,565 2,687,524 95.66% 96.57% 97.5%
South-West London 1,901,507 1,763,772 92.78% 93.78% 05.4%
London Wide 12,616,931 12,075,465 95.58% 96.01% 97.6%

Dental Contract Reform Proposals - 2026

The validation of GDS contracts has been completed to deliver the mandated urgent dental activity
which has been set at 8.2% of providers overall contract delivery. In many cases, this will not
affect practices as they already deliver this level of urgent care as part of normal contract activity.
The impact of the reforms is, unclear, however activity trends will be monitored during 2026/27
prior to making any recommendations about potential de-commissioning of existing urgent dental
care provision. All contract reform actions have been responded to as part of the ICB Medium
Term Plan returns and progress against these will be reported to future meetings as part of the
overall Primary Care performance monitoring.
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Barts Health

The sustained reduction in patients waiting over 65 weeks; 176 in January from 204 in the
previous quarter.

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

176 patients waiting over 65 weeks, of which 57 do not have an appointment booked. The Trust is
particularly affected by workforce shortages, lack of access to theatres and possibly lower
productivity that comparable trusts.

e Oral Surgery, 108 patients waiting over 65 weeks of which 75% have an appointment
booked. Oral surgery remains challenging specialty but Barts has done much work to
improve their position.

e Restorative, 26 patients over 65 weeks the majority of which are special care and therefore
more complex. Only 11% have an appointment booked.

e Paediatric, 20 patients waiting over 65 weeks of which all but one have an appointment
booked. Significant improvement has been made.

¢ Orthodontic, 10 patients over 65 weeks of which 9 have an appointment booked.

e Dental Medicine, 6 patients waiting over 65 weeks, all but 1 with appointments booked.
Significant workforce issues in this specialty but significant improvement made.

e Maxillofacial, 6 patients over 65 weeks, 2 with appointments booked. Some maxillofacial
patients will be sitting under the oral surgery PTL.

Barts remains an outlier for patients waiting over 52 weeks with a total of 763, and is in a
challenging position for all dental specialties. However, there is consistent sustained
improvement over the last nine months and there are various initiatives in place to continue this
trajectory.

Barking, Havering & Redbridge University Trust
One patient waiting over 65 weeks.

e Orthodontic, zero patients over 52 weeks. 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.

e Maxillofacial, 15 patients waiting over 52 weeks, 10 of which have appointments booked.
Theatre lists regularly cancelled for higher priority / profile cases.

Homerton University Hospital

One patient waiting over 65 weeks. Trust is assisting Barts with long waiting oral surgery patients
which are coded under Maxfax.

e Maxillofacial, 39 patients waiting over 52 weeks of which 95% have appointments booked.
Trust faces challenges with increasing referral numbers and the inability to match the
overtime payments made by competing trusts.

e Paediatric Maxillofacial, 3 patients over 52 weeks, all patients over 41 weeks have
appointments booked.
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Community Dental Services

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

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.

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 should commence at the start of the new academic year.
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Executive summary

The ICB has for some time recognised the need for a primary
care vision and strategy to be developed, with primary care
and wider stakeholders. This is both in recognition of the
many challenges currently facing primary care — from need
and demand, through to funding and inequity, through to
unwarranted variation in performance, impact and
experience, through to estates and digital, through to
workforce and capacity, through to culture and behaviours
across the whole primary care family — and of the impact of a
positive articulation of primary care across the wider system.

Further, the 10 year Health Plan clearly sets out the
imperative for shifts to prevention, to community and to
digital, which primary care is well placed to respond to and to
benefit from. The north east London approach to
neighbourhood development places general practice at the
heart of integrated neighbourhood working but we recognise
this may not feel a reality to all practices, some of which feel
disengaged from wider developments and innovation.

Our system strategy and strategic commissioning plan both
set out to enable delivery of the 10 year health plan locally
and our Primary Care Strategic Commissioning Intentions
provide further detail on our approach, notably referencing
the need for a primary care strategy to be co-designed and
co-produced over the first part of 2026/2027.

This paper provides a high-level summary of insights from the
NEL Primary Care Strategy workshop and panel session held
on 3 February 2026 to take forward those Commissioning
Intentions. The workshop engaged a broad range of primary
care stakeholders to test the emerging strategic
commissioning direction, validate headline goals, and identify
key priorities, risks and enablers for delivery. This supports
the development of the NEL Primary Care Strategy and
commissioning plan.
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The paper summarises:

Areas of strong consensus (neighbourhoods, equity,
digital and workforce)

Key challenges (funding uncertainty, workforce
sustainability, estates and data quality)

Strategic opportunities (collaboration, population health,
outcomes-based commissioning)

Principal risks and proposed mitigations

Suggested next steps to inform refinement and
implementation of the Primary Care Strategy and
commissioning plan.

Action / recommendation

The sub-committee is asked to:

Note the key themes, risks and opportunities identified by
stakeholders.

Discuss the implications for the development and delivery
of the NEL Primary Care Strategy, noting work on this will
resume in Q2 2026/27.

Endorse the approach around developing an investment
strategy for primary care, aligned to the Strategy.

Provide strategic direction on the proposed next steps,
including neighbourhood models, workforce planning and
outcomes-based commissioning.

Note the need to submit a Primary Care Action Plan to
NHS England on 15 May 2026, for assurance purposes,
which requires ICB Board approval.

Previous reporting

NEL ICB Commissioning Board
Primary Care Collaborative
Proactive Care Commissioning Group

Next steps/ onward reporting

Primary Care Collaborative

Conflicts of interest

None

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

The report supports the ICB’s agreed medium-term
commissioning intentions for primary care, specifically
including:

Development of neighbourhood-based models of care
Reducing unwarranted variation and improving equity of
outcomes and experience

Supporting move towards prevention and community-
based care

Enabling digital transformation and population health
management

Supporting sustainable primary care workforce models
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Has an Equalities Impact
Assessment been carried out?

A formal QIA and EqlIA have not been completed at this stage
as this paper is for strategic discussion only and does not
propose specific service changes.

A QIA and EqlAs will be completed for future commissioning
proposals arising from this work.

Impact on finance, performance
and quality

There is no immediate financial decision requested of the
Commissioning Board. However, the paper highlights a
number of funding risks and the need for longer-term (3-5
year) investment, commissioning and contracting cycles to
support workforce investment and service transformation as
an investment strategy within the overall Primary Care
Strategy.

We recognise that further investments are likely to be

required across primary care and specifically in delivering the
left shift through digital, workforce and neighbourhood models
as more activity is responded to earlier and more proactively.

Any future financial implications will be brought back to the
Board within the investment strategy and through formal
business cases to address both the pressures on funding
across the system (ensuring that interventions are delivered
as cost efficiently as possible) and the requirement to ensure
that activity transferred through the three shifts is matched by
an aligned and timely transfer of funding.

The strategy themes emphasise improving quality and safety

through:

¢ Reducing variation in outcomes and experience

e Improving equity of access and delivery

e Strengthening pathways across primary and secondary
care

e Better use of data to support population health
management.

Risks

Key risks identified include:

e Lack of clarity on neighbourhood operating models and
accountability

o Digital exclusion and variable digital maturity

e Short-term workforce funding impacting recruitment and
retention

o Data quality and analytics limitations

o System funding uncertainty — aligned both to overall
quantum of funding and to the timeliness of funding
following the planned shifts in activity to neighbourhood
and proactive care

These risks align to existing Board Assurance Framework
themes around workforce, transformation and financial
sustainability. Mitigations are outlined within the paper,
including clearer guidance, longer-term commissioning cycles
and strengthened digital and data capability.
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North East London

Developing the NEL Primary Care Strategy and
commissioning plan

Workshop & Panel Insights
Date: Tuesday 3" February 2026



Executive Summary

1) Strong consensus on neighbourhoods, digital transformation and equity
2) Key challenges: funding, workforce, estates, data quality
3) Opportunities in collaboration, population health, and digital

4) Strategic goals: outcomes-based contracting, SDA reform, digital,
workforce
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Purpose of Workshop

& Set strategic commissioner context
« Test headline goals with providers/clinicians

l_% Gather insights across access, workforce, equity, digital, contracts

I

52| Identify priorities for strategic thinking, planning & implementation
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Participation
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The workshop invitation was sent to 145 stakeholders including: GPs/PCN
clinical directors; GP Federations; LMC, LDC, LPC, and LOC representatives;
and ICB staff from a variety of commissioning areas (primary care/EQUIP, UEC,
LTC, Meds Optimisation).

There were 48 attendees including: 18 primary care healthcare professionals;
10 PCN or Federation leaders/managers; LMC, LPC and LOC representatives;
and a rep from the NEL VCFSE Collaborative.

The panel for the Q&A session at the end of the workshop included the ICB
Associate Medical Director for PC, the Chair of NEL LOC, the COO of NEL
LPC, the ICB Chief Clinical Information Officer and the GP representatives to
the ICB Board.
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o', North East London
» Health & Care

Primary Care strategic commissioning headline goals — linked to medium term planfiifigPartnership

Our vision is for north east London to be a place where you can access consistent high-quality primary care, from a dedicated, motivated
and multi-skilled workforce enabling local people to live their healthiest lives

Ensuring effective primary care
contract oversight and management

Improving patient access and
experience

Commissioning appropriate
services in and for primary care

Developing the primary care
workforce

1.

Establish a consistent, outcomes-
based contractual framework across
all boroughs.

Regularly review contracts to align
with population health needs.

Ensure quality and safety via CQC
ratings, QOF achievement, and
LFPSE platform.

Run a commissioning review
programme and maintain transparent
reporting.

Commissioning to improve access,
access, and patient experience.

Enhance acute, urgent, and out-of-
hours care, focusing on the Same Day
Access model.

Review local enhanced services for
consistency and equity.

Optimise medicines and integrate
long-term condition frameworks.

Expand the GP workforce to match
population growth and health needs.

. Increase training and career

opportunities (fellowship, portfolio,
advanced roles).

. Support staff resilience and wellbeing
(coaching, mentorship, peer support).

. Identify and address workforce gaps

with targeted interventions.

. Use resident feedback to address

access concerns and improve service

. Make it easier for patients to contact

practices and increase appointments.

