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Primary Care Co-commissioning Committee- Part One
Martin Smits

 Primary Care Commissioning Committee Meeting
Part One

South and Kent Boardrooms
South Kent Coast Clinical Commissioning Group

19th April 2017 14.00-16.00
Unconfirmed Minutes

Present
Martin Smits (MS) Governing Body Member (Chairperson) 
Dr Ian Sparrow (IS) GP Clinical Representative
Dr Stewart Coltart (SC) Secondary Care Doctor
Alistair Smith (AS) Lay Member for Governance
Clive Davison (CD) Lay Member for Patient and Public Engagement
Jonathan Bates (JB) Chief Finance Officer

In Attendance
Donna Clarke (DC) Liaison Officer, Kent Local Medical Committee
Dawn Bisset (DB) Head of Nursing, Quality, and Safeguarding
Lesley Betts (LB) Practice Manager Representative 
Marie Hunnisett (MH) Practice Manager Representative
Ray Berry (RB) Head of Primary Care Commissioning
Mark Needham (MN) Chief Officer SKC IACO (for item 13/17 only)
Andrew Powell (AP) Minutes

Apologies
Dr Gary Calver (GC) GP Clinical Representative
Hazel Carpenter (HC) Accountable Officer
Karen Benbow (KB) Chief Operating Officer
Dr Jonathan Bryant (JBr) Governing Body Clinical Chairperson
David Selling (DS) NHS England Commissioning (due to technical difficulty)

Item ACTION
01/17 Welcome and Apologies

The Chairperson welcomed members to the meeting, provided a 
brief overview of the remit of the Primary Care Commissioning 
Committee and thanked members and attendees for their 
participation. Introductions were made. Apologies were received as 
noted.  

David Selling, NHS England, was unable to dial-in due to technical 
difficulties with the telephone in the meeting room.

02/17 Declarations of Interest (DOI)
The Declarations of Interest were registered for the committee 
members and attendees. The following interests were registered:

IS registered an interest as a GP partner at a practice in Deal. IS 
registered a financial interest in Channel Health Alliance which Item 
13/17 Home Visiting Service was discussed. 
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LB registered an interest as a practice manager in a practice in Deal.
MH registered an interest as a practice manager in a practice in 
Shepway. 

No further declarations were made to amend the CCG’s Declaration 
of Interests which was available on the CCG website.
 

03/17 Minutes of the Last Meeting
Minutes of the working group (15/03/17) were reviewed and 
approved with the actions being noted.

04/17 Matters Arising and Update Action Log
Actions from the working group were reviewed but not included on 
the Action Log for this committee as this was the inaugural meeting.
 

05/17 Conflicts of Interest Management
In the lead up to this committee, the CCG held working group 
meetings to prepare for delegated Primary Care Commissioning 
responsibility. The terms of reference for the Primary Care 
Commissioning Committee (PCCC) and the Primary Care 
Commissioning Operational Group (PCCOG) were discussed and 
reviewed. 

The Chairperson reminded the committee of NHS England’s 
guidance for PCCC meetings that stated “in the interest of 
minimising the risks of conflict of interests, it is recommended that 
GPs do not have voting rights on the primary care commissioning 
committee” (PCCC). This recommendation from the ‘Managing 
Conflicts of Interest Policy’ was adhered to in the original drafting of 
the PCCC terms of reference. 

The committee discussed the GP representatives’ status as voting or 
non-voting members of this committee. The committee were in 
agreement that the GP representatives were needed to contribute in 
all discussions about patient care without regard to surgery or 
locality. The group agreed the GP representatives were needed as 
voting members of the committee, with the stipulation that their vote 
would not infringe on the lay member majority. Voting rights for the 
GP representatives, as with all members of the committee, would be 
revoked for agenda items wherein the member of the committee had 
financial interest from the committee’s decision.

06/17 Primary Care Commissioning Committee Terms of Reference
The PCCC terms of reference were discussed. The CCG had not 
appointed the Lay Nurse role on the Governing Body, and this delay 
in recruitment resulted in fewer clinical representatives on the PCCC. 
AS suggested that the PCCOG should have clearly defined 
governance obligations, stated delegated authority for executive 
members, and reporting mechanisms to and from the PCCC and 
PCCOG meetings.

The committee agreed the following members of the committee AGREED
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to be permanent voting members:

 GP representatives
 Lay Nurse
 Head of Quality and Nursing

The committee recommended the changes and agreed the 
terms of reference for approval by the governing body. 

Action: AP to amend Primary Care Commissioning Committee 
terms of reference to state that GP representatives and Head of 
Nursing, Quality and Safeguarding as voting members. NHS 
England to be added as non-voting attendees.

MS

AP

07/17 Delegation Agreement and Memorandum of Understanding
The committee noted the Delegation Agreement and the 
Memorandum of Understanding. 

08/17 Schedule of Responsibilities
The committee discussed the schedule of responsibilities according 
to the Delegation Agreement, the PCCC terms of reference, and the 
Memorandum of Understanding. Further clarification was needed to 
determine the scope of the committee and the interdependence and 
responsibility of this committee in the overall governance structure. 
The Chairperson reminded the committee to ensure the foundation 
of this committee was done well before attempting anything beyond 
the written responsibilities as they are stated in the terms of 
reference, MOU and Delegation agreement.  

09/17 Committee Decision Schedule
A draft PCCC work plan/decision schedule was presented by RB 
with recommendations that it is incorporated into the organisation of 
the committee. The work plan is a high level document to ensure that 
all delegated commissioning and contractual obligations are covered 
at the appropriate times throughout the year. AS questioned where 
Enhanced Services would be agreed or reviewed. 

The committee asked for a review of the document to ensure an 
appropriate balance and an equal amount of work for each meeting 
throughout the year.

Action: RB to review the Committee Decision Schedule and 
amend according to the committee’s request.

The committee was reassured that work balance would be taken into 
consideration and that Enhanced Services would be reviewed in the 
local enhanced services review or on an ad hoc basis. It was noted 
by the committee that a lot of the work up on individual pieces of 
work will be done at the Primary Care Operational group (PCCOG), 
with recommendations being submitted to the PCCC as the decision 
making committee.

RB

10/17 Primary Care Commissioning Risk Register
A Risk Register was presented by RB which would be a key 
component of the CCG’s overall risk register. The committee noted 
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the risks and discussed risk 004. MS posed a rhetorical question to 
the committee- how to ensure member’s trust in this committee. RB 
suggested that the main mitigation for a number of risks identified 
would be the success of the Primary Care Strategy in place, and 
delivery of that strategy would be a factor in the success or failure of 
maintaining the membership’s confidence. IS and LB reiterated the 
work pressures on Primary Care and the unsustainability and 
vulnerability in this region specifically. DC suggested that the system 
in general was under the same pressures, and the lack of adequate 
staffing was not peculiar to Primary Care but also evident in the 
hospital trust and community trust as well. 

The consensus of the committee was that it was not their sole 
responsibility to mitigate all of the risks on the register, and that it 
would be difficult The committee agreed the risk log was an accurate 
depiction of the risks in this area and that the risk log would return to 
this committee in its entirety each meeting for further review and 
development.

Action: RB and AP to find and distribute detailed account of 
Primary Care workforce aged 55 years or more.

RB/AP

11/17 Finance Update
In the interim period since the last operational group, JB met with 
NHS England (South East) Deputy Director of Finance,, to discuss 
the delegation arrangements with regards to primary care finances. 
The finance meeting held in March went through detail, but a 
detailed budget would not be available from NHS England until the 
middle of May or June. There will be a meeting week commencing 
24 April 2017 to discuss APMS contracts within SKCCCG. JB 
suggested that the budget and forecasting would be complete by the 
next committee meeting, and further plans would be made then. 

Action: JB to provide finance update at June meeting with 
budget and forecasting information.

JB

12/17 Primary Care Commissioning Operational Group Terms of 
Reference
In the absence of a Company Secretary, RB presented the draft 
Terms of Reference for the Primary Care Operational Group. This 
group will be a working group to discuss a number of key areas of 
work including Primary Care Estates and Quality. It was suggested 
by RB that Estates could become a stand-alone sub-group in the 
future because of the amount of work that is created historically.

The committee recommended an addition of NHS England to the 
invited attendees for this group. It was noted that there was an open 
invitation to attend PCOG meetings for all PCCC members in order 
to understand the intersection of the PCCC and PCCOG. The 
PCCOG would be a working group so would not require quorum or 
voting privileges, with only a need for a Chair or Deputy Chair and 
two other members in order to work. The recommendation of the 
Chairperson was to review the PCCOG terms of reference in two 
meetings time to evaluate the efficacy of the group and to ensure 
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appropriate oversight and reporting had been achieved.

Action: AP to amend the terms of reference to indicate NHS 
England as attendees, removal or quorum section and voting 
rights, and to add agenda item to the bring forward for PCCOG 
terms of reference for August PCCC meeting.

AP

13/17 Home Visiting Service- Award 
The Primary Care Commissioning Committee was delegated the 
responsibility to consider the contract award for the Home Visiting 
Service to the Channel Health Alliance.. The recommendation of the 
Governing Body and the Clinical Cabinet was to approve this award 
on the clinical grounds, and had delegated their authority to this 
committee to achieve comprehensive governance and conflict of 
interest mitigation. The committee was asked to award or not award 
the contract, but not to challenge the clinical service model that had 
already been approved.

The committee was presented the paper by the IACO Chief Officer, 
MN. The financial and reputational risk of the single tender waiver 
procurement process was clarified and weighed against the risk to 
service users if there was a prolonged gap in the operation of this 
service due to a prolonged and tendered official procurement 
process. 

The committee deliberated over several areas such as risks,  
procurement,, and the company’s legal and CQC registration status. 

The committee queried the status of the company as a legal entity 
and as a CQC registered provider. MN stated that the company was 
awaiting its documentation from Company House (awaiting 
corporation) and the CQC application had not at the time of the 
meeting been submitted. MN assured the committee that the CHA 
was fit and proper organisation with full and transparent governance 
with articles of confederation.

The Primary Care Commissioning Committee, by virtue of their 
delegated authority of the Governing Body, agreed the award of 
the contract for the Home Visiting Service to Channel Health 
Alliance, with the following stipulations:

 Subject to incorporation and registered company
 Subject to CQC application for registration
 Subject to a Quality and Equality Impact Assessment
 Subject to a 10 day call-off period and notification of 

award to potential alternative providers
 Subject to further discussion and agreement of payment 

mechanisms

AGREED

14/17 CQC Report 
CQC Report was reviewed. The committee made clear their need for 
the Primary Care Dashboard and the CQC report to be evaluated in 
the PCCOG to determine KPIs to be included and evaluated along-
side the CQC report. The Primary Care Dashboard will need to be 
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developed to accommodate this purpose. It was agreed that a paper 
regarding Primary Care Quality would come to a future meeting. The 
CQC report was noted.

15/17 Contract Variations
Head of Primary Care Commissioning made the committee aware of 
the CCG’s responsibility for contract variations, but at the time of the 
meeting no Contract Variations had been submitted.

16/17 Any Other Business
No other business was declared. No members of the public 
submitted questions for review by the committee.

Date of next meeting:
The next Primary Care Commissioning Committee meeting:
Wednesday 21 June 2017 1400-1600hrs 
St Richard’s Road Surgery, Deal 
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16/06/2017

Action 
Number

Date of 
Meeting

Minute 
Item 

Number
Item Action By Whom Target Date Status Update

2017-001 19-04-17 06/17 Primary Care 
Commissioning 
Committee Terms of 
Reference

AP to amend Primary Care Commissioning Committee terms 
of reference to state that GP representatives and Head of 
Nursing, Quality and Safeguarding  as voting members. NHS 
England to be added as non-voting attendees.

AP Jun-17 complete

2017-002 19-04-17 06/17 Primary Care 
Commissioning 
Committee Terms of 
Reference

The committee recommended the changes and agreed the 
terms of reference for approval by the governing body. MS May-17 complete

2017-003 19-04-17 09/17 Committee Decision 
Schedule

RB to review the Committee Decision Schedule and amend to 
ensure an appropriate balance and an equal amount of work 
for each meeting throughout the year

RB Jun-17 in progress

2017-004 19-04-17 10/17 Primary Care 
Commissioning Risk 
Register

RB and AP to find and distribute detailed account of Primary 
Care workforce aged 55 years or more. AP/RB Jun-17 in progress

2017-005 19-04-17 11/17 Finance Update JB to provide finance update at June meeting with budget and 
forecasting information. JB Jun-17 in progress

2017-006 19-04-17 12/17 Primary Care 
Commissioning 
Operational Group 
Terms of Reference

AP to amend the terms of reference to indicate NHS England 
as attendees, removal or quorum section and voting rights, 
and to add agenda item to the bring forward for PCCOG terms 
of reference for August PCCC meeting.

AP Jun-17 complete

2017-007
2017-008

2017-009
2017-010
2017-011
2017-012
2017-013
2017-014
2017-015
2017-016
2017-017
2017-018
2017-019
2017-020
2017-021

2017-022
2017-023
2017-024
2017-025

PCCC Matters Arising -  Action Log 
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 Primary Care Commissioning Committee Paper 

 
 NHS South Kent Coast CCG 

 
 

Agenda Item:   09/17 

Date of Meeting: Wednesday 19th April 2017 

Title of Report: Primary Care Commissioning Committee Risk Register 

Author: Head of Primary Care Commissioning 

Board Sponsor: Company Secretary 

Action Required: 
Approval 
 

 

Recommendation 
 
     

Discussion/ 
Assurance 
       X 
 

Information 
 
      

Conflict of Interest: None identified 

 

Purpose of paper: 

 
The Committee is responsible for the identification and 
management of risks relevant to its terms of reference for the 
commissioning of Primary Care. Risks identified by the 
committee should be assessed and documented on the risk 
register; the risk register will describe the risk in terms of the 
cause and impact to the CCG, and will describe the controls 
currently in place to manage the risk and detail the actions in 
place to gain further control in the future. Risks are rated using 
the CCG risk matrix.  
 

Recommendations: 
The Committee should discuss risks relevant to its terms of 
reference, and determine appropriate mitigating actions. The 
risk register will become a standing agenda item.  
 

 

Publication: 
Restriction (define) 

 

No Restriction 

x 

 

Supporting Paper/Appendices: 
Appendix 1 – Primary Care Commissioning Risk Register  
 
Appendix 2 – Risk scoring 
 
 
 
 
 

1 
 

3.2�09-17�Primary�Care�Co-Comm
Overall�Page�11�of�146
Page�1�of�10

http://www.eshareuk.com


ID

C
or

re
sp

on
di

ng
 ID

C
or

po
ra

te
 

de
si

gn
at

io
n 

:

B
A

F:
ob

je
ct

iv
e

D
at

e 
O

pe
ne

d

Full Description of Risk

In
he

re
nt

 Im
pa

ct

In
he

re
nt

 L
ik

el
ih

oo
d

In
he

re
nt

 R
is

k 
R

at
in

g

Current Mitigation Actions Planned to reduce risk

Ta
rg

et
 Im

pa
ct

Ta
rg

et
 L

ik
el

ih
oo

d

Ta
rg

et
 R

is
k 

R
at

in
g

D
at

e 
D

ue

C
C

G
 L

ea
d 

/ C
lin

ic
al

 
Le

ad

Ea
st

 K
en

t L
ea

d

Le
ad

 C
om

m
itt

ee

N
ex

t P
la

nn
ed

 
R

ev
ie

w
 D

at
e

St
at

us
/ T

ol
er

at
e 

or
 

Tr
ea

t

Progress

C
ur

re
nt

 Im
pa

ct

C
ur

re
nt

 L
ik

el
ih

oo
d

C
ur

re
nt

 R
is

k 
R

at
in

g

D
ire

ct
io

n 
of

 T
ra

ve
l

PC
00

01

Pr
im

ar
y 

C
o-

C
om

m
is

si
on

in
g

4

M
ay

-1
6

There is a risk that the Primary Care infrastructure across 
the CCG could be destabilised to a critical point due to 
multiple GP and Practice Nurse vacancies resulting in the 
CCG being unable to provide an adequate level of service 
and quality within Primary Care.

5 4 20

1. Primary Care Careers Fairs for students, adults and 
junior doctors.
2. Work experience programmes, Pre-employment 
programme place
3. Free Domiciliary Care development of staff being rolled 
out from Jan 2017.
4. Return to practice support programmes running in 
Primary Care.
5. A suite of resources for practices developed
6. Collaborative working with GP Tutor
7. Monthly PLT for GPs, nurses, KCHFT and Secamb 
staff.
8. Development and provision of resources for the wider 
team including pharmacists, paramedics, practitioners
9. Roll out of reception staff care navigation training and 
document management in 2017       
10. New model of care being implemented with more 
unscheduled care being provided at hub level                      
11. Digital Technology implementation to join up care, 
reduce waste and increase efficiency

1. A host of training programmes have been implemented 
already and continue to be developed for all primary care 
staff.
2. There has been an increased focus on students both 
for recruitment and placements.
3. A number of bids have been secured already for 
funding towards training programmes
4. There remains significant workforce challenges in SKC 
which are further increased by our position 
geographically.                                                                     
5. The need remains to increase quality and financial 
viability of local practices in order for them to become 
sustainable.                                                                          
6. Ensure link to STP plans
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There is a risk that expected transfer of resource from 
NHSE is lower than anticipated resulting in insufficient 
financial resources to manage delegated primary care 
commissioning responsibilities
effectively.

4 4 16

1. MOU with NHSE being developed regarding provision 
of delegated functions and responsibilities
2. Detail of financial allocation received from NHS 
England

1. Internal staff being aligned to primary care structure to 
support PCCC work                                                             
2. Develop delivery plan based on MOU with NHS 
England regional team - by 30th June 2017
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There is a risk that Primary Care support services, (Capita) 
commissioned by NHSE, has been a difficult transition and 
may continue to be interrupted during the period of 
transition to delegated primary care commissioning 
resulting in an inadequate level of care being delivered to 
patients.

4 4 16

1. National operating framework and National customer 
relationship management system in place.
2. Changes being controlled and assured by NHS 
England.

1. Assurance update from NHSE sent out in early 
January 2017 as part of a national review                           
2. Practices are still experiencing significant delays in the 
receipt of patient records.
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Issues include GP pension payments, Practice 
payments, Patient registration in addition to 
delay in notes.
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CCG reputation with member practices may suffer as a 
result of the additional risks and responsibilities that 
delegated commissioning of primary care responsibility 
includes, causing disengagement which will significantly 
hinder our ability to achieve our patient care objectives.

3 3 9

1. GP Members on PCCC are voting members    
2. Two Practice Managers on PCCC                          
3. Membership are closer to decision making and have 
greater influence                                        4. Open and 
transparent communication lines and regular forums such 
as Practice Manager meetings

1. CCG to plan carefully and ensure clinical involvement 
and maintain the voice of the GP membership.                   
2. CCG to include explicit reference to primary care 
commissioning in communications                                       
3. Opportunity to deliver better VFM and support shift in 
investment for local primary care
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There is a risk that the CCG will need to invest significant 
resource to remedy primary care vulnerability, including 
practices requiring emergency support and others who are 
struggling with viability resulting in a severe impact to 
quality of care and financial loss to the CCG.

4 5 20

1. Regular communications with affected practices and 
localities                                                     2. Where 
possible affected practices are working with local peers 
and the CCG to find locality solutions                                    

1. CCG plan for improving access to general practice and 
different model of care e.g. hub development and home 
visiting support                                                                     
2. CCG to work with NHSE to discuss concerns and 
potential for increased support to mitigate potential risks
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There is a risk that expenditure on primary care may 
exceed allocated budget due to a number of reasons 
including lack of access to Open Exeter, backing data 
behind invoice lines and out of date rent reviews resulting 
in the CCG failing to hit their financial targets.

4 4 16

1. Escalated to NHS England regional Finance Team
2. Revised budget received with detailed schedules
3. NHS England have confirmed a new payment system is 
to be implemented in 17-18

1. Draft MOU being prepared by NHSE                               
2. Historic rent review accrual paid to NHS England with 
finance team following up rent review accrual details with 
NHS England.                                                                      
3. Meet with NHS England regional  team to determine 
next steps
4. Monitoring being developed                                             
5. Shared finance function across CCGs being discussed 
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South Kent Coast Primary Care Co-Commissioning Risk Register
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Given the CCGs new responsibilities to commission 
primary care, there is a risk that it does not carry out its 
duty to improve quality of care and reduce variation, 
especially during transition whilst new processes are put in 
place.

4 4 16

1. Developed medicines management systems and 
processes in place across the CCG including regular 
presence in General Practice                   
2. Primary Care Dashboard produced on a monthly basis    
3. Regular meetings in place with CQC

1. CCG to confirm arrangements for primary care quality 
function and resources to support this.                                
2. Primary Care Dashboard to be mapped against the 
functions of the PCCC                                                          
3. To ensure there is a robust process in place for to 
assure the PCCC of safe and effective care delivered by 
their our GP providers                                                          
4. New process should demonstrate robust reporting 
mechanisms from primary care.                                           
5. To utilise the surveillance report with practices to 
promote good practice, prevent harm and share learning   
6. Relationship with CQC to be made more formal              
7. CCG has a designated contact that sits on NHSE PAG 
meeting
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Financial and quality risks in relation to the CCG being 
responsible for determining commissioning decision 
regarding APMS contract decisions. CCG has one APMS 
contract in place.

4 4 16 1. Temporary 21 month APMS contract in place until 31 
March 2018                                                     

1. Regular meetings to be set up throughout the year with 
contract holder                                                         
2. Engagement with local practices and patients required 
to understand all requirements and potential solutions        
3. A review of options available to be worked up during 
2017
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Delegated commissioning is an opportunity to improve out 
of hospital services, support a shift in investment, have 
greater influence on the system, deliver better value for 
money, align local commissioning with strategies, use 
local knowledge to drive up quality, be more innovative 
and transform Estate and services. 

There is a risk that the PCCC/CCG will not be able to 
achieve its' service objectives, for example if the primary 
care strategy does not deliver as intended. We may failt to 
deliver the STP.

4 4 16

1. Developed plans in place for IACO including hub 
development                                                                          
2. Staffing structure being realigned to IACO/PCCC work
3.Developing an “active signposting” model supported by 
a protocol and training to direct appropriate work to the 
correct service or support. 
Adapted document flow protocol with practices to assist 
with directing appropriate work away from GPs. 
4.Increasing the number of Community Care Navigators to 
assist general practice with the non-medical needs of 
patients
5.Mobilised ‘Age UK’ Personalised Care Programme to 
assist general practice with the non-medical needs of 
patients
6.Implementation of home visiting service

1. Refined Estates Strategy being put in place during 
2017       
2. Revised and updated primary care strategy in place
3. Active Signposting  Protocol being finalised for clinical 
agreement
4. Developing a pilot with KCC to test the ‘Care 
Navigation Model’ at primary care level
5. Age UK Programme in place and mobilised as of 
January 2017
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There is a risk of delays and poor decision making if the 
handover from NHS England does not provide all the 
necessary information, and the CCG is not able to recruit 
appropriate staff before 1st July, resulting in the CCG 
failing to deliver necessary services and level of care to 
patients.

3 4 12

1. Regular meetings and handover from NHS England 
with allocated representative for operations.                         
2. Separate meetings taking place with finance, nursing 
and quality and Pharmacy (DSQS)

1. NHSE have confirmed that they will not allow the CCG 
to files until Monday 3rd April 2017                                      
2. Discussions ongoing with other CCGs regarding 
shared administrative staff                                                   
3. "Co-commissioning" training taking place for CCG staff 
in April and May                                                                   
4. Subscription to PCCC for technical support in place

2 2 4
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There is a risk of a 6‐7 month lag in the publication of 
reports following CQC inspections then there will be a time 
delay before practices can be supported by the CCG, as well 
as potential delays in CQC registration when practices 
change contractual set up (e.g. single hander to 
partnership), resulting in a critical delay to improvement of 
services and potential harm to care of patients.

4 3 12
1. Regular meetings with CQC take place                         
2. If there are immediate concerns, the CQC will directly 
intervene immediately, negating the risk of delay.

1. CCG to use own intelligence to anticipate which 
practices may require assistance so support can be 
provided quickly. 
2. CCG to confirm process for managing quality so 
individuals can pro-actively work                                         
3. CCG to set up more formal process with CQC

2 3 6
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RISK ASSESSMENT GUIDELINES AND SCORING MATRIX 
 
1. Introduction 
 
1.1  Risk management is a systematic and effective method of identifying risks and 

determining the most cost effective means to minimise or remove them. It is an 
essential part of any risk management programme and it encompasses the 
processes of risk analysis and risk evaluation. 

