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Kent Local Medical Committee 
Supporting list based personalised care, the partnership model and meaningful collaboration 

	Meeting
	Full LMC Committee

	Date and time
	Thursday 8PPthPP November 2.15pm – 5.30pm

	Location
	Inspiration Suite, Village Hotel, Maidstone, ME14 3AS 

	Chair
	Dr Gaurav Gupta


AGENDA

	Time
	Item No.
	Item
	For Information, Decision or Discussion
	Paper
	Lead

	14.15
	KLMC/17/104
	Chairman’s Report/Apologies 

	
	
	Chair

	
	KLMC/17/105
	Conflicts of Interest 


	Information
	
	Chair

	
	KLMC/17/106
	To receive Urgent Items under the heading of Any Other Business


	
	
	Chair

	14.25
	KLMC/17/107
	To receive and sign Minutes of the Full LMC Committee meeting held on 6PPthPP September 2018 (attached)*


	Decision
	
	Chair

	14.30
	KLMC/17/108
	Matters Arising/Medical Secretary’s/Clerk’s Report (attached)*

a) Spirometry

b) Mental Health letter response

c) eRS

d) Flu

e) LMC Secretariat Changes

f) LMC Trustee
g) DDRB (attached)

	Information
Decision

Information

Information

Information

Decision
Information
	
[image: image1.emf]Richard Vautrey GP  Practice Staff Pay Ltr Oct 2018.pdf


	Chair
Liz Mears

John Allingham

Donna Clarke

Donna Clarke

Liz Mears

Liz Mears
Chair

	14.45
	KLMC/17/109
	Verbal Report - Sessional Sub-Committee Meeting 8PPthPP November 2018


	Information
	
	Sarah Westerbeek

	14.55
	KLMC/17/110
	GPC News Issue 2 - September 2018 


	Information
	
[image: image2.emf]GPC News 2 - GPC  UK - 25 September 2018 - Final.pdf



 EMBED Acrobat.Document.11  [image: image3.emf]GPC News 2 -  Appendix 1 - Exec and policy lead update.pdf


	Chair

	15.00
	KLMC/17/111
	New standard hospitals contract 2017/19 

a) 32TU32TUClinical Guidance: Onward ReferralU32TU32T (attached)*

b) Implementation toolkit for local systems (attached)*


	Information
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 EMBED Acrobat.Document.11  [image: image5.emf]standard-contract-to olkit-primary-secondary-care-v9.pdf


	Chair

	15.15
	KLMC/17/112
	Enhanced Services and Unfunded work
	Information
	https://tinyurl.com/jefh8dl 
	Chair/Liz Mears

	15.30
	
	Tea/Coffee
	
	
	

	15.45
	KLMC/17/113
	STP Update

	Information
	
	Chair

	16.00
	KLMC/17/114
	GP Partnership Review


	Information
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	Liz Mears

	16.30
	KLMC/17/115
	Kent & Medway Medical School (KMMS)
	Information
	
	Professor Chris Holland

	17.00
	KLMC/17/116
	Kent LMC Conference feedback


	Information
	
	Chair

	17.20
	KLMC/17/117
	Close - Date of next meeting: Thursday 31PPstPP January 2019 
	
	
	


*Restricted Information for Kent LMC Representatives




_1601284014.pdf
EXECUTIVE AND POLICY LEAD UPDATE — September 2018

Scotland

GMS National Implementation and Primary Care Development Oversight Group

An oversight group has been established with representatives from Scottish Government, SGPC,
Health Boards and Integration Authorities, and held its first meetings on 24 April and 13 June. The
purpose of the group is to provide broad strategic direction, scrutiny and advice on the
implementation of the 2018 GMS contract, and monitor the progress of local implementation plans
focussing on the development of new health board run services to reduce GP workload principally
pharmacotherapy, immunisations and treatment room services. A bulletin was shared with SGPC,
GP Subcommittees, Chief Officers, Chief Executives and Primary Care Leads summarising the June
meeting and a regular communication post-meeting is expected. The group are next scheduled to
meet on 25 September.

A separate tripartite group of Scottish Government, SGPC, Integrated Joint Boards and Health Boards
will continue to meet separately for the purposes of shared working on topics that are outwith the
remit of the GMS National GMS Oversight group.

GP Subcommittees

Each Health Board area has been allocated £35,000 to resource GP subcommittees directly for the
additional work created by the new GP contract and the requirements of the Memorandum of
Understanding. This funding is additional to any previous agreements to support the GP
subcommittee except where additional support was agreed specifically for the new contract; in
these cases, the additional funding may support those arrangements. Scottish Government will
review the funding of GP subcommittees as the new contract progresses with a view to extending
support where necessary.

Pay Award

Scottish Government announced its pay award for doctors in Scotland on 31 August. It’s decision
was to uplift GP pay (net of expenses) by 3%, as well as give an increase of 3% for practice staff pay
and an uplift of 3% for non-staff expenses. For salaried GPs the 3% applies to those earning less than
£80k, with those earning more than £80,000 receiving £1600.

For other staff groups in Scotland the decision was as follows:

e 3% increase to the national salary scales for all doctors who earn below £80,000 (full-time
equivalent)

e £1,600 for medical staff earning above £80,000 (full-time equivalent)
e 3% for all junior doctors

e 3% for all Specialty Doctors and Associate Specialists who earn below £80,000 (full-time
equivalent)

e Distinction Awards and Discretionary Points remain frozen

All uplifts would be backdated to 1 April 2018.

Scottish Joint GP IT Group
A Scottish Joint GP IT Group has been established in Scotland which mirrors the composition and
function of the GPC/RCGP Joint GP IT Group which considers matters at a UK level. The group will





provide a coordinated approach to GP IT matters for Scotland, considering the development of IT in
general practice in Scotland, training and change management issues, and providing support and
guidance.

The group is composed of SGPC, RCGP Scotland, user groups, Scottish Government Primary Care
Division, eHealth, NSS and NSS ISD, with observers brought into meetings with expertise on the
different GP IT systems. The group is co-chaired by Carey Lunan, chair of RCGP Scotland, and Andrew
Cowie, joint deputy chair of SGPC, and supported by SGPC secretariat. The group had its first
meeting on 16 August and will aim to meet quarterly.

National Workforce Plan

The Scottish Government’s National Health and Social Care Workforce Plan: Part 3 Primary Care set
out plans for the development and training of GPs and the wider primary care multi-disciplinary
team. The plan was published on 30 April 2018: http://www.gov.scot/Resource/0053/00534821.pdf.
BMA Scotland have provided a response which can be found here:
https://www.bma.org.uk/news/media-centre/press-releases/2018/april/bma-scotland-response-to-
primary-care-workforce-plan

Innovative Courses To Train More GPs

Scottish Government are funding 85 additional undergraduate medical student places at the
Universities of Aberdeen, Edinburgh and Glasgow.

The new courses will focus on general practice, supporting the Scottish Government’s aim to
increase the number of GPs by at least 800 over the next decade. A new route for experienced
healthcare professionals to enter medicine will also be introduced. This was in addition to ScotGEM
which is building to 60 places.

e 30 places at the University of Aberdeen: all students will undertake an enhanced GP
programme, with a set minimum of teaching time and an additional range of GP options.

e 30 places at the University of Glasgow: all students will gain enhanced exposure to primary
care and students can opt for intensive experience of primary care in deprived and rural
settings. on the new Community Orientated Medical Experience Track (“COMET”).

e 25 places at the University of Edinburgh: this innovative course will allow experienced
healthcare professionals to enter medicine and combine part time study with their existing
job, with large parts of the course delivered online. It is designed to target high calibre
candidates who are more likely to be retained in NHS Scotland.

60 of the additional places will begin in 2019-20, 25 places will begin in 2020-21.

Wales

GMS Contract Review

The current contract review is a tripartite process involving GPC Wales, Welsh Government and Local
Health Boards. We have jointly developed a memorandum of understanding, and GPCW has as also
developed a vision document to help guide our negotiations.

There is a need to align this with the “Healthier Wales” strategy which is predicated on the “Primary
Care Model” (previously called transformational model). This model is comprised on Multi-Discipli-

nary Teams working around practices and across clusters of practices delivering services and ensur-
ing good, timely, local access to services delivered by the appropriate professional. Transformational
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monies are being made available to deliver this, and the GMS contract review (and other independ-
ent contractor contract negotiations) are expected to dovetail in with this strategy.

The four work streams continue — (1) funding & minimising risk (2) workforce (3) cluster develop-
ment (4) demonstrating quality. Recommendations from the work streams go to the clinical over-
sight group, which then agrees areas for formal negotiation.

DPO NWIS Welsh Solution

We are taking forward a solution whereby NWIS will be resourced to provide a DPO role and support
to practices. The proposed service specification is available and has been distributed to practices.

The costs will be on a not for profit basis and as well as being a quality, safe, effective service for
practices, it also makes sense as NWIS already keep our data in two Welsh data banks. NWIS already
have an excellent track record in supporting practices in information governance responsibility
through the information governance toolkit and regular updates.

We are currently at stage of evaluating the actual numbers and the resourcing of practices who wish
to take it up. Sign up and payment will be co-ordinated via LMCs who will also have coverage for
their responsibilities too. GPCW are currently working on securing funding for the DPO role from
Welsh Government.

IT Migration

Previously highlighted some very real significant concerns regarding the procurement process within
Wales for an IT system. These have been exacerbated by relatively newly identified issues with Vi-
sion necessitating a letter to all practices from GPC Wales (and separate correspondence from Vision
and NWIS). All practices who have chosen Vision based on the product demonstrated at the road-
shows will have the opportunity to change system.

A comprehensive package of support for migration of practices to new systems was agreed as part
of our contract negotiations for 18/19. Our wants have been put forward to the stakeholder refer-
ence group tasked with working up final offer for Ministerial consideration. The initial proposal has
been seen by Minister and further work will be undertaken following his response to this.

Indemnity

Welsh Government has confirmed that it will be taking on existing liabilities / claims as well as future
claims. It has further been clear that those on claims only insurance policies will be expected to pur-
chase run off cover for the time they were on a claims only policy before joining the state backed
scheme.

Due diligence and negotiations with MDOs are ongoing with respect to getting requisite data on
claims / funds / etc, and this is being done on a joint England / Wales basis.

We are awaiting details on funding, but assurance has been made that it will be aligned with the
England scheme so that Welsh GPs are not disadvantaged.

DDRB
Announcement due hopefully on 25.9.18





OOH

Employment status of OOH GPs — GPCW are taking a legal view on the LHB interpretation that GPs
are not employed for employment status yet employed for taxation purposes. Alison Edwards BMA
Cymru Assistant Secretary and Justin Quinton BMA Legal have been very helpful and we have 2 GPs
who have agreed to formally take this forward. The outcome of this could potentially set a very use-
ful precedent for other parts of UK.

OOH challenges — An OOH peer review is currently looking at the challenges of OOH working and
sharing good practice and potential ideas. Outcomes from this will be discussed with the various
stakeholder groups including GPC Wales, RCGPW, and RCN. The outcomes may well level useful rec-
ommendations as current OOH issues are being conflated with roll out of 111. What is clear, is that
the whole system is creaking!!

Model contracts — GPCW have been tasked with developing model contracts for those who want a
contract with limited employment benefits (i.e. zero-hour type contract) and salaried OOH salaried
contract.

Welsh Sessional Issues

There are ongoing difficulties establishing a sessional database for ease of contact. At present, ad
hoc lists are around but nothing that has been validated from shared services. GDPR seems to be
making this even harder for LMCs to engage with sessionals.

There is ongoing work with NWIS to enable sessional GPs to easily obtain an NHS email address.

Welsh Specialty Trainee Issues

The main issue currently is enhanced training. Our new trainee representative, Paul Mitchell, is
actively involved with GPTSC Executive in trying to push this issue forward within the UK as a whole.
At the last GPC Wales meeting there was support from both the committee and Deanery to take this
forward. Links with HEIW (see below) will be an opportunity to see if we can progress this within
Wales if a UK approach proves unsuccessful.

Health Education & Innovation Wales (HEIW)

This is a new body that has been in shadow format since last year. HEIW has responsibility for
education, training, planning, leadership, careers, improvement and widening access. This is a huge
programme of work, and they are also taking on all Deanery functions. One specific area of work
they are looking at is the OOH workforce across MDTs.

Conflicts of Interest

GPC Wales has unanimously agreed a want to publish information on potential conflicts of interests
on its web page in a spirit of complete openness and transparency like many other organisations do
routinely. However, currently that is not permissible under the current BMA conflicts of interest
policy. GPC Wales has written to BMA Council chair to request a review of the current policy and / or
mechanisms that could allow a committee to publish this information if it decides to do so. GPC
Wales has identified a few potential options for taking this forward if the BMA policy changes —e.g. a
voluntary register or simple list that is reviewed annually, with a mechanism for allowing people to
opt out if they do not wish to publish it.





Other matters:
A. Transgender — this is back on the agenda and it looks like the following will apply:

e Stepl1
GP sees patient and refers to Welsh Gender Team — predominantly in Cardiff but there will
be outreach to other areas (yet to be determined). North Wales patients may be offered a
choice of London or Cardiff.

e Step2
Welsh Gender Team see and assess the patient, identify prescribing needs, refer for surgery
if needed / wanted, and devise Mx plan.

e Step3
Locgl Gender Team (likely to be one in each LHB with the exception of Powys) — likely to be
comprised of a special interest GP +/- sexual health doctor and may expand to nurse
practitioner — will do initiation of medication and stabilisation for first year, and will manage
those cases where the patient’s registered practice OR linked cluster does not do
prescribing.

o Step4
An ,I;nhanced Service is to be made available to all GP practices — LHBs will be required to
offer it but obviously remains voluntary for GPs. Where a practice doesn’t feel they can offer
the service, they can look into a cluster solution or buddying arrangement to enable patients
to have access to local timely care. The key priority is making sure there are rapid links in
place to Step 3 when needed.

The timeframe for implementation is in the new year — the agreement of Step 4 is
dependent on Step 3 being in place, which in turn depends on Step 2 being in place. Also
funding for the GP element is still not signed off.

B. Hep C look back exercise — we have had involved discussions with PHW around role of GPs in this
— unsurprisingly they saw this as GP work. We have pushed back and whilst we do not mind checking
off a list of patients that they can be contacted, everything else will be down to PHW and blood
borne virus teams.

GPC England

Pension Reporting

Following our letter to all GP members in England and after continuing to press NHS England (NHSE)
to communicate to GPs on this issue, NHSE have now informed GP practices about their sample
review of pension scheme records, which has shown discrepancies between some of the
pensionable earnings and contributions data which has been provided to NHS BSA. They are now
going to carry out a larger review, focusing on those nearing retirement age, to identify and resolve
these issues. Although NHSE have reassured us that they will deal with this problem, and all GPs will
receive the correct pension due to them, if, as part of this review, GPs are asked for additional
financial advice we have said that it is imperative that they are reimbursed for any expenses incurred
through no fault of their own.





GDPR
ICO meeting

The BMA met with the ICO recently to discuss the Code of Conduct under Section 5 of GDPR in
relation to Subject Access Requests made by solicitors, paralegals and claims management
companies for access to GP held patient records. This Code was initially proposed by Paul Cundy
(GPCIT lead) and was approved by GPC England. The ICO clarified that there is an ongoing process
at EU level in advance of issuing further operational guidelines on how Codes of Conduct are going
to be enacted, until this point they cannot accept any proposals. They did however, say they would
be supportive of, although could not endorse a pilot. GPC will be discussing next steps on this issue
with RCGP and NHS Digital.

SARS survey

In order to accurately quantify the full scale of the problem of SAR requests for GP practices since
the introduction of GDPR, we are currently surveying all GPs across the UK to collect information on
this issue.

GP trainee subcommittee — Tom Micklewright

The GP trainee subcommittee met on 19 September. Sandesh Gulhane and Zoe Greaves were
elected as the subcommittee’s co-chairs.

Terms and conditions

e COGPED has delayed their GP OOH training proposals, pending further review, thanks to the
co-ordinated efforts of the GP Trainee Subcommittee and the RCGP AiT committee. The pa-
per was due to be implemented in August 2018 but significant concerns remained about the
safety of remote supervision in this setting. The implementation date has therefore been
postponed and further work will be done to improve the proposal paper before it returns
back to COGPED and the RCGP SAC to be ratified.

e The 2018 junior doctor contract review has begun with the formation of a number of joint
data gathering groups with NHS Employers and JDC.

e After we learnt that the state-backed indemnity will only cover clinical negligence indemnity
and would not cover professional indemnity or medico-legal services, we felt that there was
a need for HEE to continue to provide and fund non-clinical indemnity cover for GP Trainees,
as they have done for many years. We have therefore written to Professor Simon Gregory at
HEE to ask that he confirm this will be the case.

Education and training

e The GP Trainee Subcommittee are working with Dr Will Owen, a GP trainee and National
Medical Director Clinical Fellow, and with the RCGP AiT Committee to develop a trainee-led
position paper outlining a vision for future GP Training. Dr Owen has conducted several fo-
cus groups as part of his research but will be supported by the GP Trainee Subcommittee to
broaden this data collection and to develop the paper itself.

e The GP Trainee Subcommittee have submitted our comments on the GP Partnership Review.
We have also supported Dr Nigel Watson and the review team in developing a partnership





myth-busting document to support early career GPs and GP trainees who may be consider-
ing a career as a GP Partner.