. Improve digital inclusion and

accessibility for vulnerable groups.

. Reduce variation in patient outcomes

and experience, focusing on equity.

Underpinned by population health management approach and NEL outcome and equity framework

Alignment with other portfolios and programmes: Primary Care Commissioning and Project leads work closely with: Urgent & Emergency Care on
Same Day Access services; Long Term Conditions on enhanced GP services; Place colleagues on primary care neighbourhood development; Mental
health on enhanced services for SMI management and ADHD shared care; and Community Care, Babies, Children and Young People on




Priorities from participants

Top 3 initial priorities:
1. Neighbourhoods
2. Workforce

3. Left shift — prevention,
equity, sustainability

Al ;
Pharmacy Patients

Workforce development of non clinical roles

Optometry
equity reducing variatiom
GP ili
Resilience Left shift Resiliance
Neighbourhoods i
Reduce inequalities g Transformation
Sustainability Workforce Shifting care
Prevention
Dental Patients Local Workload - manageable
Sustainability Resilience Neighbourhoods Health equity

Population health and quality improvement
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Stakeholders as rated in top 3

Neighbourhoocs |
providers |
Patients & communities —
Whole system _
commissioners ||| Gz

Dept Health & Social Care || N

0 10 20 30 40 50 60 70

80
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Key challenges from participants

Top 4 challenges:

1.

2
3.
4

Funding
Workforce
Resources

Culture, leadership and
organisational
development

Organisational boundaries Risk appetite

Wholesystem finance

estates Workforce

Gp contract changes

Engagement
capacity

Mistrust

Poor contracts leadership

people Funding

time

Primary Resources

clinical
Silo working  care

Bureaucracy Uncoordinated processes

Not wanting to change

Restructure

Workforces

Lack of resource

Lack of change knowledge
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Headline goals as rated in top 1-5

Workshop participants were asked to select which of the headline goals included in the Strategic Commissioning Plan submitted

by the ICB as part of the medium-term planning framework they felt were the most important.

Goals that focused on equity, consistency and reducing variation in outcomes and experience emerged as priorities.

However, participants expressed concerns that the goals are not SMART with limited detail of how they will be achieved and

enabled.

Reduce variation in patient outcomes and experience, focusing on equity.
Regularly review contracts to align with population health needs.

Establish a consistent, outcomes-based contractual framework

Expand GP workforce to match population growth and health needs.

Review local enhanced services for consistency and equity.

Focus on same day access model - enhance acute, urgent & out of hours care
Use resident feedback to address access concerns and improve service
Commissioning to improve patient access and experience.

Support staff resilience and wellbeing (coaching, mentorship, peer support).
Improve digital inclusion and accessibility for vulnerable groups.

Increase training/career opportunities (fellowship, portfolio, advanced roles).
Make it easier for patients to contact practices and increase appointments.
Optimise medicines and integrate long-term condition frameworks

Identify and address workforce gaps with targeted interventions.

Ensure quality and safety via CQC ratings, QOF achievement, and LFPSE platform.

Run a commissioning review programme and maintain transparent reporting. I

o

10

20

30

60
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Key insights —what we heard (1)

Neighbourhoods, Primary/Secondary interface and pathways

» Participants acknowledged the importance of neighbourhoods but also the absence of a clear definition and guidance
(model system archetypes and single/multi-neighbourhood provider contracts yet to be published).

« Need for improved primary/secondary interface and to develop pathways that cross settings and allow primary care
clinical professionals to work at the top of their licence, making efficient use of capacity and avoiding duplication.

» All providers in the neighbourhoods must be taking a population health approach and be accountable for their part of
the pathway and how this effects the eventual outcome.

Headlines goals related to equity of outcomes and experience supported but more detail needed on how this
will be achieved

« Commissioning for standardised, equitable outcomes doesn’t necessarily mean that the systems, processes and
delivery models used by providers need to be the same across NEL. Delivery could be variable and determined by
neighbourhood leadership.

» Patient voice is key to help shape how services are delivered if we are to improve experience.

30



Key Insights —what we heard (2)

Importance of key enablers and how we make the strategy tangible for primary care professionals

* Funding and resource allocation
» How we will address historical disparities between places and across healthcare settings (enabling the ‘left shift’)

» Commission/contract over longer-term cycles to enable provider investment in workforce.

» Workforce — Facilitating long-term workforce planning through investment and matching workforce to population
needs.

* Digital
* Investment in digital innovation and to upskill workforce to effectively use digital tools

» Importance of digital inclusion and the need to engage the voluntary sector and wider local authority services in ensuring all
patients are empowered to use digital health tools.

* Data
» Commissioning the right tools to enable providers to take a population health approach

» Ensuring that we are using high quality data, the right metrics and sources when we seek to tackle variation

» Estates — how can we use the NHS estates flexibly to enable neighbourhood working.
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Key areas of risk and possible mitigations

Publish guidance; define accountability and scope; reinforce

Unclear neighbourhood operating model GP clinical leadership; involve PCN CDs fully

Digital exclusion and variable maturity Scale digital support via libraries/voluntary hubs

Move to 3-5 year cycles; demonstrate increasing

SEIHE TETIEres el investment through Resource Allocation Strategy;

Improve analytics, validation, shared dashboards; continue

Data quality issues to focus on Optum as PHM tool

Engagement with NHSE on core funding stability and

Funding uncertainties flexibility; act as pilot for new funding models

OD, targeted support for high-need practices and
Workforce instability, recruitment and retention  populations; innovative approaches to recruitment &
retention; workforce planning; regular engagement
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Suggested next steps from the insights

@ Review vision and refine strategic goals: Align with neighbourhood health framework & metrics

Enable further engagement and co-production across primary care and with residents, patients and

Bufl stakeholders

ti; Strengthen digital and create Al roadmap

22s Develop Iong-term workforce c_apacity plan, including recruitment and retention, clinical leadership,
estates and infrastructure requirements

#14.  Deliver OD programme, including focus on ways of working, culture and clinical leadership

Produce long term investment strategy for primary care to demonstrate left shift with increased
iInvestment, alignment of contracts/funding to outcomes, reduction of unwarranted variation

1l
|
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Primary Care Action Plan Template

Guidance

Introduction

Primary Care is critical to delivering overall NHS transformation and reform,
including the “three shifts” in the 10-Year Health Plan. As part of the Medium
Term Planning Framework (MTPF), Integrated Care Boards (ICBs) are required
to prepare and submit an action plan for Primary Care.

This document provides a template to support consistency in ICB Primary Care
Action Plans (PCAPs). To ensure alignment between strategic and operational
planning, PCAPs should build upon the Integrated Strategic Commissioning Plan
(ISCP) submissions made in February 2026. These Action Plans offer an
opportunity to describe how the ISCPs will be delivered for primary care and may
also be used to address any gaps or provide clarification where needed.

The plan should outline primary care work across a three- to five-year period at a
high level, aligned with the ISCP, with detailed focus on 2026/27 (Year 1).
Updated plans for subsequent years are expected to be requested in the quarter
preceding each year, with the process to be agreed in partnership with regions
and ICBs.

Key Guiding Principles for Plan Development
ICB plans must meet the following requirements:

Outcomes Focused

Plans must deliver measurable improvements in outcomes for patients and the
public, as well as improved value for money. Outcomes, baselines, milestones,
and metrics must be clearly defined, with evidence of engagement with patients,
carers, and communities. Plans should demonstrate consideration of local
population needs and address inequalities.

Accountability and Transparency
Clear governance arrangements must support plan development, oversight, and

delivery. Roles, decision-making authority, and escalation routes must be explicit.

Plans should align with system and national priorities set out in the MTPF and
support delivery of the three shifts in the 10-Year Plan.
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Collaborative

Plans must be co-developed with system partners and relevant functions,
including finance, workforce, clinical, and operational leads. They must
demonstrate shared ownership and coordinated delivery across organisations.

Evidence Based

Plans should be informed by robust analysis, including population health,
demand and capacity modelling, workforce data, and financial modelling. They
should incorporate learning from the current year's General Practice Action Plans
and wider primary care improvements. Assumptions must be justified using
benchmarking and best practice.

Credible and Deliverable

Plans must be ambitious yet realistic, financially viable within agreed budgets,
and achievable within workforce and operational constraints. Key risks,
dependencies, and mitigations must be clearly stated.

Template Structure
To support plan development we have provided:

e Theme — The relevant MTPF priority area.
e Prompts — Key elements required to deliver the theme.
Systems will be asked to return the following aligned to the above:
e Actions — Detailed steps, scope, timelines, and resources needed.
o Outcomes — Expected results and delivery timelines.

« Measurement — National and local indicators to track progress, including
on inequalities.

o Delivery Confidence — Likelihood of successful delivery (Green, Amber,
Red).

o Key Risks & Mitigations — Risks, mitigation strategies, and escalation
needs.

e Support Requirements — Areas where regional/national support is
required.
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Oversight Arrangements

Please note that ICBs and Regions will provide updates on plan delivery through
the year as part of regular reporting (particularly through ICB summaries for
General Practice).
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Themes and Prompts

General Practice

Theme Prompts
Front door Plan should highlight practical steps the ICB is undertaking to support:
access,
navigation & - Same day appointments for clinically urgent patients in General Practice, including achievement of 90% ambition.
demand - Supporting practices understanding of demand/capacity optimisation. This should include further embedding of
management | modern general practice and population health management/risk stratification.
(ending the - Resiliency, winter planning and surge capacity, ensuring sufficient capacity is commissioned. This should include
8am additional commissioned activity for out-of-hours and surge periods, such as bank holidays and weekends.
scramble) - Monitoring, reporting and response of system pressures for general practice. This could include use of tools such as
Operational Pressures Escalation Levels (OPEL) framework
Clinical Plan should highlight practical steps the ICB is undertaking to support:
capacity
-Promote recruitment of GPs or fund additional sessions through Capacity and Access Payment reimbursement
scheme
-Promote recruitment of GPs and other roles through additional roles reimbursement scheme.
ICB Plans should set out the practical steps the ICB will take to:
performance
and - Develop priorities and plans across the system by using support tools (CATS tool or equivalent)
improvement | -Support, monitor and ensure compliance with the GP contract. This should include the GP contract changes
support introduced in October 2025 as well as the new 2026/27 GP contract requirements. Plans would benefit from specific

reference to the governance mechanisms that will be used to monitor compliance.