 
1.2  The Governing Body ensures that the effort and resource that is spent on managing 

risk is proportionate to the risk itself. Thanet CCG has in place efficient assessment 
processes covering all areas of risk. 

 
1.3  To separate those risks that are unacceptable from those that are tolerable risks 

should be evaluated in a consistent manner. Risks are usually analysed by 
combining estimates of impact and likelihood in the context of existing control 
measures. The rating of a given risk is established using a two dimensional grid or 
matrix with impact as one axis and likelihood as the other. 

 
1.4  The following properties are essential for a risk assessment matrix: 
 

• simple to use 
• provides consistent results when used by staff from a variety of roles or 

professions 
• capable of assessing a broad range of risks including clinical, health and safety, 

financial risk or reputation 
 
1.5  This guidance can be used on its own as a tool for introducing risk assessment or for 

improving consistency or scope of risk assessments already in place within the 
organisation and for training purposes. 

 
1.6  Where elements of this guidance are to be used as part of an organisation wide risk 

assessment system the guidance is integrated with or directly referred to within the 
Governing Body approved risk management framework. In particular the organisation 
should use this guidance only within the framework of its strategic risk appetite and 
risk management decision making process. 
 

2. Guidance on Impact Scoring 
 
2.1  When undertaking a risk assessment the impact or how bad the risk being assessed 

is must be measured. In this context impact is defined as the outcome or potential 
outcome of an event. Clearly there may be more than one impact of a single event. 

 
2.2 Impact can be assessed and scored using qualitative data. Whenever possible, 

impact should be assessed against objective definitions across different domains to 
ensure consistency in the risk assessment process. Despite defining impact as 
objectively as possible it is inevitable that scoring the impact of some risk will involve 
a degree of subjectivity. It is important that effective, practical based training, and use 
of relevant examples form part of the implementation of any assessment system to 
maximise consistency of scoring across the organisation. 

 
2.3 The information in Table 1a should be used to obtain a impact score. First define the 

risk explicitly in terms of the adverse impact that might arise from the risk being 
assessed (see example 1 for cause and effect methodology). Then use Table 1a to 
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determine the impact score of the potential adverse outcomes relevant to the risk 
being evaluated. The examples given in Table 1 are not exhaustive. 

 
2.4 How to Use Impact Table 1: Choose the most appropriate domain for the identified 

risk from the left hand side of the table. Then work along the columns in the same 
row to assess the severity of the risk on the scale of 1-5 to determine the impact 
score which is the number given at the top of the column. 

 
Impact scoring 
• 1 Negligible 
• 2 Minor 
• Moderate 
• Major 
• Catastrophic 

 
2.5 Many issues need to be factored into the assessment of impact. Some of which are: 
 

• Does the organisation have a clear definition of what constitutes a minor injury 
• What measures are in place to determine psychological impact on individuals 
• What is defined as an adverse event and how many individuals may be affected 

 
2.6 A single risk area may have multiple potential impacts and these may require a 

separate assessment. It is also important to consider from whose perspective the risk 
is being assessed because this may affect the assessment of the risk itself, its impact 
and the subsequent action taken. 

 
2.7 By implementing these guidelines the CCG will benefit from having more detailed 

definitions or samples for each impact score. 
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Instructions for Use: 
• Select a descriptor that best fits the issue/risk in question from the first column on the left hand side of 

the impact table (Table 1). 
• Following the row of the selected descriptor, select the most appropriate description for the issue. The 

number at the top of the column of that description is your impact score.  
• Select the likelihood of occurrence from the likelihood table using either the frequency or probability of 

occurrence (Table 2). 
• Multiply your impact score with the likelihood score (IXL) to arrive at the risk scoring (Table 4)  
• Record on the risk assessment form and/or risk register and follow the required action (Table 5).  

 
TABLE 1: Impact 
 
 Impact score (severity levels) and examples of descriptors  

 1  2  3  4  5  
Domains  Negligible  Minor  Moderate  Major  Catastrophic  
Impact on the 
safety of 
patients, staff 
or public 
(physical/ 
psychologica
l harm)  

Minimal injury 
requiring 
no/minimal 
intervention or 
treatment.  
 
No time off 
work 

Minor injury or 
illness, requiring 
minor 
intervention  
 
Requiring time 
off work for >3 
days  
 
Increase in 
length of 
hospital stay by 
1-3 days  

Moderate injury  
requiring 
professional 
intervention  
 
Requiring time 
off work for 4-14 
days  
 
Increase in 
length of 
hospital stay by 
4-15 days  
 
RIDDOR/agenc
y reportable 
incident  
 
An event which 
impacts on a 
small number of 
patients  
 
 
 
 

Major injury 
leading to long-
term 
incapacity/disabi
lity  
 
Requiring time 
off work for >14 
days  
 
Increase in 
length of 
hospital stay by 
>15 days  
 
Mismanagement 
of patient care 
with long-term 
effects  

Incident leading  
to death  
 
Multiple 
permanent 
injuries or 
irreversible 
health effects 
  
An event which 
impacts on a 
large number of 
patients  

Quality/comp
laints/audit  

Peripheral 
element of 
treatment or 
service 
suboptimal  
 
Informal 
complaint/inqui
ry  

Overall 
treatment or 
service 
suboptimal  
 
Formal 
complaint (stage 
1)  
 
Local resolution  
 
Single failure to 
meet internal 
standards  
 
Minor 
implications for 
patient safety if 
unresolved  
 

Treatment or 
service has 
significantly 
reduced 
effectiveness  
 
Formal 
complaint (stage 
2) complaint  
 
Local resolution 
(with potential to 
go to 
independent 
review)  
 
Repeated failure 
to meet internal 
standards  
 

Non-compliance 
with national 
standards with 
significant risk to 
patients if 
unresolved  
 
Multiple 
complaints/ 
independent 
review  
 
Low 
performance 
rating  
 
Critical report  

Totally 
unacceptable 
level or quality 
of 
treatment/servic
e  
 
Gross failure of 
patient safety if 
findings not 
acted on  
 
Inquest/ombuds
man inquiry  
 
Gross failure to 
meet national 
standards  
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Reduced 
performance 
rating if 
unresolved  

Major patient 
safety 
implications if 
findings are not 
acted on  

Human 
resources/ 
organisation
al 
development/
staffing/ 
competence  

Short-term low 
staffing level 
that 
temporarily 
reduces 
service quality 
(< 1 day)  

Low staffing 
level that 
reduces the 
service quality  

Late delivery of 
key objective/ 
service due to 
lack of staff  
 
Unsafe staffing 
level or 
competence (>1 
day)  
 
Low staff morale  
 
Poor staff 
attendance for 
mandatory/key 
training  

Uncertain 
delivery of key 
objective/service 
due to lack of 
staff  
 
Unsafe staffing 
level or 
competence (>5 
days)  
 
Loss of key staff  
 
Very low staff 
morale  
 
No staff 
attending 
mandatory/ key 
training  

Non-delivery of 
key 
objective/service 
due to lack of 
staff  
 
Ongoing unsafe 
staffing levels or 
competence  
 
Loss of several 
key staff  
 
No staff 
attending 
mandatory 
training /key 
training on an 
ongoing basis  

Statutory 
duty/ 
inspections  

No or minimal 
impact or 
breech of 
guidance/ 
statutory duty  

Breech of 
statutory 
legislation  
 
Reduced 
performance 
rating if 
unresolved  

Single breech in 
statutory duty  
 
Challenging 
external 
recommendatio
ns/ improvement 
notice  

Enforcement 
action  
 
Multiple 
breeches in 
statutory duty  
 
Improvement 
notices  
 
Low 
performance 
rating  
 
Critical report  

Multiple 
breeches in 
statutory duty  
 
Prosecution  
 
Complete 
systems change 
required  
 
Zero 
performance 
rating  
 
Severely critical 
report  

Adverse 
publicity/ 
reputation  

Rumours  
 

Potential for 
public concern  

Local media 
coverage –  
short-term 
reduction in 
public 
confidence  
 
Elements of 
public 
expectation not 
being met  

Local media 
coverage – 
long-term 
reduction in 
public 
confidence  

National media 
coverage with 
<3 days service 
well below 
reasonable 
public 
expectation  

National media 
coverage with 
>3 days service 
well below 
reasonable 
public 
expectation. MP 
concerned 
(questions in the 
House)  
 
Total loss of 
public 
confidence  
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Business 
objectives/ 
projects  

Insignificant 
cost increase/ 
schedule 
slippage  

<5 per cent over 
project budget  
 
Schedule 
slippage  

5–10 per cent 
over project 
budget  
 
Schedule 
slippage  

Non-compliance 
with national 
10–25 per cent 
over project 
budget  
 
Schedule 
slippage  
 
Key objectives 
not met  

Incident leading 
>25 per cent 
over project 
budget  
 
Schedule 
slippage  
 
Key objectives 
not met  

Finance 
including 
claims  

Small loss 
Risk of claim 
remote  

Loss of 0.1–0.25 
per cent of 
budget  
 
Claim less than 
£10,000  

Loss of 0.25–0.5 
per cent of 
budget  
 
Claim(s) 
between 
£10,000 and 
£100,000  

Uncertain 
delivery of key 
objective/Loss 
of 0.5–1.0 per 
cent of budget  
 
Claim(s) 
between 
£100,000 and 
£1 million 
 
Purchasers 
failing to pay on 
time  

Non-delivery of 
key objective/ 
Loss of >1 per 
cent of budget  
 
Failure to meet 
specification/ 
slippage  
 
Loss of contract 
/ payment by 
results  
 
Claim(s) >£1 
million  

Service/busin
ess 
interruption 
Environment
al impact  

Loss/interrupti
on of >1 hour  
 
Minimal or no 
impact on the 
environment  

Loss/interruption 
of >8 hours 
  
Minor impact on 
environment  

Loss/interruption 
of >1 day  
 
Moderate 
impact on 
environment  

Loss/interruption 
of >1 week  
 
Major impact on 
environment  

Permanent loss 
of service or 
facility  
 
Catastrophic 
impact on 
environment  
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3. Guidance on Likelihood Scores 
 
3.1  Once a specific area of risk has been assessed and its impact score agreed, the likelihood of that 

impact occurring can be identified by using Table 2 below which includes probability and frequency 
descriptions. As with the assessment of impact the likelihood of a risk occurring is assigned number 
from 1 to 5 the higher the number the more likely it is the impact will occur: 

 
• 1 Rare 
• 2 Unlikely 
• 3 Possible 
• 4 Likely 
• 5 Almost certain 

 
3.2  When assessing likelihood it is important to take into consideration the controls already in place. The 

likelihood score is a reflection of how likely it is that the adverse impact described will occur. 
Likelihood can be scored by considering: 

 
• Frequency (how many times will the adverse impact being accessed actually be realised?)or 
• Probability (what is the chance the adverse impact will occur in a given reference period?) 
• What is the likelihood of the impact occurring? 
• The frequency-based score is appropriate in most circumstances and is easier to identify. It 

should be used whenever it is possible to identify a frequency. 
 
 
Table 2: Guidelines on Likelihood Scoring 

 
 
3.3  It is possible to use more quantitative descriptions for frequency by considering how often the 

adverse impact being assessed will be realised. A simple set of time framed definition for frequency 
is shown above in Table 2. 

 
3.4  However frequency is not a useful way of scoring certain risks, especially those associated with the 

success of time limited of one off projects such as a new IT system that is being delivered as part of 
a three year programme or business objective. For these risks the likelihood score cannot be based 
on how often the impact will materialise. Instead it must be based on the probability that it will occur 
at all in a given period. In other words a three year IT project cannot be expected to fail once a 
month and the likelihood score will need to be assessed on the probability of adverse impact 
occurring within the project’s timeframe. 

 
6.5  With regard to achieving a national target the risk of missing the target will be based on the time left 

during which the target is measured. The CCG might have assessed the probability of missing a key 
target as being quite high at the beginning of the year but nine months later if all the control 
measures have been effective there is a much reduced probability of the target not being met. 

 
3.6  This is why specific “probability” scores have been developed for projects and business objectives. 

Likelihood scores based on probability have been developed from project risk assessment tools from 
across industry. The vast majority of these agree that any project which is more likely to fail than 
succeed (that is, the chance of failing is greater than 50 per cent) should be assigned a score of 5. 

 
 

 1 2 3 4 5 
Descriptor Rare Unlikely Possible Likely Almost 

certain 

Frequency  
Not expected to 
occur for years. 

Expected to 
occur at least 
annually. 

Expected to 
occur at least 
monthly. 

Expected to 
occur at least 
weekly. 

Expected to 
occur at least 
daily. 

Projects / 
time 
limited 

<1% 1-5% 6-20% 21-50% >50% 

Probability Will occur in 
exceptional 
circumstances. 

Unlikely to 
occur. 

Reasonable 
chance of 
occurring. 

Likely to occur. More likely to 
occur than not. 
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4.  Risk Scoring and grading (impact v likelihood) 
 
4.1  Risk scoring and grading as follows: 
 

• Define the risk(s) explicitly in terms of the adverse impact(s) that might arise from the risk. 
 
• Use Table 1 to determine the impact score(s) (I) for the potential adverse outcome(s) relevant to 

the risk being evaluated. 
 

• Use Table 2 to determine the likelihood score(s) (L) for those adverse outcomes. If possible, 
score the likelihood by assigning a predicted frequency of occurrence of the adverse outcome. If 
this is not possible, assign a probability to the adverse outcome occurring within a given time 
frame, such as the lifetime of a project or a patient care episode. If a numerical probability 
cannot be determined, use the probability descriptions to determine the most appropriate score. 
 

• Calculate the risk score by multiplying the impact by the likelihood: I (impact) x L (likelihood) = R 
(risk score). 
 

• The five by five risk matrix in Table 3(below) shows both numerical scoring and colour bandings. 
The Integrated Management Framework is used to identify the level at which the risk will be 
managed in the CCG, assign priorities for remedial action, and determine whether risks are to be 
accepted, on the basis of the colour bandings and/or risk score. 

 
 

Table 3: Impact v Likelihood 
 

 Likelihood  
Impact score  1  2  3  4  5  
 Rare  Unlikely  Possible  Likely  Almost certain  
5 Catastrophic  5  10  15  20  25  
4 Major  4  8  12  16  20  
3 Moderate  3  6  9  12  15  
2 Minor  2  4  6  8  10 
1 insignificant 1  2  3  4  5  

 
Table 4: Risk Follow Up / Action Required 
 

 Risk Score Risk Group Action Required  
 1 - 3  Low risk Routine risks which can be managed by routine procedures locally.  
 4 - 6 Moderate risk Action implemented as soon as possible, not later than a year.   
 8 - 12 High risk  Urgent senior management attention required. Action planned within the 

month.  
 

15 - 25 Extreme risk  
Immediate action required by a Director who must be informed 
immediately. Brought to Governing Body attention.  

(Adapted from HCSA (Keele University) Risk Matrix 2004 and NPSA Risk Matrix for Risk Managers 2008) 
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The purpose of this paper is to agree the process by 
which the Primary Care Commissioning Team fulfils some of 
the administrative requirements of delegated commissioning. 
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Restriction (define) No Restriction 

X 

Supporting Paper/Appendices: 

Background 
As part of our delegated commissioning responsibilities we will be required to have formal 
policies and procedures in place to carry out our duties correctly. This agenda item presents 
the following policies:  

• Patient Allocations
• Contract Variations that don’t require approval
• Statement of Financial Entitlement (SFE) Payments
• Primary Care Dispute Resolution Procedure

Process 
The four policies were presented to the Primary Care Operational Group (PCOG) where the 
group recommended the sign off of all four policies.  
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Recommendation 
1. To approve the implementation of all four policies for use within SKC CCG. 

 
2. In relation to the dispute resolution procedure, a specific recommendation was made 

by the PCOG when the final panel is required to be made up of different individuals. 
To ensure a fair and impartial process, the PCOG recommended that there be a 
reciprocal agreement between the East Kent CCGs in order to review each other’s 
disputes.  

 
 

2 
 

PCCC-Administrative�Processess
Overall�Page�22�of�146
Page�2�of�51

http://www.eshareuk.com


 

 

 

PATIENT ALLOCATION PROCESS 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Patient contacts the CCG asking 
to be allocated to a GP practice 

Where does the 
patient live? 

Are there any 
closed practice lists 

in the area? 

If no, direct the patient 
to NHS Choices for them 
to decide on a practice 

to apply to 

If yes, has the patient 
tried to register with 

three different 
practices? 

If no, encourage the 
patient to try three 
different practices 
before sending the 

allocation form to them 

If yes, send the 
patient the Patient 

Allocation Form 01 Patient Allocation 
Form.xlsx

 

When the form is returned you need to establish: 

1. Where the patient was last registered 
2. What practices cover the patients address – use the 

Primary Care Web Tool www.primarycare.nhs.uk  
3. Of the applicable practices, which practice is next to 

receive an allocation – use the allocation spreadsheet 
4. Send the patient the Patient Allocation Letter detailing 

which practice they have been allocated to 
5. Send the practice the Practice Allocation Letter informing 

them of the patient(s) that have been allocated to them 

Allocation Log South 
Kent Coast CCG.xlsx

 

04 TEMPLATE 
Practice Allocation Let  

 

03 TEMPLATE Patient 
Allocation Letter v1.d

 

If the Primary Care Team is 
unavailable then please 

email the patient’s request 
and details to 

skcccg.primarycare@nhs.net 
or send the patient the 
Patient Allocation Form 
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Notes 

1. One allocation can be a single person or several family members – always allocate a family 
application to the same practice 
 

2. Consider distance from patient’s home to new practice distance 
 

3. Consider the number of GP’s and the size of the practice you are allocating to, a larger practice 
would receive proportionately more allocations than a smaller one in the same locality 
 

4. Allocations are for new patients to an area, not for patients who are already registered in the 
geographical locality 
 

5. The 17/18 Allocations folder is restricted to the following staff: 
 

• Andrew Powell 
• Ray Berry 

 

Filing Protocol 

1. Allocations requests and completed forms should be filed in the following area 
 
Y:\WILLIAMHARVEY\SKCCCG\Membership Development\Primary Care\Patient Allocations\1718 
Allocations Folder 
 

2. A folder should be opened for each patient allocation and labelled SURNAME DATE 
 

 
 

3. All of the documents relating to the allocation should be filed in this folder in this manner 

 

 

 

4. The allocation log should be fully completed and any specific notes added in the comments column 
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Dear NAME 

 
ALLOCATION TO MEDICAL PRACTICE  
 
FULL NAME AND DOB OF EACH PATIENT 
 
Thank you for returning your Patient Allocation Form to us; please be advised that 
you have been allocated to the practice detailed below: 
 
NAME OF SURGERY     -     CONTACT NO. OF SURGERY 
ADDRESS OF SURGERY 
…………………………….. 
…………………………….. 
…………………………….. 
…………………………….. 
The Practice Manager has been notified of your details; in order to register please go 
to the surgery to collect registration forms with relevant identification, for example: 
 
Photographic Identification  
Passport, Driving Licence, Birth Certificate or ID card for European Countries  
Proof of Address 
Utility Bill, Rent Agreement or Bank Statement   
   
Please contact the practice directly for information regarding registration, the 
services that are delivered and to book any medical appointments you may require.  
However, should you have any problems regarding your registration with the practice 
then please do not hesitate to contact us using the contact details at the top of this 
letter.  
 
Yours sincerely 
 
 
 
PRIMARY CARE TEAM  

 
 
NAME 
ADDRESS 
…………………… 
…………………… 
…………………… 
............................ 

Primary Care Team 
Council Offices 

Whitecliffs Business Park 
Honeywood Close 

Whitfield 
CT16 3PJ 

 
03000 424700 

skcccg.primarycare@nhs.net  
  
 DATE  

Y:\WILLIAMHARVEY\SKCCCG\Membership Development\Primary Care\Patient Allocations\03 
TEMPLATE Patient Allocation Letter v1.docx
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PRACTICE NAME 
ADDRESS 
…………………… 
…………………… 
…………………… 
............................ 

Primary Care Team 
Council Offices 

Whitecliffs Business Park 
Honeywood Close 

Whitfield 
CT16 3PJ 

 
03000 424700 

skcccg.primarycare@nhs.net 
  
 DATE  
 
 
Dear PRACTICE MANAGER 
 
 
ALLOCATION TO NAME OF PRACTICE  
 
 
FULL NAME AND DOB OF EACH PATIENT 
 
 
The patient(s) listed above have been allocated to your practice.  They have been 
advised of the Practice contact details and asked to attend the practice to collect 
registration forms in order to complete the registration process. 
 
If you have any queries regarding this allocation then please email the primary care 
team via email on skcccg.primarycare@nhs.net  
 
Yours sincerely 
 
 
 
PRIMARY CARE TEAM  

Y:\WILLIAMHARVEY\SKCCCG\Membership Development\Primary Care\Administrative 
Processes\Patient Allocations\04 TEMPLATE Practice Allocation Letter 
v1.docx 
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Allocation Log NHS South Kent Coast CCG

Forename Surname
Home Post 

Code
Date Request 
Received

Date Allocation 
Form Sent

Number of People in 
the Allocation

Practice Allocated To
Patient Letter 

Sent
Practice Letter Sent Comments

P
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Please complete all the grey sections of this form

SURNAME FORENAME
MALE / 
FEMALE

DATE OF 
BIRTH 

DD/MM/YY
PLACE OF BIRTH

PREVIOUS GP 
PRACTICE

1

2

3

4

5

Letter 
Given Yes 

/ No
1

2

3

Yes / No

Please return this form to skcccg.primarycare@nhs.net or Primary Care Team, Council Offices, White Cliffs Business Park, 

Honeywood Close, Whitfield CT16 3PJ

Signed Date Name

If your previous address was outside of the United Kingdom, please give the name of the Country and your date of arrival 

in the UK

Is this the first time you have ever been registered with an NHS UK Doctor?

PATIENT ALLOCATION APPLICATION FORM

Contact Telephone Number

Contact Email Address

Please list the GP practices in the area you have tried to register with

CURRENT ADDRESS, including Postcode

Practice Reason for Refusal

Please note that if you are not intending to stay at your current address for more than three months, we are unable 

to allocate.  You can, however, approach any practice to be seen as a Temporary Resident

PREVIOUS ADDRESS, including Postcode
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CONTRACT VARIATIONS 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Practice contacts the CCG informing them of 
either: 

• New partner 
• Leaving partner 
• 24hr retirement 
• Address / telephone no.  change 

Send practice the Contract Variation request 
form 

Practice completes the Contract Variation 
request form and returns it to 
skccccg.primarycare@nhs.net  

SKC CONTRACT 
VARIATION REQUEST 

 

Primary Care Team complete the appropriate 
Contract Variation Schedule 1 Contract 

Variation Template.do
 

 

If the Primary Care Team is 
unavailable then please ask 
the practice to send details 

of their request to 
skcccg.primarycare@nhs.net  

Contract Variation is sent to practice for 
appropriate signatures and original returned 

to the CCG 

Practice signed Contract Variation is counter-
signed by CCG authorised signatory 

One complete copy returned to the practice, 
one copy filed on the practice electronic and 

paper file 

 

At all stages of the process 
the Primary Care Team are 
responsible for keeping the 

Master CV Spreadsheet 
updated 

SKC Contract 
Variation Tracker.xlsx
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Notes 

1. Is this a GMS contract – if PMS or APMS do not process until discussed with the wider team. 
 

2. Is this a partnership to partnership change?  
 

3. If this is a partnership to sole contract holder change then do not process without further 
discussion with the wider team as additional nomination paperwork has to be completed and filed 
before the partnership contract variation can be effected. 
 

4. If this is a sole contract holder to partnership change then an amended GMS contract should be 
drafted for the practice. 
 