Representation

Following changes to policy group structure within GPC, we now have GP trainee represen-
tation on all of the policy groups within GPC. Previously, trainees were disproportionately
represented within the Education, Training and Workforce subcommittee but this new ap-
proach will ensure our work better aligns across the policy groups and we can ensure train-
ees can influence all areas of GPC work.

Sessional GP subcommittee — Zoe Norris

In addition to our ongoing work plan, recent areas of focus are:

1)

Ongoing input into the GP Partnership review, alongside Krishan Kasareneni and the secretar-
iat. Nigel Watson has shown he has a good grasp of the issues affecting the sessional work-
force and how this may affect their decision to take up partnerships in the future. Zoe Norris
will continue to engage with this as part of the BMA team.

Ben Molyneux continues his work on new models of care, atypical contracts and is acting as
SSC liaison to ETW. This is a fast paced and increasingly rapid area of work, and Ben’s guidance
so far is well worth a read for both GPC UK members and LMCs.

Locum terms and conditions — timeline for this is late Autumn with the aim of sharing at the
LMC-E conference.

We have been providing advice to colleagues in Scotland facing a variety of issues around tax
and out of hours work. We continue to work alongside the SGPC to provide input when re-
quested.

NHS emails — a joint project with work from colleagues all across GPC, this is coming to fruition
but there remain some logistics to be sorted. The team will continue to work with NHSE to
deliver this.

The SSC made an FOI request to all CCGs in England as the first step in looking at representa-
tion of sessional doctors at commissioner level. The results were variable and we have then
followed up with those 16 CCGs who specifically excluded locum and/or salaried GPs from
holding board positions. This is a longer term piece of work, the next stage being to look at
STP/PCN level, and at representation in the devolved nations in conjunction with our GPC UK
colleagues.

Low volume appraisal guidance — this joint piece of work across policy groups is now com-
pleted.

RCGP/NASGP/SSC liaison — a quarterly meeting with representatives from all organisations to
discuss current challenges and concerns affecting sessional GPs. It continues to be a very help-
ful way of working towards joint aims and addressing areas of concern between us in a con-
structive way.

Indemnity — Matt Mayer in his role as a SSC exec member continues to work on this. The SSC
will produce specific guidance as part of the wider comms once the details are known. There
remain lots of questions and Matt will be doing a blog in the SSC newsletter on these and what
we know so far.





Representation — Bruce Hughes

Policy Group Allocation

The procedure for allocating to GPC UK Policy Groups has taken place. Care has been taken to include
and distribute members from the devolved nations GPCs, GPC England, and the Sessionals and
Trainees subcommittees.

Policy Group Roles and Responsibilities

We have submitted a paper outlining the roles and responsibilities of various members of GPC UK, its
subcommittees and devolved nation GPCs with regards to Policy Groups. This has been consulted
upon widely and will be adopted for the forthcoming session. The thrust of the paper is to fully include
devolved nation GPC members and subcommittee members such that the UK Policy Groups have the
broadest range of skills available and that two-way communication between the GPC
committees/subcommittees and the Policy Groups occurs. This paper should also help those new to
GPC understand the policy group structure.

Policy Group Deputy Elections

Elections are now in progress across all Policy Groups for the Deputy Policy Lead position. These
elections will take place utilising the online voting system. Several Deputy Leads have already been
appointed unopposed.

Gender Diversity
The Task and finish group led by Rachel Ali continues to progress and the revised timeline for reporting
is to GPC UK in March 2019.

Contractual Status Survey
The contractual status survey will be sent to all members of GPC UK soon after the September 2018
meeting.

Dispensing policy group — David Bailey

We have been in discussions with colleagues from PSNC — the community pharmacy negotiators —
about a high level strategic paper regarding reimbursement of dispensed drugs for both professions.

We have had their first draft for comment and following discussions with DDA, we have sent back our
first set of comments on an approach to NHS England and DH. We would hope to finalise this in the
next few weeks before seeking to open negotiations.

Whilst as you might expect there is little in it to impact on most GPs one of the threads will be trying
to stop branded generic substitution possibly through regulation to end the practice of recurrent
changes to patients medications depending on this week’s cheapest branded generic supplier
undercutting the drug tariff (via Script-switch and similar) this may locally save pennies for an
individual CCG or LHB in Wales but costs the NHS as a whole money - as apart from the transactional
costs, because community pharmacy remuneration depends on an agreed profit margin from
dispensing (agreed nationally) any undershoot has to be paid the following year ending up with a net
national NHS loss. This is quite apart from the clinical governance and patient compliance risks of
constant drug presentation change.





The possibility of a limited list allowing generic substitution for branded scripts by dispensing
contractors (limited as some brands have bio-availability issues) is also being considered although that
would require an opt out for GPs — this would of course actively save NHS money through lower drug
costs.

In addition Krishna Kasaraneni and | are meeting DHSC next month to discuss ongoing concerns about
the falsifying medicines directive. Agreement on fully funding required hardware is required but
probably more importantly trying to find a way through the bureaucratic slow down it threatens not
just for dispensing doctors and pharmacists but also all prescribing GPs in England and Wales when
they personally administer vaccines. In Scotland and Northern Ireland without PA regulations the
bureaucracy will hopefully all be handled at health board level. There is also the ongoing problem that
this software won’t be directly integrated into our systems — a real concern given the history of the
NHS with IT projects

A WORKFORCE STRATEGY THAT IS RECURRENTLY FUNDED TO ENABLE EXPANSION

Education, Training and Workforce — Helena McKeown

GP Partnership Review — ETW contributed to a joint response to Nigel Watson’s independent
partnership review, we have yet to agree our final joint response with the workforce and innovation
policy team.

GP Retention scheme guidance step-by-step guide has been updated: 29 August 2018
https://www.bma.org.uk/advice/employment/gp-practices/general-practice-forward-

view/workforce/retained-doctor-scheme

Clinical Pharmacists in General Practice We are expecting a relaxation of the criteria enabling further
expansion with more details on changes to the scheme presented at the National Advisory Group
meeting later this month.

International GP Recruitment Programme After the last GPC England meeting we are restating our
position objecting to participants being penalised financially if they move jobs from their initial
geographical placement. GPC does not support the claw back mechanism and feels it is discriminatory.

Numbers are lower than expected. People in the EU are all but ready to go, but do not quite meet the
language criteria. A formal survey of EEA candidates is planned to understand why they are not making
the UK their first choice. NHSE have put together an attractive package to support current GPs who
are about to complete their training. This package includes covering visa fees for Tier 2 (given the
change in employer/sponsor) and will help match trainees to GP practices holding a sponsorship
licence. NHSE is also supporting practices to get visa sponsorship licences.

We are very aware of the ethical consideration relating to international recruitment and we will not
be taking doctors from areas that have a shortage of GPs.
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Physician Associates (PAs) We have agreed with Health Education England (HEE) to publish a page
on PAs in much the same way we have published a page on clinical pharmacists and the other national

GP workforce initiatives. There are also practices in Wales training/using PAs.

This will give the GPC an opportunity to publicly re-emphasise its position on PAs and put forward the
pros and cons of hiring a PA within General Practice at the same time. We are trying to get some case
studies, to see how practices have made use of PAs and what their experience has been like in terms
of hiring and embedding them into the practice.

GPC discussed the introduction of PAs back in September 2016 and agreed that, given GPs’ changing
work patterns, their desire for better flexible working options, declining GP full time equivalent
numbers and the length of time it will take to train enough GPs to make up the current shortfall, PAs
could become a useful part of the extended GP-led practice team, and help to tackle severe GP
workload, if introduced and trained in the right way.

This would of course involve ensuring they supplement rather than replace any post within the existing
workforce and that sustained funding is forthcoming so that practices can hire / engage them. NHS
England’s recent launch of the concept of primary care networks also suggests the transfer of care
services into primary and community settings is going to gather pace in the coming months and years.

Whilst it does not explicitly represent support for MAPs, policy was passed at the 2018 ARM rejecting
an attempt for the BMA to officially oppose the introduction of MAPs.

By 2023 there will be around 6000 qualified PAs within England. The vast majority of qualified PAs are
currently being employed by secondary care NHS trusts at the moment.

We’d welcome any further thoughts you may have on what I've said above / the introduction of PA
roles into General Practice.

Supporting the Educational Attainment of Urgent and Unscheduled Care Capabilities in General
Practice Specialty Training Dan Djemal on behalf of the GPSTs and | have met with HEE to agree
revisions to guidance, which are nearly finalised; the current guidance remains in place for now.

Targeted GP Training Sandesh Gulhane from the GP Trainees Subcommittee and | have been
reviewing implementation of the HEE Targeted GP training scheme designed for GP trainees who
passed their Work Place Based Assessment and one of the two required exams (either Applied
Knowledge Test (AKT) or Clinical Skills Assessment (CSA)) but left training without passing the second
exam, to re-enter GP training. The 18-month scheme is being introduced as HEE recognise that this
group of trainees may not have had the equivalent opportunities for support that are available to
trainees today, and sufficient time to achieve the required standards. Applications opened in July for
the scheme beginning in February 2019, and will open in July 2018 on the GPNRO website.

GP Career Support Shabana Alam-Zahir has written a great blog for GPs who are/have just CCT’ed
https://www.bma.org.uk/connecting-doctors/website/b/ddb/posts/i-m-ccting

NHS England High Impact Intervention Guidance for First Contact Practitioners in Primary Care There
has been a delay in the publication of this scheme which we have been involved in promoting.
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Apprenticeships in England Guidance has been published on apprenticeships in England
https://www.bma.org.uk/advice/employment/gp-practices/gps-and-staff/apprenticeships-in-

england The guidance looks at how the apprenticeship levy works, what funding is available to
employers and signposts to useful resources on how to employ an apprentice.

Mental health therapists co-location guidance We were consulted on new guidance on co-location
of mental health therapists which has now been published https://www.england.nhs.uk/wp-

content/uploads/2018/08/guidance-co-locating-mental-health-therapists-primary-care.pdf

GP Nursing in Primary Care— we now have 4 regional LMC/GPC reps on the four steering boards for
the commitment to nursing in the £15M commitment in GPFV.

There are quite a few initiatives, some currently out to procurement. e.g. Induction Template, Clinical
Digital Supervision, Collaborative Platform, Blogs, Conferences, GPN Bank (backed by NHS
Professionals), Nurses Voices Network, Beacon Programme supporting sustainability. All are worth
keeping an eye on.

There is some work going on about T&Cs and a ‘model contract’. How do we and our LMCs feel about
a model contract for Practice Nurses and HCAs?

ENABLING PRACTICES TO MANAGE THEIR WORKLOAD IN ORDER TO DELIVER SAFE SERVICES AND
EMPOWER PATIENTS AND CAREERS AS PARTNERS IN CARE

Clinical and Prescribing — Andrew Green

Thanks are due to the Cat Ohman for her diligent and often unrecognised work in keeping sections of
the BMA website up to date on clinical matters, the latest updated pages deal with hepatitis B
immunisations and related contract changes.

The work of the group is contributing to the ongoing QOF reform negotiations where are priority
continues to be to ensure QOF is clinically relevant, encourages and does not disincentivise
personalisation of care, and that there is stability for practices in terms of income and workload. This
work is linked to the NICE consultation on quality metrics which (mostly) arose from the work C&P
have been doing on frailty and diabetes, and it is the first time | can remember that clinical output
from GPC has driven this process, previously we have been reactive to proposals of others.

We are liaising with other GPC policy groups, the DDA, and pharmacist organisations to form a
common policy for reimbursement of dispensing practices. This reform is long overdue and best
approached from a multi-professional standpoint.

We had significant input into a simulation of Pandemic Influenza organised by PHE. The shortest time
between flu pandemics in the 20 century was 12 years, we are 9 years from our last one, so it is time
to dust-off those business continuity plans. The next pandemic is likely to be the first one in the world
of primary care networks, Al, digital consulting, and social media. Just as generals try to fight the next
war with the tactics used in the last one, we need to be aware of and prepare for these societal
changes.
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The NHSE’s work on Low Value Medicines continues, and my tactics here are to continue to engage
with this group, to ensure that their actions are clinically justified, and that CCGs don’t over-reach
themselves with regard to implementation. Some of their future work may turn out to be of benefit
to us, and there are plans to look both at ‘specials’ and appliances and nutrition.

Every year | attend a meeting with the Chair of BMA Council and Chair of NICE. It is a useful meeting
to pass on the views | think you would want me to.

| have attended a meeting on the Falsified Medicines Directive. This EU obligation will require a
fundamental change in the way we process any medicines that we give to a patient directly and will
have as much impact on prescribing as dispensing doctors. This is to solve the huge problem of a
whopping 0.005% of prescribed drugs being counterfeit, equating to about one prescription every day
in the UK. Despite the fact that the law is coming into effect on February 1st nobody is ready for this,
not least the system suppliers and drug companies, and my advice for the minute is to do nothing at
practice level for now.

We have attended a meeting to discuss medicines safety programme & metrics based on the WHO
Global Patient Safety Challenge. As ever the challenge for us is to match laudable aims with daily
practicalities.

Finally, another regular source of activity for us are LMCs who have concerns, and recently we have
been involved with advice on the handling of trans patients’ records, follow up after bowel screening,
flu vaccine delivery concerns, and the steps it is reasonable for GPs to make after issuing a prescription
for an acute medication, to ensure that it is collected.

THE RETENTION OF A NATIONAL CORE CONTRACT FOR GENERAL PRACTICE THAT PROVIDES A HIGH-
QUALITY SERVICE FOR PATIENTS

Contracts and Regulation — Bob Morley

e Seeking further legal advice on NHS responsibility for collaborative services payments; further
meeting with NHS England arranged

e  Katie Bramall-Stainer supporting Mark Stanford- Wood on with NHS England and RCGP on
appraisal of GPs performing “low volume “ of clinical work has been completed and policy
published https://www.bma.org.uk/connecting-doctors/the practice/b/weblog/posts/when-
you-work-fewer-than-40-sessions-a-year-of-uk-general-practice-new-guidance-to-support-
gps-appraisers-and-ros

e Further work with NHS England and RCGP on regulation and performers list status of GPs leav-
ing the UK is now underway

e Consulted and commented on RCGP’s draft revision of revalidation and appraisal guidance

e BMA Guidance related to coroners’ issues is being updated following our meeting with chief
coroner. In particular guidance on Section 28 notices is being prepared. Further joint work be-
ing planned on clearer national guidance on referrals to coroner and guidance to bring further
consistency to process for verifying expected death
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e Continue to engage with CQC through various fora to represent the interests of general prac-
tice; have continued to robustly raised practice concerns over the process and conduct of in-
spections in the new phase of regulation; attended a CQC registration issues workshop to
discuss and resolve problems experienced by practices across numerous aspects of the regis-
tration process

e Letter of concern written to CQC chief inspector of hospitals over the activities of Bluecrest
health screening and its implications for GPs and their patients

e Ongoing work with PCSE on performers list transformation processes; Krishan Aggarwal leading

e Successfully challenged NHS England on interpretation of regulations for removal of patients
at request of practice who have moved out of area. Further challenging on still extant policy
which reflects ultra vires contract with Capita

e Ongoing engagement with NHS England over local misinterpretations of SFE re phased return
from sick leave; NHS has now fully conceded that SFE mandates payment for partners on
phased return and that in those cases where it is not mandated for SGPs’ phased return local
commissioners MUST make discretionary payment; consultation on new national protocol for
imminent publication. Further work on shared parental leave is ongoing.

e Contributed significantly to new NHS England national guidance on appropriate PCSE process
for removal of violent patients and special allocation schemes , now published
https://www.bma.org.uk/advice/employment/gp-practices/service-provision/special-alloca-
tion-scheme

e  Continuing to work with C and P policy group, on issues related to absence of commissioning
arrangements for GP prescribing for gender dysphoria; meeting with legal team planned to
consider next steps

e Legal advice obtained confirming that limited companies cannot hold GMS contracts alongside
named partners, and guidance issued on the risks of contract novation from partnership to
limited company

e Commencing production of guidance for practices on Lampard Review

e Julius Parker has been re-elected as policy group deputy lead

e Forthcoming policy group meeting to discuss progress with allocated Conference resolutions
and workplan for the session

Commissioning and Working at Scale Group — Simon Poole

e NHS England have issued new guidance to encourage GPs to place mental health therapists in
their surgeries.

e NHS Digital have published the latest GP investment data in September which will be analysed
by the health policy team.

13



https://www.bma.org.uk/advice/employment/gp-practices/service-provision/special-allocation-scheme

https://www.bma.org.uk/advice/employment/gp-practices/service-provision/special-allocation-scheme

https://emea01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.england.nhs.uk%2Fwp-content%2Fuploads%2F2018%2F08%2Fguidance-co-locating-mental-health-therapists-primary-care.pdf&amp;data=01%7C01%7CREvans%40bma.org.uk%7C3aa94acd4ac943a1c0cb08d6119927d6%7Cbf448ebee65f40e69e3133fdaa412880%7C0&amp;sdata=bp8OYGCAu1tQViLuye8VskMGMy0VETxYgzi0JwhaJpQ%3D&amp;reserved=0



e Simon, along with GPC England exec team, is is attending meetings with NHS England
discussing primary care networks as well as feeding into the GP partnership review regarding
working at scale issues.

Going forward

e The policy group will continue to focus on working at scale issues led by the chair, Simon Poole.
However, the group will now also encompass a focus on NHS England delivery and monitoring,
which will be led by Chandra Kanneganti.

e Some of the issues that the group will look at over the session include:

o Monitoring the delivery of NHS England programmes such as funding for the long-
term plan for primary care; access funding; funding for online consultations and
practice manager funding

o Monitoring and developing guidance on primary care networks
o Working at scale issues addressed by the GP partnership review

o Progress with STPs.