-Outline interventions, either already in place or to be introduced, to support struggling practices in meeting
requirements around core hours opening, equity of access (e.g., telephone and online consultation routes),
implementation of You and Your GP Practice feedback, and delivery of prospective records access.

-Identify practices requiring additional support, using the Support Level Framework (SLF) or the Modern General
Practice Assessment Tool (MGPAT) to determine their support needs. Plans would benefit from specific reference to
the number of practices the ICB expects to offer targeted support.

-Provide improvement and transformation support, already in place or planned, for practices. This may include
Practice-Level Support, Peer Ambassadors, or local Quality Improvement (QI) support.
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-Use datasets and local intelligence to identify and address unwarranted variation and health inequalities; and track
practice progress. This should include the General Practice Dashboard patient feedback from You and Your GP
Practice.

-Support general practice to deliver deliver better diagnosis, more effective treatment, and improved continuity of care
for patients with long-term conditions such as CVD, diabetes, COPD, mental health conditions, and dementia.

Digital Plans should set out the practical steps the ICB will take to:
development
and reform - Support general practice implement and optimise GPIT and digital tools. This could include online consultation,

messaging, online booking, digital telephony, population health management and demand and capacity planning tools.
- Support implementation of new technologies, including ambient voice technology (AVT)

- Promote utilisation of NHS App capabilities; including ensuring that at least 95% of appointments across all care
settings are made available through the NHS App following appropriate triage.

- Transition all direct-to-patient communications to NHS Notify, retiring local communication systems, and use NHS
App ‘push’ notifications as the primary method of contacting patients. Transitions should begin in 2026/27, with all
providers completing migration by the end of 2028/29.

System and Plan should set out strategic approach for:

broader - Engagement of people and communities to understand needs and co-design services

transformation | - Utilisation and planning of estates to support alignment and integration supported across PCNs, neighbourhoods and
Primary/Secondary/Community Care.

- Staffing and alignment to neighbourhood development.

- Investment and resourcing, specifically how this compares to previous years.

Pharmacy

Theme Prompts

Embedding pharmacy | Plans should set out the practical steps the ICB will take to:
clinical services,

ensuring that local -Address unwarranted variation in delivery of community pharmacy advanced services and improve system
commissioning confidence, e.g. identify pharmacies where service demand is above capacity and create a plan to help
discussions utilise decompress or support to improve access and reduce unwarranted variation

Pharmacy First and -Support community pharmacies to improve the quality of data shared and captured through the pharmacy

other pharmacy clinical services
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clinical services to
support local system,
primary care/ urgent
demand pressures

-Improve Pharmacy First utilisation rates. Including through Integrated Urgent Care providers (NHS111
telephony).

-Reduce utilisation of the urgent repeat medicines pathway e.g. monitoring activity, identifying patterns,
addressing issues and promoting good prescription re-ordering practice

-Monitor antimicrobial supplies made under the Pharmacy First service and address outliers

-Improve the quality of the Hypertension Case Finding Service, e.g. monitor ABPM conversion rates, identify
and address outliers

Continue developing
the relationships
between general
practice and
community pharmacy
to support access to
pharmacy services

Plans should set out the practical steps the ICB will take to:

- Ensure GP Connect Update and Access Record are enabled and being utilised.

- Improve GP referral numbers in Pharmacy First service.

- Identify and investigate significant changes in referral numbers. This could included auditing variation linked to
use of GP online consultation tools.

Introduce prescribing-
based services into
community
pharmacies during
2026/27

Plans should set out the practical steps the ICB will take to:

- Incorporate Independent Prescribing into existing medicine optimisation governance processes and audit of
provider reports / audits of activity outside the scope of the service specification or defined clinical competence
and action plan to address any identified issues.

- Identify and review independent prescriber prescribing that includes local formulary adherence, antimicrobials
and opioids. This will be possible through analysis of ePACT2 data.

Monitor community
pharmacy
contraception service,
focussing on ongoing
supply length and
emergency
contraception

Plans should set out the practical steps the ICB will take to:

-Audit ongoing contraception supplies and produce an action plan for increasing the length of ongoing supplies
made under the service.

- Monitor patient level outcomes to identify patients who through the Emergency Contraception service then go
on to be initiated on longer term contraception.

Maximise use of the
Discharge Medicines
Service to reduce
medicines harm and
reduce readmissions

Plans should set out the practical steps the ICB will take to monitor and increase NHS trust referrals into the
Discharge Medicines Service.

39




Make HPV
vaccination available
at pharmacies for
women and young
people who missed
out on vaccination at
school

Plans should set out the practical steps the ICB will take to allocate support and resource to optimise uptake of
the HPV vaccine by utilising access benefits of community pharmacy.

Ensure all community
pharmacies have fully
enabled the capability
for patients to track
their prescription
status using the NHS

App

Plans should set out the practical steps the ICB will take to support full adoption and integration of the NHS
App into community pharmacies to support operations and patient communication. This could include support
for more local engagement with pharmacy sites and support for funding or implementation of technologies such
as scan-to-shelf.

Dental

Theme Prompts - Draft

Urgent and Plans should set out the practical steps the ICB will take to:

unscheduled

care - Better match capacity to demand and reduce unutilised appointments

- Optimise 111/unscheduled care pathways to support access to urgent and unscheduled care

- Utilise comms to improve patient awareness of and access to urgent and unscheduled dental care appointments
- Provide comprehensive out of hours urgent and unscheduled dental care provision

- Ensure sufficient capacity and resources to monitor use of mandated urgent care capacity and ensure this
capacity is accessible to all patients. This should include plans to escalate concerns and implement breach notices
as needed in the event of non-compliance

- Ensure processes in place for the review and implementation of flexibility of the mandated proportion of
unscheduled care

Maximising Plans should set out the practical steps the ICB will take to:

and
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optimising - Ensure collaborative working to improve efficient and reduce duplication across their commissioning teams
the spend of | - Ensure continued focus on developing the dental workforce with plans to include consideration of dental
the dental recruitment incentives
ring-fence
Implementing | Plans should set out the practical steps the ICB will take to:
the 2026
dental - Ensure contract variations for the 2026 reform package are issued and signed by providers ahead of April 2026
payment and | - Support dental providers with implementation of the new changes
quality - Encourage the uptake of funded annual appraisal and participation in the dental QI programme
contract - Establish peer groups for dental providers participating in QI and align these to local clinical leadership
reforms
Improving Plans should set out the practical steps the ICB will take to:
access to
NHS dental -ldentify unwarranted variation identified using national datasets and local intelligence
services - Identify and implement intervention to address unwarranted variation and reduce health inequalities. Plans will
benefit from referencing specific interventions.
Procurement | Plan should provide strategy for the procurement of dental checks for CYP SEND pupils within residential and day
of dental special educational settings.
checks for
CYP SEND
pupils
Optometry
Theme Prompts
Procurement | Plan should provide strategy for the procurement of sight tests for CYP SEND pupils within residential and day
of sight tests | special educational settings.
for CYP

SEND pupils
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Plan Template

General Practice

Theme Practical Actions Expected outcomes | Measurement (national, local Delivery Key risks and | Support requirements
(Scope, Scale, (Dates, Milestones) | indicators, as applicable) confidence mitigation
Schedule) (High,
Medium or
Low)
Front door % of clinically urgent
access, appointments seen on the
navigation same day
& demand Ease of access (Health Insight
manageme Survey)
nt (ending Online Consultation
the 8am Rates/1,000 pop, volumes and
scramble) hour of day

Cloud Based Telephony
Dataset - Calls, Abandoned,
Callback per 1,000 pop - time
of call and length of call
Analysis on walk ins

NHS111 data

GPAD

Data to understand operational
capacity pressures in general
practice fed into system-wide
oversight arrangements
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Clinical

Fully qualified GPs (FTE)

capacity GPs recruited through
Additional Roles
Reimbursement Scheme
(ARRS)
ARRS roles
ICB General Practice Dashboard
performanc Health Insights Survey
e and General Practice Patient
improveme Survey
nt support GPAD
NHS111

Local data sources and
experience measures
SLF outcomes (Spider
Diagram)

MGPAT - diagnostic tool
Same Day Urgent metric

Reduction in variation in
Quality and Outcomes
Framework standards for CVD,
diabetes, COPD, mental health
conditions and dementia

Increase the percentage of
patients with diabetes who
received all 8 elements of the
diabetes care process bundle
as reported in National
Diabetes Audit

Modern Service Frameworks
will specify further metrics for
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cardiovascular disease and
mental health in due course

Digital
developmen
t and reform

# practices with AVT
NHS app usage

% of patient registrations
integrated with GPIT

System and
broader
transformati
on
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Pharmacy

Theme Practical Actions | Expected Measurement (national, | Delivery Key risks and Support requirements
(Scope, Scale, outcomes local indicators) confidence | mitigation
Schedule) (Dates, (High,
Milestones) Medium or
Low)
Embedding Producing a plan for

pharmacy clinical
services, ensuring
that local
commissioning
discussions utilise
Pharmacy First and
other pharmacy
clinical services to
support local system,
primary care/ urgent
demand pressures

identifying capacity
issues and addressing
them locally

PF - % of total
consultations claimed
outside of service
specification (limit to
outside terms of PGD +
CD's supplied in
guantities greater than
5 days through the
URM pathway)

PCS - PGD as above
HCFS - Reduce
numbers of returning
patients to the
hypertension case
finding service within a
defined time period (5
year)

Audit report - outliers
identified as a % of
consultations where an
antimicrobial was
supplied

# of URM consultation
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claims as a % of total
Pharmacy First
consultation claims
% of ABPMs vs clinic
check claims

Continue developing
the relationships
between general
practice and
community pharmacy
to support access to
pharmacy services

GPs to report in to ICB
on status. KPI >90%
enabled

% of practice population
Review % of rejected
referrals

Production of audit
report shared with
NHSE

Introduce prescribing-
based services into
community
pharmacies during
2026/27

Reported as a % of IP's
registered to deliver
NHSE community
pharmacy services KPI
>90%. Consultation
numbers as a % of total
site level PF
consultations.
Generation of IP
prescribing report