 

Filing Protocol  

1. Contract variation process and template forms are filed in the following area 
 
Y:\WILLIAMHARVEY\SKCCCG\Membership Development\Primary Care\Administrative 
Processes\Contract Variation process 
 

2. Completed Contract Variation documentation should be filed in the practice file in the contract 
variation folder and filed in this manner 
 
 

 
 
 

 

3. The contract variation master spreadsheet should be fully completed and updated at all stages of 
the Contract Variation process 
 

The original email or letter that notifies the CCG 
of the contract change 

The completed application form 

The Contract Variation with practice and CCG signatures 

The Contract Variation with the practice 
signatures 

The unsigned Contract Variation  
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CONTRACT VARIATION REQUEST FORM - for variations that do not require Primary Care 
Commissioning Committee Approval 

Requests to change practice partnerships or minor contract details 

Introduction 
 
Contractors should complete and return this request form outlining any proposed changes to core 
GMS/PMS/APMS contracts i.e.: 
 
 

PLEASE COMPLETE ALL SECTIONS OF THIS APPLICATION AS APPROPRIATE 
 

Contract Variation Part A Part B Part C Part D Part E 
Add a new partner(s) to the practice partnership Yes Yes No No No 
Resignation or retirement of a partner(s) from the 
partnership 

Yes No Yes No No 

24hr retirement of a partner Yes No No Yes No 
Address / telephone number changes Yes No No No Yes 
 
 
PART A - This section must be completed for all contract change requests  
 
Practice Name 
 

 

Practice G Code 
 

 

Name of CCG 
 

 

Practice Site Main Address  
 
 
 

Addresses of any Branch Sites   
 
 
 

Type of GP Contract 
 

   GMS                PMS                APMS 

Names of GPs and staff 
currently included in the 
practice Partnership 

 
 
 
 
 
 

Practice Opening Hours (Doors) 
(Monday – Friday) 
 

 

Practice Opening Hours 
(Telephone) Monday- Friday 

 

Practice Current List Size - 
Actual 

 
 

   

April 2017 V1 South Kent Coast CCG  – Contract Variation Request  1 
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Number of GP WTE  
 

 

Number of Nurse WTE  
 

 

Is your patient list currently’ 
capped’? 
 

   
           YES                            NO  

If yes, how many patients do 
you ‘cap’ your list at? 

 

Does the proposed change have 
any impact on patient care, 
delivery of services or opening 
times? 

 
      YES                              NO 

If Yes, please give full details 
 
 

 
 

 
 
PART B 
 
Application to add a partner(s) to a practice partnership 
Please copy the table below and complete for every partner joining the partnership on the specified 
date 
 
Please accept this request as formal notice under schedule 1 of our GMS contract to appoint [Insert 
name of new partner] as signatory to our GMS contract from [insert date] 
 
We confirm that [Insert name of new partner] is a medical practitioner on the Performers list of NHS 
England and that [Insert name of new partner] also satisfy the conditions imposed by Regulations 4 
& 5 of the National Health Service (General Medical Services Contracts) Regulations 2004. 
 
 
Dr’s Full Name 
 

 

GMC Number 
 

 

Dr confirmed on 
performers list 

       
            YES                            NO 
 

Date Joining Partnership 
(minimum of 28 days’ 
notice) 

 

Practice new partner is 
joining from 

 

Is there a current 
partnership agreement in 
place? 

 YES   NO 

Has the partnership 
agreement been amended 
to include the new 
partner(s)?  

 YES   NO 
 
 
If no, please give the date on which the partnership 
agreement will be amended 
 

 

  

  

  

  

  

April 2017 V1 South Kent Coast CCG  – Contract Variation Request  2 
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PART C 
 
Application to resign or retire from a practice partnership 
Please copy the table below and complete for every partner leaving the partnership 
 
Please accept this letter as formal notice under schedule 1 of our GMS contract of the [retirement 
/resignation] of [Insert name of retiring partner] as signatory to our GMS contract from [insert date] 
 
 
Drs Full Name 
 

 

GMC Number 
 

 

Date leaving partnership 
 

 

Reason for leaving i.e. 
resignation, retirement 
etc., if  moving to a new 
practice please state 

 

If the leaving partner is the 
Senior Partner, please give 
details of the new Senior 
Partner 

 

Does the leaving partner 
wish to remain on the 
medical performers list? 

      YES                            NO 
 

Is there a current 
partnership agreement in 
place? 

 YES   NO 

Has the partnership 
agreement been amended 
to remove the leaving 
partner(s)?  

  
           YES   NO 
 
If no, please give the date on which the partnership 
agreement will be amended 
 

 
 
PART D 
 
Applications for 24hr retirement 
 
Drs Full Name 
 

 

GMC Number 
 

 

Start date for 24hr 
retirement  
 

 

End date for 24hr 
retirement 
 

 

Current number of 
sessions per week 

 

  

  

  

April 2017 V1 South Kent Coast CCG  – Contract Variation Request  3 
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Number of sessions per 
week post 24hr retirement 

 

Please give details of 
cover arrangements for the 
practice in the post 
retirement restricted work 
period of 16 hours per day 
for one month post 
retirement 

 

 
 
PART E 
 
Minor Contract Changes 
 
Change of address / telephone number / contact details / partners name 
 
Current Contract Information Detail of Proposed Change Date of Proposed 

Change 
 
 
 
 
 
 

  

 
 
 
DECLARATION 
 
I confirm that all the information provided in this application is accurate and reflects the contract 
variation required. 
 
Signed 
(Current Senior Partner of Partnership) 
 

 

Print Name 
 

 

Date 
 

 

Email Address 
 

 

Contact Telephone Number 
 

 

 

Signed 
(new partner / leaving partner / 24hr 
retirement partner ) 
Not required for telephone / address 
variations 

 

Print Name 
 

 

Date   

April 2017 V1 South Kent Coast CCG  – Contract Variation Request  4 
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Email Address 
 

 

Contact Telephone Number 
 

 

 
Please copy the signature table if multiple joining or leaving partners.  
 
 
Please Note: 
 
Care Quality Commission Notification (CQC) 
 
It is requirement to notify the CQC in advance of any changes to partnerships.  This will include the 
joining partner obtaining a CQC countersigned DBS check. 
 
The CQC will not need to be notified of changes to the partnership when a partner is only taking 24 
hour retirement. 
 
Changes to the registration can be done using a range of forms available on the CQC 
website www.cqc.org.uk/register or via the provider portal https://services.cqc.org.uk/public/login  
 
 
Primary Care Support England (PCSE) 
 
For performers joining or leaving partnerships then there are a suite of forms on the Primary Care 
Support England website that the practice should complete and return to PCSE in order for the 
necessary changes to take effect. Please be advised that it is the practices responsibility to ensure 
PCSE have been advised of the change. 
 
http://pcse.england.nhs.uk/performer-list/  
 
 

Please complete and return this form to skcccg.primarycare@nhs.net 
 

 

 

 

 

 

 

 

 

Y:\WILLIAMHARVEY\SKCCCG\Membership Development\Primary Care\Administrative Processes\Contract 
Variation process\SKC CONTRACT VARIATION REQUEST FORM.docx 

April 2017 V1 South Kent Coast CCG  – Contract Variation Request  5 
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STANDARD GENERAL MEDICAL SERVICES 
CONTRACT 

 
The text of the Standard General Medical Services Contract has been prepared 
with Counsel and approved by the Department of Health’s Solicitors and by 

the BMA’s Legal Department.  
 

 

 

CONTRACT VARIATION 
 

This contract variation is dated [Date] and is to recognise: 

 

• a change in partnership of the GMS contract for G82[xxx] 

with  

Dr [Fore and Surname]  [leaving/joining] the partnership 

 

• The 24 hour retirement of Dr [XXXXX] 

 

• A change in the address/telephone number 

 
 

Practice: [Practice Name]  

G Number: G82[XXX] 
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SCHEDULE 11 (PARTNERSHIP) 

 

Part 1 

 

The Board whose name, address, telephone number, fax number and email 

address (if any) is: 

 

NHS England South  (South East) 

Wharf House 

Medway Wharf Road 

Tonbridge 

Kent 

TN9 1RE 

 

Telephone number: 01732 375200  

Fax number:  01732 362525  

 

 

 

Part 2 

 

The Contractor is a [general/limited] partnership under the name of [Name of 

Surgery] carrying on business at: [Address including postcode]  

 

The telephone number, fax number and email address of the Contractor are as 

follows:- 

Telephone Number:  [Telephone Number]  

Fax Number:   [Fax Number]  

 

1 Please use this form of Schedule if the Contractor is a general or limited partnership. 
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If there is any change to the addresses and contact details specified in Part 1 

or Part 2 of this Schedule, the party whose details have changed must give 

notice in writing to the other party as soon as is reasonably practicable. 

 

The names of the partners at the date of signature of this Contract are: 

 

[Fore and Surname of Dr] GENERAL/LIMITED 

[Fore and Surname of Dr] GENERAL/LIMITED 

[Fore and Surname of Dr] GENERAL/LIMITED 

 

The Contract is made with the partnership as it is from time to time 

constituted and shall continue to subsist notwithstanding: 

 

(1) the retirement, death or expulsion of any one or more partners; and/or 

 

(2) the addition of any one or more partners.2 

 

The Contractor shall ensure that any person who becomes a member of the 

partnership after the Contract has come into force is bound automatically by 

the Contract whether by virtue of a partnership deed or otherwise. 

 

 

 

 

 

 

 

 

 

 

2 This provision is required by Regulation 13 of the Regulations. 
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SCHEDULE 2 

 

SIGNATURES OF THE PARTIES TO THE AGREEMENT 

 

Signed by NHS South Kent Coast CCG with delegated authority to sign on 

behalf of NHS England South (South East) under the statutory delegation 

dated 01/04/2017 

Signature:  

Name:  

Designation:  

Date:  

 

Signed by [practice name] 

Signature:  

Name:  

Designation:  

Date:  

 

Signature:  

Name:  

Designation:  

Date:  

 

Signature:  

Name:  

Designation:  

Date:  

 

Signature:  

Name:  

Designation:  

PCCC-Administrative�Processess
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Date:  

 

In the presence of: 

Signature:  

Name:  

Designation:  

Date:  

 

 

The Contract must be signed by a person with power to bind the Contractor. 

If the Contractor is a partnership, it is recommended that all of the partners 

comprising the partnership at the date the Contract is signed (whether those 

partners are general partners or limited partners) sign the Contract. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Y:\WILLIAMHARVEY\SKCCCG\Membership Development\Primary Care\Administrative 
Processes\Contract Variation process\Schedule 1 Contract Variation Template.doc 
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Contract Changes

CCG
G 

Number
Practice Request Detail CCG Officer Effective From

Notification 

Letter 

Received

Application 

Form sent to 

Practice

Application 

Form 

Returned to 

CCG

CV Drafted
CV sent to 

practice

CV retuned by 

practice
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CV signed by 

(KAREN?)

Copy sent to 

Practice and 

FILED
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PRIMARY CARE DELEGATED COMMISSIONING 
 
 
 

LOCAL APPEALS AND DISPUTES RESOLUTIONS PROCESS FOR  
 

PRIMARY MEDICAL CARE SERVICES 
 

 

 

 

 

 

 

 

 

 

 

  

PCCC-Administrative�Processess
Overall�Page�43�of�146
Page�23�of�51

http://www.eshareuk.com


 

 
 
Background: Primary Care Governance 
 
All NHS South Kent Coast CCG Primary Medical Services contractual and premises 
matters are submitted by contractors to the Primary Care Commissioning Committee 
which meets bi-monthly and includes membership of executive, clinical and lay CCG 
members along with NHS England and Local Medical Committee representation. 
The Primary Care Commissioning Committee oversees all GP contractual and 
premises matters provides the delegated decision making Committee for NHS South 
Kent Coast CCG.    
 
This local document should be read in conjunction with NHS England’s Standard 
Operating Procedure “Managing Disputes for Primary Medical Services”. 
Document Reference OPS_1021 issued June 2013, revised October 2013. (Where 
this document is quoted paragraph references are stated) 
 
This states as follows: 
 
Managing Disputes – Informal Process 
 
26. The CCG and the contractor should make every reasonable effort to 
communicate their issues in relation to decision-making and rationale and, 
furthermore, should co-operate with each other to resolve any disputes that emerge 
informally before considering referring the matter for determination through formal 
dispute resolution procedures. 
 
27. The formal process cannot be initiated until the informal process has been 
exhausted and it should be noted that both parties may wish to involve the relevant 
professional representative (Local Medical Committee) or suitably qualified and 
experienced mediator/conciliator committee at this stage in an advisory or mediation 
role. 
 
28. The use of an informal resolution process helps develop and sustain a 
partnership approach between contractors and the CCG. 
 
29. The informal process may include (but not be limited to): 
 

• Regular telephone communications; 
• Face-to-face meetings at a mutually convenient location; 
• Written communications 

 
30. It is essential that the CCG maintains accurate and complete written records of 
all discussions and correspondence on the contract file in this respect.  The CCG 
should ensure that it responds to contractor concerns and communications in a 
timely and reasonable manner.” 
 
 
 
 
 

2 | P a g e  
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If this informal dispute resolution process fails to satisfactorily resolve the matter 
under dispute, then the local dispute resolution process will move to stage 1. 
 
Managing Disputes – Stage 1 (Local Dispute Resolution) 
 
31. Every reasonable effort to communicate and cooperate with each other should 
be made prior to invoking the first stage of the formal local dispute resolution 
process.” 
 
Where it has not been possible to reach resolution under the informal process, the 
formal dispute resolution process stage 1 will commence. 
 
32. The contractor is required to notify the CCG of its intention to dispute one or 
more decisions made against its contract or agreement.  This notification should 
usually be received no later than 28 days after the CCG advises the contractor of 
their decision. (That informal resolution has not been successful and of their final 
decision following the informal process) 
 
33. (3) The CCG will acknowledge the notification of a dispute within seven days of 
receipt (posted by recorded delivery) and request submission of supporting evidence 
from the contractor within a further 28 days from the date they receive the letter. 
 
The contractor will be advised that the CCG is proceeding to formal dispute 
resolution. 
 
The CCG process will therefore come into effect at this point. 
 
(Please note annex 1 process flowchart) 
 
The CCG, upon receipt of the dispute, will arrange an Appeals Panel within a further 
28 days at the latest; this will be a maximum of 56 days after requesting the 
contractor to provide supporting evidence.  The contractor is invited to attend and 
has the opportunity to invite representative bodies if required. 
 
This Panel may include (but is not limited to): 
 
Appeals Panel Constitution 
 

• Chair – Chair of the Primary Care Commissioning Committee (or agreed 
deputy) – voting rights 

• Quality  Representative – voting rights 
• Clinical Chair (of the appropriate CCG) – voting rights 
• Primary Care Clinical Representative – voting rights 
• Primary Care Administrative Representative – voting rights 
• Lay Representative – voting rights 

 
• Local Medical Committee – non-voting  
• Expert advisor (e.g. NHSPS) where necessary – non-voting 

 

3 | P a g e  
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 Contractor to present (optional) 
 
Quoracy 
 
The Panel will only be quorate if there is representation from each of the following; 
 

• Chair (or deputy) – voting rights 
• Quality Representative – voting rights 
• Primary Care Clinical Representative – voting rights 
• Primary Care Administrative Representative – voting rights 
• Local Medical Committee (non-voting) 

 
In the event that the panel includes equal members with voting rights the Chair will 
have the casting vote. 
 
No members of the Panel should have been involved in any initial discussions, 
decision making or negotiation relating to the dispute. 
 
Need to consider membership as cannot be anyone associated with the 
original decision 
 
Contractor Evidence 
 
The contractor will be invited to the appeals panel and informed of panel 
membership at the same time (see Annex 3 sample invite letter), contractor 
attendance is optional. 

The Appeals Panel will review the relevant evidence and make a determination 
accordingly.  In line with the NHS England Standard Operating Policy detailed above 
the CCG will ensure that the contractor is notified in writing the outcome of the 
meeting within 28 days of the date of panel. 
 
If the contractor continues to dispute the outcome of this Panel hearing then the 
process may be escalated to the Stage 2 NHS Dispute Resolution Procedure. 
 
At this point the CCG should commence preparation of the contract file to ensure 
that if and when the Family Health Services Appeal Unit (FHSAU) or court requests 
submission of evidence in respect of the dispute the documentation is in order. 
 
Details of the Stage 2 process can be found in the NHS England Standard Operating 
Policy for managing disputes for primary medical services. 
 
  

4 | P a g e  
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Annex 1     
 
 
 

FLOWCHART FOR LOCAL MANAGEMENT OF DISPUTES & APPEALS 
 
 

 
 
 

 

 

 

  

  

Contractor advises that they are in dispute with the 
CCG decision (usually within 28 days of the CCG 

decision) 

‘Informal process’ discussion between 
Contractor and the CCG 

CCG decision notified to Contractor 

Appeals Panel Held 

Evidence provided to Panel by Primary Care or 
Quality Representative and Contractor 

Panel decision made and outcome confirmed to 
Contractor in writing within 28 days 

If dispute is successfully resolved - no further 
action required If dispute unresolved - proceed to Stage 2 

FHSAU process of the Dispute Resolution 
Process 

Outcome reported to the CCG Primary Care 
Commissioning Committee 

The CCG to acknowledge notification of dispute 
(within 7 days of receipt by recorded delivery)  and… 

The CCG requests submission of supporting 
evidence from the Contractor within a further 28 days 

The CCG reviews Contractor supporting evidence (28 day 
period)   and invites the Contractor to Appeal Panel within a 

further 28 days 

The CCG cease all action in relation to the disputed 
notice or decision until resolved (unless patient 
safety or material financial loss considerations) 

5 | P a g e  
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Annex 2: Example Contractor Acknowledgement Letter 

[date] 

Dear [contractor name] 

Ref: [contract details] 

Further to your recent notification, dated [notification date], I can confirm we have 
received your intention to dispute NHS South Kent Coast’s decision in relation to: 

[matter 1 details] 

[matter 2 details] 

[matter 3 details] 

To proceed with the dispute resolution process, please submit to the above address 
your supporting evidence in relation to the matters under dispute within 28 days 
from receipt of this letter. 

Yours sincerely, 

[name] 

[title 
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Annex 3: Example Panel Invite Letter 

[date] 

Dear [contractor name] 

Ref: [contract details] 

Following the receipt of evidence regarding your dispute relating to: 

[matter 1 details] 

[matter 2 details] 

[matter 3 details] 

NHS South Kent Coast CCG would like to invite you to discuss the matter at a 
meeting on: 

[proposed date], 

[proposed time], 

[insert proposed location] 

With the appropriate CCG representatives [insert names of CCG representatives]. 

It is within your rights to attend with a representative from your Local Medical 
Committee or a friend (or other appropriate professional body colleague). Please be 
aware that any representative/s present as a supportive colleague(s) will not 
normally be permitted to speak at the meeting. Where a solicitor accompanies you, 
the Chair of the meeting will make it clear that the meeting does not have statutory 
status. Professional advisors, such as solicitors or accountants, will not normally be 
in attendance in a representative role unless especially requested in advance of the 
meeting. 

I would be grateful if you would confirm in writing your acceptance to attend this 
meeting and provide details of any representatives you may wish to accompany you. 

Yours sincerely, 

[name] 

[title] 
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Annex 4: Example Stage 1 Outcome Letter (1 – FHSAU Referral) 

[date] 

Dear [contractor name] 

Ref: [contract details] 

Further to our recent meeting on [date/time/location of meeting] to discuss your 

dispute, I am writing to confirm the following outcome(s): 

[outcome 1 details] 

[outcome 2 details] 

[outcome 3 details] 

As this matter was unable to be resolved via local dispute resolution with NHS South 
Kent Coast CCG, you may now wish to refer this/ese matter(s) to the secretary of 
state for dispute resolution in accordance with GMS Contract Regulations 2004 
Section101(3). If you do wish to refer this/ese matter(s) to the secretary of state, then 
please send all supporting documentation to ….. 

Yours sincerely, 

[name] 

[title] 

 

 

 

 

 

 

 

 

 

 

8 | P a g e  
 

PCCC-Administrative�Processess
Overall�Page�50�of�146
Page�30�of�51

http://www.eshareuk.com


 

 

 

Annex 5: Example Stage 1 Outcome Letter (2 – Matter(s) Resolved) 

[date] 

Dear [contractor name] 

Ref: [contract details] 

Further to our recent meeting on [date/time/location of meeting] to discuss your 
dispute, I am writing to confirm the following outcome(s): 

[outcome 1 details] 

[outcome 2 details] 

[outcome 3 details] 

NHS England is pleased to confirm the outstanding matters are now resolved and 
your contract file has been updated to reflect this mutual resolution. 

Yours sincerely, 

[name] 

[title] 
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LOCUM COVER CLAIMS 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Practice contacts the CCG informing them of a need to 
claim locum expenses in relation to: 

• Sickness cover 
• Maternity leave 
• Paternity leave 
• Adoptive leave 
• Extended study leave 

Send the practice the following forms: 

• Application Form (LOC1) 
• CCG Reimbursement Policy 

SKCCCG LOC1 
Application for Locum   

 

SKC CCG SFE 
Reimbursement Policy 

 

If the Primary Care Team is 
unavailable then please ask 
the practice to send details 

of their request to 
skcccg.primarycare@nhs.net 

 

Practice returns LOC1 Application Form 

Maternity / Paternity / 
Adoptive Leave 

Non-discretionary 

Extended Study Leave 

Discretionary 

SKC Maternity 
Paternity Locum Claim 

SKC CCG Maternity 
Paternity Adoption Le

Maternity/ Paternity Adoption 

Sickness 

Non-discretionary 

Application to PCCC 
for approval. If claim 
approved then send 
the practice 

Primary Care Team 

• Send a copy of the monthly submitted claim form to finance 
for them to add the payment to the next GMS template 

• Save a copy of the claim form on the practice file  
• Update the master spreadsheet 

SKC Sickness Claim 
FORM.xlsx

SKC SFE Sickness 
Letter.docx

Sickness 

SKC SFE Extended 
study leave claim FOR

Study Leave 

CCG sends appropriate claim form and letter to practice and adds details to the Master Locum Claim 
Spreadsheet  
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Notes 

1. Sickness – no payment for the first two weeks 
 

2. Sickness – check the Performer has not made any sickness claims in the previous 52 weeks 
 

3. Sickness – if no claim in the previous 52 weeks then first two weeks £0.00, week 3 to 24 at 
£1,734.18, weeks 25 to 52 at £867.09, no payment after 52 weeks. 
 

4. Maternity – is the performer eligible for maternity payments i.e. in the partnership agreement or 
the employment contract 
 

5. Paternity – is the performer eligible for paternity payments i.e. in the partnership agreement or the 
employment contract 
 

6. Adoption Leave – is the performer eligible for adoption leave i.e. in the partnership agreement or 
the employment contract 
 

 

Filing Protocol 

1. Locum reimbursement claims and documentation should be filed and saved in the following 
location: Y:\WILLIAMHARVEY\SKCCCG\Membership Development\Primary Care\Administrative 
Processes\SFE Process\Locum Reimbursement Claims 1718 . 
 

2. A new folder should be opened in the sickness, maternity, paternity, adoption leave or prolonged 
study leave folder.  The folder should be named i.e. 01 Perfect Surgery re Dr Who 
 

3. All correspondence and application forms should be filed in chronological order in the individual 
folder using the 01, 02, 03 etc. prefix to ensure the files remain in chronological order 
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Application for Approval to Cover Locum Expenses During: 
 
 

Sick Leave  
 

Complete Sections 1, 2, 6 and 7 

Maternity, Paternity and Adoptive Leave Complete Sections 1, 3, 6 and 7 
 

Prolonged Study Leave Complete Sections 1, 4, 6 and 7 
 

Suspension Letter Application - contact NHS England 
South (South East) 
 

 
Please complete this form and send it to the Primary Care Team of NHS South Kent Coast 
CCGCCG – skcccg.primarycare@nhs.net - prior to arranging cover from a Locum from outside 
your practice.   
 
 
 
1. 

 
DETAILS OF ABSENT GP PERFORMER  
 

  
(a) Surname: ……………………………….. 

 

 
(b) Initials: …………… 

 
(b) GMC No.: ………………………………. 

 

 
(d) Practice Contract No: ………..….. 

  
(e)      Number of clinical sessions…………………. 

 

 

 
 
2. 

 
SICK LEAVE 
 

  
(a) 

 
Date of first day of absence due to  
Sickness: 

 
 
……………………………………………… 

  
(b) 

 
Is your absence due to an accident? 

 
YES  /  NO 

  
(c) 

 
If YES (in (b) above), are you likely to receive 
compensation for the accident? 

 
YES  /  NO 

  
(d) 
 

 
If YES refer to Part 4 Paragraph 9.3(d) of the Statement of Financial Entitlements and part (c) 
of Section 7 of this form. 

 
 
3. 

 
MATERNITY, PATERNITY AND ADOPTIVE LEAVE 
 

 (a) I wish to apply for locum expenses during: (please tick box) 
 
  (i) Maternity Leave   
  (ii) Paternity Leave  Max two weeks 
  (iii) Adoptive Leave (main carer)   
  (iv) Adoptive Leave (not main carer)  Max two weeks 
  

(b) 
 
Date of first day of absence: 

 
…………………………………………. 
 

 (c) I attach a MAT B1 form covering the period of YES  /  NO 
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Form LOC1 
 

confinement. 
 

 

 
 
4. 