PREMISES, IT INFRASTRUCTURE AND ADMINISTRATIVE SUPPORT TO ENABLE THE DELIVERY OF
QUALITY CARE

Premises and practice finance — lan Hume

Premises Cost Directions

As part of the 2018 English contract deal with NHS England, GPC England agreed the policy intentions
for the Premises Cost Directions. This was agreed in March 2018, and during the last six months NHS
England’s lawyers have been working on the drafting. We have now received the draft directions and
have been intensively working on them with our legal department to ensure that they reflect the
policy agreement. We are not renegotiating the directions, simply ensuring that the policy agreement
is translated correctly into the directions. We envisage completing our review within the next few
weeks and then will return them to NHS England for further refinement.

The new directions will give additional clarity and resolve some of our long-standing problems, for
example:

e Rent reviews will be simplified with contractors not having to undertake their own valuation,
but just show evidence of negotiation with the landlord.

e Rent reviews will not lead to varying lease terms.

e There will be more formalised arrangements for third party use of premises with no financial
disadvantage to the contractors.

e Improvement grants will be permitted to purchase land to build an extension.

e Grants representing hundred percent of project cost will be allowed (currently this is only
66%).

e Amended abatement and use periods have been agreed.

e last partner standing issues - we have more explicit options and clarity for practices that have
been in receipt of a grant, and for leaseholders.

e We have greater clarity over contractual rights to reclaim overpayments.
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We were not able to agree to all the conditions with regard to grants in our negotiations but have
been continuing to discuss individual cases with NHS England over the summer to find ways of
progressing schemes and utilising ETTF funding.

Premises Review

As part of the 2018 contract deal GPC agreed that we would participate with NHS England in a
premises review. We have been meeting over the summer participating in a core steering group and
a wider stakeholder group. NHS England recently sent a consultative ‘call for solutions’. We have just
received the results and will be meeting with NHS England to discuss the next steps in the coming
weeks. Further to this, we will shortly send out a BMA premises survey, to build on surveys undertaken
in previous years and provide up-to-date data on the current picture with respect to GP premises,
which will also be used to feed into the review. We have set up our own internal stakeholder group
and will utilize members of the policy group over the coming months. The outcome of the review will
be a set of recommendations for NHS England and DHSC to consider.

Other work
We have been providing support and guidance to GPC Scotland implementing the national code of
practice for GP premises and working on the underpinning legal documents.

We continue interactions with NHS property services, gaining evidence about their service charge
model and examining the legality of this process, pushing back on any attempts by NHS property
services to bully or cajole practices by legal action. We will continue to seek appropriate legal advice
and explore all option, but ultimately, we hope to reach a negotiated settlement.

Primary care support England

During the summer the National Audit Office has released its report and senior members of NHS
England and Capita have been called in front of the Parliamentary Accounts Committee. This has
highlighted the woeful inadequacies within NHS England’s contracting process with Capita, alongside
other failures. We continue regular engagement, at a senior level, meeting monthly to cover
operational issues and the GPC office continues to deal with cases on an individual basis. We discuss
operational issues, for example shortly NHS England will be undertaking their routine list cleansing
work. We also continue to feed into the transformational projects and improvements to the
performers list process, which do seem to be inching closer. The electronic format (if it works) will be
a significant improvement for those who wish to change status on the performers list. A considerable
amount of work has gone into testing the system and scrutinising the content and appearance of the
new electronic forms. We are getting closer to agreement of how somebody would be verified to have
access to the portal in order to change status. There have been issues with PCSE management of
pensions and we continue to keep pressure on NHS England to rectify the problems. Finally, at some
stage the Exeter system will be decommissioned, and the spine will be used as the prime source for
patient registration and payment data. This is an area which is hugely important for the stability of
general practice and we are insisting on a high level of diligence going into the project.

Information Management, Technology & Information Governance — Paul Cundy

IT Futures, the program that will replace GPSoC is coming to the end of the specification derivation
process. The IT Policy group is being involved in signing off the final specifications for the systems that
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will be available under the IT Futures contracts. These specifications will include all current
functionalities as well as more recent developments in digital first patient services.

GPES, the data extraction system used for the majority of data extracts from GP systems, is also
coming to a contractual end. GPES is not the only mechanism by which CCGs and others extract data
from GP systems. Many of these other processes are less well regulated and assured. The proposal is
to replace all of these with a system which will extract an agreed all-encompassing single dataset and
then have recipients receive only the data they need, a single conduit for all data flows. We have
sought and secured a wide range of protections both for the GP data controllers as well as the data
itself. Discussions are ongoing but are expected to be made public by the end of the year.

GDPR, we continue to liaise on an almost daily basis with the ICO on GDPR. The most contentious
issue remains SARs and their costs. Some clarity is emerging, and BMA guidance is being updated to
reflect this. My own personal survey showed from 1,200 practices that 54% felt SAR requests had
increased by an average of 26%. As you know building on this GPC has launched a more refined and
targeted poll to collect detailed evidence for negotiations.

We have begun the process of developing a Code of Conduct for SAR extracts for GPs and the ICO has
been extremely supportive of the initiative. We are liaising with stakeholders and have begun
developing the necessary documentation.

Appointments data. NHS Digital has collected under a Direction from the ex SOS a large quantity of
“appointments data”. They are legally bound to publish data they collect. We are having discussions
as to what shape and form this publication should take, NHS Digital are aware that the data is open to
massive misinterpretation and will not fully reflect the GP’s working day. | am concerned that one
outcome will be a call for GPs to spend more time logging what they do rather than actually doing it.

Controlled drugs via EPS. We await regulatory changes to allow controlled drugs to be prescribed via
EPS.

QOF cut-off date. It has recently come to light that some system suppliers apply a cut-off date for QOF
data entry that is not midnight on 31 March but some hours earlier. We have asked for a contract
change notice (CCN) to be issued to correct this error. This has been the situation since 2004 and the
suppliers do publicise this to their users every year.

IT failures, Docman issues, allergy coding errors, delayed hospital letters. There have been a variety
of system failures recently that can be traced to both software and process errors. We have made the
case for practices to be resourced to deal with correcting these problems, which in some cases can
amount to thousands of documents. As IT utilisation grows outside practices and we move from the
universal paper post entry portal to electronic delivery, the diversity of delivery systems and
mechanisms is proving difficult tricky to monitor.

PRSB, Professional Records Standards Board, a committee made up of the royal medical houses run
by RCP and commissioned by NHS Digital to develop standard data content for clinical
communications, has agreed to establish formal links to the JGPCIT so as to ensure that GPs have a
say in what stuff is sent to us.
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Section 28 Coroner’s report. A coroner has ordered NHS Digital to report on an event where a patient
died because medicines that might have prevented the death were not dispensed urgently. The JGPCIT
has submitted wording that clarifies the GP’s position and responsibility in such circumstances.

Pharmacy EPS systems not fully relaying additional patient messages sent by the GP via EPS. We have
raised this issue with both the RPS and NHS Digital as it has both human behaviour and system design
elements (as ever!). NHS Digital is ensuring that in future all systems will correctly, fully and intuitively
deliver what is a privileged clinical communication.

TPP, data sharing. | can report that this message will be in our next GPC news;

Final statement from JGPCIT on TPP's SystemOne data sharing functionalities.

The JGPCIT has previously raised concerns regarding the sharing of patient records in TPP's
SystemOne software. We have issued interim statements in March and December 2017 and earlier
this year advising GPs of progress being made to address those concerns. New functionalities were
deployed and implemented earlier this year and are now fully embedded. Consequently, the JGPCIT
is confident that GP Data Controllers using TPP SystemOne now have the tools they need to ensure
that they comply with GDPR and DPA 2018, but which also support appropriate sharing of data for
care. To that end the JGPCIT is of the view that the concerns it raised have been fully answered and
considers the matter closed. This is the end result of significant collaborative work between the
Office of the Information Commissioner, NHS England, NHS Digital, TPP, the RCGP and ourselves
over the last 2 years.

NHS App, we are involved in the latter stages development of the “NHS app”. We have argued for and
secured a more sensible approach to the development of its functionalities, such not having “select
where you want to die” as one of its first offerings, given the likely take up target group. We would
like to see it offer a consistent access to digital services throughout England.

GP@Hand, we continue to press NHSE regarding the Babylon product and its interface with the NHS
via the GP at Hand service.

SNOMED, snomed is now embedded in GP systems and transition to its use as the primary coding
system is under way.

EU Falsified Medicines Directive. This is on the horizon and will require kit for GPs. We have opened
discussions. It will not be a big bang, more like a slow dribble. It involves every single packet of
medication circulating in the EU having its own barcode passport so it can be tracked in and out of the
supply chain. Practices are expected to scan them when dispensing medicines to patients, for all GP
this will mean vaccines and injections but obviously the implications for dispensing doctors is quite
different.

GP2GP, we continue to press for GP2GP to be taken back from being classified as “BAU” as it is still
neither universal nor universally used. GP utilisation has improved markedly (well done everyone)
with average receipt and import into the new GP practice running at 4 -5 days. It has been identified
that 80% of transmission failures occur between two suppliers but NHS Digital has yet to allocate
resources to properly investigate the issues. GP2GP will be the bedrock of a paperless NHS and we will
continue to push for every bell to be polished and whistle tuned.
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1. Context

Changes to the NHS standard contract between Clinical Commissioning Groups
[CCGs] and provider trusts in April 2016 allowed for onward referral of patients by
secondary care clinicians rather than having to always require referral back to
the originating GP.

This important change was welcomed by Medical Royal Colleges and the British
Medical Association who recognised the advantage of such a change in terms of
convenience for both patients and clinicians themselves whether secondary care
clinicians or GPs. However, current analysis shows onward referrals have grown
at a rate of 4% over the last year whilst the number of GP referrals has reduced
by 1%." While one would expect an increase given the change introduced in the
contract, it is important that secondary care clinicians continue to ensure their
referrals are appropriate so that the growth in such referrals does not
unnecessarily divert resources to outpatient appointments that the NHS needs
for other services.

The national working group established by NHS England to look at working
arrangements between secondary and primary care which comprises
representatives of medical Royal Colleges, the British Medical Association, Royal
College of Nursing, NHS Improvement and NHS Clinical Commissioners felt that
there would be value in producing guidance for front line clinicians to help them
operate the new arrangements in the most effective way.

The Academy of Medical Royal Colleges was therefore asked to produce
guidelines which can be used to inform and guide clinicians locally. This
guidance was developed by a group of royal college representative and
subsequently endorsed by the Academy Council representing all Colleges. The
guidance has also been endorsed by the British Medical Association and NHS
England.

2. The contract changes
The new contract states that where a patient has been referred to one service
within a provider by the GP, or has presented as an emergency, the provider
clinician is allowed to make an onward outpatient referral to any other service,
without the need for referral back to the GP, where:
= either the onward referral is directly related to the condition for which the
original referral was made, or which caused the emergency presentation
[unless there is a specific local CCG policy in place requiring a specific
approach for a particular care pathway];
= or the patient has an immediate need for investigation or treatment
[suspected cancer, for instance].

By contrast, the contract does not permit a secondary care clinician to refer
onwards where a patient’s condition is non-urgent and where the condition for
which the referral would be made is not directly related to the condition which

7 https://www.england.nhs.uk/statistics/statistical-work-areas/hospital-
activity/quarterly-hospital-activity/qar-data/
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caused the original GP referral or emergency presentation. In this situation, the
contract requires the secondary care clinician to refer to the patient’s GP. If the
GP agrees, the onward referral can then be made either by the provider clinician
or by the GP although the GP may instead choose to manage the patient's
condition him/herself or to refer into a different service.

This guidance is for clinicians working in NHS settings, and not intended for
private practitioners.

3. Principles for appropriate onward referral.

= The working group believes that decisions on whether an onward referral is
appropriate or the patient should be referred back to the GP are matters for
individual clinical judgement whilst, of course, working within the contract
requirements and any referral management processes in place.

= Discussions should therefore be essentially clinical not contractual.

= Hospitals should enforce a requirement that ensures that consultant referred
patients join the same ‘queue’ as GP referrals.

= There is a balance to be struck between the convenience and simplicity of
onward referrals and ensuring that GPs, who have the overview and detailed
knowledge of an individual patient, retain appropriate clinical involvement
and responsibility.

= Prescriptive lists of which conditions are or are not directly related, urgent or
not urgent are not going to be helpful.

= (Good communication between hospital clinicians and GPs is at the heart of
ensuring good referral, and it is good practice to -cc a patient’s GP into any
onward referral.

= Whether the secondary care clinician decides there is or is not a directly
related condition they should be able to clearly explain the relationship (or
non-relationship] to the patient and colleagues.

= The secondary care clinician must recognise the importance of patient
choice within the referral process, and ensure patients have a clear
understanding of the reason for referral.

= Local discussions between secondary and primary care on appropriate and
optimum clinical pathways should be encouraged.

= Patient experience and safety must be central.

4. Questions to consider

The key questions for clinicians to consider in deciding whether to make an
onward referral are:

= Whatis a “directly related” medical condition

= What constitutes an “immediate need”

5. Directly related medical conditions

As stated in the principles the working group believes that determining what is in
the specific circumstances a “directly related condition” must be a matter of
clinical judgement. Prescriptive detailed lists are likely to be inappropriate and
unhelpful.





If there is an agreed local clinical pathway requiring a specific approach, that
would obviously be followed.

In other cases, in making a judgement as to whether conditions are directly
related and so onward referral is appropriate it may be helpful to use the
following criteria: -

a) Is the cause of the original referral condition related to a different specialty or
system? e.g. presenting with dermatological manifestation of syphilis;
presenting with abdominal pain due to unrecognised pregnancy; mental
health conditions presenting with physical symptoms

b] Is the onward referral condition caused by a:

o Complication or aspect of the presenting condition? e.qg. different
system complications of diabetes - renal, ophthalmic etc. Pregnancy
and diabetes

o Drugortreatment side effect of the presenting condition?

c] Isthe onward referral condition related to the presenting condition as a
different system manifestation? (e.g. sarcoidosis respiratory / joint /
neurological etc.]

An answer ‘yes’ to any of these questions would indicate that it would be
appropriate for secondary care clinicians to make an onward referral.

Equally, for conditions that do not meet any of these criteria it is likely that
referral back to the GP for their management or further referral will be
appropriate.

6. Immediate need
The second criterion for onward referral is whether there is an “immediate need”
for investigations or treatment.

The working group again feels that seeking to prescribe conditions or
circumstances where there is “immediate need” would not be helpful and it
should be primarily down to individual clinical judgement.

The same applies in terms of defining timescales of urgency to meet immediate
need and fixed timescales are not helpful.

Having said that there are areas where there are clearly defined timescales -
most obviously the cancer “Two Week Wait”. As clinicians are familiar with this
principle, it could be used as a yardstick for other areas.

In judging whether there is an immediate need, clinicians will want to consider
whether the condition is
= Life/organ threatening
= Symptomatic - causing patient distress due to pain/discomfort,
emotional distress, functional loss etc.
= A risk of negatively affecting the outcome or prognosis (e.g. scarring,
permanent reduction in function, disease progression)





Example vignettes

A 41-year-old woman attends an urgent care centre complaining of
chronic, non-specific abdominal pain, which has been present on and off
over the last 6 months and has been appropriately investigated by their
GP. The urgent care doctor cannot find any concerning features on this
presentation, and so refers the patient back to the GP with summary of
their findings on this occasion.

A 74-year-old woman is seen by their GP who refers her to the orthopaedic
clinic for consideration of a total knee replacement. Unfortunately, due to
an administrative error she is instead seen in the spinal clinic. The
surgeon makes an onward referral to the correct orthopaedic clinic, rather
than asking the patient and GP to make a separate appointment to re-
refer.

A 24-year-old man attends a urology outpatient appointment for a non-
related issue, and at the end of the consultation mentions he has been
suffering from headaches and asks if he can be referred to a neurologist.
After ensuring there was no immediate need for treatment, the urologist
advised the patient to see his GP, who would assess his symptoms and
could refer to a neurologist if needed.

A 28-year-old man is seen in the emergency department with
breathlessness and wheeze, and is diagnosed with an acute asthma
exacerbation. On examination, an eczematous rash is noted in the arm
flexures that has been non-responsive to a potent topical steroid. It does
not appear infected but may benefit from dermatology review. Whilst
atopy is associated with asthma, this is not ‘directly related’ to the
presentation and is not in ‘immediate need of treatment’, and so the team
referred the patient back to the GP. If the GP agrees, the onward referral
can then be made either by the provider clinician or by the GP although
the GP may instead choose to manage the patient’s condition themselves
or to refer into a different service.

A 72-year-old man presents through the emergency department to the
acute medical team with an exacerbation of Chronic Obstructive
Pulmonary Disease. The chest x-ray done on admission shows an opacity
which is suspicious of lung cancer. In this case as there is an immediate
need for treatment, the acute medical team should refer directly to the
respiratory team for further assessment. The GP and patient should be
informed about the referral and reasons why.

A 56-year-old woman is referred by her GP for an abdominal ultrasound to
investigate pain and bloating. The ultrasound reveals a large volume of
free fluid, ovarian masses and omental disease. The radiologist refers the
case directly to the on-call gynaecology team who review the patient and
explain the likely diagnosis of ovarian cancer. They would like to offer
admission for further tests and treatment as soon as possible. Reports of
the imaging are copied to the GP with an explanation that she has been





admitted under the gynaecologists and she is being referred to a tertiary
gynae-oncology unit. As the likely diagnosis was ovarian cancer, there
was an immediate need for investigations and treatment and so an
onward referral [and hospital admission] was appropriate.