Monitor community
pharmacy
contraception
service, focussing on
ongoing supply
length and
emergency
contraception

Report that describes
the number of ongoing
supplies made for a
period of 9-12 months
as a percentage of all
ongoing supplies made
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Maximise use of the
Discharge Medicines
Service to reduce
medicines harm and
reduce readmissions

Trust DMS referral
numbers per 1000
discharges

Make HPV
vaccination available
at pharmacies for
women and young
people who missed
out on vaccination at
school

Monitoring and
identifying target cohort
and reporting against
vaccination numbers
delivered by community
pharmacy

Ensure all community
pharmacies have fully
enabled the capability
for patients to track
their prescription
status using the NHS

App

Reported as number of
community pharmacy
sites (and percentage of
total estate) with
prescription tracking
functionality enabled.
50% of community
pharmacies have
tracking enabled by
March 2026
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Dental

Theme Practical Actions Expected Measurement Delivery Key risks and Support requirements
(Scope, Scale, outcomes (national, local confidence | mitigation
Schedule) (Dates, indicators) (High,
Milestones) Medium or
Low)
Urgent and
unscheduled
care
Maximising Monthly Golden
and Hello reporting
optimising
the spend of
the dental
ring-fence
Implementing
the 2026
dental
payment and
quality
contract
reforms
Improving Nationally provided
access to QI datapacks will
NHS dental provide insights on
services variation in NICE
recall
Procurement ICB returns via
of dental regions on progress
checks for to date
CYP SEND

pupils
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Optom

Theme Practical Actions | Expected Measurement (national, Delivery Key risks and Support
(Scope, Scale, outcomes local indicators) confidence | mitigation requirements
Schedule) (Dates, (High,
Milestones) Medium or
Low)

Procurement of
sight tests for
CYP SEND pupils
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Executive summary

The 2026/27 GP Contract and NHS England Medium Term
Planning Framework require ICBs to improve the percentage
of clinically urgent patients seen by General Practice on the
same day, with a 90% in-month ambition by March 2027. This
paper sets out the NEL approach to recording, reporting and
improvement against this requirement, and seeks support for
the trajectory and delivery plan.

NHS England requires a monthly 2026/27 return using GP
Appointments Data (GPAD), applying the national ‘General
Consultation Acute’ mapping. The return is derived from
practice appointment books (PCN appointment books are
excluded) and therefore depends on consistent local
configuration, category mapping and coding to ensure that
clinically urgent same-day activity is accurately captured and
comparable.

The current NEL baseline for this metric is 66%. The
submitted improvement trajectory increases month-by-month
through 2026/27, reaching 90% by February/March 2027, and
will be monitored via routine monthly reporting to enable early
identification of variance and targeted support to those
practices/areas that are not on track.

Key delivery focus for 2026/27 is improving data quality and
coding consistency, supported by GP IT Facilitation-led
targeted engagement with outlier practices (including those
repeatedly recording 0% Same Day Acute Access), and
system-wide guidance/webinars to reinforce national category
mapping. Bl/digital support will establish automated monthly
reporting and dashboards to provide assurance on delivery,
guality and value for money, and to track progress against the
agreed trajectory. In parallel, work is underway to confirm
whether Same Day Access (SDA) hub activity is appropriately
captured within GPAD; where changes are required, NHS
England confirmation will be sought to ensure consistent
interpretation and reporting.
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Action / recommendation

The primary care contracts sub-committee is asked to:

1) Note the contractual requirement and NHS England
monthly monitoring submission.

2) Endorse the proposed trajectory to reach 90% by March
2027 and the phased delivery approach.

3) Note that inclusion of SDA hub activity within GPAD
reporting is being clarified and may require NHS England
confirmation.

Previous reporting

Primary Care Senior Management Team meeting for
endorsement, received Tuesday 21 April 2026.

Chief Officer sign-off

Next steps/ onward reporting

e GP IT Facilitation team to commence engagement with
priority outlier practices to validate mapping and resolve
coding/configuration issues.

e Bl team to implement routine monthly reporting and
provide dashboards/outputs for monitoring.

e Confirm whether SDA hub activity is captured in GPAD
and agree approach with NHS England if changes are
required.

e System-wide comms/webinar and quick reference
guidance for practices on national category mapping.

o Governance: progress against trajectory to be tracked
through the Primary Care Collaborative and updates
provided to the Primary Care Contracts Sub-Committee
as required.

Conflicts of interest

None

Strategic fit

e To improve outcomes in population health and healthcare

e To tackle inequalities in outcomes, experience and
access

e To enhance productivity and value for money

Impact on local people, health
inequalities and sustainability

Supports timely same-day access for clinically urgent patients
and improves transparency of access performance.

Standardised recording reduces unwarranted variation
between practices and helps target support where needed.

Use of webinars/guidance enables scalable support, reducing
the need for travel and repeated local visits here appropriate.

Has an Equalities Impact
Assessment been carried out?

Not required at this stage.

Impact on finance, performance
and quality

Performance: improves contract compliance and strengthens
monthly monitoring against the 90% ambition.

Quiality: improved data accuracy supports safer and more
effective system oversight.
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Finance: no additional revenue or capital costs

are identified within this proposal; delivery is planned through
existing Bl and GP IT facilitation resources (any further
resource pressures to be escalated through governance).

Risks

Workforce capacity and sustained demand pressure may limit
the pace of improvement. Mitigation: practices and the ICB
will maintain robust monitoring, ensure timely staff training
and induction (including as part of recruitment/onboarding),
and build resilience through contingency planning and shared
learning.

Data quality and coding inconsistency may lead to
under-reporting of activity and/or misdirected interventions.
Mitigation: the GP IT Facilitation team will deliver regular
training sessions, provide quick reference guidance, monitor
and report outliers, and schedule targeted practice
support/visits to validate appointment category mapping and
resolve configuration issues.

Achieving the final stretch from c¢.78% to 90% may require
additional system levers beyond data quality improvements.
Mitigation: progress will be reviewed frequently; plans will be
flexed from June onwards in light of the impact of agreed
interventions; and issues will be escalated through
governance where trajectory slippage is identified (noting that
this is not currently assessed as an appointment capacity
issue).

Same Day Access (SDA) hub activity may not be fully
captured within GPAD (subject to confirmation), which could
understate performance and distort improvement priorities.
Mitigation: the ICB will confirm capture and reporting rules,
agree the approach with NHS England where clarification or
changes are required, and apply a consistent interpretation
across NEL for reporting and assurance.

Appendix 1 — NHSE monthly target submission
Appendix 2 — Project scoping and planning slides
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Project Summary

The 2026/27 GP Contract requires that all clinically urgent patients
are seen on the same day. In line with this, the NHS England Medium
Term Planning Framework 202627 sets a target for Integrated Care
Boards to achieve 90% of clinically urgent patients being seen by
General Practice on the same day, with full in-month compliance
expected by March 2027.

Scope Summary

ICBs are required to complete and submit a monthly data collection
for 2026/27, reporting on the “Percentage of clinically urgent
appointments seen on the same day,” in line with the framework
requirements.

54



Baseline Line

% urgent (appts mapped to the national category 'general
consultation acute’) seen same day

Average April 25 — Jan 26

70%
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SCHEDULE
- Discuss with NHSE to

understand if SDA hub activity
can be included within the
dataset?

URGENCY i

DO LATER

- After addressing lowest-
performing practices, extend
support to all remaining

practices

Prioritisation Matrix

HIGH

LOW

DO
- Work with Bl colleagues to

extract GPAD data

- Analyse the data to identify
lowest-performing practices

HIGH

DELAGATE

- Primary Care Digital
Facilitation team to support

lowest-performing practices in
ensuring clinic mapping is
accurate, so all same-day
urgent appointments are
correctly captured

IMPORTANCE
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Initial Progress Timeline

@ Collaborate with the GP IT

, team. Understand the work

s2= Work with GP IT team on they had already done
working with lowest regarding correct mapping
performing practices to ensure of appointments and inform
they have mapped them of next steps required
appointments correctly and key deadlines

20.04.2026 01.06.2026

@, Gathered baseline GPAD jthy Work with NHSE to Comms sent out to
data and analysed to confirm if SDA hub all NEL practices/pre
understand Iozvest dataset can be recorded webinars

included on correct mapping

performing practices



The Trajectory — Phased Model

mm Phased Improvement Model

 Phase 1 (M1 — 4): Stabilise 66-73%
 Phase 2 (M5 — 8): Build 73-80%
 Phase 3 (M9 — 12): Accelerate 80-90%




Snapshot of Data

The below bar chart illustrates the number of practices who have mapped 0% of their appointments as
‘Same Day Acute Access’. This data covers the 11-month run from Apr 2025 to Feb 2026, as March
2026 data is not yet available, due to the fact we receive the data a month in arears.
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Practices with 0% Same Da

Acute Access (Apr 2025—-Feb 2026

PRACTICE_CODE
F84086
F84051
F84696
F84030
F84666
F86705
F84668
F84055
F84025
F82034
F84642
F86652
F84050
F86086
F86045
F86026
F84731
F84733
F84014
F84053
F86638
F86013
F82609

PROVIDER_NAME

The Forest Practice

Strouts Place Medical Centre
Tredegar Practice

Ruston Street Clinic

The Ruiz Medical Practice
Langthorne Sharma Family Practice
The Clapton Surgery

The Grove Road Surgery
Gough Walk Practice
Victoria & Five Elms Medical Centre
Lucas Avenue Practice

The Drive Surgery

Boleyn Medical Centre

Dr Dhital Practice

High Road Surgery

The Forest Surgery

St. Katherine's Dock Practice
Health E1

Upton Lane Medical Centre
Greengate Medical Centre
The Microfaculty

The Broadway Surgery
Suttons Avenue Surgery

PCN_NAME

Newham North West 2 PCN

Tower Hamlets Network 1 PCN

Tower Hamlets Network 5 PCN

Tower Hamlets Network 5 PCN

South One Newham PCN

Waltham Forest South Leytonstone PCN
Hackney Downs PCN

Tower Hamlets Network 5 PCN

Tower Hamlets Network 7 PCN

Barking And Dagenham New West PCN
Newham Central PCN

Cranbrook PCN

Newham Central 1 PCN

Waltham Forest Walthamstow Central PCN
Waltham Forest South Leytonstone PCN
Waltham Forest 8 PCN

Tower Network PCN

Tower Hamlets Network 2 PCN
Newham North West 2 PCN

Newham Central 1 PCN

Waltham Forest 8 PCN

Wanstead And Woodford PCN

Havering South PCN

BOROUGH_NAME
Newham

Tower Hamlets
Tower Hamlets
Tower Hamlets
Newham
Waltham Forest
City and Hackney
Tower Hamlets
Tower Hamlets
Barking and Dagenham
Newham
Redbridge
Newham
Waltham Forest
Waltham Forest
Waltham Forest
Tower Hamlets
Tower Hamlets
Newham
Newham
Waltham Forest
Redbridge
Havering

APPEARANCES_WITH_0%

(e S S S S
O O L R

P PP W W WS Ao O OO NN O 0O 0 O ©
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Next Steps

Seek NHSE confirmation regarding the inclusion of
SDA hub data.