 
PROLONGED STUDY LEAVE 
 

 (a) Are you receiving additional educational  
payments under NHS England South (South 
East) locum policy: 
 

YES  / NO 
 

 (b) Date of first day of absence on Prolonged Study 
Leave: 
 

 
………………………………………….. 
 

 (c) Course Title: 
 
 
 

 
…………………………………………………..……….. 
 
……………………………………………………..……. 
 
………………………………………………..…………. 
 

 (d) Location:  
…………………………………………………………… 
 
……………………………………………….…………. 
 
………………………………………………..…………. 
 
……………………………………………..…………… 
 

 (e) Course duration: Starts:………………………. Ends:………………………… 
 

  
(f) 

 
Deanery Approval: (Please attach details) 

 
YES  /  NO 

 
 (g) Do you propose to be away longer than the 

length of the course? 
YES  /  NO 

 
   

If YES 
 

 

 (h) When will you be absent?  
…………………………………….. 

 (e) Are you receiving additional education payments 
under NHS England South (South East) locum 
Policy? 
 

YES  /  NO 
 

 
 
5. 

 
LOCUM DETAILS 
 

 (a) Surname:  
 
……………………………………………… 
 

Forenames: 
 
…………………………………………. 
 

  GMC No:  …………………………….  
 

  On GP Performer Medical List of a Regional 
Team:    
 

YES  /  NO 

  Details of Professional 
Indemnity 

 
…………………………………………..……………… 
 
…………………………………..……………………… 
 

  Home Address:  
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Form LOC1 
 

 
 
 
 
 
 
Postcode: 

…………………………………………..……………… 
 
………………………………………… 
 
………………………………………… 
 
………………………………………… 

 (c) Surname:  
 
…………………………………………………. 
 

Forenames: 
 
…………………………………………. 

  GMC No.: …………………………………….. 
 

 
 

  On GP Performer Medical List of a Regional 
Team:    
 

YES  /  NO 

  Details of Professional Indemnity …………………………………………………..… 
 
……………………………………………..……… 
 
………………………..………………………..…. 
 

  Address: ……………………………………………..………. 
 
………………………………………………..……. 
 
…..……………………………………………..…… 
 
……………………………………………..………. 
 

 (d) Basis on which locum will be employed?  (Please state sessions, days and hours). 
   

Dates: 
  

   
From:……………………… 

 
To: …………………………. 

 
Payment £……………… 

   
From:……………………… 

 
To: …………………………. 

 
Payment £……………… 

 
 
 
6. 

 
GP PERFORMER DECLARATION 
 
I declare, as the GP Performer applying for the payments, that: 
 

 (a) I undertake to inform the CCG of any change in my locum arrangements without delay. 
 

 (b) If requested to do so by the CCG to submit myself to an examination by a doctor nominated 
by the CCG), whose opinion can be conveyed to the CCG.  (Section 2 applications only) 
 

 (c) I will repay NHS South Kent Coast CCG locum costs paid if I recover financial compensation 
for the costs of employing a locum (Section 2 sickness applications only) 
 

 (d) I enclose a medical certificate for the confinement (Section 3 (a) (i) & (ii) applications only.) 
 

  
(e) 

 
I enclose a copy of my contractor’s policy on entitlement to Maternity/Paternity/Adoptive and 
Educational Leave (Section 3(a) & 4 applications only). 
 

 (f) I intend to resume practice as a GP Performer, provided I am fit to do so, within a reasonable 
time of the birth of my child.  (Section 3(a) (i) applications only) 
 

 (g) I enclose relevant documentation as proof of adoption.  (Section 3(a) (iii) & (iv) applications 
only. 
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Form LOC1 
 

 (h) The information provided on this form is correct. 
 

 (i) I understand that the period of payment is a maximum of 26 weeks for ordinary maternity 
leave and for ordinary adoption leave for the parent who is the main care provider; and 2 
weeks for paternity leave and for adoption leave for the parent who is not the main care 
provider (Section 3 applications only) 
 

Signed* 
 

 Date 

 
*If the doctor, who is sick, cannot complete or sign this form, a relative or partner may do so, on 
their behalf.  In this event, the individual concerned must give their name and status in the box 
at the foot of this page. 
 
Details of person signing on behalf of the Applicant: 
 
Name 
 
 
Status/Relationship 
 
 
 
7. 

 
PRACTICE DECLARATION 
 
I declare, as the Practice supporting the GP Performers application, that: 
 

 (a) We undertake to ensure the CCG are informed of any change in the locum arrangements 
without delay. 
 

 (b) If requested to do so by the CCG to submit an examination by a doctor nominated by the 
CCG, whose opinion can be conveyed to the CCG.  (Section 2 applications sickness only) 
 

 (c) We will ensure repayment of locum costs are paid to the CCG if financial compensation is 
recovered for the costs of employing a locum (Section 2 applications only) 
 

 (d) We will ensure that a medical certificate is enclosed for the confinement (Section 3 (a) (i) & (ii) 
applications only.) 
 

 (e) We enclose a copy of the practice policy on entitlement to Maternity/Paternity/Adoptive and 
Educational Leave (Section 3(a) & 4 applications only). 
 

 (f) We intend to facilitate the GP Performer resume practice as a GP Performer, provided he/she 
is fit to do so, within a reasonable time of the birth of the child.  (Section 3(a) (i) applications 
only) 
 

 (g) We agree to repay to the CCG, if requested, the locum costs paid if the GP Performer does 
not return to practice within the Region.  (Section 3 (a) (i) applications only). 
 

 (h) We will ensure relevant documentation is enclosed as proof of adoption.  (Section 3(a) (iii) & 
(iv) applications only. 
 

 (i) The information provided on this form is correct. 
 

 (i) We understand that the period of payment is a maximum of 26 weeks for ordinary maternity 
leave and for ordinary adoption leave for the parent who is the main care provider; and 2 
weeks for paternity leave and for adoption leave for the parent who is not the main care 
provider (Section 3 applications only) 
 

Signed* 
 

 Date 

*by Practice representative  
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Form LOC1 
 

  
 
 
 
Practice stamp   
 
 
 
 
 
 
 
 
 
 
This completed form should be returned to: 
 
skcccg.primarycare@nhs.net 
 
or 
 
Primary Care Commissioning Team 
NHS South Kent Coast CCG 
Council Offices 
White Cliffs Business Park 
Whitfield, Dover 
Kent, CT16 3PJ 
 
 
 
 
To Be Completed By the CCG: 
 
Date Form Received:………………………………………… 
 
Processed By:………………………………………………… 
 
Payment Request Completed:……………………………… 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Y:\WILLIAMHARVEY\SKCCCG\Membership Development\Primary Care\Administrative Processes\SFE 
Process\SKCCCG LOC1 Application for Locum approval APRIL 2017.doc 
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LOCUM CLAIMS 17/18

CCG
G 

Number
Practice Name of GP on leave

Date LOC 1 sent to 
practice

Sickness 
Maternity 

Leave
Paternity 

Leave

Adoption 
Leave 
Main 
Carer

Adoption 
Leave (not 

main 
carer)

Prolonged 
Study 
Leave

Date claim form 
and letter sent to 

practice
Week 1 Week 2

Please select which claim the practice is making

For Sickness - no 
payment before 

week 3, 
£1,734.18 for 24 

weeks from 
week 3                                            

For Maternity 
first two weeks 

at £1,131.74 
remaining 24 

weeks at 
£1,734.18                                         

For Paternity the 
two weeks at 

£1,131.74                                 
For Adoption 
Leave as the 
main carer 

follow maternity                                     
For Adoption 

Leave (not the 
main carer) 
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Week 3 Week 4 Week 5 Week 6 Week 7 Week 8 Week 9
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SFE Reimbursement Policy 
 

1  Background 
The Statement of Financial Entitlement (SFE) details payments to which contractors 
may be entitled.  The Statement of Financial Entitlement outlines the areas that are 
compulsory and the areas where NHS South Kent Coast CCG may use local 
discretion.   
 
Whilst developing this procedures document it should be noted there were underlying 
principles common to the following payments: 
   

• for locums covering maternity, paternity and adoption leave  
• for locums covering sickness leave 
• in respect of prolonged study leave 

 
Whilst these payments are included in the SFE for General Medical Services (GMS) 
practices, the CCG has chosen to apply these procedures to Personal Medical 
Services (PMS) Contracts and that individual Alternative Provider Medical Service 
(APMS) Contracts will specify if the contractor is eligible for these payments. 
 

2   General Principles 
 
The CCG will pay these entitlements if the performer on leave is a GP Performer.  All 
GPs regardless of employment status or funding source are eligible.  It is important 
therefore that practices notify the CCG of all GP Performers and contracts are kept 
up to date.  These entitlements will not be paid if the performer on leave is not a GP 
Performer. 

The Statement of Financial Entitlement states that due to the recent climate with 
shortage of locums locum cover can be provided by partners or employees who 
currently work less than full time provided the cover is in addition to their normal 
commitment. Locally it has also been agreed that locum cover can be provided by 
Advanced Nurse Practitioners or Nurse Practitioners. 
 
The maximum amount payable shall be that amount stated in the Statement of 
Financial Entitlement. Practices will be reimbursed whichever is the lower of the 
invoiced costs or the maximum amount payable in respect of any week. 
 
Process for Claiming 
Before engaging a locum the practice should seek approval via the CCG.  Claims 
should then be submitted to the CCG for costs actually incurred, after they have been 
incurred and on a monthly basis.  If the practice is in receipt of any other source of 
payment for the absence (eg. statutory maternity relief or insurance) this should be 
declared and payment will be made net of these amounts. 
 

3 Payments for Locums or GP Performers Cover for Maternity, Paternity and 
Adoption Leave  

 
To be eligible for payments, one or more of the following conditions must be met – 
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• Partnership agreements must state that the GP Performer is entitled to take 
such leave.  

• Salaried GPs contract of employment must state that they are entitled to be 
paid the full salary by the contractor during the period of the Locum 
Allowance Claim (currently 26 weeks maximum)1.  

• The performer on leave is entitled to that leave under statute. 
 

Process for Claiming 
Before engaging a locum the practice should seek approval via the CCG.  Claims 
should then be submitted to the CCG on a monthly basis for payment.   
 

4 Payments for Locums or GP Performers Covering Sickness Leave 
 

Employees of contractors will, if they qualify for it, be entitled to statutory sick pay for 
28 weeks of absence on account of sickness in any three years. The rights of 
partners in partnership agreements to paid sickness leave are a matter for their 
partnership agreement.  

 
If an employee or partner who takes any sickness leave is a performer under a GMS 
contract, the contractor may need to employ a locum or use the services of a GP 
performer is a party to the contract or who is already employed or engaged by the 
contractor (or more than one such person) to maintain the level of services that it 
normally provides. Even if the Board is not directed in this SFE to pay for such cover, 
it may do so as a matter of discretion and it may also provide locum support for 
performers who are returning from sickness leave or for those who are at risk of 
needing to go on sickness leave.  

 
It should in particular consider exercising its discretion—  

(a) where there is an unusually high rate of sickness in the area where the 
performer performs services; or  

(b) to support contractors in rural areas where the distances involved in 
making home visits make it impracticable for a GP performer returning 
from sickness leave to assume responsibility for the same number of 
patients for which he previously had responsibility.  

 
 

Entitlement to Payments for Covering Sickness Leave  
In any case where a contractor actually and necessarily engages a locum (or more 
than one such person) to cover for the absence of a GP performer on sickness leave, 
and—  

 
(a) if the performer on leave is employed by the contractor, the contractor 
must— 
  (i) be required to pay statutory sick pay to that performer; or  

(ii) be required to pay the performer on leave his full salary during 
absences on sick leave under his contract of employment;  
 

(b) if the GP performer’s absence is as a result of an accident, the contractor 
must be unable to claim any compensation from whoever caused the accident 
towards meeting the cost of engaging a locum to cover for the GP performer 
during the performer’s absence. But if such compensation is payable, the 

1 As stated in the 2015-16 General Medical Services (GMS) Contract – guidance for GMS Contract 
2015-16 document. 

2 
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Board may loan the contractor the cost of the locum or GP Performer, on the 
condition that the loan is repaid when the compensation is paid unless—  

(i) no part of the compensation paid is referable to the cost of the 
locum, in which case the loan is to be considered a reimbursement by 
the Board of the costs of the locum or GP Performer which is subject 
to the following provisions of this Section; or  
(ii) only part of the compensation paid is referable to the cost of the 
locum, in which case the liability to repay shall be proportionate to the 
extent to which the claim for full reimbursement of the costs of the 
locum was successful;  
 

(c) the GP performer who is a party to the contract or who is already 
employed or engaged by the contractor is not employed full time,”, and 
 
(d) the contractor is not already claiming another payment for locum cover in 
respect of the performer on leave. 
 
(e )It should normally be considered necessary that a single-handed GP 
performer or a job-sharer fulfilling the role of a single-handed GP performer 
will need to be replaced, if they are on sickness leave, by a locum. 

 
 

5 Payments in Respect of Prolonged Study Leave 
 

The CCG may, subject to affordability, pay a GP both an educational allowance and 
reimbursement for the cost of locum cover, to undertake a prolonged period of study 
leave.  The Statement of Financial Entitlement sets out the criterion for these 
payments, including approval of the educational content by the Post Graduate Dean 
but there is no statutory obligation placed on the CCG to provide funding.  There is 
no specific funding ring-fenced for this purpose.    

 

6         Payment Rates 
  

For Maternity, Paternity and Adoption Leave  
 

From 1 April 2017, the Statement of Financial Entitlement allows the CCG to 
reimburse up to a maximum of £1,131.74 for the first two weeks of maternity leave 
and then £1,734.18 per week from week two to week 26 inclusive.  For paternity 
leave the two weeks are paid at £1,131.74.  For adoptive leave as the main carer the 
payments mirror maternity leave and for the secondary carer the payments mirror 
paternity leave.  Please note that a full time GP consists of 9 sessions, a clinical 
session is 4 hours and 10 minutes. 
 
Practices will be reimbursed whichever is the lower of; the invoiced costs or the 
maximum amount payable in respect of any week. 
 
For Sickness Leave  
 
The CCG will reimburse up to a maximum of £1,734.18 per week for all sickness 
cover. No reimbursement under this Section will be paid in respect of the first two 
weeks period of each period of leave of absence. After that, the maximum periods in 
respect of which payments under this Section are payable in relation to a particular 
GP performer in respect of any such period are—  

3 
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(a) 26 weeks for the full amount of the sum that the Board has determined in 

payable; and  
(b) a further 26 weeks for half the full amount of the sum the Board initially 
determined was payable. 
 

Practices may be requested to provide additional information to support their 
application. Please note that a full time GP consists of 9 sessions, a clinical session 
is 4 hours and 10 minutes. 
 
Practices will be reimbursed whichever is the lower of the invoiced costs or the 
maximum amount payable in respect of any week. 
 
In order to calculate these periods, a determination is to be made in respect of the 
first day of the GP performer’s absence as to whether in the previous 52 weeks, any 
amounts have been payable in respect of that performer under this Section. If any 
amounts have been payable in those 52 weeks, the periods in respect of which they 
were payable are to be aggregated together. That aggregate period, whether or not it 
in fact relates to more than one period of absence. 

 
7 CQC Fees Reimbursement Scheme 
  

This Scheme is established on 1st April 2017 and enables the CCG to reimburse the 
amount of any fees paid by a contractor, as a provider of NHS primary medical 
services, by virtue of provision contained in the Provision for Fees Scheme which is 
made and published by the Care Quality Commission under section 85(1) of the 
Health and Social Care Act 2008. 
 
The CCG must pay to a contractor under its GMS contract a payment which 
represents the total amount of CQC registration fees which the contractor has paid to 
the Care Quality Commission under the Provision for Fees Scheme in respect of any 
year.  
 
The CCG must not make any payment to a contractor under this Section unless an 
invoice or other suitable evidence of payment has been presented to it by the 
contractor as evidence of the amount which the contractor has paid to the Care 
Quality Commission in respect of CQC registration fees in any year.  
 
Payment of Reimbursement of CQC Registration Fees  
Payments under this Section must be made by the CCG to a contractor as part of the 
next Global Sum Monthly Payment (or by local arrangement) which falls due to the 
contractor following the date on which the Board receives evidence, of the amount 
that the contractor has paid by way of CQC registration fees. 

 
8 GP Retention Scheme 

 
The GP Retention Scheme is a package of financial and educational support to help 
doctors, who might otherwise leave the profession, remain in clinical general 
practice. 
 
The GP Retention Scheme replaces the Retained Doctors Scheme 2016. The 
scheme continues to be managed jointly by the local offices of Health Education 
England (HEE) (through the designated HEE RGP Scheme Lead) and NHS England. 

  

4 
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The scheme is aimed at doctors who are seriously considering leaving or have left 
general practice due to personal reasons (caring responsibilities or personal illness), 
approaching retirement or requiring greater flexibility. The scheme supports both the 
retained GP and the practice employing them by offering financial support in 
recognition of the fact that this role is different to a ‘regular’ part-time, salaried GP 
post, offering greater flexibility and educational support. 
 
Retained GPs may be on the scheme for a maximum of five years with an annual 
review each year to ensure that the doctor remains in need of the scheme and that 
the practice is meeting its obligations. 
 
This scheme enables a doctor to remain in clinical practice for a maximum of four 
clinical sessions (16 hours 40 minutes) per week - 208 sessions per year, which 
includes protected time for continuing professional development and with educational 
support. 
 
Payments in Respect of Sessions Under the Scheme 

 
(a) a contractor who the Board considers is a suitable employer of members 
of the Scheme employs or engages a member of the GP Retention Scheme; 
and  
(b) the service sessions for which the member of the GP Retention Scheme is 
employed or engaged by the contractor are arranged and approved by the 
Board, the Board must pay to that contractor under its GMS contract £76.92 
in respect of each full session that the member of the GP Retention Scheme 
undertakes for the contractor in any week, up to a maximum of four sessions 
per week.  

  
Payments under this Section are to fall due at the end of the month in which the 
session to which the payment relates takes place. However, the payments, or any 
part of the payments, are only payable if the contractor satisfies the conditions set in 
the SFE 

 
Professional Expenses Supplement  
 
The professional expenses supplement is to be calculated by the board by 
referencing the number of sessions, which a doctor is contracted to perform for the 
contractor in each week, up to a maximum of four sessions per week. 

 

Annualised Sessions 
Number of sessions 
per week 

Bursary payment 
per annum £ 

Fewer than 104 1 to 2 1000 

104 2 2000 

156 3 3000 

208 4 4000 
*annualised sessions include statutory holidays, annual leave and sessions used for CPD.  
 

 The CCG must pay to the contractor the professional expenses supplement—  
(a) on the date on which the doctor becomes a member of the GP Retention 

Scheme; and  
(b) on the anniversary of that date in each subsequent year in respect of 
which the payment is due.  
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The CCG must not pay a professional expenses supplement in respect of any doctor 
where an eligible contractor has not provided sufficient information to the Board 
about the number of sessions per week for which that doctor is employed or engaged 
by the contractor.  
 
Where the CCG pays a professional expenses supplement to an eligible contractor in 
respect of a doctor, the contractor must pass on the payment to that doctor, net of 
any applicable deductions payable by that doctor in respect of income tax and 
national insurance contributions, within one calendar month from the date on which 
the contractor received the payment on the understanding that the payment is to be 
applied towards meeting the cost of the doctor’s professional indemnity cover, 
continuing professional education requirements and other professional expenses. 

9       Audit 

Practices are required to keep accurate records demonstrating costs incurred and 
the CCG can request these for inspection at any time.   

10 Disclaimer 
 
Where there is a difference in the Statement of Financial Entitlement and this policy, 
unless the Statement of Financial Entitlement allows for the CCG discretion in any 
particular instance, the Statement of Financial Entitlement takes priority.  

 
11 Review of this Policy 
 

This policy will be reviewed annually.  This will be a responsibility of the CCG Primary 
Care Commissioning Team. 

 
 

 

 

 

 

 

 

 

 

 

 

 

Y:\WILLIAMHARVEY\SKCCCG\Membership Development\Primary Care\Administrative Processes\SFE 
Process\SKC CCG SFE Reimbursement Policy 1718.doc 
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Date 
 
 
Dear xxxxx 
 
Re: Maternity / Paternity / Adoption SFE Claim 
 
Thank you very much for sending in your completed application form in respect of maternity / 
paternity / adoption leave for Dr xxxx. 
 
The monthly claim form is attached which should be submitted to skcccg.primarycare@nhs.net 
along with the following documentation: 

 

• Proof of locum invoice payment, or 

• Proof of salaried doctor additional payment, or 

• Proof of partner additional payment 

Please note that in respect of Maternity Leave or Adoption Leave for the main carer then the first 
two weeks are reimbursed at £1,131.74 with the following 24 weeks reimbursed at £1,734.18. 
 In respect of Paternity Leave and Adoption Leave for the secondary carer then the 
reimbursement is for a maximum of two weeks at £1,131.74 – or the actual costs, whichever is 
the higher. 
 
Yours sincerely 
 
 
 
NAME / JOB TITLE 
 
 
 
 
 
 
 

 
 

 

 
 

NHS South Kent Coast Clinical Commissioning Group 
Dover Council Offices 

White Cliffs Business Park 
DOVER 

Kent  
CT16 3PJ 

  
T: 03000 424700 

E:  skcccg.primarycare@nhs.net 

 

 

Y:\WILLIAMHARVEY\SKCCCG\Membership Development\Primary Care\Administrative Processes\SFE Process\SKC 
CCG Maternity Paternity Adoption Letter.docx 
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CLAIM FORM LOC (Administered Funds)

Practice Name:-
Practice G Code:-

Month that data relates to:

Description of claim Basis of Claim Rate (£) Amount (£)

Locums – Maternity and Adoption Leave (Main Carer)

£0.00

£0.00

Locums – Paternity and Adoption Leave (not main carer)

£0.00

Total claimed £0.00

I confirm that the above information is correct and all expenditure has been incurred by the practice (with copies
of the relevant invoices and documents attached).

Signed

Position

Date

Y:\WILLIAMHARVEY\SKCCCG\Membership Development\Primary Care\Administrative Processes\SFE Process\SKC Maternity Paternity Locum Claim FORM.xlsx

To be submitted on a monthly basis to: skcccg.primarycare@nhs.net 

GMS Contract Monthly Claim Form 2017-2018

Actual Invoice cost(s) or max. of £1,131.74 per wk for weeks 1 & 2

Actual Invoice cost(s) or max. of £1,734.18 per wk from week 3-26 

Actual Invoice cost(s) or max. of £1,131.74 per wk for weeks 1 and 
2 
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Date 
 
Dear xxxxx 
 
Re: Sickness SFE Claim 
 
Thank you very much for sending in your completed application form in respect of sickness 
reimbursement for Dr xxxx. 
 
The monthly claim form is attached which should be submitted to skcccg.primarycare@nhs.net 
along with the following documentation: 

 

• Sick note to cover the period of the claim (if not previously submitted) 

• Proof of locum invoice payment, or 

• Proof of salaried doctor additional payment, or 

• Proof of partner additional payment 

Please note that in respect of sickness reimbursement, the first two weeks of a sickness period 
are reimbursed at £0.00, from week 3 to week 26 inclusive the weekly reimbursable amount is 
£1,734.18 (or the actual invoice costs) whichever is the higher. 
 
Yours sincerely 
 

 
 

 

 
 

NHS South Kent Coast Clinical Commissioning Group 
Dover Council Offices 

White Cliffs Business Park 
DOVER 

Kent  
CT16 3PJ 

  
T: 03000 424700 

E:  skcccg.primarycare@nhs.net 
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CLAIM FORM LOC (Administered Funds)

Practice Name:-
Practice G Code:-

Month that data relates to:

Description of claim Basis of Claim Rate (£) Amount (£)

Locums – Sickness Leave

£0.00

Total claimed £0.00

I confirm that the above information is correct and all expenditure has been incurred by the practice (with copies
of the relevant invoices and documents attached).

Signed

Position

Date

To be submitted on a monthly basis to: skcccg.primarycare@nhs.net 

GMS Contract Monthly Claim Form 2017-2018

Actual invoice cost(s) or maximum of £1,734.10 per week.  No 
reimbursement to be paid in respect of the first two weeks of each 
period of leave of absence
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CLAIM FORM LOC (Administered Funds)

Practice Name:-
Practice G Code:-

Month that data relates to:

Description of claim Basis of Claim Rate (£) Amount (£)

Locums –Prolonged Study Leave

£0.00

Total claimed £0.00

I confirm that the above information is correct and all expenditure has been incurred by the practice (with copies
of the relevant invoices and documents attached).