A 31-year-old man is referred by his GP for a chest X-ray following 3
collapses in the last fortnight. Based on the X-ray findings the radiologist
recommends a CT chest which reveals an 8cm ascending aortic aneurysm
and large vessel vasculitis, with narrowing of one carotid. They call the
surgeons at the local cardiothoracic unit who review the images and
accept the patient. The patient is transferred by ambulance, and is
operated on the next day. The GP is sent a copy of the CT report and a
letter explaining the transfer to the cardiothoracic surgeons.





8. Associated issues

= The issue of referral highlights questions of clinical responsibility for follow up
after discharge following emergency presentation such as acting on the
results of diagnostic tests. See NHS England’s 2016 document “Standards for
the communication of patient diagnostic test results on discharge from
hospital”

= The practice of regular “interface meetings” between secondary and primary
care clinicians is commended. These could be helpful training opportunities,
and so should involve junior doctors and SAS doctors as well as GPs and
consultants.

Case Study - Frimley Health

Frimley Health NHS Foundation Trust has developed a clinical interface
committee (CIC] to improve primary/secondary care communication. This
encourages regular dialogue between GPs and consultants, arranges joint
education events, helps define what makes a good referral, and publishes key
contact phone numbers to allow better communication. The CIC has improved
day to day working and relationships across the divide. There is much to do but
the maintenance of good relationships will ensure that future developments will
be easier to implement.

[

= ‘Professional to professional’ phone links between secondary and primary
care clinicians have also proved to be effective

Case study - Breathlessness pathway

A clinically led group in Leicestershire and Rutland created a symptom based
breathlessness pathway, providing a “one stop shop” for patients. They made
accompanying referral guidance and information, including a template for GPs,
which was promoted through individual CCG communications teams. The group
had members from primary / secondary / community clinicians, commissioners,
patients and reps from the voluntary sector. They found this collaboration
between clinicians, managers, providers and commissioners gave them the
flexibility to resolve issues as they arose. The pathway has now been fully
commissioned on a specialist tariff based on the success of the pilot scheme.




https://www.england.nhs.uk/patientsafety/wp-content/uploads/sites/32/2016/03/discharge-standards-march-16.pdf

https://www.england.nhs.uk/patientsafety/wp-content/uploads/sites/32/2016/03/discharge-standards-march-16.pdf

https://www.england.nhs.uk/patientsafety/wp-content/uploads/sites/32/2016/03/discharge-standards-march-16.pdf



9. Dissemination

It is important that clinicians in secondary and primary care are aware of the new
arrangements and we are seeking to ensure the widest possible dissemination of
this guidance through Colleges and their clinical networks, medical directors and
trust management routes as well as with CCGs.

We would urge clinicians to share this guidance locally and encourage local
discussions between secondary and primary care clinicians on arrangements
which suit local circumstances.

10. End word

The Academy would like to thank all those individuals and organisations set out
below who contributed to this report. When the recommendations are
implemented, patients will move more easily through the care system -
speeding up treatment and improving outcomes.

Dr Jack Ross
National Medical Director’'s Clinical Fellow - AoOMRC

To find out more about NHS resources click here

NHS England Gateway publication reference: 07975



https://www.england.nhs.uk/gp/gpfv/workload/interface/resources/

https://www.england.nhs.uk/gp/gpfv/workload/interface/resources/
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What do the contract provisions cover? Background = Purpose of the toolkit and existing resources

Introduction

The General Practice Forward View (GPFV) made a These commitments were driven in part by a recognition
commitment to improve collaboration and working that good professional practice requires care for patients to
practices across the interface between primary be seamless, however patients sometimes find themselves
and secondary care, with a further commitment to caught in a ‘'no man’s land’ in their journey between
introduce new provisions into the NHS Standard primary and secondary care. Examples of this include
Contract https://www.england.nhs.uk/nhs-standard- patients being unsure of who to ask if they have questions
contract/ in order to improve the organisation of care  about their care following discharge from a secondary care
across the interface between primary and secondary provider, or running out of medication and being unable to
care. access more in a timely manner.



https://www.england.nhs.uk/nhs-standard-contract/

https://www.england.nhs.uk/nhs-standard-contract/
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What do the contract provisions cover?

The Contract provisions cover seven main areas: The provisions are set out in full in the NHS Standard
Contract itself: https://www.england.nhs.uk/nhs-standard-
1. Managing DNAs and re-referrals contract/
2. Managing onward referrals
3. Managing patient care and investigations For queries email nhscb.contractshelp@nhs.net
4. Communicating with patients and responding to their
queries
5. Discharge summaries and clinic letters

Medication and shared care protocols
. Issuing fit notes.

~ o



https://www.england.nhs.uk/nhs-standard-contract/

https://www.england.nhs.uk/nhs-standard-contract/

mailto:nhscb.contractshelp%40nhs.net?subject=
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What do the contract provisions cover?  EId]{eIyls

Background

A Primary Care Foundation and NHS Alliance report
indicated that 27% of GP appointments could potentially
be avoided with changes to how the system works,
attributing 4.5% of these to how primary care and
secondary care work together, equating to an estimated
15 million appointments nationwide.

According to research from The King's Fund', the total
number of GP appointments and telephone consultations
increased by 7.5% between 2015 and 2017. With 27,773
full-time equivalent GPs (NHS Digital March 2018) and an
estimated 5m GP appointments per week (NHS England
2015/16), full-time GPs are each having contact with on
average almost 180 patients per week.

King's Fund research into hospital activity shows a similar
pattern of increased demand?, with an overall increase in
elective admissions between 2003/4 and 2016/17 of 82%.

Purpose of the toolkit and existing resources

Over the same period, the total number of referrals to
outpatient services increased by 62%.

An ageing population with increasingly complex multiple
health conditions, along with rising public expectation and
the steady expansion of new treatments and cures, means
that the demand on primary and secondary care services is
set to increase.

Against this background, good organisation of
care between general practice and secondary
care providers is crucial in making the best use of

clinical time and NHS resources in both settings
and, most importantly, in ensuring that patients
receive high-quality care.

'The King’s Fund Quarterly Monitoring Report June 2017 http:/gmr.kingsfund.org.uk/2017/23/

2 The King’s Fund How hospital activity in the NHS in England has changed over time https://www.kingsfund.org.uk/publications/hospital-activity-funding-changes




http://qmr.kingsfund.org.uk/2017/23/

https://www.kingsfund.org.uk/publications/hospital-activity-funding-changes
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Purpose of the toolkit

The purpose of this toolkit is to set out some practical

ways in which organisations can collaborate locally It is estimated that full implementation of these

to implement the NHS Standard Contract provisions contract provisions would be equivalent to a

relating to primary and secondary care. The toolkit potential saving of 225,000 GP appointments per

includes: year, equivalent to adding approximately 1,500
GPs to the national workforce.

e Practical steps for enabling implementation

* Case studies demonstrating how some local areas have
approached this work

e Example local primary/secondary care agreement
(see Case Study 1) involving LMC, CCG and secondary
care provider

* Detailed guidance (Appendix A) to facilitate
conversations between CCGs and providers to better
understand how each of the measures is being
implemented and to help identify and unblock any
issues in any particular area.
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What resources are available to support
implementation of the contract provisions?

The resources listed below to support this work are
available at: https://www.england.nhs.uk/gp/apfv/
workload/interface/resources/

» Key messages for clinicians and managers to explain the
contract changes

e Patient |eaflet, so that patients know what they can
expect to happen if they are referred by their general
practice to see a specialist or consultant at a hospital
or a community health centre.

e Clinical Guidelines on Onward Referral

* The Contract provisions were launched via a joint NHS
England/NHS Improvement letter to CCG Accountable
Officers and Chief Executives of NHS trusts and NHS
foundation trusts.




https://www.england.nhs.uk/gp/gpfv/workload/interface/resources/

https://www.england.nhs.uk/gp/gpfv/workload/interface/resources/

https://www.england.nhs.uk/publication/the-interface-between-primary-and-secondary-care-key-messages-for-nhs-clinicians-and-managers/

https://www.england.nhs.uk/gp/gpfv/workload/interface/resources/

http://www.aomrc.org.uk/reports-guidance/clinical-guidance-onward-referral/

https://www.england.nhs.uk/publication/improving-how-secondary-care-and-general-practice-work-together/

https://www.england.nhs.uk/publication/improving-how-secondary-care-and-general-practice-work-together/
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Practical steps for enabling implementation

This toolkit has been developed in collaboration with » Understand different organisations’ views of current
stakeholders across the health system and engagement uptake of the contract provisions. Use Appendix A to
has taken place with provider trusts, LMCs, CCGs and support conversations around implementation of specific
GPs to understand what is already proving to be helpful in contract provisions
implementing the contract provisions. Practical suggestions * Agree local priorities and implementation plans
include for all local organisations to do the following: where appropriate, including timeframes
* Develop a local primary/secondary care agreement
1. Sponsor and promote the contract provisions (example provided in Case Study 1) covering
collectively as best practice in order to achieve a implementation of the contract provisions
seamless patient journey and make best use of time * Meet regularly, provide feedback on implementation
and resource for clinicians and all other staff. and hold each other to account.
2. Create a forum for regular meetings between CCG, 3. Explore how providers are:
local providers and local general practices (through the * Raising awareness of the contract provisions
governing body, the LMC and other routes e.qg. local amongst senior clinicians
primary care networks) in order to: ¢ Including the contract provisions in junior staff
e Ensure safe and seamless care for the patient training and in induction
remains at the heart of discussions and agreement on * Making practical arrangements to allow staff to operate
responsibilities for patient care according to the contract provisions and what oversight is

provided for junior staff to enable and assure compliance.

¢
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Practical steps for enabling implementation

4. Engage with patient groups, diverse population

groups and the voluntary, community and faith
sectors to understand their perspective and allow any
learning to influence local plans.

. Ensure that local general practices are kept up-to-date
with progress and that there is a clear local system,
such as a dedicated email address through which the
general practice can notify the CCG if they become
aware of issues with fulfilment of specific contract
provisions.

. Ensure all work is underpinned by a commitment to
collaborative working and mutual respect.

The overwhelming feedback has been that
effective relationships, collaborative working,
honesty and trust are vital enablers of this
work. Those areas where there are positive
working relationships between commissioners
and providers are finding it easier to agree a
way forward for implementation of the contract
provisions.
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Case study 1 (includes example local agreement)

Case study 2

Case study 3 Case study 4

Collaborative working and local agreement
Humberside LMCs, Hull and East Riding of Yorkshire CCGs,

Hull and East Yorkshire Hospitals NHS Trust

Work on building relationships between primary and secondary

care has gone on for many years in Humberside. A combination

of robust national policy , with the introduction of changes to the
NHS Standard Contract and supporting national resources, together
with strong local clinical leadership, has meant that the team has
been able to make significant progress in the last few months. CCG
clinical chairs and provider trust Medical Director were determined to
address the need to better control clinician workload by streamlining
patient journeys, resulting in a_local agreement between primary and
secondary care, developed and signed by LMCs, CCGs and provider
trust.

The agreement covers local access policies (DNAs and onward referral
of patients); clinic appointments (expediting letters); managing
patient care and investigations; clinic letters and discharge summaries;
medication requests; shared care protocols; MED3 (Fit Notes); follow
up; communications with patients.

The journey has not been without its challenges and the agreement
was not expected to change practice overnight. It is, nevertheless,
proving to be a useful locally owned resource that has influence

locally and which clinicians and the wider practice team can refer to in order

to improve patient journeys and to decrease workload across the system. The
next round of local discussions to build on the existing agreement is due to
commence shortly and the expression of interest to engage with this work has
now moved up from two organisations locally to all the NHS Standard Contract
service providers in the Humber region and all four CCGs.

Full case study:
Local primary/secondary care agreement: https://www.england.nhs.uk/gp/case-
studies/humberside-primary-secondary-care-interface-agreement

Contact:

Dr Saskia Roberts, Medical Director, Humberside LMC.
Email; saskia.roberts@nhs.net

Dr Krishna Kasaraneni, Medical Director, Humberside LMC.
Email: k.kasaraneni@nhs.net




https://www.humbersidelmc.org.uk/latest-news/lmc-publishes-primarysecondary-care-agreement

https://www.england.nhs.uk/gp/case-studies/humberside-primary-secondary-care-interface-agreement

https://www.england.nhs.uk/gp/case-studies/humberside-primary-secondary-care-interface-agreement

https://www.humbersidelmc.org.uk/uploads/3/7/5/8/37582639/final_agreement.pdf 

mailto:saskia.roberts%40nhs.net?subject=

mailto:k.kasaraneni%40nhs.net?subject=
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Case study 2

Case study 3 Case study 4

Case study 1 (includes example local agreement)

Clinical interface committees

Frimley Health NHS Foundation Trust

The Clinical Interface Committee was established with an explicit
objective to ‘improve and maintain open communications and strong
working relationships between hospital consultants and local GPs'.
The emphasis is on having a clinically-led, managerially-delivered
approach and the aim is to continually address problems between
primary and secondary clinicians that may hamper day to day clinical
interaction across the system and affect patient care.

The group meets for two hours every other month and addresses two
key issues, with the agenda being shaped by the GPs and Consultants
through a ‘priorities-first’ approach. A constant theme is how the
workload that falls between primary and secondary care is managed
by clinical colleagues and the NHS Standard Contract changes form
the backbone of what the CICs are currently focusing on.

CIC members are working to resolve these issues and ensure that
there is a mutual understanding as to where the responsibility lies in
the primary — secondary care spectrum.

The vast majority of issues have been resolved through a mixture of professional
guidelines and common sense, however others are more contentious and
require a significant change in culture. We envisage that, through constant
dialogue with colleagues in primary and secondary care, these can and will be
resolved and the new working practices will become the custom and practice
of the future. A lot has been achieved so far, from the development of a
community glaucoma service and the interpretation of cardiology diagnostics,
to joint education events for GPs and consultants defining what makes a good
referral and key contact telephone lists to allow better communication. There is
much to do but the maintenance of good relationships will ensure that future
developments will be easier to implement.

Full case study: https:/www.england.nhs.uk/gp/case-studies/clinical-interface-
committees-cics-at-frimley-health-nhs-foundation-trust

Contact:

Danny Bailey, Associate Director of Strategy and Marketing,
Frimley Health NHS Foundation Trust

Email: daniel.bailey@fhft.nhs.uk




https://www.england.nhs.uk/gp/case-studies/clinical-interface-committees-cics-at-frimley-health-nhs-foundation-trust

https://www.england.nhs.uk/gp/case-studies/clinical-interface-committees-cics-at-frimley-health-nhs-foundation-trust

mailto:daniel.bailey%40fhft.nhs.uk?subject=
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Case study 1 (includes example local agreement) | Case study 2 ' [€EHES{IL\E] Case study 4

Consultant-GP liaison schemes

Wessex
The consultant-GP liaison scheme is a simple, cost neutral concept Full case study: https://www.england.nhs.uk/gp/case-studies/gp-consultant-
with key themes of clinical leadership and partnership, driven by liaison-southampton-2017-southampton-city-clinical-commissioning-group
passion, determination and meticulous planning.

Contact:
Secondary care consultants and local GPs volunteered to host and visit ~ Dr Pritti Aggarwal, GP Partner at Living Well Partnership, GP Board Member
each other’s workplaces for half a day to appreciate the challenges for NHS Southampton City CCG.
they face within the NHS. Email: prittiaggarwal@nhs.net

Dr Sally Ross, GP, GP Facilitator (HEE), Appraiser & NHSE Advisor,
All clinicians completed an anonymous reflection template of their Clinical Lead (Primary Care Workforce Strategy) Portsmouth CCG.
experiences, submitting voluntarily to the project lead. The reflection Email: sally.ross1@nhs.net

templates were categorized and analysed for common themes to
determine if practical and pragmatic changes could be implemented
to improve the local delivery of care.

Participants reported that the scheme was useful, that morale and
insight were improved and that they were willing to consider new
ways of working as a consequence of building better relationships.
The success of the scheme has led to it being rolled out in several
local areas.




https://www.england.nhs.uk/gp/case-studies/gp-consultant-liaison-southampton-2017-southampton-city-clinical-commissioning-group

https://www.england.nhs.uk/gp/case-studies/gp-consultant-liaison-southampton-2017-southampton-city-clinical-commissioning-group

mailto:prittiaggarwal%40nhs.net?subject=

mailto:sally.ross1%40nhs.net?subject=
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Case study 1 (includes example local agreement)

Case study 2

Case study 4

Case study 3

Junior doctor and trainee GP shared learning video

Nottinghamshire

Investigation by the local hospital and CCG of specific cases of causes
for concern flagged by GPs/CCG identified a recurrent theme of lack
of awareness amongst junior doctors of the implications of work
generated in secondary care and the direct impact on primary care
workload and patient care. Current medical training allows all GP
trainees to attend hospital as part of their training rotation, but not all
hospital speciality trainees spend time in general practice. Induction
for junior doctors on joining a new setting was found to cover
common procedures, but, as an extremely busy programme, did not
cover working as one system across different care providers, for the
benefit of the patient.