Prioritise engagement with the five practices that have
recorded 0% Same Day Access Acute appointments
over the past 11/10 months




Principle Risks:

Workforce capacity

Demand pressure

Data quality and consistency

Achieving stretch from 78-90%
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Principle Risk Mitigation:

GPAD QA and validation

Target GPIT support

Training sessions, webinars and quick reference

guides

Sharing best practice and standardisation of

coding
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Technical Guidance

Definitions
Detailed descriptor Percentage of clinically urgent appointments that took place on the same day
within the time period.
Lines within indicator General practice appointments (all Healthcare Professional types, all service
(units) settings and all appointment modes, including face to face, telephone,
video/online and home visit) recorded in Practice appointment books. PCN
appointment books data should be excluded.

Data Definition
Numerator Number of appointments mapped to the national category 'general
consultation acute' which took place on the same day (time from booking to
appointment).

Denominator Total number of appointments mapped to the national category 'general
consultation acute'.
Calculation Numerator divided by Denominator (as defined above).

Please note: metric is calculated on a in month basis and therefore the ambition will be for 90% of
clinically urgent appointments to take place on the same day in March 2027.
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QMF NHS NORTH EAST LONDON INTEGRATED CARE BOARD PASS
Validations
Plan Plan Plan Plan Plan Plan Plan Plan Plan Plan Plan Plan Plan Plan Plan Plan (gD (gD
30/04/2026| 31/05/2026 30/06/2026| 31/07/2026 | 31/08/2026 | 30/09/2026 | 31/10/2026 | 30/11/2026 31/12/2026 | 31/01/2027 | 28/02/2027 | 31/03/2027 0/06/2026 31/12/2026 31/03/2027 vzl || vmmms, || et || e,
Plan Basis Cells negative, or Cells negative, or
Missing | decimal | Missing | decimal
Month 1 | Month2 | Month 3 Month 4 Month 5 Month 6 Month 7 Month 8 Month 9 Month 10 Month 11 Month 12 Quarter 1 | Quarter 2 | Quarter 3 | Quarter 4 values values
Percentage of clinically urgent appointments seen on the same day | Numerator in period activity
124699.08| 126588.46| 132256.6| 137924.74 141703.5 145482.26 149261.02 151150.4 156818.54| 162486.68 170044.2| 170044.2 383544.14| 425110.5| 457229.96| 502575.08 PASSED 0 0
Primary E.D.27 |Percentage of clinically urgent appointments seen on the same day ~ |Denominator |in period activity
care 188938 188938 188938 188938 188938 188938 188938 188938 188938 188938 188938 188938 566814 566814 566814 566814 PASSED 0] 0]
Percentage of clinically urgent appointments seen on the same day | Percentage in period activity
66% 67% 70% 73% 75% 77% 79% 80% 83% 86% 90% 90% 70% 77% 83% 90% PASSED 0 0
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Region
Code Measure ID MeasureName MeasureType Latestactuals ISP_NHS Apr-25 May-25  Jun-25 Jul-25 Aug-25  Sep-25  Oct-25  Nov-25  Dec-25  Jan-26

QKK South East London ICB ICB Y56 E.D.27 Percentage of clinically urgent appointments seen on the same day Percentage Jan-26 NHS 71% 72% 72% 71% 70% 69% 67% 67% 69% 68% 69%
QMF North East London ICB ICB Y56 E.D.27 Percentage of clinically urgent appointments seen on the same day Percentage Jan-26 NHS 66% 65% 66% 66% 67% 66% 65% 65% 67% 65% 66%
QWE South West London ICB ICB Y56 E.D.27 Percentage of clinically urgent appointments seen on the same day Percentage Jan-26 NHS 70% 70% 71% 70% 70% 70% 69% 68% 71% 69% 70%
79B2Z West & North London ICB ICB Y56 E.D.27 Percentage of clinically urgent appointments seen on the same day Percentage Jan-26 NHS 70% 69% 69% 69% 70% 70% 70% 70% 72% 72% 70%
QKK South East London ICB ICB Y56 E.D.27 Percentage of clinically urgent appointments seen on the same day Numerator Jan-26 NHS 116470 119169 122854 126994 105507 122134 123398 108526 115850 116466 117736.8
QMF North East London ICB ICB Y56 E.D.27 Percentage of clinically urgent appointments seen on the same day Numerator Jan-26 NHS 120163 119179 125291 132641 110739 127466 133062 120170 126316 126770 124179.7
QWE South West London ICB ICB Y56 E.D.27 Percentage of clinically urgent appointments seen on the same day Numerator Jan-26 NHS 101194 100919 106961 109267 94772 109339 113271 102489 108439 106006 105265.7
79B2Z West & North London ICB ICB Y56 E.D.27 Percentage of clinically urgent appointments seen on the same day Numerator Jan-26 NHS 100231 99721 101676 108235 89902 105528 109809 100971 105713 108831 103061.7
QKK South East London ICB ICB Y56 E.D.27 Percentage of clinically urgent appointments seen on the same day Denominator Jan-26 NHS 165113 166159 171420 179497 150206 175917 182865 162205 168471 172354 169420.7
QMF North East London ICB ICB Y56 E.D.27 Percentage of clinically urgent appointments seen on the same day Denominator Jan-26 NHS 181599 184205 190115 200844 166195 193853 204621 184074 189410 194460 188937.6
QWE South West London ICB ICB Y56 E.D.27 Percentage of clinically urgent appointments seen on the same day Denominator Jan-26 NHS 143716 145084 151522 156912 135991 156638 163735 149843 152799 154619 151085.9
79B2Z West & North London ICB ICB Y56 E.D.27 Percentage of clinically urgent appointments seen on the same day Denominator Jan-26 NHS 142847 143853 146932 156271 128081 150096 156259 143410 146998 151995 146674.2
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Executive summary

Across North East London, the ICB currently commissions
and contracts interpreting services for general practice and is
undertaking a procurement to appoint a single provider for
five boroughs (Barking & Dagenham, Havering, Redbridge,
Newham and Waltham Forest); City & Hackney and Tower
Hamlets are excluded as services are provided through
existing block contracts with local trusts.

Community pharmacy has become an increasing point of
clinical contact due to the expansion of NHS-funded services
such as Pharmacy First where pharmacies are required to
conduct clinical consultations with patients.

As part of the findings from the local commissioned service —
Community Pharmacy Selfcare Advice Service, there is a
clear recognition of the need for translation services in
community pharmacy to support the diverse population in
NEL, to reduce inequalities and ensure safe quality clinical
consultations. Community pharmacies currently can register
with an interpreting service provider and use translation
services where expenses can be reimbursed upon claims
submission to the ICB via the London Pharmacy
Commissioning hub.

This however has highlighted a lack of integration into a
formal, ICB commissioned contract; and the claim submission
process additionally creates an increased administrative
burden both to the pharmacies and ICB, resulting a low
uptake of utilisation of the service.

This business case proposes adding community pharmacy,
a vital member of the primary care workforce to the Primary
Care interpreting services contract once a provider has
been appointed, ensuring equitable access, simplified
processes, and better alignment with NHS England's 2025
Improvement Framework for Community Language
Translation and Interpreting Services
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Action / recommendation The Primary Care Contracts Sub-committee is asked to

approve adding community pharmacy to the Primary Care
interpreting services contract at a cost of £75,000,
ensuring equitable access, safety, and compliance with NHS
England translation standards. This will address current gaps,
remove administrative barriers, and strengthen primary care

integration.
Previous reporting Not Applicable
Next steps/ onward reporting Procurement Group
Conflicts of interest No applicable
Strategic fit e To improve outcomes in population health and healthcare

e To tackle inequalities in outcomes, experience and
access

Impact on local people, health The commissioning of translation service for community
inequalities and sustainability pharmacies can support effective clinical consultation

between community pharmacist and patients who do not
speak English well.

This helps to improve access and quality of pharmacy
services for patients who have translation and interpretation
needs.

Impact on finance, performance | There are already funding available to commission local

and quality enhance community pharmacy services from the ICB primary

care — Dental, Optometry and Pharmacy budget.

See under Risk and Mitigation

Proposed Contract Value: £75,000 (for all community pharmacies across 7 NEL boroughs)

1.

Executive Summary

Across North East London, the ICB currently commissions and contracts interpreting
services for general practice and is undertaking a procurement to appoint a single
provider for five boroughs (Barking & Dagenham, Havering, Redbridge, Newham and
Waltham Forest); City & Hackney and Tower Hamlets are excluded as services are
provided through existing block contracts with local trusts.

Community pharmacy has become an increasing point of clinical contact due to the
expansion of NHS-funded services such as Pharmacy First where pharmacies are
required to conduct clinical consultations with patients.

As part of the findings from the local commissioned service — Community Pharmacy

Selfcare Advice Service, there is a clear recognition of the need for translation
services in community pharmacy to support the diverse population in NEL, to reduce
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2.1

inequalities and ensure safe quality clinical consultations. Community pharmacies
currently can register with an interpreting service provider and use translation
services where expenses can be reimbursed upon claims submission to the ICB via
the London Pharmacy Commissioning hub.

This however has highlighted a lack of integration into a formal, ICB commissioned
contract; and the claim submission process additionally creates an increased
administrative burden both to the pharmacies and ICB, resulting a low uptake of
utilisation of the service.