Signed

Position

Date

To be submitted on a monthly basis to: skcccg.primarycare@nhs.net 

GMS Contract Monthly Claim Form 2017-2018

Actual invoice cost(s) or maximum of £1,131.74 per week.  Study 
leave must be approved by PCCC prior to agreement to pay.  
Study leave must be for more than 10 weeks but not more than 12 
months
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 NHS South Kent Coast CCG 

Agenda Item: 

Date of Meeting: Weds 21 June 2017 

Title of Report: S106 / Community Infrastructure Levy Policy 

Author: Zoe Holmes, Primary Care Estate Manager 

Lead Director: Karen Benbow, Chief Operating Officer 

Action Required: 
Approval 

x 

Recommendation Discussion/ 
Assurance 

Information 

Conflict of Interest: None 

Purpose of paper: 
To agree the process around how Section 106 / Community 
Infrastructure Levies will be applied for and distributed in SKC 
CCG. 

Recommendations: Agree implementation of policy 

Publication: 
Restriction (define) No Restriction 

x 

Supporting Paper/Appendices: 

Background 

As part of our delegated commissioning responsibilities, we will be required to have a formal 
policy in place to outline how SKC CCG will apply for and distribute any S106 / CIL funds 
secured against future housing developments. 

Current Situation 
The policy was presented to the PCOG where the group recommended the sign off the policy 

Recommendation 
To approve the implementation of the policy for use within SKC CCG 
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 S106 / Community Infrastructure Levy Policy 
 
 

 
1 Introduction 

1.1 This paper gives an overview of Section 106 planning obligations and the Community 
Infrastructure Levy, highlights the importance of the CCG’s engaging with District/Borough 
Councils to ensure health infrastructure needs are taken into account by fulfilling its 
responsibilities as a named body to be consulted in local plans and recommends criteria for the 
allocation of health infrastructure monies that come through both S106 and CIL funding routes. 

2 Background 

2.1 The link between planning and health is long established. The planning system has an 
important role in creating healthy communities; it provides a means both to address the 
wider determinants of health and to improve health services and infrastructure to meet 
changing healthcare needs. Consultation between Local Planning Authorities (LPAs), public 
health and health organisations is a crucial part of this process. 

2.2 LPAs vary across England, in two-tier local authorities areas (such as Kent County Council 
area); the relevant LPA is the District or Borough Council, except for applications involving 
minerals and waste development which are made to the County Council. Clinical 
Commissioning Groups (CCGs) and NHS England (NHS E) are named bodies to be consulted 
in Local Plans. 

2.3 The power of a LPA to enter into a Planning Obligation with anyone having an interest in 
land in their area is contained in Section 106 of the Town and Country Planning Act 1990 
(as amended by Section 12 of the Planning and Compensation Act 1991). There are core 
service areas where monies are received through the use of S106 obligations: 

 Local Economy 
 Community or Town Centre use 
 Highways/Traffic 
 Education 
 Health 
 Land, 
 Affordable, and 
 Other (which records payments for any other contributions which do not 

fall into one of the above categories) 

2.4 It is important to note that S106 monies may only be spent on facilities where the new 
development has, at least in part, contributed to the need for the facilities. S106 funding 
is available for capital projects only. Revenue funding towards on-going running costs is not 
available. 

2.5 Following concerns that S106 obligations were not transparent, a r e  ineffective in providing 
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for major infrastructure, had a disproportionate effect on major developments, and that most 
development did not pay. The 2008 Planning Act, introduced the Community Infrastructure Levy 
(CIL) the purpose of which is to raise funds from developers who are undertaking new building 
projects, to help pay for infrastructure that is needed to support new development. CIL is an 
optional tariff based system of collecting money to pay for all or part of the cost of providing 
infrastructure to support development. It will replace Section 106 planning obligations for 
many forms of infrastructure, although Section 106 agreements can still be used for site-
specific mitigation measures and for affordable housing provision. LPAs will determine what 
infrastructure is required and can use the money to provide, improve or operate facilities. It can 
be used to fund a wide variety of infrastructure including: 

o transport schemes 
o flood defences 
o schools, hospitals and other health and social care facilities 
o parks, green spaces and leisure centres 

 
2.6 CIL is now becoming the preferred method for collecting pooled developer 

contributions to fund infrastructure and all LPAs are expected to move to CIL as a 
priority. The LPA covering South Kent Coast CCG has not yet adopted the Community 
Infrastructure Levy. 

2.7 CIL Regulations Only - LPA’s are allowed to raise funds from developers through a CIL 
to help to deliver infrastructure needed to support development requirements within 
their wider administrative areas; 

• A CIL Charging Schedule must be prepared, and this sets out the types of development 
that will be liable to pay CIL and the methods by which it will be calculated. This could 
apply to new NHS premises. This entire process is subject to public consultation and 
examination by an independent examiner 

• CIL is a standard charge on all liable new buildings and extensions that occur within a 
council’s administrative area 

• LPAs must prepare a “regulation 123 list” which sets out the type of infrastructure 
that may be funded by CIL in an area (for example, health facilities and transport 
infrastructure). The Infrastructure Plan (or similar) sets out what infrastructure is 
required to serve the planned growth in an area, and this is where public 
health, CCGs and NHS E, in conjunction with Foundation Trusts and Trusts, 
need to engage with LPAs 

• There will be a high level of competing needs for infrastructure funding from a wide 
variety of projects. As CIL is intended to supplement other sources of funding for 
local infrastructure, not all projects will receive funding through this levy. The 
apportionment of CIL to projects will be determined by the LPA as the charging 
authority in relation to local infrastructure priorities 

• It is important that the CCG engages with its District/Borough Councils to ensure 
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health infrastructure needs are taken into account in the development of CIL 
charging schedules by fulfilling its responsibilities as a named body to be 
consulted in local plans 

3 Releasing Section 106 Monies 

3.1 In general terms, most S106 agreements allow the following improvements to health facilities: 

• The expansion of health premises to provide additional facilities and services 
to meet increased patient or user numbers; 

• New health premises or services at the local level 

• Any new facility required to compensate for the loss of a health facility caused by the 
development 

3.2 Historically the processes for allocating Section 106 health funding was via the Primary 
Care Trust (PCT) who were responsible for maintaining an Estates Strategy and would 
manage any health allocation as a contribution to delivering against that strategy. 
The process for securing healthcare contributions was based on a simple formula 
applied to the number of dwellings proposed in each planning application. 

 
3.3 In April 2013, PCTs were disbanded and Clinical Commissioning Groups (CCG) were 

established, the responsibility for estate management for health provision was split. NHS 
England South as a regional body was made accountable for primary care whilst the 
CCGs retained responsibility for acute and community care. NHS Property Services (NHS 
PS) took over all PCTs and Strategic Health authorities estates interests. Where PCT 
properties were classed as “critical clinical infrastructure” and a Foundation Trust or 
another NHS provider was the majority occupier ownership was offered to those NHS 
bodies initially rather than NHS PS. 

3.4 As at 1 April 2017, NHS South Kent Coast Clinical Commissioning Group took on the 
delegated co-commissioning of primary care services  

3.5 The CCG needs to be able to exercise its responsibility to make recommendations 
on the allocation of health related s106 and CIL monies in a way that is: 

• strategic 

• financially robust 

• meeting need in a particular area 

• Supported by the relevant Council, the CCG Members and relevant healthcare 
organisations in CCG area 

• That allows the CCG and District/Borough/City councils to align their relevant 
investment strategies in order to enable the development of a holistic approach to 
investment in the broad healthcare estate 
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3.6 To ensure all consultations are responded to in a timely manner and that a log of CCG 
responses is maintained. All consultations on planning applications received by the CCG will 
be routed through a single email inbox (to be set up as a generic primary care inbox) 

3.7 NHS Property Services has advised that historically the need for a health facility or the sum to 
be requested in South Kent Coast for health under S106 was based on a calculation consisting 
of  estimated occupancy x number of units in the development x £360.00. 

 

Size of Unit Occupancy Assumptions Based on Size of Unit Health Need/Sum Requested per unit 

1 bed unit           1.4 persons                                             £504 per 1 bed unit 

2 bed unit          2.0 persons                                                          £720 per 2 bed unit 

3 bed unit          2.8 persons                                            £1008 per 3 bed unit 

4 bed unit          3.5 persons                                            £1260 per 4 bed unit 

5 bed unit                   4.8 persons                                            £1728 per 5 bed unit 

3.8 NHS Property Services also advised that if the planning application doesn’t specify the unit 
sizes in the proposed development, the average occupancy of 2.8 persons is used to in the 
initial health calculation until such time as the size of the dwelling units are confirmed at 
which point the final costs/health calculation would be confirmed. For example if the proposal 
was for a 400 dwelling development the initial calculation would be – 2.8 persons x 400 
dwelling units x £360 = £403,200 

3.9 NHS Property services also advised on the indicative square meterage calculations historically 
used to determine the core GMS space required for a practice patient population. Details are 
set out in the table below and don't take into account any co-location of secondary care 
services just core GMS services.  

 

3.10 It is proposed that, in respect of developer’s applications the following matrix is used to 
determine the basis on which a Section 106 / CIL application will be made to the relevant LPA. 

Practice patient population size CORE GMS square meterage 
8,000 patients 637 sq. m 

10,000 patients 745 sq. m 
12,000 patients 860 sq. m 
14,000 patients 966 sq. m 
16,000 patients 1078 sq. m 
18,000 patients 1178 sq. m 
20,000 patients 1278 sq. m 
22,000 patients 1378 sq. m 
24,000 patients 1478 sq. m 
25,000 patients just over 1500 sqm 
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Number of 
houses 

proposed 

 

Request 

 

Rate 

0-20 units No contribution sought  

21-100 units Developers Contribution (if housing split 
is known on application) 

£504 for each 1 bed dwelling 

£720 for each 2 bed dwelling 

£1008 for each 3 bed dwelling 

£1260 for each 4 bed dwelling 

£1728 for each 5 bed or larger 
dwelling 

21-100 units Developers Contribution (if housing split 
is unavailable on application) 

An assumption of 2.8 persons per 
dwelling x £360 per unit 

 

101- 2000 units Individual negotiation that is likely to take 
the form of Developers Contributions to 
fund the capital build and fit out of a 
major extension at an existing facility 

 

2001+ units Individual negotiation that is likely to take 
the form of Developers Contributions to 
fund the capital build and fit out of a new 
health centre facility 

 

 

3.11 Dover and Shepway Local Planning Authorities (Dover District Council and Shepway District 
Council) are both currently holding agreements from a number of Section 106/CIL agreements 
that need to be committed to health estate improvements, or actively engaged in securing 
Section 106 funding agreements. The legal S106 agreement itself for a particular development 
will state where the funds should be spent and on the specific project to reflect the initial 
S106 request. 

3.12 Most s106 agreements also include a time limit for spending the contribution, usually 
between 5 and 10 years from when it has been received. If a contribution is not used for the 
intended purpose or not spent within the time specified in the agreement, the funds are 
required to be returned to the developer. 

3.13 In terms of allocating the s106 contributions for primary healthcare facilities, the CCG will 
need to submit to the Council appropriate specific schemes which it is committed to deliver, 
with timescales for their implementation. It should be noted that the Council cannot release 
s106 contributions to enable the feasibility work to be carried out without an appropriate 
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business case and information. 

3.14 The CCG now needs to establish fair and transparent criterion to allow access and draw       
down of any s106 and future CIL funding to ensure that the maximum health benefit is 
realised from any available funding: 

Criteria Rationale 

For the purpose of S106/CIL funding allocations 
where a particular practice is sited as a potential 
recipient the CCG interpretation will be to 
allocate the monies for services delivered in the 
particular practice or services that are provided 
outside of the practice but support the practices 
registered patient population 

To ensure that the investment supports delivery of the primary       
care development strategy, strategic commissioning plans and   
future commissioning intentions for South Kent Coast CCG and        
to enable  the development of a holistic approach to investment        
in the broad healthcare estate 

 

Any s106/CIL monies will be used for the purpose 
provided for in the relevant agreement. 

Spend needs to comply with the purpose outlined in the s106/CIL 
agreement or the CCG will not be able to draw down funds 

 

Any s106/CIL monies will be used in the location 
provided for in the relevant agreement 

Spend needs to be in the location outlined in the s106/CIL    
agreement or the CCG will not be able to  draw down funds 

 

Any s106/CIL monies not spent within the time 
limits prescribed in those agreements, will be 
returned to the payee. 

Spend needs to be in the time period outlined in the s106/CIL 
agreement or the CCG will not be able to draw down funds 

 

When the CCG is formally consulted on planning 
applications it will consider strategic fit with 
strategic commissioning plans and the estates 
framework and recommend the funding is 
allocated in support of specific premises schemes 
or for specific practice developments. 

To ensure that the investment supports strategic commissioning 
plans and future commissioning intentions for South Kent Coast     
CCG and to enable the development of a holistic approach to 
investment in the broad healthcare estate 

 

When the CCG is formally consulted on planning 
applications it will either: 
1. Apply the occupancy estimates set out in 
paragraphs 3.7 and 3.8 above to reach a value of 
health need/sum requested from S106/CIL 
agreements or, 
2. If the proposed development is of 
sufficient size, request new fully fitted health care 
premises 

To ensure there is a consistency and objectivity to calculations      
used across the South Kent Coast CCG areas 
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When the CCG receives formal bids to release 
funds from practices, each proposed scheme will 
require a business case to be submitted which 
will highlight how the proposed schemes will 
improve access to healthcare for the local patients 
and demonstrate strategic fit and support for 
identified CCG priorities 

To ensure that the access to healthcare will be improved for     
patients in the affected locations and to ensure the proposed 
investment supports strategic commissioning plans and future 
commissioning intentions for South Kent Coast CCG 

 

When the CCG receives formal bids to release 
funds, each proposed scheme will be assessed 
against these criteria by the Primary Care 
Commissioning Operational Group, with a 
recommendation made to the Primary Care 
Commissioning Committee prior to submission to 
the LPA in order for the monies to be released. 

To ensure that the access to healthcare will be improved for     
patients in the affected locations and to ensure the proposed 
investment supports strategic commissioning plans and future 
commissioning intentions for South Kent Coast CCG 

 

The CCG will not support any business 
case/proposal where a contract has already been 
entered into, work has been commenced or that 
contract or work has not been subject to prior 
agreement with the CCG. 

To ensure that the access to healthcare will be improved for    
patients in the affected locations and to ensure the proposed 
investment supports strategic commissioning plans and future 
commissioning intentions for South Kent Coast CCG 

 

Where the value of formal bids from practices 
exceeds the s106/CIL monies available the CCG will 
be guided by the Premises Costs Directions 2013 
(and any subsequent version)in particular sections 8 
and 9 as to projects that may or may not be 
funded. 

To ensure there is a consistency and objectivity to calculations   
used across the South Kent Coast CCG areas. S106 funding is 
available for capital projects only. Revenue funding towards        
on-going running costs is not available. 

 

Where any schemes are approved the s106/CIL 
contribution will be not less than 33% or more 
than 66% of the total cost of the premises 
improvement, plus any Value Added Tax for 
which the contractor cannot claim a refund. 

To ensure there is a consistency and objectivity to calculations   
used across the South Kent Coast CCG area 

 

The CCG will aim to utilise 100% of the s106/CIL 
funding available for primary healthcare facilities 
in its area. 

To maximise the s106/CIL resources available to the CCG  

The CCG will not support a business case for 
S106/CIL funding that would lead to the space 
allocated for core GMS exceeding the square 
meterage calculation that of the space required to 
deliver core GMS for the patient population under 
consideration (see paragraph 3.9 above) 

To minimise the additional cost pressures, in terms of the      
Current Market Rent a practice receives, that may arise for the   
CCG as a result of allocating S106/CIL capital monies 

 

Where a practice receives s106/CIL monies that 
contributes to the cost of building or 
refurbishment work done in the practice premises 
and the capital was not borrowed by or provided 
by the contractor the notional rent payable is 
respect of those payments is to be abated in line 
with directions 43 and 45 and schedule 3 of 
the Premises Costs Directions 2013 

To secure best value for money for the provision of GMS services 
through the named practice 
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 Primary Care Commissioning Committee Paper 

 
 NHS South Kent Coast CCG 

 
 

Agenda Item:   4.3 

Date of Meeting: Weds 21 June 2017 

Title of Report: Primary Care Premises Development Policy 

Author: Zoe Holmes, Primary Care Estate Manager 

Lead Director: Karen Benbow, Chief Operating Officer 

Action Required: 
Approval 
 

x 

Recommendation 
 
     

Discussion/ 
Assurance 
 
 

Information 
 
      

Conflict of Interest: None 

 

Purpose of paper: 

 
To agree the policy on the premises development approvals 
process to be adopted by the CCG. 
 
 

Recommendations:  
Agree implementation of policy 

 
 

Publication: 
Restriction (define) 

 

No Restriction 

x 

 

Supporting Paper/Appendices: 

 
Background 
 
As part of our delegated commissioning responsibilities, we will be required to have a formal 
policy in place to outline the approvals process practices will need to go through in order to 
gain support for any future premises development. The policy also defines the intention of 
best practice in managing requests for future recurrent / non-recurrent funding. 
 
Current Situation 
The policy is based largely around a previous policy used successfully by the former Eastern 
& Coastal Kent PCT which developed a 3 stage approvals process for practices to go 
through, ensuring value for money at each stage, whilst adhering to the NHS General Medical 
Services – Premises Costs (England) Directions 2013 (and any subsequent versions) 
 
Recommendation 
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To approve the implementation of the policy for use within SKC CCG 
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SSuummmmaarryy  ooff  PPoolliiccyy   
Target Audience  This policy should be read by all independent contractors holding 

an NHS contract. The Policy applies to all primary medical service 
contracts. It should be used to inform the actions of the Primary 
Care Commissioning Team and will provide information for other 
members of the CCG. 
Third Party Developers working in partnership with contractors 
and the CCG to develop and maintain premises will wish to refer 
to this document in order to understand the procedures the CCG 
will follow. 

Purpose of Policy To ensure that the CCG is able to follow the National Health 
Service General Medical Services – Premises Costs (England) 
Directions 2013 and any successive Directions.  
To support the implementation of the Estates Strategy by 
ensuring that the funding allocated for recurrent and non-
recurrent costs associated with Primary Care premises is used to 
support the strategic aims of the CCG  

Brief description of 
content 

An outline of the purpose aims and principles of the policy is 
followed by definitions of recurrent and non-recurrent costs 
relating to General Practice premises. The policy states the 
procedures that the CCG and contractors are expected to follow 
in managing these costs 

Implementation plans The policy will be circulated to all holders of PMS and GMS 
contracts and used in the management of premises costs from 
the date of approval. The CCG will ensure that the policy guides 
the management of costs associated with new applications for 
premises funding. 

Monitoring and 
Evaluation Plans 

The implementation of the policy will be monitored through the 
Primary Care Commissioning Committee (PCCC). The PCCC will 
review outgoings for Premises Costs as part of its ongoing 
financial assurance to the Board. 
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Introduction 
1. This policy must be read in conjunction with The National 

Health Service General Medical Services – Premises 
Costs (England) Directions 2013 (Annex 1) and any 
successive Directions. Now referred to in this document as 
“The Directions” 

2. The local CCG Estates Strategy sets out the steps the 
CCG will take to implement a programme of premises 
development, maintenance and management that ensures 
its estate is ‘fit for purpose’. 

3. The annual review of the Policy seeks to reinforce the 
Policy’s objectives which include:  

• Supporting the implementation of the Estates Strategy. 

• Assisting the CCG and contractors to meet respective obligations 
as detailed in “the Directions” 

• To manage and control costs in the face of sustained and 
unaffordable upward pressure. 

• To manage and control timescales and the administrative burdens 
these obligations place on the CCG and contractors. 

• To reflect other CCG policies including those regarding local 
dispute resolution. 

• To act legally and in a way that will minimise disputes. 

4. The quality, functionality, accessibility and sustainability of 
the primary care estate has a significant impact on service 
delivery and community, patient, user and staff 
perceptions. The CCG must ensure that it works in 
partnership with independent contractors to deliver 
appropriate premises at reasonable and sustainable cost. 

5. There is a need for a robust process to manage new 
developments and the costs associated with existing 
premises as limited funding is available and rent and rate 
increases continue to exert significant cost pressures on 
the premises budget. 

6. When considering an application for assistance under the 
Directions, CCGs are obliged to take appropriate 
professional advice and exercise the best commercial 
judgment. 

7. This policy applies to all Primary Care premises 
developments and associated costs. 
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8. Where there is a dispute regarding premises payments a 
contractor shall be entitled to pursue resolution of the 
dispute as detailed in the Policy. 

 
Purpose 

9. This Policy outlines: 
• The core principles that underpin premises development in the CCG 
• A definition of recurrent and non-recurrent premises costs 
• The process for agreeing recurrent and non-recurrent premises costs 
• The development planning and approval process including the roles and 

responsibilities for implementing the premises development policy  
• The mechanism by which the CCG will monitor and evaluate the 

implementation of the policy 
 

Policy Aims 
10. To ensure that the CCG is able to follow the National 

Health Service General Medical Services – Premises 
Costs (England) Directions 2013 (Annex 1) and any 
successive Directions. 

11. To ensure that the use of premises funding contributes to 
delivery of effective services that meet the needs of the 
CCG’s population. 

12. To ensure that premises developments meet the strategic 
needs of the CCG, are affordable and value for money 

13. To ensure that decisions relating to the allocation of 
recurrent and non-recurrent premises costs are made 
through an agreed process with assessment against 
agreed criteria and obtain formal approval as required. 

Core Principles 
14.   The core principles are: 

• The CCG will assess all applications for recurrent or non-recurrent premises 
costs according to the processes laid out in this policy 

• Applications for premises developments and improvements will be assessed 
against the strategic needs of the CCG as described in the CCGs Strategic 
Commissioning Plan, Annual Operating Plan and Estates Strategy 

• In applying this policy the CCG will seek to deal equitably and consistently with 
all independent contractors  

• The Primary Care Operational Group will consider applications for premises 
costs and ensure they meet the criteria set down by the CCG (Annex 2).  The 
Primary Care Operational Group will present applications to the Primary Care 
Commissioning Committee for consideration. Decisions will be reported to the 
Governing Body. 

• Contractors should note that it is not the intention of the Premises Directions to 
provide an absolute guarantee that the CCG will fund all requests for premises 
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funding.  The CCG retains a discretion, pursuant to the Premises Directions, 
and will exercise this discretion as appropriate. 

 
Definition of Recurrent and Non-recurrent Premises Costs 
Recurrent Costs 

15. Recurrent premises costs for GP surgeries are rent, VAT 
(where properly incurred), business rates, Clinical waste 
and Water charges (supply and waste water). 
Reimbursement payments in respect of premises costs 
can be made by CCGs to GMS contractors, PMS and 
APMS providers as part of contract payments in line with 
the Directions. The Directions apply to GMS contractors 
but can equally apply to PMS/APMS providers.  

16. Payments in respect of rent can be a cost rent/cost of 
borrowing or a notional rent where premises are owned by 
a contractor, actual rent where premises are rented from a 
third party by a contractor.  

17. Notional rents are reviewed to current market rent (CMR) 
every three years.  

18. Actual rents are reviewed in accordance with the terms of 
the relevant lease. Cost rents are either fixed or variable 
depending on the arrangements with the contractor or 
contractor’s lender 

Non-Recurrent Costs – Premises Flexibilities for New Developments 
19. Where a CCG is to make a payment to a contractor using 

the premises flexibilities the CCG must ensure that: 
 

• the payment is made under terms of the contractor’s contract 
• any conditions to which the payment is subject which are set out in the 

Premises Directions are terms of the contract 
 

20. The non-recurrent flexibilities are payments by the 
CCG to a contractor in respect of: 

i) reimbursement of reasonable legal costs, reasonable surveyors costs, and 
reasonable architects costs; 

ii) reasonable costs incurred in respect of project management; 
iii) VAT on professional fees and costs; 
iv) payment of mortgage redemption/deficit grant; 
v) guaranteed minimum sale price payment; 
vi) grants relating to the cost of reconverting former residential property; 
vii) grants towards the cost of surrendering or assigning leases or to meet vacated 

leasehold premises costs; 
viii) Stamp Duty Land Tax liability 
ix) premises improvement grants 

 
21. Recurrent flexibilities are: 

x) equipment lease costs for modern practice leasehold premises; 
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xi) payments in respect of premises running costs; 
xii) payments in respect of service charges; 
xiii) annual/rentalised costs incurred by the CCG as reimbursement to the 

contractor (or third party Developer) in lieu of payments made under certain 
elements of paragraph 22. 