A video was produced of dialogue between two junior doctors
(hospital and GP trainee), using the structural framework of the NHS
Standard Contract 2017-19, exploring solutions for common clinical
scenarios based on their own experience to enhance the patient
journey and improve the primary and secondary care interface. The
aim was to build a culture of collaborative working as a team of
professionals across different organisations, breaking down barriers
and delivering joined-up care for maximum benefit of the patient.

Vlog: https:/m.youtube.com/watch?v=1XZwdcPBsdc

Some of the information discussed in the video has been superseded by revisions
to the NHS Standard Contract 2018-19, but the video remains a useful tool to
stimulate thinking about how to manage situations and issues in a collaborative
way.

Full case study: https:/www.england.nhs.uk/gp/case-studies/junior-doctor-
vlogs

Contact:

Dr Sonali Kinra, GP and Vice Chair Vale of Trent Faculty of the RCGP.

Email: sonali.kinra@nhs.net

Endorsed by Nottinghamshire LMC and Royal College of General Practitioners




https://m.youtube.com/watch?v=1XZwdcPBsdc

https://www.england.nhs.uk/gp/case-studies/junior-doctor-vlogs

https://www.england.nhs.uk/gp/case-studies/junior-doctor-vlogs

mailto:sonali.kinra%40nhs.net?subject=
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Appendix A (detailed guidance)

Appendix A: Detailed guidance for CCGs and providers

Managing DNAs and re-referrals (Service Condition 6.5)

The Contract requires that a provider’s local access policy must not involve blanket administrative policies
under which all DNAs are automatically discharged; rather, any decisions to discharge are to be made by

providers on the basis of clinical advice about the individual patient’s circumstances.

1. Review the provider’s local access policy and check that it meets
the Contract requirement that “any decisions to discharge patients
after non-attendance are made by clinicians in the light of the
circumstances of individual Service Users and avoiding blanket
policies which require automatic discharge to the general practice
following a non-attendance”.

2. Review a sample of patient appointment letters to check that these
do not suggest that a blanket policy is being applied.

3. Review, with the provider, activity data showing DNA rates and
post-DNA outcomes by specialty, split between first and follow-up
attendances.

. Where a specialty shows a very high proportion of DNAs being

discharged, this may suggest that a blanket discharge policy is being
pursued — which can then be examined further with the provider
and the affected specialty.

Discuss with the provider how the policy is applied in practice and
what training is offered to consultants and administrative staff in
relation to the policy and confirm that, in practice, decisions to
discharge following DNA are made by consultants.

. Where % DNA rates for first attendances are high, consider further

examination to determine whether this relates to referrals to
particular specialities or referrals from specific practices.

. Where DNA rates for follow-ups are high, consider undertaking

research with patients and equality and engagement policy leads to
understand this further.
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Managing onward referrals (Service Condition 8.2 - 8.5)

The Contract allows the provider clinician to make an onward outpatient referral to any other service,
without the need for referral back to the general practice, where:

e either the onward referral is directly related to the condition for which the original referral was made or

which caused the emergency presentation (unless there is a specific local CCG policy in place requiring a
specific approach for a particular care pathway);
e or the patient has an immediate need for investigation or treatment (suspected cancer, for instance).

1. Analyse, with the provider, the pattern of onward referrals — which 4. Where appropriate, refer clinicians to the Clinical Guidelines on
specialties are making and receiving onward referrals and in what Onward Referral developed by the Academy of Medical Royal
volume? Colleges, in collaboration with partner organisations, available

at: http:/Awww.aomrc.org.uk/reports-guidance/clinical-guidance-

2. Review the findings to identify learning opportunities in primary onward-referral/

care (appropriateness of first referral) or within provider specialities
(appropriateness of onward referral).

3. Where the data indicates concerns about onward referral levels,
meet with specialty clinicians and agree appropriate action.



http://www.aomrc.org.uk/reports-guidance/clinical-guidance-onward-referral

http://www.aomrc.org.uk/reports-guidance/clinical-guidance-onward-referral
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Managing patient care and investigations (Service Condition 12.1)

The Contract makes clear that, within the context of the elements of the service which it has been
commissioned to provide, a secondary care provider must arrange and carry out all of the necessary steps in
a patient’s care and treatment rather than, for instance, requesting the patient’s GP to undertake particular

tests within the practice. Examples of this could be asking the GP to follow up urine test results, blood test
results, organise further investigations or provide prescriptions in the community for abnormal test results.

1. Ensure the provider has appropriate mechanisms in place to both 4. Consider undertaking research within general practice to understand
request tests and follow up results. whether they are aware of any issues and whether these relate to
specific services. Further steps could be for CCG and provider to
2. Ask the provider to provide evidence of follow up processes in place. review the care pathway for that service and agree any appropriate
changes.

3. Ask the provider for evidence of how it complies with Standards for
the communication of patient diagnostic test results on discharge
from hospital (https:/www.england.nhs.uk/patientsafety/wp-
content/uploads/sites/32/2016/03/discharge-standards-march-16.

pdf)




https://www.england.nhs.uk/patientsafety/wp-content/uploads/sites/32/2016/03/discharge-standards-march-16.pdf

https://www.england.nhs.uk/patientsafety/wp-content/uploads/sites/32/2016/03/discharge-standards-march-16.pdf

https://www.england.nhs.uk/patientsafety/wp-content/uploads/sites/32/2016/03/discharge-standards-march-16.pdf
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Communicating with patients and responding to their queries
(Service Condition 12.2)

It is important that providers take responsibility for managing and responding to queries received from
patients. The Contract requires providers to put in place efficient arrangements for handling patient queries

promptly and communicate the results of investigations and tests carried out by the provider to patients
directly.

1. Ask the provider to provide evidence about how it publicises
arrangements for responding to patient queries in patient letters
and on its website.

2. Consider undertaking research with practices to understand if
they are aware of any issues and whether these relate to particular
specialties. Discuss with the provider and agree any appropriate
changes and or equality and access issues.
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Discharge summaries and clinic letters (Service Condition 11.3 - 11.7)

The contract sets out clear requirements on providers in terms of the provision of discharge summaries and

clinic letters to general practice.

1. Ask the provider to confirm whether it has implemented an 3. Where no electronic system has yet been implemented, accessing
electronic system for communicating discharge summaries and comprehensive monitoring information is likely to be difficult - so
clinic letters to the general practice. If no system has yet been agree with the provider, as part of the initial action plan, to carry
implemented, agree with the provider a commitment to a timescale out a rolling programme of audits, potentially at both the hospital
for implementation as part of the initial action plan; if a system end and the general practice end, to understand the relative
exists but has only been partially rolled-out, get commitment to full performance of different specialties - and then agree targeted
implementation to a specific timescale. improvement plans.

2. Where electronic transfer systems are in place, ask the provider for
ongoing monitoring information, by specialty, on the timeliness
of discharge summaries and clinic letters, relative to the Contract
requirements.

.O.....
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Medication and shared care protocols (Service Condition 11.9 - 11.10)

The Contract allows the period for which the provider must supply medication to be determined in a local

policy, but this must at least cover a period of no less than 7 days (unless a shorter prescription is required
clinically).

1. Ask the provider what has been done to make sure that
a) clinical staff are aware of the requirements and that a supply of
FP10s (prescription notes) are available in clinics and on wards; and
b) consideration of a patient’s need for a prescription is built into
discharge planning processes.
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INTRODUCTION GUIDANCE CASE STUDIES DETAILED
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Appendix A (detailed guidance)

Fit Notes (Service Condition 11.11)

Where there is an appropriate opportunity (on discharge from hospital or at clinic), the Contract requires that
provider clinicians must issue fit notes to appropriate patients. It is acknowledged that current legislation

does not allow non-medical clinicians to write a fit note.

1. 1. Ask the provider what it has done to make sure that
a) clinical staff are aware of the requirements;
b) consideration of a patient’s need for a fit note is built into
discharge planning processes; and
) a supply of fit notes is available on wards and in clinics.
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This information can be made available in alternative formats, such as easy read or large print,
and may be available in alternative languages upon request. Please contact 0300 311 22 33 or
email: england.contactus@nhs.net
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E DHodgson@bma.org.uk

To all CCG chairs in England
8 October 2018

GP practice staff pay 2018

Dear Sir/Madam

This year the government in England decided on a two per cent uplift for GPs and practice staff from April
2018. In addition to that, the Secretary of State announced that a further one per cent uplift would be
made available from April 2019; effectively a three per cent uplift with one percent being delayed by 12
months.

The governments elsewhere in the UK have recognised the importance that a fair pay settlement has on
the morale of the workforce and on recruitment and retention. As a result, in Scotland they have
announced that they will uplift GP and practice staff pay by three per cent whilst in Wales they have
implemented the DDRB recommendations in full, thereby awarding a four per cent uplift to GPs and
practice staff from April 2018.

| am sure you share my concern about the recruitment and retention crisis that is not only impacting GPs,
but also their practice staff. The difference in pay awards between staff on Agenda for Change and the
GP practice workforce, who are increasingly working alongside one another, will undermine morale in
your practices and make staff recruitment and retention worse.

With the Secretary of State reiterating his commitment to general practice at the recent Conservative
Party Conference, | am writing to you to seriously consider funding the additional one per cent of the GP
practice pay award backdated to April 2018 rather than from April 2019, so ensuring that every GP
practice in your area can make a three per cent uplift to practice staff this year. As the Secretary of State
announced, this funding will be made available to CCGs next year and therefore this will not be a
recurrent cost to CCGs, simply a one-off payment for 2018.

As a CCG you will have committed to fund the agreed uplift for all staff on the Agenda for Change
contract and | therefore hope you can see how important it is to do the same for all staff working in GP

practices. The GPs and practice staff in your area deserve nothing less.

I would be grateful if you could confirm your decision by email to info.gpc@bma.org.uk

Yours sincerely

Dr Richard Vautrey
GP Committee England Chair

Registered as a Company limited by Guarantee. Registered No. 8848 England.
Registered office: BMA House, Tavistock Square, London, WC1H 9JP.
Listed as a Trade Union under the Trade Union and Labour Relations Act 1974.
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GPC UK meeting

GPC UK held its meeting on Thursday 20 September. The following issues were discussed at the meeting:

e Nation and Policy Leads update

e Contract negotiations

e NHS England Consultation on contracting arrangements for Integrated Care Providers (ICPs)
e NHS Digital Investment in General Practice report

e Recognising GPs as specialists

e  GPC UK Committee monitoring

Issue 2

The next meeting of GPC England will take place on Thursday 15 November 2018 and the next GPC UK will take place on

Thursday 21 March 2019.

GPC Executive and GPC policy leads confidential update

Please see the attached (appendix 1) which is an update that summarises developments since the last meeting of GPC. These

updates are produced on behalf of the GPC Executive across each of the nations and the GPC Policy Leads.

NHS England consultation on contracting arrangements for Integrated Care Providers

(ICPs)

The committee discussed NHS England’s consultation on contracting arrangements for Integrated Care Providers. It was noted

that the BMA’s response was being reviewed by the legal department and would be circulated to the committee in due course.




https://www.engage.england.nhs.uk/consultation/proposed-contracting-arrangements-for-icps/
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Recognising GPs as specialists

The committee discussed a proposal to refer to GPs as ‘Consultants in Primary Care’ as part of the debate on recognising general
practice as a specialty. The BMA, alongside the RCGP, has consistently supported the recognition of GPs as specialists. It was also
noted that the independent review of the GP Partnership model would be looking to push for such a change with the GMC.
Whilst the discussion remains ongoing, it was recommended that wider views be sought from medical students and GP trainees.

NHS Digital Investment in General Practice report

The committee received the newly published Investment in General Practice report by NHS Digital. It was noted that 2017/18
had seen £10.2bn invested in general practice (excluding drug reimbursement & GPs in A&E) in England, which represented
8.1% of the NHS budget and therefore fell £3.6bn short of the BMA’s target level of investment (11% of NHS budget). The
committee expressed serious concern that the proportion of the NHS budget going to general practice in England, excluding the
reimbursement of drugs, had fallen from 9.6% in 2005/06 to 7.4% in 2013/14 and was now 8.1% in 2017/18.

GPC UK committee monitoring

The committee received a presentation and report on their monitoring data for the 2018-2019 session, comparing proportions
on gender and ethnicity data for GPC UK, with the wider GP BMA membership and the GP workforce across the UK. The report
also highlighted issues in terms of trends over the past three sessions. This report forms part of a pan-BMA programme of work
addressing under-representation across the BMA membership and representative structures, which will also support the work
being done by GPC UK to address representation issues, particularly in terms of gender, within the committee itself. If you would
like to know more about this work, please get in touch at info.eic@bma.org.uk.

Preventing children’s tooth decay — England

We have been working with the Chief Dental Officer for England to highlight our concerns about the impact of poor dental
health - taking forward ARM policy. Our activities have included media work to raise the profile of this issue. The Chief Dental
Officer has also produced a set of online resources, for the wider Health and Social Care and Early Years workforce, to support
oral health promotion for children aged 0-2 years in non-dental settings. This includes posters, leaflets and other resources (eg
Apps, videos, guidance) for the public, patients, parents and carers. The resources are available to download and use here.

Women in Academic Medicine Conference — Friday 12 October 2018

This exciting one-day conference aims to celebrate and promote the role of women in academic medicine, in particular, in the
development of policy at every level. The conference will provide a national forum for female medical academics to raise issues,
share experiences and celebrate achievements with the aim of supporting and empowering female academics. The conference
is also open to public health doctors and more information can be found at the following link:
https://www.bma.org.uk/events/2018/october/women-in-academic-medicine

Sessional GPs e-newsletter - UK

The September issue of the sessional GP newsletter includes an article on the updated FAQs for state- backed indemnity for GPs
by Matt Mayer, Sessional GPC exec and Mark Sanford-Wood, GPC exec. The newsletter also includes an article by Zoe Norris on
pay uplifts and DDRB, including a template letter for salaried GPs to take to their practice. Read the newsletter here.

LMC observers at GPC meetings - UK

LMC observers are welcome to attend GPC meetings. If your LMC would be interested in sending an observer, please contact
Kathryn Reece (kreece@bma.org.uk). A maximum of three LMC observers may attend any one meeting.

The date for the 2018/19 session for GPC meetings are below. Meetings will commence at 10:00am and will usually finish at
5:00pm (never later than 6:00pm).

GPC England Thursday 15 November 2018 BMA House, Tavistock Square, London WC1H 9JP
GPC England Thursday 17 January 2019 BMA House, Tavistock Square, London WC1H 9JP
GPC UK Thursday 21 March Northern Ireland — To be Confirmed

GPC England Thursday 18 July 2019 BMA House, Tavistock Square, London WC1H 9JP
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Please note that all travel and other expenses for LMC observers should be met by the relevant LMC.

Dates for your diary
A reminder of the forthcoming dates for LMC conferences as per our email of 28 June:

LMC England conference — Friday 23 November at the Mermaid, London.
LMC Secretaries conference — Friday 14 December at BMA House, and
LMC UK conference — the afternoon of Tuesday 19 and a full day on Wednesday 20 March in Belfast.

Exact start and finish times and more details will follow in due course.

Deadlines for submitting conference motions
LMC Conference, UK — Midday 13 December 2018

More details including how to submit your conference motions will be sent out in due course.

LMC access to the BMA website - UK

BMA

It has been drawn to our attention that some LMCs may be having difficulty accessing the BMA website. All LMCs do have
access, but need to use the login details registered for submitting conference motions. This may, however, be an individual’s

email address, registered to input conference motions only.

If you wish to create an office account, using the office email address as part of your login and a password that everyone can
use, or if you are unsure of your current login details and password, please email Karen Day at kday@bma.org.uk and she will

email you your relevant information.

LMCs — change of details - UK

If there are any changes to LMC personnel, addresses and other contact details, please can you email Karen Day with the

changes at kday@bma.org.uk.

GPC England next meets on 15 November 2018. LMCs are invited to submit items
for discussion. You may like to review these, beforehand, with the
representatives in your area who serve on the GPC. The closing date for items

for the GPC England meeting is 8 May 2018. It would be helpful if items could be
emailed to Kathryn Reece at kreece@bma.org.uk. You may also like to use the
GPC'’s listservers to exchange views and ideas.
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GPC News

LMCs are reminded that their regional representatives can provide more detailed information about the
issues covered in GPC News, and other matters. Other members of the GPC would also be pleased to accept
invitations to LMC meetings wherever possible. The secretariat can also provide a written background brief if
required, but it would be helpful to have such requests well in advance of your meetings.

Finally, if LMCs require assistance on local issues, they can also contact the BMA’s local offices. Their details
are available on the BMA website.

This newsletter has been sent to:

Secretaries of LMCs and LMC offices
Members of the GPC

Members of the GP trainees subcommittee
Members of the sessional GPs subcommittee
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Foreword by Dr Nigel Watson, Chair of the
Review

== General practice is recognised as the foundation of and the front
) s 3’ door to the NHS. Over 85% of doctor-patient contact occurs in

' general practice,’ ensuring the health and wellbeing of our
communities.

The Partnership Review was established because general practice
and GP partners are facing major challenges. | accepted the role
as independent chair of the review because | strongly believe that,
despite the headline challenges of a rising workload and changing
workforce, the partnership model is not dead. | have worked closely
with and been supported by the General Practitioners Committee of
the BMA, the Royal College of General Practice, the Department of
Health and Social Care and NHS England.

Over the last four months, | have travelled to many different parts of the country and met a
wide variety of people and organisations. | have visited a large number of practices: some
who are performing really well despite the challenges, and others who are really
struggling. It is essential that we fully understand these challenges and develop solutions
that will make a significant difference to frontline general practice.