This business case proposes adding community pharmacy, a vital member of the
primary care workforce to the new interpreting services contract that will
commence on 1 December 2026 , ensuring equitable access, simplified processes,
and better alignment with NHS England's 2025 Improvement Framework for
Community Language Translation and Interpreting Services.

Case for Change
Inequalities & Patient Safety

The approved NEL Community Pharmacy Selfcare Advice Service business case

proposal highlights that language barriers significantly impede clinical accuracy,

patient safety, and access to care within community pharmacy settings.

e Language barriers increase the risk of communication errors affecting the delivery
and quality of community pharmacy clinical services.

e Without accessible translation services, inequalities widen, especially during first
points of access such as community pharmacy clinical services e.g. Pharmacy
First, Blood Pressure, Contraception, Vaccination and Selfcare Advice service.

NHS England’s Improvement Framework emphasises:

e Over 1 million people in the UK cannot speak English well or at all, resulting in
poorer access, delayed diagnoses, adverse events, and disengagement from
healthcare.

e« Commissioners and providers have legal duties under the Equality Act 2010 and
NHS Act 2006 to provide accessible communications.

NHS 10-year Health Plan and DHSC's Fit for the Future Health and Social Care 10-

year plan 2025:

e Community pharmacies ‘will play a vital role in the proposed neighbourhood
health service and they are positioned as the most open point of access in
primary care, especially in deprived areas.

¢ Pharmacy is a core component of community-delivered primary care

NHS England Neighbourhood Health Guidelines 2025/26:

¢ identify that neighbourhood health requires integrated working across all parts of
the health and care system, which includes Primary care contractors like
community pharmacy as part of local delivery teams
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2.2

3.1

3.2

Strategic Fit

This proposal aligns with:
e NHS England's Improvement Framework (2025) recommending consistent,

high-quality translation across all primary care settings, including pharmacies.
[england.nhs.uk]

e NEL ICB commitments to reduce health inequalities, especially for refugee,
asylum seeker, homeless populations and wider diverse communities.

e National Pharmacy First and CPSAS expansion, requiring safe accessible
clinical assessments.

Current Position
Existing Arrangements

Available funding has been identified from the Primary Care — Dental, Optometry and
Pharmacy budget which is a delegated budget to the ICB reserved for community
pharmacy global sum and local enhanced services. Commissioning translation
services can be considered as local enhanced service.

NEL already funds interpreting services for community pharmacy via reimbursement

and until the procurement for the new contract is finalised a system has been put in

place that allows community pharmacists to register and use The Language Shop at

a reduced rate:

e Community pharmacies that have registered must pay upfront and claim
reimbursement via the London Pharmacy Commissioning team through
NHSBSA,; unlike GPs are not required to do so.

However, challenges encountered with the current model include:

o Low uptake due to complex registration and invoicing processes. Providers report
difficulty registering with TLS.

o Fragmented processes for translation for GP and pharmacy providers;
stakeholders would prefer alignment with GP processes.

Service Demand Evidence

NEL modelling demonstrates substantial translation need:
e 21% of population in NEL cannot speak English very well based on Census 2021.

o Estimated 3% of overall consultations requiring translation support among NEL
residents.

o Estimated the usage of translation service in community pharmacy will be at 10%
of usage of general practices.

Proposed Solution

Integrate community pharmacy formally into the new interpreting services contract
at a cost of £75,000 annually. To come from the existing ICB delegated budget for
community pharmacy services.
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4.1 Benefits

Equitable access: Aligns pharmacy access with GP standards, reducing
inequalities.

Simplified process: Removes reimbursement requirements and complex
invoicing that deter pharmacy uptake.

Improved patient safety through professional, consistent interpretation aligned
to the national framework’s quality expectations.

Better monitoring & governance: Centralised oversight in line with NHS
England’'s recommendation for quality governance and service improvement.
Enhanced uptake of pharmacy clinical service across all 7 boroughs as
language barriers are removed.

5. Financial Case

51 Costs

The contract value for GP interpreting service is at £550,000 across Newham,
Waltham Forest and BHR, and estimated at £770,000 across NEL.

There is no data available around the use of translation service at community
pharmacy and it is estimated the activity in community pharmacy will roughly be
10% of that in general practices.

Annual investment: £75,000 from the ICB Primary Care — Pharmacy delegated
budget

Covers all community pharmacies across 7 boroughs in NEL

Aligns pharmacy usage with existing GP contract economies of scale.

5.2 Expected Savings / Value

Reduces cost pressures on other services by preventing miscommunication-
driven repeat consultations, errors, or escalations.

Reduces administrative time handling individual reimbursements from community

pharmacies
Enables timely review via proactive usage monitoring rather than retrospective
claims from providers.

6. Risks & Mitigations

Risk

HMitigation

Increased demand Monitor activity via central dashboard or activity report shared
beyond contract scope from TLS; adjust annually

Deliver training & onboarding with TLS; include communication

Pharmacy low adoption if ||plan, how and when to use translation service and
process still unclear documentation. Working with LPC to promote awareness and

utilisation of this service

Patient unawares of the ||[Produce communication messages translated into multiple
service available in languages to promote awareness of patients’ rights to access
community pharmacies |jinterpreting support at pharmacies.
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Variability in interpreter
uses for community
pharmacy services.

To obtain rationale of use of translation service used for
pharmacies based on activity report shared by TLS.

7. Implementation Plan

1.

Contract amendment to include community pharmacy under the Primary Care
General Practice interpreting service contract/procurement.

2. Communications & onboarding to all NEL pharmacies (via ICB Pharmacy and
Medicines Optimisation team, Primary care, LPC, newsletters).

3. Training sessions for providers in registering and accessing interpreting
services by ICB in collaboration with LPC

4. Go-live — 1 December 2026.

5. Monitoring and evaluation framework against translation service uptake and
rationale of use, against overall uptake of pharmacy clinical services quarterly
post launch.

8. Recommendation

NEL ICB is asked to approve adding community pharmacy to the Primary Care
interpreting services contract at a cost of £75,000, ensuring equitable access,
safety, and compliance with NHS England translation standards. This will address
current gaps, remove administrative barriers, and strengthen primary care
integration.
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Rob Dickenson — Deputy Director of Finance
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Executive summary

¢ Summary of the Month 12 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

e To improve outcomes in population health and
healthcare

e To tackle inequalities in outcomes, experience, and
access

e 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 £1,135.0m.

The final year-end (unaudited) reported position was an
underspend of £0.2m.

Risks There are no risks with the position as this is how the year-
end reported position (unaudited.

1.0 Introduction/ Context/ Background/ Purpose of the report

1.1. This report provides the Primary Care Contracts Sub-Committee with a summary of
the financial position and associated risks, both at a high-level (NHS NEL) but also
providing some information at a Place level.

1.2.  Accounts were submitted to NHSE within required timescales, following review by the
Finance Committee and sign-off by the Audit Committee. External Audit have since
commenced the audit process which is due to conclude by the end of June 2026.

1.3. The report is being presented to the Sub-Committee for information only.
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2.0 Month 12 Financial Overview

2.1. At Month 12, NHS NEL reported an underspend of £0.2m (as per the following table).

Annual/Forecast
Month 12 Budget FOT Variance
Area of spend £m £m £m
Delegated Primary Medical Services 491.7 492.2 0.5
Prescribing 326.5 323.1 (3.4)
Other ICB Funded Primary Care Services 51.7 55.3 3.9
Total ICB Funded Primary Care Services 378.3 378.4 0.4
SDF and other PC allocations 4.5 4.7 0.0
Total Primary Care Position (excl. DOPs) 874.5 875.4 1.0
Delegated Dentristry, Optometry and Pharmacy (DOPs) 260.5 259.3 (1.2)
Total Primary Care Position (incl. DOPs) 1,135.0f 1,134.8 (0.2)

The total Primary Care reported position is c£0.2m YTD and FOT across a range of

The most notable variances within this position are the underspend in Prescribing &
Oxygen (£3.4m) and various overspends against the Other ICB funded services

More information is provided in subsequent sections of the paper.

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

2.2.
spend categories.
2.3.
(£3.9m).
2.4.
3.0 Month 12 Detailed Financial Position
3.1.
Delegated Dentistry, Optometry and Pharmacy allocation.
3.2. Delegated Funding
3.2.1.

At Month 12, the Delegated Primary Care position is an overspend of £0.5m. The
table below provides a breakdown of the main categories of spend:

Annual/Forecast
Month 12 Budget FOT Variance

Spend Category fm fm fm
GMS/PMS/APMS Specific

GP Contractual Service 288.3 288.1 (0.3)
Enhanced Services 5.9 6.2 0.3
Quality Outcomes Framework (QOF) 22.9 22.9 0.1
Premises Reimbursements 46.4 47.0 0.6
Other Administered Funds 3.8 5.0 1.2
Personally Administered Drugs 0.9 0.9 0.0
GMS/PMS/APMS Specific Total 368.2 370.1 1.9
Primary Care Networks (PCN) 106.8 105.5 (1.3)
Other 16.7 16.6 (0.1)
Total Delegated Primary Care Position 491.7 492.2 0.5
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3.2.2. Most budgets are trending with relatively minor variations. The main variances relate
to continual increases in Locum cover (£1.2m) and an underspend of c.£1.3m

against the ARRS allocation. This is an estimate at year end as PCNs have a post

year-end window to get all final claims in for approval. By June/July we would hope

to have a final position on this spend.

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

3.3.1. At Month 12, the ICB Funded Primary Care position is £0.4m overspend. The table

below provides a breakdown of the relative categories of spend:

Annual/Forecast
Month 12 Budget FOT Variance
Spend Category £m £m fm
Prescribing 324.2 321.2 (3.0)
Oxygen 2.3 1.9 (0.4)
Out of hours 1.7 1.9 0.2
LES and Other 41.6 44.0 2.3
SDF - Primary Care Transformation 4.5 4.7 0.3
Access Hubs / Same Day Access 8.4 9.5 1.1
ICB Funded Primary Care Services 382.7 383.2 0.4

3.3.2.

3.3.3.

3.3.4.

3.4.

3.4.1.