 
22. In the case of all applications to the CCG for recurrent or 

non-recurrent payments, the CCG must consider the 
application but have regard to budgetary targets when 
reaching a decision. The CCG has the authority but not the 
duty to approve these payments. The CCG will work in 
partnership with the contractor to ensure that costs 
associated with any application are reasonable. 

23. In certain circumstances, payments to a contractor must 
be reduced, e.g. where parts of the contractor’s premises 
are used for the provision of medical services to private 
patients. 

24. The purpose of the flexibilities is to remove barriers to new 
premises being built. Where the proposed scheme is 
financially viable without the requirement of additional NHS 
funding, then it will be considered inappropriate to grant an 
application. 

25. Conversely, where new practice premises are not viable 
without additional financial support from the NHS, the 
flexibilities may be used to assist the scheme towards 
viability. 

Non-Recurrent Costs – Improvement Grants  
26. The CCG is able to make non recurrent grants for 

premises improvements in line with the requirements set 
out in the Directions. 

27. The CCG will consider applications for improvement grants 
in line with the published policy. 

28. The CCG will consider Improvement Grant applications 
which have a minimum value of building works of £5000, 
inclusive of VAT. The CCG would wish to encourage 
practices to be responsible for the maintenance and 
upgrades to their practice premises for amounts less than 
this.  

29. Improvement grant approvals will be time limited and 
works should be undertaken within the financial year 
specified in the application and approval. 

30. Where a practice is in receipt of Improvement Grant 
monies the future Current Market Rent assessment will be 
abated. This applies equally to practice owned premises 
and leased premises. Where NHS capital has contributed 
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to the cost of building or refurbishment then the rent will be 
abated accordingly, in line with the Directions 

31. Specifically the CCG will implement the requirement 
placed upon contractors in receipt of improvement grants 
to guarantee that the premises remain in use for the 
delivery of NHS services once the development or 
improvement work is complete 

• For projects costing up to £100,000 plus VAT, for at least 5 years 

• For projects costing over £100,000 plus VAT for at least 10 years 

32. Where these conditions are not met the contractor may be 
committed to repaying a proportion of the grant in 
accordance with the formula stated in the Directions. 

Managing Recurrent Premises Costs  

Context 

33. The CCGs obligation for rent and rates reimbursements 
extends to GMS/PMS/APMS contracts only and its 
responsibility to fund premises costs does not include the 
accommodation required for new services which are to be 
delivered from practice premises via a different 
commissioning route. 

34. At present a contractor whose practice premises are due 
for a rent review are asked to complete a CMR1 and 1a 
Form giving details of the premises, the accommodation 
available, details of the lease (where appropriate) and 
other information such as room scheduling which may 
have a bearing on the Current Market Rent assessment. 
This information is verified and forwarded on to the District 
Valuer. 

35. To manage the process more proactively, to identify future 
increases in premises costs and the reasons for any 
increases, the CCG will continue to take the steps set out 
below in this policy to manage the Current Market Rent 
assessment process. The process would be different for 
premises owned by a contractor to those owned by a third 
party. 

36. To assist the process and to prepare the CCG for future 
rent increases, a schedule of contractors’ premises will be 
held and data, including dates of future rent reviews and 
estimated rent upon review, will be recorded. This will be a 
working document which will be updated to take account of 
movements in rental values.  
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37. Set out below is the procedure that the CCG will now 
adopt to manage recurrent and non-recurrent premises 
costs; 

 

 

Procedure for Managing Recurrent Premises Costs  
 
      Contractor Owned Premises: Cost Rent or Cost of Borrowing 

 
38. Where a contractor is in receipt of a fixed cost rent the 

CCG will check annually as to whether the contractor has 
changed from a fixed rate mortgage to a variable rate 
mortgage during the year. Cost Rent payments will be 
varied accordingly. The Contractor has a duty to ensure 
the CCG is informed of any changes affecting Cost Rent 
payments.  

39. Contractors can elect to change from fixed interest to 
variable rate interest on the capital but need to be aware of 
early redemption penalties.   

40. Contractors can elect to change from Cost Rent or Cost of 
Borrowing to Notional Rent by informing the CCG of the 
election to change.  The Notional Rent will be effective 
from the date of written notification to the CCG. 
Contractors cannot change from Notional Rent to Cost 
Rent or Cost of Borrowing. The CCG will adjust 
reimbursement payments accordingly.  

       Contractor Owned Premises: Notional Rent 
 

41. At the time of the review the CCG may obtain information 
from the Contractor regarding the surgery premises – this 
is currently a CMR1 and 1a Form. The contractor will be 
given the opportunity to provide written representations 
and/or a supporting Current Market Rent valuation when 
completing the CMR Form. 

42. The Current Market Rent assessment will be undertaken 
by a valuer appointed by the CCG (the “Appointed Valuer”) 
who may or may not be the District Valuer and this 
assessment will be passed to the CCG prior to being 
issued to the contractor.  

43. Details of the property, the previous current market rent, 
the revised current market rent and reasons for any 
increase will be given to the CCG by the Appointed Valuer. 

44. The CCG will consider this information and if necessary 
make representations and inquiries to the Appointed 

9 
4.3�Primary�Care�Premises�Deve

Overall�Page�90�of�146
Page�11�of�29

http://www.eshareuk.com


 

Valuer prior to informing the contractor of the proposed 
revised payment.  

45. In informing the contractor of the revised assessment of 
Current Market Rent and the relevant date for payment to 
take effect, the CCG will invite agreement in writing within 
two months from the date of the letter giving the CMR 
information.  

46. In the event of the contractor not agreeing to the 
assessment of Current Market Rent, within two months of 
the date of the letter giving the Current Market Rent, the 
contractor may request the CCG to review the assessment 
and in so doing the contractor (or agent) should provide 
supporting representations. These representations will be 
considered by the CCG who will decide whether further 
instructions to an Appointed Valuer are appropriate.  

47. When formally reviewing a Current Market Rent 
assessment the CCG may instruct a different valuer to the 
person who undertook the original Current Market Rent 
assessment. 

48. In the event of an agreement arising from the review of the 
Current Market Rent the matter is concluded. In the event 
of the review not bringing about a resolution of the dispute 
then the matter can proceed to formal local dispute 
resolution in terms of the CCGs Local Dispute Resolution 
Policy. Contractors must make every reasonable effort to 
communicate and co-operate with the CCG with a view to 
resolving any dispute which arises out of their contract.   

49. Formal local dispute resolution in terms of the CCGs Local 
Dispute Resolution Policy will be consistent with the local 
dispute resolution process within the Contractor’s contract. 
The Contractor who is in dispute shall be entitled to make 
written representations to the Primary Care 
Commissioning Committee (“the Committee”) to seek to 
resolve a dispute. In the event of a Contractor remaining 
dissatisfied with the Committee decision, the matter may 
be referred to a further Panel to re-examine the issues, 
prior to a formal referral to the NHSLA (FHSAU). The 
Contractor is also able to engage with and seek the 
support of the relevant representative committee (eg. 
LMC), including a representative attending with them at 
any meeting, if they wish. 

50. Alternatively, by agreement between the parties, disputes 
in respect of Current Market Rent assessments maybe 
referred to an Independent Expert for determination. The 
Independent Expert would receive representations from 
the contractor and/or their representative, the CCG and/or 
their representative and the Appointed Valuer. 
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51. The Independent Expert will be appointed/nominated by 
the President of the Royal Institution of Chartered 
Surveyors (or such other person agreed between the 
parties) and will have the appropriate qualifications and 
experience to undertake the determination of the final 
CMR.  

52. This determination would complete the dispute resolution 
process and be binding on the contractor and CCG. The 
CCG would be bound to pay the determined Current 
Market Rent, except in the case of manifest error.  

53. Where delays have been incurred in agreeing the revised 
Notional Rent, the CCG will not reimburse interest charged 
on late payment of rent. This equally applies to a 
contractor’s leased premises. 

54. For the avoidance of doubt there is to be no rent review 
upon first occupation of a new development. Funding of 
recurrent costs for new developments will be agreed prior 
to the scheme proceeding. Payment of Current Market 
Rent by the CCG is confirmed once the building is 
completed and occupied, and will be dependant upon the 
premises being completed in accordance with pre-agreed 
and approved plans and specification. This equally applies 
to a contractor’s leased premises. 

55. Enhancements to the specification undertaken between 
approval of the project and completion of the scheme will 
not attract rent reimbursement unless the enhancements 
are agreed with the CCG prior to undertaking the works. 
This is to ensure the recurrent rent liability to the CCG is 
not increased without prior knowledge or approval. This 
equally applies to a contractor’s leased premises. 

56. The CCG would wish for all disputes in respect of Current 
Market Rent to be submitted in a timely manner.  

57. The CCG expects that any outstanding CMR disputes be 
concluded prior to Contractors making further application 
for non-recurrent or recurrent funding.  

Leased Premises: Actual Rent 
 

58. The CCG will require a copy of the Lease and additionally, 
for premises under development, a copy of the Agreement 
to Lease.  The CCG’s Appointed Valuer will consider 
whether the rent agreed under the terms of the lease 
between landlord and tenant requires adjustment to 
Current Market Rent as detailed in the Directions.  The 
Appointed Valuer will then report their opinion of Current 
Market Rent to the CCG.  The Appointed Valuer is 
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providing valuation advice to the CCG, not to the landlord 
or tenant. 

59. The CCG is not a party to a contractor’s lease nor a party 
to rent review negotiations.  Contractors should appoint 
their own professional advisers who should be 
experienced in rent review negotiations and have 
knowledge of the rent reimbursement provisions of the 
“Directions”.  Contractors should act prudently and 
exercise the best possible commercial judgement in their 
dealing with leases and rent reviews. The CCG will not 
enter into direct negotiations with the Landlord. 

60. Lease terms usually require the tenant to agree the rent 
with the landlord according to a timetable as set out in the 
lease. The Tenant should ensure that lease rent 
negotiations are progressed without delay.  The CCG does 
not reimburse interest charged by the Landlord on arrears 
of rent.  As with owner occupied surgery premises, the 
CCG will obtain information from the Contractor regarding 
the surgery premises and lease details - this is currently a 
CMR1 Form.  

61. The contractor must agree a rent with the landlord prior to 
submitting the Memorandum of Rent Review to the CCG.  
The CCG will then instruct the Appointed Valuer as noted 
in the above paragraphs to assess the level of Current 
Market Rent for reimbursement purposes.  This will 
confirm if the level of rent agreed can be reimbursed in full 
by the CCG or only in part. 

62. In the event of the rent not being agreed between tenant 
and landlord, the matter would be referred to an 
Independent Expert or Arbitrator for determination as 
provided for within the lease.  In such circumstances, the 
tenant or their representative must, if allowed, make full 
representation to the Independent Expert/Arbitrator. The 
determination of the Independent Expert or Arbitrator 
would complete the dispute process and establish the rent 
under the lease.   

63. Some leases will have a specific review procedure linking 
the lease rent in with the rent reimbursement or the District 
Valuer’s assessment for rent reimbursement. Prior to 
taking the decision to appoint a valuer other than the 
District Valuer the CCG will take steps to ensure that this 
is not precluded by the terms of the lease agreed prior to 
the issue of the Premises Directions 2013.  Neither the 
landlord nor tenant can insist that the Appointed Valuer (or 
specifically the District Valuer as stated in some leases) 
should negotiate the lease rent at review.  The role of the 
Appointed Valuer is to advise the CCG as to the 
appropriate level of Current Market Rent.  
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64. Where delays have been incurred in agreeing the revised 
lease rent, the CCG will not reimburse interest charged on 
late payment of rent. This equally applies to a contractor’s 
owned premises. 

65. For the avoidance of doubt there is to be no rent review 
upon first occupation of a new development. Funding of 
recurrent costs for new developments will be agreed prior 
to the scheme proceeding. Payment of Current Market 
Rent by the CCG is confirmed once the building is 
completed and occupied, and will be dependant upon the 
premises being completed in accordance with pre-agreed 
and approved plans and specification. This equally applies 
to a contractor’s owned premises. 

66. Enhancements to the specification undertaken between 
approval of the project and completion of the scheme will 
not attract rent reimbursement unless the enhancements 
are agreed with the CCG prior to undertaking the works. 
This is to ensure the recurrent rent liability of the CCG is 
not increased without prior knowledge or approval. This 
equally applies to a contractor’s owned premises. 

67. When practices wish to enter into new leases, including 
leases associated with sale and leaseback transactions 
underwritten by NHS rent reimbursement, the practice 
must obtain the written approval of the proposed lease 
terms. This is to ensure value for money and appropriate 
lease terms in line with NHS guidance. 

68. The CCG can provide Guidance Notes to assist 
Contractors through the Rent Review or Notional Rent 
process.   Practices are advised to take appropriate 
professional advice when dealing with rent reviews or 
lease negotiations. 

69. In order to facilitate an agreement on the appropriate level 
of Current Market Rent between Contractors (or their 
representative) and the CCG (or its representative), the 
CCG, in its application of this Primary Care Premises 
Development Policy, will have due regard to the NHSLA 
(FSHAU) Best Practice Protocol, a copy of which will be 
supplied to the Contractor (or its representative) upon 
request.  

70. Contractors who occupy leased premises and who are in 
receipt of rent reimbursement must make application to the 
CCG for prior approval of any changes to the lease. 
Contractors should not assume that changes to lease 
terms will be funded or underwritten by NHS Rent 
Reimbursement. 
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Managing Costs Associated with New Developments 
71. The capital cost of new schemes or the improvement to 

existing premises may be funded by the contractor or a 
third party.  In each case where the accommodation is for 
the purpose of fulfilling an NHS contract, the capital cost is 
underwritten by NHS rent reimbursement.  For owner 
occupied projects the rent reimbursement is in respect of a 
Notional Lease; for third party investment the rent 
reimbursement is via a lease agreement. 

72. The capital cost of new schemes or improvement to 
existing surgery premises which are not used for the 
purpose of fulfilling an NHS contract would be underwritten 
by alternative sources of income. 

73. The CCG will in partnership work with contractors to plan 
and agree proposals for new developments in the following 
stages: 

Stage 1 – Agreement in principle 

74. The initial proposal for the development will require 
Primary Care Operational Group (PCOG) and Primary 
Care Commissioning Committee (PCCC) approval in 
principle for the scheme.  

75. Contractors will be required to develop a business case in 
line with the CCG’s Business Case guidance to outline the 
proposal, patient benefits and how it meets the aims and 
objectives of the Strategic Commissioning Plan and 
supporting Estates Strategy. 

76. As described above, the PCOG will consider business 
cases and assess priorities using the weighting & scoring 
tool.  As part of this process, the PCOG receives 
qualitative representations on wider strategic factors, 
which, together with the practice’s business case and 
outcome of weighting & scoring, form part of 
recommendations to the PCCC  

77. Contractors will be required to indicate whether they are 
likely to make application for rent reimbursement under the 
cost rent, notional rent or actual rent arrangements. The 
CCG will consider applications under all these methods of 
reimbursement 

78. Contractors should indicate at this stage if they anticipate 
requesting payments under premises flexibilities and the 
basis for this request. Final agreement on payment of 
flexibilities will not be given until Stage 3 

79. A proposal which is approved at Stage 1 would be 
expected to be for a specific site, but without building 
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design or service configuration. This will allow detailed 
proposals including site identification and architects plans 
to be developed for the scheme. 

80. All developments will be at risk prior to Stage 3 approval 
stage without a financial consequence to the CCG.  

81. The CCG expects that proposals will move through the 
stages in a timely fashion. Projects that take more than 
one year to progress between Stages 1 and 2 will require 
resubmission for renewal of approval. 

Stage 2 – Detailed approval 

82. Schemes which have undergone detailed analysis will be 
put forward to the Primary Care Operational Group 
(PCOG) for recommendation to the Primary Care 
Commissioning Committee (PCCC) for approval.   
Qualitative information received at this stage will include 
an update and consideration of risks associated with the 
contractor’s application  

83. Full financial analysis, site identification, District Valuer 
assessment, Outline Planning Approval, plans and 
drawings of the scheme will be required at this stage. 
Funding sources and financial implications must also be 
clearly identified. Requests for premises flexibilities may 
also be made at this stage. 

84. Contractors are reminded that they should indicate at this 
stage if they anticipate requesting payments under 
premises flexibilities and the basis for this request. Final 
agreement on payment of flexibilities will not be given until     
Stage 3 

85. The CCG expects that proposals will move through the 
stages in a timely fashion. Projects that take more than 
one year to progress between Stages 2 and 3 will require 
resubmission for renewal of approval. 

86. All developments will be at risk prior to Stage 3 approval 
stage without a financial consequence to the CCG.  

 

 

Stage 3 – Final Approval 

87. Schemes which have been awarded Full Planning 
Approval and which are due to enter the Construction 
phase will require the final approval of the PCCC and full 
endorsement of the CCG. 
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88. An agreed allocation of funding will be made in line with 
the submitted financial analysis at Stage 2, at this stage 
and it will be expected that the development will be 
managed to completion within this allocation. No further 
applications for development or flexibilities funding can be 
made following final approval.  

89. Contractors will not be expected to sign lease agreements 
prior to final approval 

90. In considering whether or not to grant approval at each 
stage of the process the PCCC will require an analysis of 
the risks associated with each project and a value for 
money assessment. The CCG may engage appropriate 
professional support to inform the risk analysis. 

91. The CCG expects that proposals will move through the 
stages in a timely fashion. Projects that take more than 
one year to progress between Stages 1 - 2, and 2 - 3 will 
require resubmission for renewal of approval. 

92. The CCG wishes to encourage Contractors to invest in 
new and improved premises. At present, limited recurrent 
and non-recurrent funding is available to Contractors in 
areas of investment priority. These finite resources should 
not deter those Contractors who wish to proceed with 
improvements to surgery premises (or establish new 
premises) “at risk”. 

93. The CCG expects that all works are discussed with the 
CCG prior to commencement in order to secure approval 
for changes to the approved floor area.  

94. Where, with CCG prior approval, Contractors progress 
with schemes for new, improved or expanded surgery 
premises, the CCG may agree to support future recurrent 
costs on a deferred basis. A Contractor’s approved 
Business Case will detail the amount of accommodation to 
be provided and give details of, inter alia, the growth in 
expected patient list numbers. The CCG and Contractor 
will agree increases in future recurrent premises costs 
linked to the growth of the practice. 

95. The details will be agreed and documented in a Project 
Agreement. GMS or PMS current approved floor areas for 
rent/rates reimbursement will be detailed.  

96. Where NHS capital has contributed towards the cost of the 
development, rent reimbursement will be abated in 
accordance with the formula within the Directions. This 
applies equally to Improvement Grants and monies from 
other funding streams such as freed-up resources and 
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Grants awarded by the Department of Health/Deanery led 
projects, or similar. 

97. Where Contractors consider a reduction in the approved 
floor area, formal approval of the CCG is required. The 
request will be considered by the PCOG and PCCC and 
the impact on the contracted services, patient pressure on 
the accommodation, patient access and the ability to 
support the local commissioning plans, reviewed.  

98. The CCG will look to ensure that any investment is used to 
support the development of those primary care premises 
that are assessed as unable to meet a range of standards 
in terms of healthcare premises. The CCG will undertake 
an assessment of all surgery premises and their ability to 
meet standards for healthcare premises, and the capacity 
and capability to support future patient and service growth. 
Those premises considered most in need of investment 
and scoring a high assessment value will be presented as 
a priority for investment.   

Managing Costs Associated with Premises Flexibilities 

Context 

99. It was not the intention of Directions that the ability of 
CCGs to make payments to contractors should become 
the expectation and rule, rather than the exception.  

100. The premises growth monies are cash limited. Both 
recurrent and non-recurrent premises costs for new 
practice premises will be a call on CCG budgets. 

101. The CCGs will be developing an Estates Strategy to 
provide the framework from which to approve applications 
for development costs. 

102. Contractors must be aware of the conditions and criteria 
for considering applications for premises costs and are 
reminded that certain costs are more appropriately paid by 
the contractor, unless there are exceptional 
circumstances. 

103. The CCG will be active in approving the appraisal and 
financial viability of any new scheme by seeking 
appropriate professional advice on funding, lease terms, 
premiums paid by third parties, building specification and 
fixtures and fittings. 

104. The CCG will consider applications for premises costs 
where the following conditions have been met using the 
criteria below: 
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Conditions 
i. The contractor has abided by the conditions stated in the Directions 

ii. The contractor has ensured the full involvement and consultation of the CCG 
in all stages of the development process and has made an application for the 
application of the flexibilities as part of this process as above 

iii. The application is supported by a full business case developed in 
consultation with the CCG. The CCG’s Primary Care Estate Manager will 
discuss and provide support for the development of the business case.  

Criteria 
i. The CCG has the resources to support the payment of recurrent or non-

recurrent costs. 
ii. Exceptional circumstances have been evidenced by the contractor indicating 

that non payment of flexibilities will detrimentally effect the viability of the 
project 

iii. A value for money assessment has taken place and indicates that payment 
of flexibilities represents good value for money for the CCG 

 
Responsibilities for Policy Implementation 

105. In addition to the responsibilities outlined above the CCG  
will ensure that: 

• The policy is communicated effectively to all contractors.  A copy of the policy 
will be disseminated to all practices. 

• The policy is applied equitably to all contractors 

106. The CCG expects that contractors will work in partnership 
with the CCG and  take an active role in managing 
premises costs by: 

• Undertaking robust negotiations with their landlord and to engaging appropriate 
professional advice to facilitate this by ensuring any professional appointed has 
appropriate and necessary experience of the specific issues relating to primary 
care. 

• Exercising commercial judgement and acting prudently with respect to all 
aspects of development and premises cost, having regard to the relevant risks 
for themselves and working with the CCG to minimise its risks. 

• Engaging with the CCG at all stages of a planned development and ensuring 
that the development processes comply with the requirements of this policy and 
the Directions 

107. The Policy will be implemented by the Primary Care 
Commissioning Team  
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Monitoring and Evaluation 
108. The implementation of the policy will be monitored and 

evaluated by the CCG’s Primary Care Commissioning 
Committee against the following outcomes: 

• The policy enables the CCG to fulfil the aims of the CCG’s Estates Strategy  

• The quality of primary care premises improves in line with the criteria outlined in 
the Estates Strategy 

• The policy enables the CCG to manage and monitor expenditure on premises 
related costs in line with the budgets allocated 

109. The Primary Care Operational Group will review and 
amend the policy on an annual basis as required 
submitting the amended policy for Primary Care 
Commissioning Committee for approval.  
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Annex 1 

 
 
 

NHS SOUTH KENT COAST CCG  
Business Case Development Guidance  

 
 
1. The preparation of a business case by a Practice is the process that supports the 

application for recurrent and non-recurrent funding for improvements to an existing 
surgery or for a new primary care centre.   The document will assist the CCG in 
prioritising limited resources. 

 
2. The Business Case should have regard to the CCGs Commissioning Plans and 

supporting Estates Strategy. Applications for funding which do not support the aims 
and objectives of these key documents are unlikely to receive support. 

 
3. New projects should be service driven. New and improved patient services are critical 

to the success of an application for funding. Applicants will need to consider options 
which offer flexibility and can provide solutions under different scenarios of service 
demands.  It is imperative to anticipate, as far as possible, the direction of change and 
to consider ways in which those can be managed effectively.  

 
Preparing the Business Case 
 
4. The Business Case must clearly present answers to the key questions : 
 

• How does this proposal meet the objectives and aims of the CCG Commissioning 
Plan and supporting Estates Strategy? 

• Why is capital spending proposed? 
• What services are currently provided, and how are these planned to be expanded in 

the future? 
• How will service requirements be met in the most efficient and effective way? 
• How does the proposal demonstrate value for money? 

 
5. A practice’s business case will be a unique document reflecting the particular 

circumstances of the practice. However, there will be information required by the CCG 
which is common to all applications. This would include: 
• Details of the existing practice, the services provided, the patient list analysis and 

historical data concerning list size/growth over the recent past. 
• Description of the existing surgery premises, the ownership, historic notional rent 

data, floor area, compliance with statutory regulations including Health & Safety, 
Equality Act legislation, etc. 

• Services to be provided within any new facility. 
• Links with other practices and shared services/accommodation. 
• Integration of general medical services with other service providers including 

community services, NHS dentist, social services, pharmacist, etc. 
• Planning proposals which will affect the list size in the short, medium or long term. 
• Comments on social issues, the needs of the local population and identify areas of 

relative deprivation. 
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• Car parking, public transport links and access. 
• Evidence of public/patient involvement. 

 
6. The Business Case will need to demonstrate that the Project is economically sound, 

financially viable and will be well managed. In addition, a Business Case for any 
investment should show that the proposal has clearly defined benefits for patients.  