General practice must retain its core and unique strengths: providing high quality care,
with the continuity of care that patients value and that results in better outcomes for
patients. Practices must offer good access to a range of services, that are appropriate to
their populations, and must engage effectively with other local providers. As the front door
of the NHS, general practice also has a responsibility to use resources appropriately and
wisely.

These strengths can be a feature of small practices as well as larger ones. What is clear is
that practices cannot thrive if they work in isolation, and that there is an increasing role and
potential benefits for practices and providers who can work together to support natural
communities of care.

The first stage of our review has provided us with consistent messages about the
challenges that GP partnerships face. This stage is near completion, and we now move to
address the challenges and develop a number of recommendations that could make a real
difference to general practice, our patients and communities, and the wider NHS.

While | have been asked to make recommendations to revitalise the partnership model of
General Practice, it is difficult to separate this from issues that more broadly relate to the
future of general practice. For example, addressing the issues of workload, workforce and
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risk would give confidence to newly qualified GPs, who might then become partners in a
practice. This could also reduce the rate at which experienced GPs and GP partners are
leaving general practice.

This report details much of what we have heard and has allowed us to distil the most
important factors that we need to develop in our final report, which will detail our
recommendations.

Over the next three months, we will move to the next stage of our work, which will include
wide consultation; we would welcome your contributions to the review. Details are
available at the end of this document.

| would personally like to thank all those who have contributed to the review so far,
whether that is by giving up their valuable time, sharing their views, inviting us to their
practices to discuss the challenges they face, or emailing us with their concerns, ideas and
expectations. It has been a real privilege to meet with so many people and see so much
fantastic care and commitment to patients and communities. This can be seen in the most
challenged places, as well as in those that are doing better.

While it is clear to me that general practice and the partnership model are fragile at the
present time, and doing nothing is not an option, | retain the optimism that | set out in our
Key Lines of Enquiry earlier this year: this is our future, and it is up to us to shape it.

Dr Nigel Watson

Independent Chair GP Partnership Review
GP and Managing Partner, the Arnewood Practice, New Milton, Hants
Chief Executive, Wessex Local Medical Committee

Member of the General Practitioners Committee of the BMA
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Executive summary

The partnership model of general practice has been the foundation of the NHS for over 70
years. The evidence from around the world shows that healthcare systems that have
invested in primary care have better outcomes, with greater patient satisfaction delivered
at a lower cost.

General practice is at the very heart of primary care and, therefore, the NHS. It is
essential, when we look at the challenges that NHS faces, with an ageing population, more
people with long term conditions, and the inevitable rise in demand, that we look to support
and invest in general practice and the wider primary care team, and not just hospitals.

General practice is facing some major challenges, with declining numbers of GPs
(excluding locums and trainees), with low morale, increased levels of stress, mental health
problems and burnout, working days getting longer and the complexity and intensity of
work increasing.

The traditional services that have, in the past, formed part of the primary care team are no
longer part of the practice team in most areas, and the fragmentation has led to
inefficiencies, duplication and less effective care delivered to our patients.

During our visits and engagements with a large number of GPs, Practice Managers,
Practice Nurses and others we have heard consistent messages:

e The workload is a major factor in the current problems with recruitment and
retention

e The workforce is inadequate to deliver the care that is needed

e The risks of being a partner outweigh the benefits and the reasons for this are
premises, the cost of medical indemnity and unlimited liability held by partners.

o There is uncertainty about the future of general practice which contributes to the
recruitment and retention issues

e General practice reports that it is adversely affected by underprovision of
community nursing services, and community mental health services, which has an
impact on workload. These services are less integrated with general practice than
they were a generation ago, leading to inefficiencies and fragmented care

e The resources that are invested in general practice or primary care, all too often
are not seen to support the frontline delivery of care and are bundled up in small
packages which are often seen as too difficult to bid for. The bidding process is
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over-burdensome and the delivery is so tied up with bureaucracy it is deemed to
be not worth it

During our visits around the country, we were privileged to see a wide range of practices,
and saw areas that are really struggling such as Plymouth, Folkstone and Bridlington, in
addition to other practices who are delivering high quality care and are truly inspirational in
how they are doing this.

This report starts to explore the potential solutions that will revitalise the partnership model
of general practice. These include for example:

e Workload — address the workforce issues. With a larger and more diversified
workforce, we could start to turn the tide. There needs to be an increased focus on
preventing disease, investment in prevention of complications of existing long-term
conditions (for example, from diabetes and cardiovascular disease), and more
self-care and self-management, with the use of technology to support patients

e Workforce — increase GP numbers by making general practice a better place to
work, making partnership more attractive than being a locum, expanding the multi-
professional team working with and supporting GPs. Also embedding existing
community staff within general practice and creating the opportunities for working
as a single team. Creating primary care networks that will support practices, and
use more of the existing resources to deliver frontline care, will support the
workforce

e Risk — address the risk of lease holding and property ownership, introducing a
comprehensive state backed indemnity scheme and addressing the issue of
unlimited liability

e Status — GPs need to feel valued by more than just their patients - by politicians
and the wider NHS. The GMC needs to recognise general practice as a speciality
and legislation is required to deliver this. Medical students need to spend more
time in general practice, and placements need to be funded at the same rate as
hospital placements. There should be more placements created in the community
for GPs in training, ensure more hospital trainees spend time in general practice,
and that all foundation trainees have a period of their training in general practice

e System leadership — general practice must be part of any system's senior
leadership voice. To continue to ignore this will mean existing barriers continue,
and the hope of ending the fragmentation and organisational barriers will not be
realised
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The potential that sits within the partnership model needs to be unleashed, as this will
benefit our patients and the wider NHS. To achieve this, we need support from the NHS
and partnerships to engage and lead the transformation to a better future.

Places the review visited are doing some amazing things, and could do so much more with
even greater support. There is the potential, in a future system, for primary care, if properly
supported, to achieve its full potential.

In summary, general practice needs to be valued; it is vital to the future of the NHS and
rests on the partnerhsip model.
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Introduction

The previous publication 'The Key Lines of Enquiry' stated:

"International evidence has repeatedly shown that, in countries who have well
developed primary care, the population generally live longer, experience better
health, and see lower overall healthcare costs with a lower level of medication
usage. General practice has been described as ‘the Jewel in the Crown’ of the
NHS, and it has been said that ‘if general practice fails the NHS will fail’. Demand
for services is increasing across the NHS, and | believe that general practice and
primary and community care are absolutely vital in ensuring the stability and
sustainability of the health service.

The evidence could not be clearer that if we want a cost-effective NHS that
provides the best possible outcomes for our patients and the population, this must
be based on high quality, stable and sustainable general practice built on the
registered list of patients."

In the UK, the partnership model has underpinned general practice since before the
establishment of the NHS. This model is a major component of the success of English
general practice. In recent years, partnerships have become less popular with GPs and
there is a risk that, if the model is lost, general practice and the patients and communities it
serves will suffer. Therefore, it is important to consider the strengths of the partnership
model of general practice, and what value the model offers above and beyond a salaried
alternative. From our engagement work, we have been told that some of the strengths of
partnerships are:

e Freedom to innovate
e Ability to implement change at pace

¢ Relative autonomy in decisions relating to patient care (or the ability to act
relatively independently as a powerful advocate for patients)

e Being part of a community and being accountable and responsible to that
community

e Desire to succeed as a business owners
e Value for money

General practice is diverse in terms of practice size, the type of contracts practices hold
(General Medical Services (GMS), Personal Medical Services (PMS) and Alternative
Provider Medical Services (APMS)) and in the populations they serve. The partnership
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model has developed in an equally diverse way. The flexibility of the model enables
partners to develop their interests. For example, in larger practices, some partners may
focus on clinical care, and some may focus more on the business side. Regardless of the
area the partner focuses on, they will have an interest in setting and delivering strategy,
creating a conducive culture in the practice, and in being part of the community.

Terms of reference for the review

As previously announced?, the GP Partnership Review will consider and, where
appropriate, make recommendations, in the following areas:

1) The challenges currently facing partnerships within the context of general
practice and the wider NHS, and how the current model of service delivery meets
or exacerbates these;

2) The benefits and challenges of the partnership model for patients, partners,
salaried GPs, locum GPs, broader practice staff (practice nurses etc) and the
wider NHS;

3) Drawing on 1) and 2), consider how best to reinvigorate the partnership model
to equip it to support the transformation of general practice, benefiting patients and
staff including GPs.

The recommendations should be focused, affordable and practical.

Key lines of enquiry

In July 2018, the review published Key Lines of Enquiry®. Alongside a clear message of
support for the strengths of the partnership model in general practice, and its role in the
current and future health and care systems, the Key Lines of Enquiry identified four
themes. These were workforce, workload, the role of general practice in local healthcare
systems and business models. The document set a number of key questions for each
theme.

It was intended that these questions would develop over the course of the review, as the
Chair engaged with both the partner organisations to the review process (including the
Department of Health and Social Care (DHSC), NHS England, Royal College of General
Practitioners (RCGP) and General Practitioners Committee of the BMA (GPC), and those
with an interest at the frontline. The diagram below depicts the chain of processes involved
in the production of this interim report.
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Figure 1: Timeline showing the working processes involved in producing this interim report

Interim report

This interim report sets out a summary of engagement activity to date, and the wide range
of evidence and experiences which have been shared with the review. It then describes
the developing thinking in relation to each theme in light of the evidence received and
ongoing policy developments in these areas. The report also highlights some further
overarching issues of relevance to the review, which were identified as important
additional considerations: for example, digital and technology, and status and morale.

Related developments

The Partnership Review is not taking place in isolation. As highlighted in the Key Lines of
Enquiry, a number of linked but independent pieces of work are currently underway,
including: the Long Term Plan for the NHS, the GMS Contract negotations; the
introduction of state-backed indemnity; a review of GP premises; and the ongoing
implementation of the Next Steps on the NHS Five Year Forward View and the General
Practice Forward View.

10
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Long Term Plan

Following the Government's announcement of an additional £20bn for the NHS, NHS
England is developing a Long Term Plan.* The support and development of general
practice and primary care is critical in the development of the plan.

GMS Contract

Negotiations on the 2019/20 GMS contract are ongoing. NHS England has indicated that it
wants to work with the GPC to reform the GMS Contract. The specific areas that have
been identified for negotiations are the state-backed indemnity scheme, reform of the
Quality and Outcome Framework (QoF) and the development of Primary Care Networks.

State-backed indemnity

The rising cost of medical indemnity has been cited to the review as a major reason for
GPs leaving the profession prematurely, reducing the number of sessions they work, and
not being prepared to undertake additional work. The Government is committed to
introducing a state-backed indemnity scheme by April 2019.

GP premises review

The review heard that the burden of premises, both real and perceived, is not only putting
potential partners off joining a practice, but can also be a reason for existing partners to
leave partnership or even the profession.

In response to concerns about premises and estates, NHS England announced a review
into General Practices Premises Policy. A Call for Solutions has recently concluded, and
recommendations are due early 2019 at the latest.

NHS England's Five Year Forward View and General Practice Forward
View

The General Practice Forward View and the Next Steps on the NHS Five Year Forward
View described new models of care based around communities with general practice at
the heart of them, focused on population health. The General Practice Forward View
committed to investing a further £2.4 billion a year by 2020/21 in general practice services.
NHS England have recently reported that they have achieved that level of funding to
support general practice. While there has been progress on implementing policies set out
in both documents, the review has heard about difficulties in accessing funding, and a
need to have more of this invested recurrently to expand the workforce and support the
delivery of care.

1"
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Our engagement process

The review team would like to thank all those who hosted the Chair and the team on visits,
all those who have sent their thoughts and evidence to the review so far, the numerous
Local Medical Committees (LMCs) for their support in spreading the word about the
review, and who have hosted discussion sessions on behalf of the review.

Overview of our engagement process

Since June, the team has been travelling across the country to meet with partnerships and
practices of all shapes and sizes, to hear from practice staff on the ground about the
challenges, the solutions they have developed and their proposals for change. The team
has seen over 20 practices, in a range of urban and rural settings, with practice list sizes
from 7,000 to 360,000. Alongside this, the Chair has hosted a number of roundtable
discussions facilitated by LMCs.

The review has received written evidence in response to the Key Lines of Enquiry from a
range of parties (including GPs, partners, trainees and medical students, practice
managers) and organisations from other industries, including accountancy, legal services
and banking. The review has also established a stakeholder reference group who have
met in person and virtually, to support the development of recommendations.

Areas visited

Birmingham

Devon

Kent

London

Nottingham

Sunderland A

Humberside

Harrogate A

Cheshire A

Bristol

Taunton A

Hampshire A o -

Worksop

Figure 2: Areas visited through engagement on Key Lines of Enquiry
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Evidence received

As of 7 September 2018, the review had received a total of 300 written responses to the
Key Lines of Enquiry from a range of stakeholders (Figure 3). The feedback has ranged
from moving personal accounts of the challenges faced by individual GPs, to detailed
technical responses to questions posed in the Key Lines of Enquiry. The majority of
responses were from individuals but responses were also received from practices, LMCs,
the National Social Prescribing Student Champion Scheme and clinical commissioning
groups (CCGs).

RESPONSES TO THE KEY LINES OF ENQUIRY

Unknown
6%

& GPs excluding
partners
25%
Other
19%

Trainee
3% =
Practice manager GP partner
10% 37%

Figure 3: Chart showing responses to the Key Lines of Enquiry by role

Analysis of responses

A thematic analysis was conducted on the responses received, which included a
qualitative review of the correspondence. These were also divided into two strands:
concerns and proposed ideas for solutions. Following this, the key words were grouped
into themes. Once key themes were identified and agreed for each strand, the relative
weight and importance of themes in the responses could be quantified. The figures below
describe the most common concerns and the top suggested solutions from all responses
(Figure 4 and Figure 5).
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Figure 4: Graph showing ten most common concerns raised by respondents to the Key
Lines of Enquiry
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Figure 5: Graph showing ten most suggested solutions raised by respondents to the Key Lines of
Enquiry
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Next steps

The review will continue a programme of face-to-face engagement across the country
following the publication of this interim report, as the Chair develops his final
recommendations. Details of these events will be publicised in due course.

The review continues to welcome written evidence, particularly in light of the content of this
report, and the emerging areas for further consideration and potential solutions.

The review also intends to focus particularly on engaging further with patient groups,
professionals in social care and locum GPs.

15





GP Partnership Review: Interim Report

The role of general practice in the local
healthcare system

Background and key lines of enquiry

The Key Lines of Enquiry acknowledged the unique place that general practice has within
the community, and asked how partnerships could play a more significant role within the
local health system.

During our engagement, the review has witnessed increasing collaboration both between
practices and also between practices and other parts of the system. Ways of working
collaboratively and at scale are maturing across England and have many benefits for both
patients and partnerships.

A recent progress update on the General Practice Forward View from NHS England states
that 5000 practices are part of Primary Care Networks (PCNs)° but there is ongoing
discussion to determine how these and similar structures can best be operationalised to
address the needs of their local populations and support the partnership model as it exists
in both larger and smaller practices.

\

‘It is our experience that encouraging groups of
practices to work together across an area where they
are all challenged, such as workforce, has helped
enormously’

Respondent to Key Lines of Enquiry

Developing our thinking

Responses to the Key Lines of Enquiry suggested some level of fatigue with change in
general practice and the health system architecture. One respondent wrote of having seen
‘several false dawns’, and there is undoubtedly a history of policy initiatives both
promoting, and sometimes preventing, collaboration within local healthcare systems.

A number of areas have emerged from the engagement for further consideration at this
stage in the review process.
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e Partners as system leaders
e Working at scale

o Barriers to working closely with the local health system

Partners as system leaders

It is the view of the chair, drawing on responses to the Key Lines of Enquiry, that there is a
clear case for partnerships working collaboratively to be the building blocks and leaders of
the local healthcare system.

Practices are responsible for the vast majority of daily contacts with patients, providing a
wide range of services and utilising and connecting with many more. The relationships
GPs form with patients, and often with generations of patients, and the local insight that
lodges in a practice’s institutional memory are unrivalled by secondary care and
community services.

Despite this, general practice, as a provider, does not routinely have a ‘seat at the table’
for system leadership discussions. For example, despite being members of CCGs, many
practices feel that they do not have much influence over these organisations’ strategic
decisions. Additionally, many GPs told the review that they did not feel any sense of
involvement or inclusion in their Sustainability and Transformation Partnerships (STPs),
and felt that their STPs were too focused on hospital based care: that the majority of
senior leaders were from acute trusts with little or no representation from general practice
taking place.

The difficulty of synthesising the disparate viewpoints of numerous practices is a cause of
the lack of GP perspective in these conversations. Working together, general practice
could develop a shared view and with joint working across a network, which would be
easier for organisations to engage with. LMCs and practices working at scale is a way to
give a united voice for general practice. Further consideration needs to be given to
exploring the potential for GPs, working in partnership, to take a system leadership role
here.
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Working at scale

Working at scale: the context®

Practices have been working together since the 1980s. Following the 1989 White Paper,
Working for Patients” (Department of Health 1989), Medical Audit Advisory Groups were
created, designed to bring practices together and facilitate district-wide care. During the
1990s, various initiatives developed out of the Fundholding Scheme, which involved
practices purchasing and providing services across a given geographical area. Around the
same time, Out of Hours Co-operatives came about as the result of increasing demand for
out-of-hours services.