The largest budget in this section is Prescribing, which consists of GP Prescribing,
Central Drugs, Prescribing Incentives and Prescribing Other. The largest of these
being GP Prescribing at an annual budget of c.£306m.

For GP Prescribing, at month 12, we have 10 months of in-year data. We have
therefore made a host of assumptions regarding the final 2 months’ spend. Based on
year to date data we estimate an underspend of ¢.£3.3m (with an overspend of
¢.£0.3m against other Prescribing budgets). Once the final data and spend is known,
we will be able to report this at a subsequent sub-committee.

The overspends against LES and Other relate to a number of various services that
have been impacted by a mixture of prior year pressures and in-year growth which
have come to light now that reconciliations have been able to be carried out.
Delegated Dentistry, Optometry and Pharmacy Services

At month 12, the DOPs position is an underspend of £1.2m. The table below
provides a breakdown of the relative categories of spend:

Annual/Forecast

Month 12 Budget FOT Variance

Spend Category £m fm fm

Delegated Dental

173.5

173.0

(0.5)

Delegated Optometry

25.5

25.2

(0.3)

Delegated Pharmacy

61.2

60.8

(0.3)

Delegated Property Costs

0.3

0.3

0.0

DOPs Total

260.5

259.3

(1.2)
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3.4.2.

3.4.3.

3.4.4.

3.4.5.

4.0

4.1.

The core Dental contracts, which utilises the vast majority of the Dental ringfenced
budget is assumed to be fully spent by year-end. Dental providers have 8 weeks to
submit final performance data, which means there is a degree of accrual within the
reported position. However, YTD data received suggest very strongly that payments
against core contracts will be very close to 100%. Once the final data is received
and verified, we will be able to report to the sub-committee the final position.

The ¢.£0.5m underspend against the total Dental budget is associated with some of
the ancillary budgets such as Business Rates reimbursement.

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 marginally underspent.

Optometry is estimated to be ¢.£0.3m underspent at year-end. There is a one month
time lag in data and spend, therefore one month of accruals has been included.
Vouchers for glasses is one of the areas of underspend, as well as the Sight tests for
Children with Special Education Needs.

Planning and Budget Setting

The ICB Board have approved the budgets for 2026/27. The Finance team are
currently working on the specific details regarding allocation to service lines.
However the assumption is that all available resources will be fully utilised. This
more granular information will be available in due course but for now, the following
information is available.

Delegated Primary Medical Services

4.2.

4.3.

4.4.

NHSE detailed planning assumptions for Delegated Co-commissioning have not yet
been circulated but the recurrent allocations have been advised at ¢.£494.5m. This
reflects ¢.1.4% recurrent allocation growth.

This excludes any final DDRB assumptions, which will be confirmed later in the year.

The Operating Plan submitted by the ICB assumes all Delegated Primary Care funds
are utilised in full in 2026-27. NHSE are still to release final detail regarding
contractual items. Final budgets reflecting this will be brought to subsequent sub-
committees.

Delegated DOPs

4.5.

5.0

5.1.

The notified allocation for DOPs is ¢.£260.5m. This does include some non-recurrent
allocations but this total allocation reflects c.2% growth against the recurrent funding
from 2025/26. Detailed guidance is outstanding, similar to Delegated Primary Medical
Services, therefore further information is to follow.

Conclusion / Recommendations

The Primary Care Collaborative Sub-Committee is asked to note the content of the
report.

Author: Rob Dickenson, Deputy Director of Finance

Date:

24™ April 2026
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GP Contracts Update Report

Author

Adeel Aksar, Primary Care Commissioning Manager

Presented by

Benjamin Smith, Senior Primary Care Commissioning
Manager

Contact for further information

Adeel.aksar@nhs.net

Executive summary

The purpose of this report is to provide the Committee with
updates on the contract changes that have been agreed;
contractual actions taken, and the progress of practices
making improvements in response to remedial notices.

Action / recommendation For noting
Previous reporting N/A

Next steps/ onward reporting N/A
Conflicts of interest N/A
Strategic fit N/A
Impact on local people, health N/A
inequalities and sustainability

Impact on finance, performance | N/A

and quality

Risks N/A

Appendices
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1.0 | Addition/removal of partners

1.1 | Fountayne Road Medical Practice GMS (City & Hackney)
Removal of 1 partner on the contract with effective date 01/04/2026
There is a total of 3 partners on the contract following the change.
Contract variation completed.

1.2 | Somerford Grove Practice GMS (City & Hackney)

Removal of 1 partner on the contract with effective date 31/03/2026
There is a total of 3 partners on the contract following the change.
Contract variation completed.

1.3 | St James Medical Practice PMS (Waltham Forest)

Addition of 3 partners (2 clinical and 1 non-clinical) with effective date 01/01/2026.
There is a total of 4 partners on the contract following the change.

Contract variation completed.

1.4 | Greengate Medical Centre PMS (Newham)
Addition of 1 partner effective date 01/04/2026.
There is a total of 3 partners on the contract following the change.

2.0 | Closures
N/A
3.0 | Remedial & Breach Notices

3.1 | Albion Health Centre (Tower Hamlets) — CQC Remedial Notice

The practice was issued a final remedial notice on 23 January 2026 following the
findings of the CQC inspection conducted in February 2025, which rated the practice
as ‘Requires Improvement’. The practice is required to complete its action plan by
30 April 2026.

3.2 | Bethnal Green Health Centre (Tower Hamlets) — CQC Contract Advisory Notice
Practice issued with CQC warning notice on 1st April 2026 stating that the practice
is failing to comply with Regulation 12 of The Health and Social Care Act 2008
(Regulated Activities). Practice required to comply with this regulation by 5th May
2026.

4.0 | Extensions

4.1 | The Loxford Practice (Redbridge) — Operose Health

Following the revised timeline for the NEL Tranche 3 Procurement Programme, the
Primary Care Contracts Sub-committee approved a three-month extension, with the
option of a further three months. The current contract, due to end on 31 September
2026, will therefore be extended to 31 December 2026, with the option to extend for
an additional three months.

Contract variation complete.

4.2 | Lucas Avenue Practice (Newham) — Operose Health

Following the revised timeline for the NEL Tranche 3 Procurement Programme, the
Primary Care Contracts Sub-committee approved a three-month extension, with the
option of a further three months. The current contract, due to end on 31 September
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2026, will therefore be extended to 31 December 2026, with the option to extend for
an additional three months.
Contract variation complete.

4.3 | Rainham Health Centre (Havering) — Operose Health (Caretaking)
Following the revised timeline for the NEL Tranche 3 Procurement Programme, the
Primary Care Contracts Sub-committee approved a three-month extension, with the
option of a further three months. The current contract, due to end on 31 September
2026, will therefore be extended to 31 December 2026, with the option to extend for
an additional three months.
Contract variation complete.

4.4 | Victoria and Five ElIms Medical Centres (Barking and Dagenham) — Operose
Health (Caretaking)
Following the revised timeline for the NEL Tranche 3 Procurement Programme, the
Primary Care Contracts Sub-committee approved a three-month extension, with the
option of a further three months. The current contract, due to end on 31 September
2026, will therefore be extended to 31 December 2026, with the option to extend for
an additional three months.
Contract variation complete.

4.5 | E16 Health (Newham) — Operose Health
Following the challenges received in relation to the NEL Tranche 2 Procurement
Programme, a six-month extension, with the option of a further six-month extension,
was issued with effect from 1 October 2025. The option to extend a further six-month
has been exercised effective 1 April 2026 until 30 September 2026.
Contract variation complete.

4.6 | Broad Street (Barking and Dagenham) — Prime Practice Partnership
Following the challenges received in relation to the NEL Tranche 2 Procurement
Programme, a six-month extension, with the option of a further six-month extension,
was issued with effect from 1 October 2025. The option to extend a further six-month
has been exercised effective 1 April 2026 until 30 September 2026.
Contract variation complete.

5.0 | Notices

5.1 | NEL ICB will commission a new NEL homeless contract with effect from 1 April 2027
therefore, 12 months’ notice has been issued to ELFT in respect of the following
contracts. The contracts will terminate on 31 March 2027:
Health E1 (Tower Hamlets)
Newham Transitional Practice (Newham)
Greenhouse Practice (City & Hackney)

6.0 | Contract Changes (GMS to PMS)

6.1 | Oak Road Surgery (Havering)
The practice exercised its right to revert to a GMS contract, with the change taking
effect from 1 April 2026.

6.2 | East End Medical Centre (Newham)

The practice exercised its right to revert to a GMS contract, with the change taking
effect from 1 April 2026.
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7.0 | Catchment Area Extension

7.1 | Albion Health Centre (Tower Hamlets)
The practice applied to extend its catchment area, to improve service sustainability,
which has been approved with effect from 1 April 2026.

7.2 | Spitalfields Practice (Tower Hamlets)
The practice applied to extend its catchment area, to improve service sustainability,
which has been approved with effect from 1 April 2026.

7.3 | Blithehale Medical Practice (Tower Hamlets)

The practice applied to extend its catchment area, to improve service sustainability,
which has been approved with effect from 1 April 2026.
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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 escalation to the Chief Clinical and Quality Officer and
corporate risk register.

o Risks scoring 15+ are reviewed for Board Assurance Framework
(BAF) consideration.

As of March 2026, there are 48 live risks:

o Two red risks

Thirty-one amber risks

There is one risk proposed for closure this month
one new risk in Workforce programme.

O O O O

Eight risks proposed to transfer from transformation to
Business as usual.

The two red risks concern the impact of the ICB Change
Programme on primary care delivery and a new risk referring to lack
of nursing leadership for the workforce programme.

There are 10 risks that are monitored by the Primary Care Contracts
Sub Committee:

Five risks are part of BAU programme:
PCO1: Prioritisation and allocation of resource: Risk score 6
PC09: GP practice coding: Risk score 12

PC12: General practice workforce, demand, quality, and financial
pressures combined: Risk score 9.