 
7. Value for money must be demonstrated. This can best be achieved by a competitive 

tender, a process in which the CCG can assist the practice by providing appropriate 
professional advice. It is a requirement that practices exercise the best possible 
commercial judgement when proceeding with new developments. No scheme will be 
approved by the PCCC or the Board unless it has been through this process. 

 
8. This approach to the approval of development schemes or improvement grants will 

assist the affordability of any scheme and will allow a competitive process to be 
undertaken when choosing development partners. 

 
9. Because of the long-term nature of the investment any scheme will involve risk. 

Consequently, the Business case will need to identify these risks and consider 
strategies for managing them.  These will not only be risks associated with the 
completion of the project, but those that could result in the benefits of the proposed 
investment not being obtained.  

Finance options 
 
10. It is envisaged that the funding of new projects will be by practices developing and 

owning their surgery premises or by appointing a third party development partner to 
undertake the scheme. Either option involves the capital cost of the development 
being underwritten by NHS rent reimbursement. 

 
Prioritising Applications 
 
11. The CCG would expect the investment which the Business Case supports to meet a 

definable health need in order to achieve one or more of the following goals: 
 

• Maintain current services, both in terms of quality and quantity 
• Improve the quality and provision of services 
• Enable existing services to expand 
• Enable rationalisation to generate revenue cost savings 
• Reduced admissions and out patient appointments 
• Offer sustainable development opportunities 

 
12. It is important that each request for development is considered against agreed criteria 

which may include: 
• Strategic fit – changing patterns of care 
• National priorities & local priorities 
• Improvements to the primary care estate 
• Partnership integration, joint working. 
• Value for money and affordability 
• Regard to the results of an Estate Audit which highlights priorities for investment 
• Pressure on existing accommodation 
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• Future housing/population growth 
• Opportunities for matched or enabling funds 
• Availability of development land 
• Public consultation process and outcome 
• Enables the provision of services under GMS 
• Enables the provision of additional and enhanced GMS services, including the 

transfer of services out of Secondary care 
• Enables the Practice to meet its service targets by the provision of new premises 
• Patient access is improved 
• Patients benefit from a new way of working/service delivery 
• Co-location of services, integration of services, pilot new ways of working 
• Future expansion is enabled 
• Evidence of public consultation and patient participation 

 
Risks 
 
13. To be considered as appropriate: 

• Disabled access issues 
• Failure for practices to meet access targets 
• Health & Safety issues  and /or unsafe working conditions 
• Unequal facilities for patients 
• Risk to recruitment and retention of staff 
• Short term lease/rent issues 
• Practice unable to expand premises adequately 
• Converted residential premises 
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ANNEX 2 – Criteria for assessing a practice’s application and supporting Business Case for recurrent funding, non-recurrent 
funding or an improvement grant. 
 
Criteria – Service & Estate issues Comment Notes 

 
1 Fits with local strategic plans 

including the CCG Strategic 
Commissioning plan and Estate 
Strategy and supporting 
documentation 

 

 Large schemes are likely to be included 
within plans approved by the Board. Smaller 
schemes may not be significant on their own 
but may be part of a larger issue being 
addressed e.g. access for the disabled 
 

2 The services to be provided will 
address unmet health needs, reduce 
health inequalities, and improve 
access to services. 

 Have regard to the existing level of services 
provided by GMS, PMS and Community 
staff; rapid population growth resulting from 
new housing development; disadvantaged 
populations such as isolated rural 
communities or the elderly. 

3 Demonstrates integrated healthcare 
and/or reduces the steps in the 
patient‘s pathway 

 Provides an expanded range of patient 
services in line with NHS priorities, including 
Care closer to home and secondary to 
primary care shift; Brings together services 
previously provided separately. 
 

4 Fits with national priorities and targets   This will include the reduction of emergency 
admissions, addressing NSFs and quality 
initiatives. 
 

5 Demonstrates how the scheme will 
provide training facilities or will 
enhance existing facilities 

 To include registrar, FY2, student and 
nurses. Comment on where this is in line 
with Deanery identified under provision. 
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6 The proposed scheme should 

address existing premises 
deficiencies highlighted by a 
comprehensive survey. 

 Evidence of space utilisation, functional 
suitability, ratio of patients to floor area, EA 
requirements, Health & Safety, recruitment 
& retention of staff. 
Tenure issues including expiry of lease. 

Financial detail, value for money, 
affordability 

  
 
 

7 Does the scheme demonstrate value 
for money, is it affordable to the CCG, 
what is the procurement route and 
has this followed best practice. 

 Schemes should offer value for money, 
demonstrate probity and, where possible, 
seek external sources of funding. 
 

8 Is the project deliverable. Is a site 
available or acquired, has planning 
permission been granted, are 
partnership agreements with other 
agencies in place. 

 Securing an affordable site for a new 
development is critical to the funding model. 
It is expected that practices will require the 
support of the CCG in discussions with 
landowners and the local authority. 
 

9 Identify barriers to the scheme 
proceeding and quantify any 
extraordinary costs associated with 
the development proposal 

 Existing leases, mortgage redemption 
penalties, freehold sale of existing practice 
premises, etc. 
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ANNEX 3 

Proforma to be completed for each project submitted for consideration by the  
Primary Care Operational Group 

      
Name of Project 
………………………………………………….…………………………………..  

Timescale: ………………… 
(years) 

    0-5/5-10/long-term 
Procurement Route: 
………………………………………………………………………………..  Practice List Size: …………….….. 
      

   Score  Weighting  Total 

 
Criterion Notes/comments (1-5)* (%) (i.e. S x W) 

1 

The development will address unmet health needs in primary care, by 
responding to population growth, under-doctored areas, existing 
inequalities and need to improve access to services, e.g. rural 
communities/elderly/disadvantaged groups 

    20%  

2 

Evidence has been provided of existing premises deficiencies and 
how the scheme will address these, such as disability access, health & 
safety issues, staff recruitment & retention, tenure issues.  Evidence 
has also been provided of practices’ own efforts to address these 
deficiencies  

    18%  

3 

The development will deliver value for money, e.g. costs, sources of 
funding and risks have been identified; and, where applicable, the 
practice has engaged in a competitive tendering process for a 
development partner or contractor to undertake the works required.   

    15%  
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4 The development will provide an opportunity to support primary care 
services, address quality initiatives and improve patient experience    15%  

5 

The development is an opportunity for the practice to provide an 
expanded range of services in primary care in line with CCG 
Commissioning intentions and/or partnerships with other agencies/co-
location of services are an integral part of the scheme.  

    11%   

6 Evidence has been provided of how patients/users/carers have been 
engaged in plans     9%  

7 The practice has workforce development, including plans to provide 
training facilities     7%  

8 

Evidence has been provided of an opportunity to acquire an affordable 
site for development in an area where suitable land is rarely available.  
Therefore, absence of support to develop the scheme would be a lost 
opportunity. 

    5%   

   TOTAL: 100%  
Note: *Where 1 is not compliant and 5 fully compliant     
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1. Purpose of the Paper

The purpose of the paper is to review the recommendation to approve contractual 
arrangements for Primary Care Access Hubs.  

The business case and operating model were approved by Governing Body 
14th June. 

The Governing Body recommended that Primary Care Co-Commissioning 
Committee review the proposed award of contract.   

Several other key points and feedback from Governing Body have been noted 
in the original paper below to aid your decision around the award of contract– 
in blue. 

2 Introduction 

The hubs are part of the proposed vision to develop integrated local care with one 
team, one service and one budget through an Integrated Accountable Care 
Organisation model, with the triple aim of improving quality, improving population 
health leading to improved value and financial sustainability of services.  

The development process has been led by Clinical Cabinet and Integrated 
Accountable Care Organisation Committee (IACO) with significant engagement from 
localities and patient/stakeholder engagement in the overall service model for local 
care. 

The business case and operating model was endorsed by Cabinet, with caveats 
around clinical design, governance and finance, after considerable debate in April, 

Report to: Primary Care Commissioning 
Committee following review by 
Governing Body 

Agenda 
item: 

Date of 
Meeting: 
Title of Report: Primary Care Access Hubs – business case, operating model and 

contractual arrangements 
Author: Dr Darren Cocker, Chief Clinical Lead 

Mark Needham, Chief Officer 
(Integrated Accountable Care Organisation) 

Board 
Sponsor: 

Hazel Carpenter, Accountable Officer 
NHS South Kent Coast CCG 

Status: To approve 
Appendices Business case and operating model 
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May and June, with a recommendation to Governing Body today.  
 

In May we have also gone through an enhanced engagement process with localities 
- this has raised a number of concerns in advance and led to a more flexible 
specification. Following our IACO Committee (1 June), Locality Leads and CCG 
Finance are now in agreement that we have the best model possible and one that is 
affordable.  
 
This flexible approach will provide a safe, clinically led service and the 
resources for localities to build hubs and make them work with patient 
involvement. Localities need to further engage the Health Reference Group 
and local Patient Participation Groups to successfully achieve this. 
The aims of the service are: 
 
• To organise minor illness care into Primary Care Access Hubs  
 
• To cover all patients on the GP’s list as part of General Medical Services 

 
• To ensure patients see the right professional, first time on the same day 

 
• Led by Doctors and multi-professional teams to provide high quality care  

 
• By transferring minor illness care into hubs, this will free up practices to provide 

holistic care for preventative medicine – long term conditions and chronic 
disease management:  
 

• This will benefit patients by offering longer appointments and continuity of 
care for frail, elderly and high-risk patients to improve population health 
outcomes and prevent avoidable hospital admissions 

 
The anticipated benefits 
 
• Practice GPs are freed up to take on more senior work and responsibility 

 
• Practice GPs can also work in hubs as Supervisory GPs - on a voluntary basis 

 
• Under doctored areas benefit from greater access to GP led services 

 
• Skill mixing enables greater development of holistic care and developing 

competencies across the workforce 
 

• The model creates head space for GPs, leading to much better local care for 
Long Term Conditions that is holistic and preventative. 
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Summary of the Operating Model (We have included the detailed model in the 
Appendix) 
 
How will the service work? 
• Patients call their GP Practice as per usual process 
• The Practice Receptionist, with clinical support, streams patient to the 

appropriate professional in the hub (using standardised and locally agreed 
protocols across all Practices)  

 
Who is the service for? 
• This service is for minor illness 
• Patients with acute needs who have chronic conditions will continue to be 

managed in practices 
• The majority of care will be ‘see and treat’ and completed in the hubs 
• In practice, some complex patients may slip into this service as the streaming 

system evolves. 
• In this scenario – the Salaried GP in the hub will treat the patients and refer back 

to Practice as required  
• Continuity of care is helped by both hub and practice having read/write access to 

the patient care record  
 

Can the hub refer to hospital? 
Patients will be referred back to their GP for onward referrals – with the exception of 
time sensitive presentations: 2 week waits – cancer; Acute hospital admissions; 
medical, surgical and/or paediatric; Single Point of Access; mental health. The 
Patients named GP and/or Medical Director must authorise any of the above prior to 
onward referrals being made.  

 
Will mental health care be provided in the hubs? 
It is really important that patients receive same day access for their mental health 
needs. The hubs will provide two forms of care: 
• Triage & Assessment and Short-term Care: assessment and short term 

Primary Care interventions. Includes triage and assessment, and taking on 
patients for short term interventions with onward referrals to IAPT, Primary, 
community and voluntary sector.  

• Primary Care Caseloads: Individuals with chronic, stable, long term mental 
health conditions to enable on-going support from assessments and discharge 
from secondary care mental health services 

Role of the Physio – ‘see, assess, advise and self-manage’ 
This service is for people without previous MSK related history, with no co-
morbidities or any indication of another illness. Patients should be mobile with a self-
limiting MSK related condition, and likely to respond to one episode of care; or two in 
exceptional circumstances. To improve patient access to the most appropriate 
treatment by the appropriate health professional and provide a cost-effective 
pathway, releasing GP capacity in Practices. With improved utlisation of AQP Physio 
services for physio treatment. 
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3. Summary of Issues 
 
A flexible approach to providing a safe, clinically led service with the 
resources for localities to build hubs and make them work for patients. 
 
The CCG will invest in a new workforce to deliver minor illness appointments 
in 4 hubs with 8-8 access 
The hubs will be clinically led by a Medical Director, Head of Nursing, with funding 
for 6 salaried GPs, 14 Nurses, 5 Physios and 5 Nurses – with senior management 
and extra admin support in built. 
 
The provider will need to decide how they wish to work with practices to recruit staff. 
The business case invests in a high-quality workforce, so assurance around clinical 
competencies and quality is important. 
 
Local GPs from practices will also provide senior supervisory support to the hubs –
the inclusion of the Medical Director and Head of Nursing will ensure safe systems, 
processes and rotation of clinical staff.  

 
The majority of patient care can be delivered in local hubs – meaning patients 
will not have to travel and there will be weekend access 
The bigger hubs (Folkestone and Dover) will flex to see Hythe and Deal patients at 
weekends – this is because the hubs and local workforce aren’t big enough to stay 
open at weekends. 
 
The total hub capacity is calculated to be 174,640 appointments per year- the 
provider will be responsible for ensuring this is fairly allocated and used 
equitably by Practices 
There is capacity for around one minor illness appointment in the hub per registered 
patient in South Kent Coast (.086).  
 
58% of practices current minor illness appointments can be delivered in the hubs – 
this varies per practice depending on local demand and how practices work.  
 
Long term conditions 
 
Investment in minor illness appointments, will enable practices to provide 
100,000 longer appointments for patients (15 minutes) 
Practices wish to offer holistic and preventable care for people with LTCs. 
 
There has been considerable clinical debate about which patients should be 
prioritised in terms of risk. The IACO will provide patients lists for the top 10% of 
patients in terms of risk, along with data so practices can evaluate the impact of their 
clinical decision making on their patient population. 
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Practices also vary in their views and experience of multi-disciplinary care 
planning and care plans 
We are proposing to leave this as entirely voluntary for practices to decide. We know 
that practices who regularly care plan report good relationships with and access to 
community services.  
 
An East Kent care plan template has also been developed for use by hospital 
consultants, community nurses, GPs and social care. Some localities are also 
experimenting with running Town MDTs to manage the needs of more complex 
patients across practices.  
 
Our new team of Primary Care Integrators will support localities to develop 
innovative and new ways of working including the use of best practice pathways 
and tiers of care. 
 
In summary, the specification for practices contributions to the service are as 
follows: 
 
Mini-specification for Primary Care 
 
1.Practices will have a quota of minor illness appointments at the hubs for their 
patients, with 8-8 access, 7 days per week 
 
In return 
2.Practices deliver their share of 15 minute appointments for Long Term Conditions 
for their patients 
 
3.To review risk stratification list of patients (top 10%) to decide which patients will 
benefit from longer LTC appointments - clinical decision on patients is at practice 
discretion 
 
4.Multi-Disciplinary Team meetings and care planning – at the discretion of each 
practice/locality 
 
5.Offer Supervising GP sessions at the hub - at the discretion of CHA and the locality 
to provide a safe service, with clinical ownership by local practices 
 
Governing Body also noted the step-up beds in the specification, should not 
be in community hospitals. 
 
Service evaluation criteria: key performance indicators 
 
• The number of 15 minute LTC appointments and clinical sessions 

offered/attended 
• CHA will facilitate peer to peer learning with practices which will inform the final 

set of KPIs for the 5-year contract 
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Additional evaluation criteria 
 
Governing Body noted that whilst the proposed contract is based around delivery of 
appointments, the CCG should monitor other proxy indicators for the effectiveness of 
the service. A full list needs to be developed but may include: 
 
• Number of non-elective admissions 
• Number of A&E presentations (no treatment, no investigation)  

Value of proposed contract 
The total value one year contract: £2.4m.  
The total value for five year contract: £12m 
 

• The majority of the costs are for clinical workforce  
• A Senior Clinical Management Team has been added to ensure safety and quality  
• The CCG will pay clinical indemnity costs for 40 Practice GPs to act as 

supervisors in the hubs, alongside 6 full time salaried GPs 
• Non-pay costs are 8%, which is particularly competitive compared to other 

contracts   
• The Finance Team have been appraised at every step and approved the business 

case as affordable 

Value for money 
Overall the hub model offers good value for money when compared to other services 
and for maximising value from existing services –  
 
For example, an appointment costs £14 per appointment compared to £57 in A&E. 
 
There is a real opportunity cost to prevent avoidable admissions through the 
development of holistic care for Long Term Conditions. For example: 
 
• The top 2% of higher risk patients have 4+ admissions a year, 40% are over 75 

or end of life care and 18% of the cost (£6.8m) 
 

• Lower risk patients have 1 admission per year, 24% are over 75 and represent 
48% of admissions - £18.2m costs)  
 

• There is also scope for more preventative work for patients with no hospital 
admissions. 

Proposed award of contract 
 
Our recommendation includes the award of a one year, temporary contract to 
our local GP provider, Channel Health Alliance Limited, for reasons of 
operational continuity and practice resilience. 
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There are a number of practices that are really struggling and the hubs will promote 
resilience in primary care as per the Primary Care Forward View and aims of the GP 
Access Fund (NHS England).  
 
One locality has recently described itself as in crisis due to the resilience of at least 3 
practices, one of which has handed back it’s practice. 
 
It is possible to moblise over the summer and have all hubs up and running for 
winter.   
 
Procurement law also means the CCG must act reasonably and fairly to give any 
‘possible provider’ the chance to deliver these services. We will run a procurement 
process in parallel and reduce risk by transferring staff and assets to the successful 
provider. 
 
It is possible for any possible provider to challenge the CCG for awarding a 
temporary contract for one year, even if the CCG plans to tender the full service.  
 
The CCG has run a similar process with the Home Visiting Service and will publish a 
Prior Information Notice and Voluntary Ex Ante Transparency (VEAT), with a 10-day 
standstill period where providers can submit legal challenge, prior to the CCG 
issuing a contract.  
 
As we are making such a profound change to local models of care, a 5-year contract 
will be needed to properly implement these service models, with an extension option. 
 
It was noted at Governing Body that there is a dependency between this contract 
and the core GP contract. A practice has to agree to provide LTC appointments to 
receive access to minor illness appointments in the Hub. The option to award the 
temporary contract to CHA is a practical option, which may mobilise the service more 
quickly due to its engagement and relationships with localities.  
 
It was also noted at Governing Body that Invicta currently hold the contract for the 
existing hubs in Dover and Folkestone. This contract is being transferred to the CCG 
from NHS England for one year only. The award of this contract would be for the 
extension and transformation of these hubs for the new service model, as well as 
new hubs in Deal and Hythe and Rural. Both contracts would need to work 
together to establish the hubs. 
 
A further question was raised about the due diligence process for CHA, should this 
be the preferred option for award of contract. Pending any decision to award a 
contract and prior to doing so, the CCG would complete a due diligence process. For 
example, this could include the following assurances: 
• The company is incorporated at Companies House 
• Holds robust business plan and organisational governance  
• Suitable working capital for the length of the contract  
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• Application for CQC registration and suitable sub-contract with a provider with 
CQC registration to deliver the service – see below  

Clinical Quality Commission accreditation 
The Alliance is required to have appropriate CQC registration before taking on the 
service. This includes application for registration and a sub-contract to an 
appropriately qualified CQC organisation.  As Invicta Community Interest Company 
hold an existing contract with NHS England to run the existing GP Access Fund 
hubs, we will encourage CHA to work together with Invicta to deliver the new models 
until the procurement process is complete for the 5-year contract.   
 
 
 
 
4. Recommendations 

 
The following has been approved by Governing Body: 

 
1.1 The recommendations of the Clinical Cabinet and approval of the business case / 

operating model 
 

1.2 The views of the IACO Committee and the need for on-going locality engagement 
to develop and implement the hub model 

The Primary Care Commissioning Committee is asked to review matters 
relating to proposed award of contract:  

 
1.3 Any declared conflicts of interest for Governing Body members of the Channel 

Health Alliance 

 
1.4 The temporary award of one year contract to Channel Health Alliance for reasons 

of operational continuity and practice resilience, with publication of a Prior 
Information Notice and Voluntary Ex Ante Transparency (VEAT) 

 
1.5  Initiation of a full competitive procurement process for the award of a 5-year 

contract. 
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SUMMARY - BUSINESS CASE & OPERATING MODEL 
vFINAL 1.1 

Primary Care Access Hubs – 
Dover, Deal, Folkestone, Hythe & Romney  
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• To organise minor illness care into Primary Care Access Hubs – these are branch hubs for 
all practices in the locality 

• To cover all patients on the GP’s list as part of General Medical Services 

• To ensure patients see the right professional, first time on the same day 

• Led by Doctors and multi-professional teams  to provide high quality care  

• By transferring minor illness care into hubs, this will free up practices to provide holistic 
care for preventative medicine – long term conditions and chronic disease management:  

• This will benefit patients by offering longer appointments and continuity of care for 
frail, elderly and high risk patients to improve population health outcomes and prevent 
avoidable hospital admissions 

 2 

Aims 
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MINOR 
ILLNESS 

FRAIL & 
ELDERLY  
CLINIC 

(ASSESSMENT & 
DIAGNOSTIC 

SUPPORT) 

 
 
 
 

STEP UP 
CARE BEDS* 

 
 
 
 

HOME 
VISITING 

MINOR 
INJURY 

The future vision 

PRACTICE PRACTICE 

PRACTICE PRACTICE PRACTICE PRACTICE 

Connected holistic care 

PRACTICE PRACTICE PRACTICE 

OTHER 
(OTHER 

SERVICES TO 
DEVELOP) STEP UP HOME 

CARE 

Primary Care Access Hub 
One in each locality – Buckland, RVH, Deal + Hythe/Romney  
Holistic unscheduled care for the whole community 
4-9 Practices per locality 
8am-8pm weekdays, with weekend access 

3 

PATIENT  
TRANSPORT 

PRIMARY 
CARE HUB 

SECAMB PTS 

* Step up beds would not be in community hospitals 
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Overview 

• South Kent Coast has 1 GP for 2500 
patients, with 20% of GPs set to retire in 5 
years this number will increase to 3,000+ 

• 13,000 patients go to A&E when practices 
are open requiring no treatment and no 
investigation 

• The current consulting model is 
unsustainable with a smaller future 
workforce in Primary Care 

• The unscheduled care system is confusing 
and difficult to navigate for patients 

 

 

 

Findings from the Audit 

• There are approximately 750,000 – 900,000 
appointments per year in Primary Care across 
SKC 1 

• Minor illness currently uses between 16-23% of 
GP time and 20-38% of Nurses time in practice 2 : 

o For GPs this equates to 183k appointments 

o For Nurses this equates to 142k appointments 

• Therefore GPs and Nurses are undertaking a 
significant amount of minor illness work which 
could be done by others and elsewhere, such as 
Primary Care Access Hubs.  

 

 

 

4 

Case for Change 

1 Figures based on data collected from 20 practices – range included as some practices included Telephone Appointments whilst others did not.  

2 Range based on locality differences 
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The future model of Local Primary Care at scale – ‘facts and figures’ 

5 

The Primary Care Access Hubs business case identifies a requirement for Primary Care to 
provide an additional 100,000 complex chronic disease appointments to improve the 
management and outcomes of patients with complex long term, multi-morbid conditions.  