A change in government in 1997 resulted in the institution of Primary Care Groups that
commissioned primary care and served more than one practice, with many covering a
population between 50, 000 to 100, 000 people. These were GP-led commissioning bodies
that later evolved into Primary Care Trusts, and, most recently, following the 2012 Health
and Social Care Act, CCGs. Practice-Based Commissioning, the creation of Federations,
and Primary Care Home have been recent attempts to encourage network-like agents. In
2014, the responsibility to commission primary care was delegated from NHS England to
many CCGs.

Many practices are already working either as part of a network or closely with
neighbouring practices. How they do this varies across sites.

It is clear from responses to the Key Lines of Enquiry for the review that practices are
predominantly motivated by providing quality care to their patients and improving health
outcomes. Working at scale will be able to support delivery of this ambition through
providing:

e Care closer to home

e Joined-up knowledge between services through improved use and sharing of data,
with the potential for reducing hospital referrals

¢ Increased access and patient choice

The General Practice Forward View and the Next Steps on the NHS Five Year Forward
View described working at scale via new models of care focused on communities and
population health, with general practice at the heart of these. There are many evolving
models around the country which are supporting practices, providing new opportunities for
GPs, and also providing more care closer to patients' homes using an expanded multi-
disciplinary team. These groupings are typically geographically based, consisting of one or
more practices working in partnership with community services and social care to work in a
more integrated and sustainable way. They have a variety of names including
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neighbourhoods, clusters, natural communities of care, primary care homes, and Primary
Care Networks (PCNSs).

The successes achieved by existing collaborations are perceived to be the result of
following behaviours —

e sharing of skills and resource, both between practices and between general
practice and other providers within the healthcare system

e working across larger geographical areas and larger patient lists

e innovation, and willingness for general practice settings to provide care
traditionally provided in hospitals

Primary Care Networks

Primary Care Networks (PCN) are not merely GP Networks; they will involve health and
social care professionals working together as a locally based, multi-disciplinary teams.
PCNs have the potential to improve quality and improve efficiency. The PCN must support
general practice in terms of workload, and expanding the workforce. It will then help with
recruitment and retention, making general practices more resilient and a better place to
work. PCNs also have the potential to be vehicles for the implementation of change at a
scale, not only supporting general practice but also addressing much of the demand for
hospital-based care. This blog explores the potential of a PCN to support general practice
and primary care.

Services provided at network level that are not embedded in practices

Services provided through network and embedded in practices
Social Care
Social Prescribing
Health Coaches
Physiotherapy

Bxtended acopa p - Network Leadership

Diabetes

MSK

Dementia
Respiratory Care GP Practice GP Practice

Extended Scope Practitioner
Dermatology
Frasity
/ Paediatrics
Cardiovascular
Urgent care

GP Practice GP Practice

Business intelligence [ AP
via CSU and public Hos
health -

Figure 6: One possible model for a PCN and the services it could work with, based on
examples and feedback shared with the review

The menu of service offers made by a PCN might be divided into:
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e Services best offered at practice level. For example, a pharmacy team — working
with GPs, community and hospital pharmacy to reduce polypharmacy, managing
medication queries and supporting the management of long term conditions

e Extended scope practitioners, based either in or out of the practice, working in
close partnership with the general practice team and network. For example,
diabetes care consisting of extended scope GPs, trainees, specialist nurses and
led by a specialist; creating and managing care plans using the patient's GP
record, without the need for separate referrals

e Shared services and resources based outside of practices which can be accessed
across the network. For example, health coaches or voluntary sector services. For
staff this could improve access to training and support

Case study: Integrated Clinical Pharmacy teams — West Hampshire CCG

These teams were established in 2016 as part of the collaboration between the CCG and
the Vanguard Pilot. The service was embedded in GP practices, with a focus on
pharmacist-led clinical medication reviews for high risk patients, e.g. frail elderly, patients
with multiple long-term conditions, care home residents, patients on multiple medications
(starting with those on nine or more drugs), and those at high risk of admission. Key to this
initiative is that the pharmacists are employed by the CCG and not the practice. They work
for the practice, but not in isolation as the pharmacists work with their colleagues in other
local practices and form a strong link with the community and hospital pharmacists. The
aims of the initiative were to:

1. Support primary care workload
2. Improve patient experience and outcomes with medicines.
3. Deliver financial sustainability and reduce wasted medication.

Outcome measures have demonstrated these objectives have been met and have also
demonstrated a return on investment of £2 for every £1 invested for all practices and £4
for every £1 in some larger practices. There has been a demonstrable saving of both GP
and nurse time, many examples of improved quality and safety (especially with the focus
on discharge medication) and patient benefits have been realised.
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Case study: Citizens Advice in practices — Derbyshire

Advice is available in 98 practices acorss Derbyshire. This is a long-standing programme,
originally commisioned by the NHSE and now by Derbyshire County Council. This is
delivered by 4 Citizens Advice in partnership.

People are signposted or referred by GPs or health professionals in the practice. In some
locations, the appointments are managed by reception staff within the GP practice,
integrating this into the services offered by the GP practice. Popel who attend the GP
surgery can also book appointments directly.

Perceived barriers to working closely with the local health system

Administrative and financial burdens

The key perceived barriers to the implementation of collaborative local healthcare systems
for most practices, as shared with the review, seem to be related to finances and
workload. Many respondents to the Key Lines of Enquiry were concerned by the prospect
of coordinating scant resources across a wider patch.

\

They often lump together things for convenience of
CCGs/PH that [...] are set in a way that is detrimental
financially as the money doesn’t follow the patient. The
Practices/locality are also being left with the admin

Respondent to Key Lines of Inquiry /

However, the review has also heard and seen that there can be solutions to these
challenges. Functions such as HR, and some administrative staff, could be employed
centrally by a network, with a single point of access, staffed by shared receptionists.
Support with legal and financial intelligence could also come from existing organisations,
such as CCGs and Commissioning Support Units.

Continuity of care

Continuity of care is a priority for many patients and practices. Responses to the Key Lines
of Enquiry revealed some concern around the potential anonymity of larger systems and
the loss of continuity of care.
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KThe area of Bristol that | am a partner in a practice at
has 4 small/medium sized practices and patient
satisfaction is significantly higher in these small
partnership models than the merged mega practices
and those with 15K+ patients.'

Gespondent to Key Lines of Enquiry

It is well-recognised that continuity of care not only improves outcomes but it also
improves patient satisfaction and is valued by GPs and other members of the clinical team.
One of the many perceived strengths of the partnership model is its local insight, and the
relationships this allows with communities.

Some larger practices are creating ‘micro teams’ within their practices to address the issue
of continuity of care. These teams would typically be responsible for 5-6,000 patients,
consist of three to four GPs, practice nurses, and have administrative support. They would
know their patients well, particularly those with most need, and deliver the continuity
needed. This does not mean other members of the practice could not support the micro
team; input could come from, for instance, a specialist in diabetes or chronic obstructive
pulmonary disease (COPD) or through access to practice screening.

Next steps

The Chair will continue to input into the development of primary care networks, working
alongside NHS England.

22





GP Partnership Review: Interim Report

Workforce

Background and key lines of enquiry

In December 2016, the BMA published the results of a survey® which found that three in
ten GP partners (31%) have been unable to fill GP vacancies in their practices (excluding
locum cover) in the last 12 months. The number of practice nurses has remained fairly
stable for a number of years - however, around a third of these staff are now over 55 years
old.®

The latest data on the GP workforce shows that the number of GPs (excluding locums,
FTE) has fallen by over 1,300 GPs in two years (between March 2016 and March 2018).
This is also reflected in the number of GP partners (FTE), which has fallen by 1,796 (8%)
over the same period - a reduction of 1,563 partners (headcount). In addition to this, a
large proportion of the GP workforce is nearing retirement age. 19 CCGs currently have
more than a third of their GPs over aged 55,'° and the average age a GP first accesses
their pension is 59,'" - although, anecdotally, we know some GPs will take their pension
and return to the workforce.

However, research from the Kings Fund'? shows how the career intentions of trainees
change over time, with a larger proportion looking to become partners 10 years after
finishing training (37.15%) compared to 5 years and 1 year after finishing training (20.44%
and 3.70% respectively). This aligns with feedback the review heard from trainees: that
they were not ruling out partnership, but did not feel ready immediately after qualifying.
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Please select the statement that most closely reflects your
intentions for different stages of your career.(Please
choose one option for each point in time based on your
intended career plans) n=675
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Figure 7: Graph showing data from research by the King's Fund pertaining to career
intentions for GPs at different stages of their careers

The make-up of the workforce is also changing. The number of partners is falling as the
number of locum GPs increases. This may be for a number of reasons. For example, the
review has heard that some GPs believe the only way they can have a flexible role to fit
around childcare commitments and maintain clearly defined working hours is as a locum
GP.

General practice is, therefore, experiencing a growing workload whilst seeing a fall in the
overall workforce numbers, and practices are struggling to encourage GPs into
partnerships.

These issues are not new. In 2016, the General Practice Forward View' committed to an
increase of 5,000 GPs, an increase in GP training places, support for GPs returning to
practice, and an increase to the number of other health professionals working in general
practice by at least 5,000 (including 1,500 more pharmacists, 3,000 more mental health
therapists, 1,000 more physician associates). While it is taking time for these ambitions on
GP recruitment to be realised, the wider workforce has expanded. At the end of March
2018 there had been an increase of 4,484 FTE working in general practice (excluding
GPs) since September 2015 - within this, there was a 31% increase in FTE staff directly
caring for patients, a 3% increase in FTE nurses and a 2% increase in admin/non clinical
staff FTE."
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We are now seeing record number of doctors entering GP training, and the proportion of
training places that are filled is also increasing.®

GP training places, available and filled, by year

2014/15 2015/16 2016/17 2017/18

3,500

3,000

2,500

2,000
M Places available

1,500 m Places filled

1,000

500

Figure 8: Graph showing number of GPs entering training by year

Developing our thinking

The Key Lines of Enquiry identified an interest in exploring the barriers and motivations for
GPs considering partnership, and how introducing greater flexibility, improved work-life
balance and portfolio working opportunities for partners could improve recruitment. The
review also sought to look at opportunities to better recognise and support career
progression throughout general practice and through partnerships.

Feedback received on supporting and developing the workforce has been grouped into
four different areas.

e Expanding the workforce
e Training and development
e Working in different ways

e Incentivising entry into the substantive workforce
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Expanding the workforce

For general practice to meet the increase in demand and demographic changes, the
workforce must change and expand.

We know that one of the ways to expand the substantive GP workforce is to make general
practice a better place to work, with the working day feeling manageable, unnecessary
bureaucracy reduced, and GPs feeling valued. During the next stage of the review it will be
important to consider how these challenges can be addressed.

Training and development

The review has received much feedback about training and development for GPs at all
stages of their medical career. The interim report focusses on:

e Building confidence and skills

e Raising awareness of partnership among trainees and newly qualified GPs
e Training to prepare for partnership

e Training leaders for the future

e Career progression for partners

¢ Retaining expertise and experience

Building confidence and skills

Newly qualified GPs have told the review that they lack confidence in the future of general
practice and do not have a clear vision of what the future might look like for general
practice. They also see negative coverage in the media about general practice, which can
make general practice seem daunting and unattractive, and they may have experienced
first-hand the issues of rising workload and difficulties in recruitment and retention.

The review has heard that there is a perception from newly qualified GPs that a locum role
provides more flexibility, a better work life balance and less risk than taking on a salaried
role or partnership. However, working in this way can leave newly qualified GPs
unsupported and vulnerable, and without the peer support that exists in GP practices or
GP Locum Chambers.

It is at this career stage that newly qualified GPs might be looking to develop special
interests, improve their knowledge and understanding of the wider health and care system,
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and begin to consider taking on partnerships. It is also a time when GPs may have young
families and so need particular flexibility and a good work-life balance.

We have heard that GPs are more likely to have a GMC referral in the first 5 years and the
last 5 years of clinical practice. Newly qualified GPs are also more likely to access the
NHS Practitioner Health Programme and NHS GP Health Service, where trainees make
up 29% of the caseload, with GPs under 40 making up over 50% of the caseload.'® Newly
qualified GPs need to be better supported and should be offered roles that will encourage
them to become part of the substantive workforce.

e The review is exploring the potential for creating new posts for newly qualified
GPs. These would not be an extension of training, but would be a developmental
role based in general practice. These roles should last for more than a year and
offer a mixture of general practice, a chance to develop an interest in clinically
relevant specialties and leadership and exposure to partnerships. There should
also be the potential for some protected time for personal development, including
mentorship. The roles could offer the opportunity to work in more than one practice
not only providing an expansion of the existing workforce but also potentially
allowing some cover to allow existing GPs to have some personal development
time.

Raising awareness of partnership among trainees and newly qualified GPs

The review has heard that trainees have insufficent awareness and knowledge of the
benefits of GP partnership and in some cases are basing decisions about whether to join a
partnership on misinformation.

e The Chair has worked with Dr Nish Manek (Founder of Next Generation GP), to
produce a "Myth Buster" addressing common issues raised by trainees, members
of the RCGP First Five Committee and the GPC. The document covers subjects
such as risk, tax implications, earnings, as well as the future of the partnership
model.

Training to prepare for partnership

'‘General Practitioners have not always been given
the right training or opportunities to complement
their clinical skills'

Respondent to Key Lines of Enquiry
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Feedback received from the Key Lines of Enquiry, practice visits and LMC discussions
highlighted a current gap in GP training in relation to partnership. A GP partner has a dual
role: that of an expert generalist clinician combined with that of a small business owner.
Training is currently focused on the clinical aspects, which can leave newly qualified GPs
without suitable training or knowledge about running a business. Any training in this area is
often planned and arranged by the GP and in some cases undertaken in their own time.
There is no central support for partnership training.

e The review recognises that the RCGP and BMA offer advice to doctors, but
believe this needs to be complemented by more robust training. The review has
received a number of suggestions as to how this could be achieved: for example a
specific training module on running a business available to all GPs, or a
targeted/shortened version of an MBA. Given the important role which non-GP
partners can play in supporting the business of the partnership, this training should
not be limited to GPs.

e The Chair of the review will be working with the RCGP, the BMA, NHS England
and Higher Education England to develop this recommendation further.

Training leaders for the future

The unique role of the GP within the local community places GPs in a central role to lead
and develop local health economies. The Chair has previously described his view of the
potential for GPs to take on leadership roles across natural communities of care'”. This
could include GPs taking on leadership roles in wider community health based services.

Future GP leaders need to be equipped to take on a leadership role. The review has been
impressed by the training offer from Next Generation GP.'® As an organisation, Next
Generation GP offers six-month programmes bringing together a supportive network of
like-minded trainees and newly qualified GPs, providing a series of leadership and
networking workshops. These programmes are being rolled out across the country and
have been well attended and well-received; by August this year 500 GPs will have taken
part.
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KOne of the absolute strengths of the programme
is the access gained to really influential, wise,
experienced leaders who haven't been shy about
talking about weaknesses and downsides to
pursuing such positions.'

Newly qualified GP, LMC discussions

N

Career progression for partners

The review received feedback from existing partners about the need for recognition,
progression and development once GPs become partners.

e The Chair will be continue to work with the RCGP and GPC to consider how roles
such as associate partners or non-equity partners, common in other professions who
work in a partnership structure, could work in general practice.

Retaining talent and expertise

Repeated surveys show that the number of GPs leaving direct patient care is significant.
The largest group of leavers is those over 50. Some of these will be at retirement age, but
others will be taking early retirement. The review has heard a number of reasons for this,
including workload and pension issues. As a result, general practice is losing expertise
and experience from the workforce at a time when the profession is struggling.
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Percentage of GPs with considerable/high
intentions to leave direct patient care within
five years by age categories
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Figure 9: GPs intentions to leave direct patient care. '® To note, this is a survey of a small
proportion of GPs

The review has heard that, as GPs reach the later part of their career, they often find they
are seeing fewer people with simple, straight forward problems and see more of the older
patients with complex multiple morbidities. They take on more clinical risk and develop
skills to manage the intensity of working with this patient group.

e |tis important to ensure that these skills are recognised, and that they are not lost as
this group of GPs move towards retirement. One way of doing this may be through
resourcing protected time whereby experienced GPs towards the end of their career
undertake roles such as mentoring other GPs. There are also roles potentially linking
with community-based services and organisations, including schools, local authorities,
or primary care networks, which could all be beneficial to the community.

30





GP Partnership Review: Interim Report

Case study: Facilitated peer support programme improves GP retention by reducing
isolation and revitalising morale

GP Career Plus Scheme — Somerset Primary Healthcare Ltd. (SPH)

SPH, Somerset CCG and Somerset LMC have developed a scheme that provides six
months of paid, facilitated peer support sessions (£300 for each session attended) to
experienced GPs who are seriously thinking of leaving or who have recently left direct
patient care. The result has been that nine GPs have been recruited onto the first cohort,
with participants reporting how it has revitalised their enjoyment of and participation in
general practice. Collectively these GPs now work 15 additional clinical sessions per
week, compared to before the scheme.?

SPH administer the GP Career Plus Scheme

/7 ~
GPs can undertake
l clinical sessions (£75ph)
while on scheme with
I Somerset GP Locums Ltd
if desired. Booking of
I - sessions is made via an
Opportunity to online booking portal, Undertake
I attend 2x developed as part of the regular clinical
facilitated peer scheme sessions in
support sessions either a
Experienced I amonth overa 6 substantive role

across Somerset
or as alocum
with Somerset
GP Locums

GPs (who had month period.
either left or Organised by
thinking of SPH. GPs
leaving general received £300
practice) incentive per
session attended
N

After six months experienced
GPs can either

There are two GPs in the first cohort who had decided to leave general practice but who
are now working happily as GP locums again and two have indicated they may want to
become GP Partners again in due course.