PC24: Corrective action: Risk score 8
PC25: GP collective action: Risk score 8

Five risks are in relation to the commissioning review APMS
transformation programme:

CR-APMS T3-1: Tranche 3 Procurement Timeline: Risk score 12
CR-APMS T3-2: Potential legal challenge: Risk score 12
CR-APMS T3-3: Evaluators Capacity: Risk score 12

CR-APMS T3-4: Number of Bids: Risk score 9
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CR-APMS T3-6: Lot Specific and Evaluation Questions: Risk score 4

Following the departure of many senior primary care staff and the
ongoing organisational re-structure a complete review of the risk
register needs to be undertaken. We are awaiting further guidance
from the ICB governance team on the revised ICB risk management
process and transfer of functions.

Action /
recommendation

The sub-committee is asked to note the risk report.

Previous reporting

The primary care directorate Senior Management Team review risks
each month before submitting to the Primary Care Delivery Group.

Next steps/ onward
reporting

Comments regarding the report are fed-back to risk owners following
each Delivery Group. Risk log is submitted to the corporate risk team
every two months.

Conflicts of interest None

Strategic fit e To improve outcomes in population health and healthcare
e To tackle inequalities in outcomes, experience & access
e To enhance productivity and value for money
e 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

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.
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1.0

11

1.2

1.3

2.0

2.1

2.2

2.3

3.0

4.0

Risk management

Risks included in this report are relevant to the Primary Care Contracts Sub
Committee (PCCSC).

All risks are listed below, with details of mitigating actions in the attached risk report.

All risks are reviewed at least monthly, or more frequently if required and/or as
approaching deadlines.

All risks

There are ten risks on the primary care risk register under the remit of the PCCSC.
The remainder of the risks fall under the remit of the Primary Care Collaborative
Subcommittee or the Chief Clinical and Quality Commissioning Officer directly.

Two risks have a score of 16 or above and have been reported to Primary Care
Delivery Group and have been reported to Dr Paul Gilluley (Chief Clinical and Quality
Commissioning Officer) and the NEL ICB Corporate Governance team.

Two risks have a risk score of 12 or above and eight risks have a risk score below 12
(list below for information).

Risks scored 16 or above (for consideration of suggestions for mitigation)
There are currently no risks scoring 16 or above.
Risks scored 12 or above (for consideration of suggestions for mitigation)

PC09: GP practice coding: Risk score 12 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.

Comment: Incentive scheme to encourage practices to adopt standardised methods of
clinical coding was commissioned between Apr-23 and Mar-25 with engagement from
75% practices. Additionally, the award of new Primary Care Clinical Information and
Facilitation Service (PCCIFS) is working its way through ICB governance, but the
award notices will be delayed due to the local elections taking place across NEL. The
service will provide a range of clinical system tools supporting data quality and
education/facilitation to practices. Initial 3-year term with option to extend for a further
2 years. Recommend that risk remains at current score until PCCIFS procurement is
successfully completed, followed by review and potential reduction of risk score to
target.

CR- APMS T3-1: T3 Procurement Timeline: Risk score 12There 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.

Comment: procurement oversight group has agreed that this procurement can be
paused until post reorganisation in April 2026. approval has been granted to extend
the current contract in the short-term for up to 6 months if required.

CR- APMS T3-2: Potential legal challenge: Risk score 12 There is a risk that if a

legal challenge is made about the T3 procurement process and it were to be upheld,
this will cause delays to the procurement timeline and continuity of service delivery.
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5.0

Comment: The approach to Tranche 3 has been reviewed and has now commenced.

CR- APMS T3-3: T3 Evaluators Capacity: Risk score 12. 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.

Comment: It is recognised that the usual three evaluators per question may not

be feasible due to reorganisation. This cannot be determined until April 2026

Risks scored below 12 (for information)

PCO1: Prioritisation and allocation of resource: Risk score 4. 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: As the funding for the transformation funds has been approved, the risk has
reduced however business cases now need to be developed to continue to progress
with workforce and digital programmes in 26/27. Impact reduced to 2

PC12: General practice workforce, demand, quality and financial pressures
combined: Risk score 9 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.

Comment: PC Improvement Dashboard is now nearing completion. Standard
operating procedures for ICB use of the dashboard to identify practices for targeted
support are continuing to be developed.

PC24: Corrective action: Risk score 8 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.

PC25: GP collective action: Risk score 8 There is a risk that if GPs take industrial
action due to disagreements between the BMA and NHSE regarding contracts for
2026/27 this will result in the significant service delivery failure impacting on patient
care and other parts of the health and social system.

Comment: ICB is now awaiting the contract guidance to be issued following the
26/27 contractual negotiations between NHSE and the BMA, which will have
implications for the likelihood of further collective action

CR- APMS T3-4: Number of Bids: Risk score 9 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.

CR- APMS T3-6: Lot Specific and Evaluation Questions: Risk score 4 There is a
risk that if the Lot Specific as well as Evaluation questions are not agreed in time due
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to timeline changes for ITT publication, this could result in potential challenge and
hence impact the timeline further.

Comment: As the questions are close to being finalised, the risk has been reduced to
target score of 4 as likelihood and impact have now been reduced.

Annette Breslin, 22" April 2026
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Executive summary

The Committee at the meeting of 15 January 2026 required
that all contractual options, GMS/PMS/APMS, are considered
when considering a procurement of a practice.

This has been updated at 6.1 and 6.2 highlighted yellow for
ease of reference.

The Committee considered the North East London Strategic
Commissioning Framework for Primary Medical Services
paper at the previous meeting held on 11 November 2025
and noted that legal advice was being sought on procurement
restrictions and the risks of challenges.

There has also been feedback from Londonwide LMC and
the framework has been revised in light of the feedback and
legal advice.

The framework for commissioning primary medical services in
NEL, is to address some of the current risks and issues
experienced 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.
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Action / recommendation

The 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

Primary Care Contracts Sub-Committee meeting 11
November 2025 and 15 January 2026

Next steps/ onward reporting

NEL Procurement Oversight Group for final ratification

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?
e To improve outcomes in population health and healthcare

e To tackle inequalities in outcomes, experience and
access

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

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
11

1.2

1.3

2.0
2.1

2.2

Introduction

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.

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 and as NEL develops the Primary Care Strategy, this framework will be
revisited and updated to complement the evolving system and strategy.

NEL Provider Landscape and contract type
We currently hold 260 contracts for primary medical services in NEL. The
breakdown by contract type and place is outlined below:

Number of contracts

GMS
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

77] 156 | 27

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).
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2.3

3.0
3.1

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

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.

Contract Types

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

(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)

APMS

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.

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
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4.0

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

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).

family’

Assessment of the benefits and disadvantages, risks and challenges of
different contract types

Benefits

Disadvantages, risks and
challenges

provide sustainability and
longevity and give
greater continuity to
patients

e 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

APMS e Gives the greatest e Time limited, and the need to
flexibility and allows the reprocure can mean disruption in
commissioner to continuity of service provider for
mandate services to be patients
provided by the e Locally set APMS risk premium of
Commissioner including £5 per weighted patient compared
LIS/LES to GMS means that APMS

e Opportunity to review contracts are more expensive
performance and the
service model at contract
break points and decide
whether to continue with
the contract
GMS/PMS | ¢ Permanent contracts e No real flexibility to build additional

requirements into the contract or
mandate the provision of LIS/LESs

¢ 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

e 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 and
obtaining legal advice, the
proposal is to focus the
competitive process to the local
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5.0

51

5.2

5.3

5.4

5.5

5.6

5.7

North East London geography.
This will require the conditions and
justification to be robust and

upfront

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

Aldersbrook 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.

In the case of Aldersbrook, 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.

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.

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.

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).

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.

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.
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5.8

5.9

6.0

6.1

6.2

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.

Using the experiences and learning from the above examples, legal advice has been
taken on the approach and restricting the geography. The legal advice has stated
that as the current PSR rules stand, narrow restrictions in geography such as place
(borough) could increase the risk of a successful challenge. Although some
mitigations can be used, such careful drafting of the basic selection criteria, robust
narrative explaining the geographical restriction and use of advance notices. This
does not detract from the relative ease of making representations.

Proposed approach to commissioning primary medical services where there is
a vacant list

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 and
local demographics and performance.

The local NEL preferred contractual option is APMS. However, the commissioning
template will ensure that all the different contractual options available,
GMS/PMS/APMS, are assessed before a recommendation is made for approval to
the NEL Primary Care Contracts Sub Committee and the Procurement Group. All
decisions would be made on a case-by-case basis and the options and rationale
under consideration will include:

6.2.1 Procurement of a 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, normally using APMS, 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.

6.2.2 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.

6.2.3 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.
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7.0

7.1

7.2

Following legal advice and further discussions with the Procurement Team,
should such an option be pursued, the procurement could be restricted to
local practices within the geography of NEL. Following the legal and
procurement advice 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.

Measures to put in place when procuring a practice as an additional site to
another NEL practice under a PSR competitive process and merger

Learning from the recent experiences and taking into account both legal and
procurement advice, the approach to be taken would be to open such procurements
to providers across all of NEL. As we are aware, this approach can and has resulted
in misaligned accountability, where oversight sits outside the borough and potentially
reduces local control. An “external provider” will potentially face significant integration
challenges, that could lead to 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.

To help mitigate the risks of cross-boundary issues and to ensure that patients have
continuity of access and improved services, we propose to put in the following
rationale that must be considered when undertaking a competitive process for
practices within the NEL geography.

e System Integrity: Limiting procurement to local NEL 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 to allow GP services to
better reflect local demand and patient catchments, enabling more effective
population health management and targeted interventions.

e 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.

e Local Accountability: To ensure direct oversight and accountability within the
borough’s governance framework, supporting responsiveness to population
needs and coherence with ongoing transformation efforts.

o Workforce and Sustainability: A locally embedded provider will need to be
supporting workforce retention, community wealth building, and service
sustainability, strengthening GP practices and community providers rather than
competing with them.
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7.3

7.4

8.0

8.1

8.2

8.3

9.0

9.1

9.2

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 early alignment and
collaboration with the local PCNs to ensure a good basis for the emerging
neighbourhood models.

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 or emerging
neighbourhood, 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 with and get support from their own
PCN for their bid and consider how the PCN would manage this if they were
successful, before submitting a bid.

New contractual options for primary medical services as set out in the Ten
Year Plan

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 (e.g. shared back-office functions, flexing capacity across practices).

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.

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.

Provider Development and Diversifying the Market

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 a
larger providers and support local providers to compete in the market.

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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