Freeing up GPs and Nurses 
 to offer 100,000 complex disease 

 appointments in practices 

• Complex Condition management - proactive and holistic care 

• Including diagnostic and investigational work with medication 
reviews and integrated care packages 

• 4-6 appointments for 20,000 patients (15-30 minutes) 

• Risk stratification of 10% of patient list 

• Use of tiers of care pathways as best practice  

4 Hubs: 8AM-8PM 

174,000 
appointments 

Delivered by a new workforce funded 
by CCG: 

6 GPs, 14 Nurses,  
5 Physio and 5 CPNs 
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6 

DEAL 
• List Size: 34,845 
• Location: Deal Hospital 
• Features: 
o 3-4 Rooms Deal Hospital 
o Co-locate with MIU 

DOVER 
• List Size: 58,452 
• Location: Buckland Hospital 
• Features: 
o 6-8 Rooms at Buckland Hospital 
o Co-locate with MIU 
o Potential for spoke model to cover 

Aylesham patients 

Summary of Preferred Options for Access Hubs  

BUCKLAND 

DEAL 

FOLKESTONE 
• List Size: 65,278 
• Location: Royal Victoria Hospital 
• Features: 
o 6-8 Rooms at Buckland Hospital 
o Co-locate with MIU 

RVH 

HYTHE & RURAL 
• List Size: 43,854 
• Location: Hub and Spoke model covering wide 

geography 
• Features: 
o 1-2 Rooms at Oaklands 
o 1-2 Rooms in Lyminge / Hythe 
o 1-2 Rooms in Romney – ?Romney Day Centre 

HYTHE 

ROMNEY 
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Mobilisation Timetable 

7 

Task Month 0 Month 1 Month 2 Month 3 Variations 

Governing Body Sign 
off Business Case 

Contract Award (GP 
Company) 

Staff recruitment 
 

• Hythe & Rural – Challenges 
recruiting staff 

Estates 
redevelopment 

 
• Deal Hospital – relocation of 

outpatients and MIU 
• Hythe – possible delays, 

awaiting confirmation of 
Hubs location 

Agree access and 
egress protocols 

Equipping consulting 
rooms 

 
• Deal and Hythe & Rural 

dependent on timescales to 
redevelop estates 

Develop system 
interoperability 

Service Go Live 

Deal 
Dover 
Folkestone 
Hythe & Rural 

Mobilisation Begins 

7 4.4�Primary�Care�Access�Hub�an
Overall�Page�124�of�146
Page�16�of�30

http://www.eshareuk.com


Cost / Benefits 

8 

Skill mixed workforce 
to deliver 174k minor 
illness appointments 

in Hubs 

Practice capacity to 
deliver 100k long 

term condition 
appointments 

CCG is investing £2.37m in 
Primary Care Access Hubs 

and 100k LTC appointments 

Investment buys scaled up, 
resilient and transformational  

Primary Care 

Transformation of Primary Care 
will generate financial and non-

financial benefits 

£600k net saving in diverting inappropriate 
A&E activity  

Potential to save £1.1m on AQP physio 
services 

Reduction in inappropriate NEL admissions 
– up to £3.7m and closure of beds 

Improved patient access to same day 
appointments 

Focus on proactive care and preventative 
medicine to improve population health 

outcomes 

Invests 
£2.37m 
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Benefits - There are numerous benefits for patients and primary 
care clinicians. The model creates time to care for LTCs: 
 

9 

• GPs are freed up to take on more senior work and responsibility 

• GPs can work in hubs for part of the week - on a voluntary basis 

• Under doctored areas benefit from greater access to GP led services 

• Skill mixing enables greater development of holistic care and developing 
competencies across the workforce 

• The model creates head space for GPs, leading to much better local care 
for Long Term Conditions that is holistic and preventative. 
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Operating Model 
 

Fully Integrated, seamless multi-disciplinary pathways 

The Hubs will act as branch surgeries fully integrated with local 
practices, interoperable IT systems and full read/write access  to 
the GP Care Record. This will provide a seamless, safe pathway 
for all registered patients on the GP list (including those with 
temporary registration). 
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Hub Workforce – Safe, clinically effective skill mixing  

11 

GP Patient 

Traditional Consulting Model for Minor Illness 
1 GP to 1 Patient 

Care Navigator Mental Health 
Worker 

Community 
Nurse 

GP 

New Hub Model: 
1 GP to 2-3 Nurses, 1-2 Allied Health Professionals  

The hubs are transformational and offer skill 
mixing, with appropriate streaming via 
practices. 
 
This ensures ‘right professional, first time’ and a 
more cost effective service 
 
It is also a sustainable model in view of future 
workforce shortages -because patients are 
navigated to the correct professional first time. 
 
Following Clinical Cabinet Review – 
further work has been undertaken on 
developing the operational details,  
including clinical pathways and associated 
governance.  
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PRACTICE NAVIGATION 

Streaming by Navigator  
(Experienced Receptionists in Practice) 

Practice 

Physio 

Or in practice appt. 
within 2 weeks 

MH CPN GP Primary 
Care  Nurse 

GP 

Service Model - 
Access 

PRACTICE 

Under 5s Mental Health MSK Generally 
Unwell 

Face to Face Appointments 

HUB 
GP Primary 

Care  Nurse 

Acute on Chronic 
(Adults / CYP) 

111 NAVIGATION 

Disposition and pathway to 
be developed in year 2  

12 

This is not a walk in service – patients will call their Practice who will be responsible for booking 
them an appointment in the Hub, should they meet the referral criteria  
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PRACTICE NAVIGATION 

Streaming by Navigator  
(Experienced Receptionists in Practice) 

GP 

Physio *MH CPN GP Primary 
Care  Nurse 

GP 

Service Model – 
See & Treat 

Under 5s Mental Health* MSK Generally 
Unwell 

HUB 

111 NAVIGATION 

Disposition and pathway to 
be developed in year 2  

13 

• Patients call GP Practice as 
per usual process 

• The Practice Receptionist, 
with clinical support, streams 
patient to the appropriate 
professional in the hub (using 
standardised and locally 
agreed protocols across all 
Practices)  

• Medical Assistant training 
programme will support 
receptionists with safe and 
effective streaming 

• Future options include 
software and online referral 
processes 

See and treat 

The Medical Director and Salaried GPs are the Senior 
Responsible Doctors for the Hubs during operational hours. 

* Service provided by KMPT 4.4�Primary�Care�Access�Hub�an
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PRACTICE NAVIGATION 

Streaming by Navigator  
(Experienced Receptionists in Practice) 

Physio MH CPN GP Nurse GP 

Service Model – Safe Disposition back to Practice GP 

Under 5s Mental Health MSK Generally Unwell 

111 NAVIGATION 

Disposition and pathway to 
be developed in year 2  

14 

• This service is for minor illness 

• Acute on chronic conditions 
should be managed in 
practices 

• The majority of care will be 
‘see and treat’ and completed 
in the hubs 

• In practice some complex 
patients may slip into this 
service as the streaming 
system evolves. 

• In this scenario – the Salaried 
GP in the hub will treat the 
patients and refer back to 
Practice as required  

• Continuity of care is helped by 
both hub and practice having 
read/write access to the 
patient care record  

• The future evolution of the 
service will consider the future 
care of acute on chronic and 
same day unscheduled care 
demand.  

Under 5’s- Chest Infection 

Hub GP sees child with a 
cough and prescribes if 
appropriate.  
 
If further treatment is 
required (e.g. inhaler 
review or symptoms not 
improved in a week) - 
then disposition back to 
practice for follow up care 
and GP care record.  

MH – loss of appetite 

Patient is streamed to 
CPN with low mood, loss 
of appetite and social 
isolation.  
 
CPN sees patient and 
believes antidepressants 
should be prescribed but 
asks their GP to assess 
patient due to medical 
history.  

Physio – back pain 

Patient is streamed to 
Physio as meets access 
criteria from protocols.  
 
Physio assesses patient and 
refers for MRI due to patient 
mobility concerns.  
 
Physio completes referral 
form – GP able to sign off 
without seeing patient.  

GP – COPD acutely unwell 

COPD patient with heart 
failure presents with 
chest infection – due to 
poor streaming.  
 
GP reviews care plan - 
stabilises patient and 
initiates treatment as per 
care plan –with 
disposition back to 
practice for follow-up.  

Nurse – Chest Infection 

Patient with chest 
infection has nurse-led 
diagnosis.  
 
Nurse makes tentative 
decision based on protocols 
and patient need.  
Agrees if patient is not 
better in a week –
disposition back to practice 
GP for further review.  

Safe disposition back to Practice 
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PRACTICE NAVIGATION 

Streaming by Navigator  
(Experienced Receptionists in Practice) 

GP 

Physio MH CPN GP Primary 
Care  Nurse 

GP 

Service Model –
Safe onward 

referral  

Under 5s Mental Health MSK Generally 
Unwell 

Face to Face Appointments 

HUB 

111 NAVIGATION 

Disposition and pathway to 
be developed in year 2  

15 

Patients will be referred back 
to their GP for onward 
referrals – with the exception 
of time sensitive 
presentations: 
• 2 week waits - cancer 
• Acute hospital admissions; 

medical, surgical and/or 
paediatric 

• Single Point of Access; 
mental health 

 
The Patients named GP 
and/or Medical Director must 
authorise any of the above 
prior to onward referrals 
being made.  Onward referral for acute / urgent treatment 

The Medical Director and Salaried GPs are the Senior 
Responsible Doctors for the Hubs during operational hours. 
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Governance 
 

A Senior Management Team will provide leadership across the 4 
hubs and will be responsible for management, clinical and 
financial performance as well as the quality and direction of the 
overall service. They will discharge local delivery duties to the 4 
Locality Teams – Delivery will be underpinned by robust clinical 
and operational procedures and protocols  
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17 

Senior Management Team - 
Proposal 

Why do we need a Senior Management 
Team? 
• This is a large service across 4 hubs 

serving 202,000 patients 
• Integrating 30 practices across a large 

geography to provide one service 
• To ensure consistency of services and 

standards across 4  Hubs with 
alignment to agreed protocols and 
processes across practices 

• This is a large multidisciplinary team 
of 40+ multidisciplinary staff 

• A partner organisation with KMPT 
• Continuity of operational services  

Ensuring safe, high quality 
care and governance 

What is the role of the Senior 
Management Team? 
• On-call cover at weekends 
• Clinical Appraisals of staff  
• Professional registration 

processes for staff 
• Other managerial duties  
• Ensure high performance 

through auditing  performance 
• Clear and robust clinical 

accountability for the service to 
the provider Board 

KMPT mental health 
pathway 
• The mental health 

pathway and 
professionals will be 
fully included in the 
team as one seamless 
service 

• CPNs will be directly 
accountable to KMPT 
Consultant as it is a 
KMPT service and CQC 
registration 
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Appendix 
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Isolated & Vulnerable 
Primarily social and practical needs 

Maybe living independently 
Requires medication reviews 

Immunisations 
Social support and care navigation 

 

Low Risk (1 Admission) 
48% of total costs 

Total costs: £18.2 million 
Avg. cost per patient: £1,500 
24% of patients are Over 75s 

Medium Risk (2 Admissions) 
23% of total costs 

Total costs: £8.7 million 
Avg. cost per patient: £3,100 
33% of patients are Over 75s 

Frequent Fliers (4+ Admissions) 
18% of total costs 

Total costs: £6.8 million 
Avg. cost per patient: £8,500 
40% of patients are Over 75s 

High Risk (3 Admissions) 
12% of total costs 

Total costs: £4.4 million 
Avg. cost per patient: £4,800 
37% of patients are Over 75s 

Medium Risk 
Early onset of disease 

One or more LTCs 
Pre-acute episodes 

Benefit from self-care  
and regular monitoring 

Complex and High Risk 
Chronic and enduring conditions 

4+ hospital admissions in last year 
Multiple medications and service involvement 

End of life care and dementia 
Home care and nursing home 

 

6-10% 
(4-6,000) 

2% 
(4,000) 

3-5% 
(4-6,000) 

Appendix 1 - Risk Stratification – Managing the top 10% of Patients  

2% 
(802 patients) 

6% 
(925 patients) 

17% 
(2,839 patients) 

75% 
(12,583 patients) 

Risk Admission Profile Population Risk Profile 
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Appendix 2 - Enablers - 
Interoperability 

Middleware (Blackpear) From the Hub 
• The PC Access Hub will have access to the GP Care 

Record via Blackpear which allows the clinician to 
access to the full record 

• This includes full read/write functionality (in time) 
• At the moment there is no two way interoperability for 

one practice to see care records in other practices 
Primary Care Access Hub 

PRACTICE 

20 

PATIENT  
TRANSPORT 

PRIMARY 
CARE HUB 

SECAMB PTS 
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Appendix 3  - Project Risk Assessment 

21 

Risk Rating Mitigation Rating after Mitigation 

CCG does not receive return on 
investment 

HIGH 

• The contract with GP Company has a payment mechanism to ensure 
Company delivers minimum proportion of LTC appointments in order to 
continue to receive funding which will deliver financial benefits.  

• In addition a prudent approach to potential savings has been applied so 
these are likely to be achievable.  

MEDIUM 

GP Company is unable to hold contract 
due to being newly formed 

HIGH 

• CCG has been through a development process with the GP Company as 
part of provider development 

• The company has a business plan and working capital 
• Alternative providers will be found if the company is unable to hold the 

one year contract. The 5 year contract will be awarded via competitive 
process to a sjitably qualified organisation. 
 

LOW 

GP Company struggles to recruit 
workforce to staff hubs and deliver 
practice based work 

HIGH 

• Staff hub roles will be attractive for workers who do not want to be on 
call, want flexible working patterns and opportunity to broaden skill sets 
through closer working with highly skilled GPs.  

• Initial recruitment to the Home Visiting service has been over subscribed 
• The impact may be felt by other local providers if staff change roles and 

these organisations will need to adapt and consider joint working as part 
of the IACO model to reduce the  risk of increased competition for 
workforce.  

MEDIUM 

Practices are unable to release capacity 
to undertake additional LTC 
appointments 

HIGH 

• Practices will be responsible for booking patients into hubs and therefore 
will be in charge of using this resource appropriately. Over use will incur 
financial penalties and underuse will hamper capacity being released so 
GP company will need to support practices maximise use of Hubs 

MEDIUM 
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1. Background to Section 96 

1.1 The following legal advice was given to NHS England from Blake Morgan in February 
2015: 

“Section 96 expressly states that NHS England may provide financial assistance, on 
terms as it considers appropriate, to holders of primary care medical contracts. 
However, this needs to be balanced with NHS England’s statutory duty to achieve 
financial balance.  Section 83 of the NHS Act 2006 states that NHS England must, 
to the extent that it considers necessary to meet all reasonable requirements, 
exercise its powers so as to secure the provision of primary medical services 
throughout England.  Section 96(1) of the NHS Act 2006 (as amended by the 
Health and Social Care Act 2012) empowers NHS England to provide “assistance” 
(which expressly includes financial assistance (s96(1)(3)) to any person (which 
includes a legal person) providing primary medical services pursuant to “section 
83(2)”.  Section 83(2) relates to primary medical services delivered pursuant to an 
APMS contract.  Section 96(2) states that the financial assistance may be on terms 
as NHS England considers appropriate.” 
 

1.2 Therefore, NHS England has discretion as to the level of financial assistance and the 
payment mechanism that it may choose to employ.  The Act does not expressly fetter NHS 
England’s ability to use this mechanism; so the fact that a Surgery may be in special 
measures should not restrict NHS England’s ability to provide financial assistance.  
However, NHS England should liaise with the CQC to ensure that any financial assistance 
does not impact on its proposed measures. 
 
1.3 Whilst Section 96 appears to give NHS England complete discretion to provide 
financial assistance as it considers appropriate, there are some matters, that NHS England 
may wish to consider further.  These are: 

 
1) NHS England has a statutory duty to achieve financial balance (s24 of the 

Health and Social Care Act 2012).  This duty should be carefully considered 
before NHS England decides whether to provide financial assistance and 
when determining the level of financial assistance. 

2) There may exist a risk of challenge to the level of financial assistance by way 
of judicial review.  The level of financial assistance could be challenged by, 
say, a neighbouring GP practice, on the basis that it was inappropriate 
and/or it was not necessary for NHS England to secure the provision of 
primary medical services. 

3) NHS England should adhere to any internal procedures and policies that 
may exist in providing financial assistance. In order to address some of these 
concerns, the level of financial assistance should be proportionate to the 
need and, as a matter of good practice; NHS England should keep a record 
of how it arrived at the level of financial assistance.  This is particularly 
important given that the award is being made to a private limited company, 
and NHS England is required to demonstrate financial balance and value for 
money.   In addition, NHS England should satisfy itself that giving financial 
assistance is the best course of action (for example, in the absence of not 
being able to transfer patients to other practices in the area). 

 
 

2 
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2. Local position 
2.1 As part of the new national data collection via the Primary Care Activity 

Report (PCAR), a bi-annual return is submitted to the Central Team that includes a 
number of contractual metrics and two questions for summary details of Section 96 
payments as below: 
 

1) Results for how many GP practices have received (or are currently receiving) 
under Section 96 Support and Assistance in this financial year? Unit =% 

2) Results for what is the value of those Section 96 payments to date in this 
financial year? (£) 
 
 

3 Proposed process 

Stage  Action 
1  Practice raises its sustainability issue with 

its CCG and NHSE Contract Officer to 
discuss issues. Verify contract payments 
are correct. 

Practice, CCG, 
Commissioning 

2  Practice submits Section 96 application 
(draft attached) accompanied with level of 
support requested, for what period, and for 
type of expenditure with evidence provided 
to support application and CCG support 

Practice & CCG 

3  Primary Care team review submission and 
if necessary request for further information / 
supporting documentation 
 

Commissioning/Finance 

4  Review and validation of practice 
information. Ensure that support is non 
recurrent i.e. practice has provided details 
of its plan to recover the position 
 

Commissioning/Finance 

5  Review of financial evidence: accounts, 
cashflow, declared earnings etc. 

Finance 

6  Application presented to the Primary Care 
Delivery & Oversight Group with 
recommendation for consideration and 
decision 
 

PCDOG 

7  Recommendation passed to MTM for 
decision where Director of Commissioning 
SFI sign-off limit is exceeded 

Commissioning 

8  All decisions logged for central reporting 
and consistency checking 
 

Commissioning 

9  Practice & CCG advised of outcome Commissioning 
10  MOU populated and signed by practice, 

CCG and NHSE 
Practice, CCG, 
Commissioning 

11  Payment set-up on a non-recurrent basis Finance 

3 
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12  Review of MOU objectives mid-way through 
period of support 

Practice, CCG, 
Commissioning 

13  Report to Primary Care Delivery & 
Oversight Group 

Commissioning 

14  Advise practice of continuation or further 
review of support depending on MOU 
progress 

Commissioning 

15 Final Review and reporting to PCDOG Commissioning 
 
Principles of support 

• Financial support is usually only provided for the incremental cost of a locum i.e. the 
total cost of a locum less the South East GP average cost 

• Support should be for a set period only 
• Evidence of locum invoices and advertising costs may be requested to support 

funding 
• Consider timing of cash flows to practice 
• Required to demonstrate financial balance (NHS England/CCG) and value for 

money 
• Consider there may exist a risk of challenge to the level of financial assistance by 

way of judicial review 
• The level of financial assistance should be proportionate to the need and, as a 

matter of good practice 
• Ensure there is an audit trail of how arrived at the level of financial assistance. 
• In addition, NHS England/CCG should satisfy itself that giving financial assistance 

is the best course of action (for example, in the absence of not being able to 
transfer patients to other practices in the area). 

 

4 
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CONFIDENTIAL

PCCC Section 96 application Form June 2017 Page 1 of 4 15/06/2017

1 Date of application:
2 Practice Name:
3 Practice Identifier Code:
4 Contract type: GMS/PMS/APMS
5 Member of GP Federation (formal/informal?) Yes   /  No Name:
6 CCG Name:
7 Practice Address (of all contract sites) 1

2
3

8 Practice Raw List Size - Last Quarter
9 Practice Weighted List Size - Last Quarter

10

11 Purpose of support requested and itemised value (non-recurrent) - above the practice budgeted level

12 Period of support and profile of costs (taper-off) Period 1 insert dates insert £
Period 2 insert dates insert £
Period 3 insert dates insert £
Period 4 insert dates insert £
Period 5 insert dates insert £
Period 6 insert dates insert £

TOTAL REQUESTED £0
13 Supporting information - required for ALL applications at the outset

13.1 Yes No An MOU will detail agreed actions
13.2 Yes No State drawings for partners
13.3 Evidence of recruitment attempts Yes No eg advertisement invoices
13.4 Annual income (all sources) & expenditure analysis OR Practice Accounts Yes No to validate sustainability issue
13.5 Cash flow forecast 12 months ahead Yes No to understand predicted trend

FORM REF:                                     (NHSE use) Commissioner:    NHS England South (South East)

ABC practice

eg. Support with cost of locums whilst further recruitment is attempted: eg Need X sessions per week covered with a premium of £X per week above 
budgeted cost of £Y per week. Difference of £Z for X weeks sought initially, TOTAL £X. 
(Practice has funded X weeks but cannot cover this cost much longer and may need to reduce service provision)

GP Practice Application for Discretionary Funding Support (Section 96 NHS Act 2006)

Reason for application (describe the issues to be resolved)
eg. May be a GP recruitment issue - IMPACT is high cost of locum support - What are the circumstances that led to the situation? eg retirement, 
partnesrship split etc. How long has the vacancy existed? Describe recruitment attempts with dates and salary offered. 
CONSEQUENCES:  describe effect on practice staff, patient services & access

Current AND proposed staff establishment - budgeted with salary & WTE
Practice Recovery Plan (with actions and milestones to track success)
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CONFIDENTIAL

PCCC Section 96 application Form June 2017 Page 2 of 4 15/06/2017

2 Practice Name: ABC practice
Sustainability analysis Support Rationale Practice Response

15 Does the practice have an 'atypical' population e.g. 
university, rural or new town which is not adequately 
reflected in the contract payment? 
Please explain:

'Atypical' criteria:
Must evidence that local 
demographics dictate 
workload is not adequately 
reflected in Carr-Hill

Yes No Details required:

16 Are practice expenses greater than 65% of primary 
medical services (including Local Authority/CCG and NHS 
England) income?

South East average ratio of 
expenses:earnings is 65:35

Yes No
Please state expenses: .................% 

16b If yes, can this be sufficently evidenced? Yes No insert any comments
1 insert £
2 insert £
3 insert £
4 insert £
5 insert £
6 insert £
7 insert £
8 insert £
9 insert £

Please state individually declared pensionable earnings 
per GP within the practice (pro-rata'd for part time) for 
the YEAR 2015/16
(It is noted this may include non-GMS/PMS/APMS income 
& 'non-NHS' income.)

(£112k / £96k figure derived from HSCIC 2013/14- South East GPMS 
Contractor/salaried averages plus 1%/yr)

17

Negative impact of Carr-Hill formula? (weighted list vs 
raw list)

Atypical population: adverse 
impact of Carr-Hill

14

No doctor in the practice should have 
declared pensionable earnings in 
excess of 
Contractor = £112k.
Or combined contractor & Salaried GP 
average not in excess of = £96k
Support not designed to increase 
pensionable income.

insert any comments
Yes No
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CONFIDENTIAL

PCCC Section 96 application Form June 2017 Page 3 of 4 15/06/2017

2 Practice Name: ABC practice
Local Context Information Practice to complete Practice to complete

18 Practice Total number of GP sessions worked/week? Understand GP access X sessions/week
19 Number of patients per WTE GP Understand GP access XXXX patients/WTE GP

hrs/week
hrs/week

state eg Pharmacist hours/week
hrs/week

21 Has the practice received any contract breaches since 1 
April 2013?

Potential marker of poorer 
quality practice

Yes No
Details not required

22 Are any of the GP performers being investigated by NHS 
England Medical Directorate or GMC?

Potential marker of poorer 
quality practice

Yes No
Details not required

23 What was the Practices published CQC overall rating? Understanding of practice 
quality issues

Outstanding  /  Good  /  Requires 
Improvement  /  Inadequate?

24 Has the practice applied for a formal list closure at any 
point since 1 April 2013?

Marker of demand/practice 
issues

Yes No
Details not required

24b If yes, was this granted?  Yes No

24c If application was approved how long was the list closed in 
total?

3 months  /  6 months  /  9 months  /  12 
months

25 Number of practices within a 1-mile radius of practice
insert number

20

GP sessions

Patients/GP

Please state

Please state

c) Other

a) GP
b) Nurse

Total

Total no. of clinical (GP & Qualified Nursing) hours offered 
per week (incl. concurrent hours) Understand total clinical access
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CONFIDENTIAL

PCCC Section 96 application Form June 2017 Page 4 of 4 15/06/2017

2 Practice Name: ABC practice

Local Context Information NHS England complete NHS England complete
26 Any previous S96 support received? Yes No Detail..
27 Any GP Resilience funding received? Yes No Detail..
28 Overview of deprivation - IMD Score? IMD is a marker of 

deprivation with 
consequential impact on 
workload

Practice Area:
CCG Area:
County Average:
England Average:

29 Outlying Areas on Primary Care Web Toolkit - fewer than 5 
outliers on the GPHLI summary?

Potential marker of poorer 
quality practice

Yes No

30 Annual contractual 'e-declaration' - non-compliance 
issues?

Potential marker of poorer 
quality practice

Yes No

31 Patient satisfaction survey - outlier areas? Potential marker of poorer 
quality practice

Yes No

Detail issues:

Please return to: xxxxxxxxxxxxxxxxx @nhs.net  (ALL INFORMATION WILL BE HELD SECURELY)

Contractor name Practice signature (Contractor):

insert
CCG Support required in all cases:

CCG Lead Name insert CCG signature  or attach CCG email of support

NHS England Contract Officer reviewer - NHSE insert name insert

To be completed by Commissioner - NHS England
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