The key to success has been inviting skilled and experienced GPs to share their
experiences and contribute to discussion about all sorts of matters relating to general
practice. The group has become an expert resource for ideas and proposals to be
considered and developed, and this productivity is likely to be far more valuable in the long
term than the modest service commitment members might otherwise have provided.
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Working in different ways

GP workload is increasing and, over the last 20 years, the working day has got longer and
more intense. GPs reported to the review that they were regularly working 12 to 14 hour
days, with many rapid clinical decisions and complex assessments. This is not
sustainable, and is contributing to the rising level of stress, burn out and wider mental
health problems in general practice.

GPs that the review has spoken to talked about how ways of working are changing. They
are looking for more variety in their careers, as well as having a better work-life balance,
and wanting to be more in control of their day-to-day work. The review heard concerns that
a more flexible way of working is not always supported by the partnership model and some
partners. Working part time is more common than ten years ago, but the sessions worked
are now often perceived to be insufficient to meet the work required. During visits, the
review heard from GPs who reduced their working hours to protect themselves from burn
out and stress, and so they could cope with the workload.

Feedback from stakeholders has shown a rise in GPs working more flexibly across a
portfolio of career options, or looking to do so. Research from the Kings Fund?! found that
although trainees did not want to work full time in general practice, they are looking for
portfolio careers taking on roles within the NHS providing direct patient care.

e The review is considering how to address these issues. To be able to achieve change,
it is necessary to have sufficient workforce to meet the workload demands. The use of
multi-diciplinary teams will be critical in freeing up GP time.

Incentivising entry into the substantive workforce

Locum doctors form an important part of the general practice workforce providing cover for
sickness, parental leave and other absences. But demand has grown and locums now
cover vacancies in the workforce. Latest workforce figures show the numbers of locums
are increasing.?? This could be for many reasons; the review has heard from GPs who
view locuming as their only option for a manageable workload and to provide flexibility
when working around family and other commitments. Some GPs have told the review they
do not want to be a locum, but practices are not offering roles that are flexible and meet
their needs. Individual needs will change over time and the course of a career, and
therefore partnerships may need to think more long term to recruit and retain their
workforce.
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Case study: locuming
Dr Jane

Driven by my passion for GP education, over the last ten
years | have also developed a career as a Portfolio GP with
roles in GP education and mentoring: as Lead GP for our
North Cumbria Sessional GP /First5 Group* (just reached 80
members this week), on my local RCGP Cumbria Faculty and
Education Subcommittee, as a GP Mentor, and with Cumbria
LMC. (First two are voluntary and unpaid roles). At the
moment | am working as a freelance Locum GP again.

Although this is a positive choice, because this way of working so easily provides the
flexibility | need right now, | would actually be keen to take on a Partnership role as the
next stage in my GP career. Just not full time - and with enough flexibility in working
patterns (ideally for me right now would be term time working) - so that | can balance work
with my family responsibilities and continue to develop my Portfolio GP roles in GP
education - both to sustain me and my enthusiasm for General Practice!

| feel it is very difficult right now for Partnerships to offer the flexibility GPs like me need -
for example term time working, part-time working of 4 sessions a week or less, flexible job
shares, or flexible working days, with variability in start and finish times.

In the view of the Chair, the important role that locums play in supporting general practice
must be recognised. However if the number of partners continues to decrease and the
number of locums continues to increase, the workforce will be unbalanced. The key to the
future is to make general practice a better place to work by addressing these issues that
we have identified throughout the review. There is no certainty that a salaried model would
address all the issues.

Being valued is viewed as an important part of job satisfaction. The review has repeatedly
heard from GPs that they no longer feel valued by the NHS or the Government. This
needs to change.

e The review needs to consider further how we can support locums into permanent
jobs, where this is appropriate. While some responses to the review suggested
more punitive options, in the view of the Chair the way to do this is not by taking
rights or benefits away from locums. Current and future models of general practice
should address the barriers which currently exist to joining the salaried or partner
workforce.
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Next steps

The review has heard wide ranging views on how to ensure general practice is a
workplace fit for the future. While increasing GP numbers is key, there also needs to be a
focus on working in a way that better suits the workforce themselves and the new models
of care and future structures that are emerging.

There needs to be an increase in substantive GP workforce in practices, alongside an
expansion of the wider practice team, including pharmacists, MSK specialists, Mental
Health Nurses, and Paramedics. The important role of the Practice Nurses needs to
evolve for its potential to be realised. This should be considered as part of the
development of the NHS's Long Term Plan.

In addition, the existing workforce can work more efficiently by recreating practice and
locality-based teams, working together under a common leadership with shared caseloads
and using the same clinical records. Community nursing teams need to become part of the
expanded primary care team embedded in practices.

The review will continue to focus on the training and development offer, as well as how to
incentivise entry into the permanent workforce.
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Workload

Background and key lines of enquiry

Clinical and administrative workload has been rising for all staff across general practice. In
the most recent GP Worklife Survey?®, GPs cited increasing workloads as the highest
source of job related stress. This is also reflected in the 2018 RCGP survey, where less
workload/reduced working hours was the top stated option that would make GPs who were
unlikely to consider becoming a GP partner in the future change their minds.?*

The rising workload can be partly attributed to an ageing population with increasingly
complex conditions and multi-morbidities. We know that the demographic trends will
continue: by 2035 over half the 65+ population will have 2 or more long term conditions.?®
However, alongside the changing population demographics, workforce issues and
increasing bureaucracy are also compounding the issues.

The need to recruit and retain more GPs is clear, but there are also opportunities to embed
a wider workforce in general practice. Innovative ways of working, including making best
use of digital enablers, could support general practices to increase capacity and resilience
in managing the needs of the population.?®

The Key Lines of Enquiry for the review was particularly interested to explore the views of
partners, salaried GPs and other practice staff on the areas of greatest burden (both
clinical and administrative); to investigate any innovative solutions which partnerships and
practices have deployed to reduce workload pressures and stress, and to consider how to
best share learning from what has worked well. The work that has been undertaken by the
GPC and the RCGP on reducing workload has informed the review.

Developing our thinking

Almost all of the GPs and practice staff who the review has spoken to were clear that
workload has been rising. For some, this workload is verging on unmanageable, and some
even felt it may be putting patients at risk. While there are existing strategies in place that
aim to help with managing workload, as set out in NHS England's 10 High Impact Actions
and Time for Care programme?’, there is more that can be done to support partnerships.

Part of the increase in workload is a direct result of an ageing population who have more
long term conditions. GPs have consistently told us that they are managing more people
with more complex health and social care needs. As a result, consultations are longer with
greater intensity, and the administrative work associated with consultations of this type is
far greater.
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Based on the evidence and feedback received from stakeholder engagement, this section
of the report focusses on six areas:

e Developing a better understanding of workload and the impact of regulatory
change

o Simplifying access to funding and support services

e Identifying administrative tasks that do not need to be completed by a GP
e Sharing learning from different models of practice

e Managing the interface with secondary care

¢ Rectifying issues with national support services

Developing a better understanding of workload and the impact of
regulatory change

Through the review's engagement with practices, it became clear that there is not a good
overall understanding of the administrative burden faced by practices and how it is
changing. The impact of changes to regulation are often not evaluated and, apart from the
evaluation of NHS England's 10 High Impact Actions?® and the GP_Worklife Survey?®,
there is little evaluation of the administrative burden on practices.

The RCGP Research Surveillance Centre is currently building a national NHS general
practice ‘workload observatory’, aiming to provide a picture of the workload and complexity
of cases increasingly seen in general practice. The ambition is that data will start to
become available later this year.

e The review recognises the potential benefits of this data collection and would
encourage all practices to contribute to the data set. This data should also be used to
monitor and evaluate changes in regulation and other initiatives, such as the
implementation of compulsory electronic referrals.

e As part of the review there will be consideration of how a strategy for the effective use
of workload data and feedback should be developed, to help practices plan workload
in the short and long-term.

Simplifying access to funding and support services

The General Practice Forward View set out different systems to support GPs, including
support for staff training and development, and sustainability and transformation. This was
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supported by the profession. However, the review has received feedback on the difficulties
some practices have had in gaining access to different funding streams and support
services already available.

This is reflected in the latest wave of the RCGP tracking survey3® which showed that 18%
of GPs stated that they did not apply for funding to improve or expand their practices
despite requiring it, and that 5% stopped the application process due to complexity. This is
not acceptable. Processes should not deter applicants and should not prevent funding
reaching front line organisations, where it is most needed.

e The Chair has asked for an NHS England commitment to ensure that how GPs
and practices access future funding is kept as simple as possible.

Identifying administrative tasks that do not need to be completed by a
GP

Whilst this issue is not specific to the Partnership Review, the review received feedback on
tasks that GPs are required currently to do, that need not be limited to GPs. GPs are
faced with an increasing number of requests to provide evidence, advice and information
to support a variety of situations, including applications for benefits and legal aid,
wellbeing, lifestyle and travel advice, and discussions around decisions about plans at the
end of life.

One area that has been drawn to the attention of the review is signing fit notes. Hospital
nurses can sign fit notes as well as consultants, but only for the time a person spends in
hospital. In general practice, only a GP can sign a fit note. With the development of multi-
professional teams, increasingly patients may not be seen by a GP. If, for example, a
nurse practitioner or physiotherapist is directly managing the patient, healthcare
professionals still need to arrange for a GP to issue the fit note. DHSC is currently working
with the Department of Work and Pensions to introduce provisions which will allow signing
of fit notes by other healthcare professionals.

There may be other areas where a similar approach could be taken. The review is working
to assess whether qualified and appropriate, staff may be able to provide the information
required in other circumstances and whether there are digital solutions that could be
employed.

Sharing learning from different models of practice

GPs are innovators and, through the engagement process, the review has heard examples
of different models and ways of working that are making a real difference for GPs, helping
to reduce and better manage their workload. However, there is a need to get better at
sharing experiences and learning from our successes and failures.
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Managing the interface with secondary care

The interface between primary and secondary care has long been an area at risk of high
levels of bureaucracy and miscommunication. Throughout the engagement process, the
review heard about unnecessary re-referrals between secondary and primary care. The
introduction of the NHS Standard Contract changes in 2016/17 and 2017/18 were
expected to help the workload in general practice. However, some practices have reported
that they have seen some change, but not to the extent expected.

Rectifying issues with national support services

NHS Property Services

The review has received numerous comments about NHS Property Services (NHSPS) as
lease holders, and the administration of service charges for properties.

e The review will continue to work closely with the DHSC, NHS England and NHSPS to
address these issues.

As noted in the introduction to this report, NHS England is currently conducting a review of
GP Premises, with the Partnership Review feeding into this work.

e The Chair of the review has written to NHS England setting out concerns shared by
GPs and others with the review, and views on possible solutions.

Administration of NHS pensions

The review heard from partners and practice managers about frustrations with errors in the
collection of pension payments for GPs. This is either the wrong amount for individuals, or
practices have money deducted for months after a GP has left the practice or come out of
the pension scheme. In addition, GPs and Practice Managers report they are no longer
able to speak to an individual and communication can only be made via email. The review
has heard from some Practice Managers who have thought they had resolved the
problems, only to find in subsequent months that the correction had not addressed the
problem and there were still errors.

e The Chair has written to NHS England setting out these concerns.

Appointment length

The review received feedback about appointment length. Whilst it is clear that this is not
an issue specific to partnership, flexibility in appointment length can have an impact on
workload. A ten-minute appointment is not a contractual requirement, however the reality
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is that longer appointments will result in a reduced number of available appointments
offered or the individual has to work longer hours.

e The Chair will work with DHSC, NHS England, the RCGP and the GPC to consider
how we can best support practices in bringing in changes to appointment length,
where this is appropriate, to support different ways of working.

Next steps

The review heard much about workload and the pressure that GPs and partners are
facing, however there were also example of practices that had successfully reduced
workload to manageable levels. Sharing learning is important and that needs to improve -
general practice is a place of innovation.

e An expansion of the primary care workforce, ensuring they are working with or for
practices to ensure the sustainability and development of general practice

¢ Increase the number of GPs working in general practice by developing the GP
workforce, and expand the General Practice Forward View's 250 GP Fellows to 1,000
newly qualified GPs working in a GP Preceptorship role

o Identify technologies that can save clinical time, empower and improve care for
patients

e All hospitals should have a single point of contact for hospital related patient queries

e There needs to be a commitment to reduce the unnecessary administrative burden
faced by practices, with evidence of progess made

e The ongoing issues that relate to the errors in payment to practices, and amounts
taken from practices for pensions, need to be resolved in an agreed timeframe

e The issues with NHSPS and leases and service charges need to be resolved as soon
as possible
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Business models in general practice

Background and key lines of enquiry

Partnerships balance autonomy and the freedom to innovate with the need for
accountability for the needs of the local population. As partners, GPs have a direct role in
running their business, and are able to adapt services quickly to meet the needs of their
local population and community.

The partnership model is inherently flexible. Partnerships in general practice can range
from a small practice with two partners; to a large partnership; to a super partnership
serving a population of 50,000 with over 30 partners; to a large number of practices joining
together to form a single partnership with over 400,000 patients (such as Our Health
Partnership, based in Birmingham). Traditionally, partners in practices have been GPs, but
more recently Practice Managers, Practice Nurses and Pharmacists have been taking on
these roles. Partnerships can also mean partnering with another organisation, from a wider
set of system partners, to deliver innovative business models. Specialist university
practices, large integrated practices in hubs, and single-handed traditional practices are all
partnerships.

During our visits to different parts of the country we looked at different models of
partnership and the vast majority were the traditional model of general practice.

We looked at models in which a practice had gone into partnership with a hospital; for
example in Tiverton in Devon, where Castle Place Practice has gone into partnership with
the Royal Devon and Exeter Hospital. The practice has 15,000 patients which is about half
the population of Tiverton. The GPs leading the practice believe this will not only allow
them to develop services for their patients but will provide stability for the practice and
opportunities for the future. This type of partnership can work well where a hospital truly
understands the strengths of general practice, and seeks to develop services and invest in
the community. The culture and strategy of the practice and the hospital are aligned,
although this is not typical from what we have witnessed travelling to various parts of the
country.

There are risks associated with the current partnership model, some of which are similar to
those faced by other small to medium enterprises, and others specific to general practice.
There is a concern that, on balance, the risks of becoming a partner may now be
perceived to outweigh the benefits which, combined with uncertainty about the overall
future of general practice, has led to fewer newly qualified GPs wanting to become
partners. For example, 53% respondents to an RCGP survey of GPs said they thought it
was not currently financially viable to run a general practice.?’
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The Key Lines of Enquiry for the review also identified that newly qualified GPs may not
feel equipped with the business and management skills required to run a modern
partnership. This has been considered as part of the Workforce chapter earlier in this
report.

Pay and pensions

Pay was identified by GPs as an issue both during the enagement, by respondents to the
Key Lines of Enquiry and in a recent RCGP survey?2. The survey found that, for GPs who
responded to say they were unlikely to consider becoming a GP partner in the future,
'better pay' was the second most cited reason (after 'a reduction in workload') that could
lead them to change their mind.

The review also heard that the pay differential between a partner and a salaried GP is
falling in some practices, and the differential does not compensate for the additional
responsibility, risk and workload carried by partners.

The level of income that GP partners receive varies considerably from practice to practice
and those practices where the level of partner income is close to salaried GP earnings find
it difficult to recruit. However, in some areas even higher earning practices are facing
exactly the same issues with recruitment and retention as the lower earning practices.

The review also heard from GPs that pensions are an issue for older GPs, with the
changes to the annual and lifetime allowances making it less attractive to remain as a GP
at a time of excessive workload. As a result, many GPs are opting to retire at an earlier
age than would be expected.

Developing our thinking

Based on emerging findings, the review is exploring:
e Limiting personal risk
e The potential for general practice to operate via other business models
e The involvement of different professions in partnerships.

One important distinction between GP Partners and most other partnerships is that
partnerships who hold a GMS or PMS contract are restricted in terms of the sale of
goodwill. The review has not considered the sale of goodwill at this stage. Further
information about this issue is available in the 'Myth Busters' document.
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Limiting personal risk

Respondents to the Key Lines of Enquiry highlighted real concern about the personal
financial risks of being a partner in an unlimited liability partnership. However, there was
ambiguity about the best way to address these risks, with some perceiving the risks to
grow as the size of partnerships grow, and others seeing larger partnerships as 'sharing'
the risk between more partners and reducing the likelihood that one person becomes 'the
last partner standing'.

Where working with another organisation does reduce risk, the trade-off may be with
ensuring total autonomy, and the extent to which this is attractive will vary between
partnerships.

The review has also heard that unlimited liability can act as a barrier to practices merging.
Through an unlimited liability partnership, all partners are equally responsible for the entire
debts of the business.

There are three main areas of risk which respondents identified:
e Premises
e Medical indemnity and vicarious liability

o Staffing

Premises

Issues concerning premises and estates were frequently raised by the GPs engaging with
the review. GPs and other practice staff set out a range of issues relating to premises, for
example:

e Partners being liable for the remaining years of a lease if a practice has to hand
back its contract

¢ New partners being less willing to commit to a 20 to 25 year lease without
adequate protection. For some, buying into a mortgage is a disincentive to joining
the partnership

e Lack of transparency about the apportionment of costs where premises are owned
and managed by NHS Property Services and Community Health Partnerships.

Running separately but concurrently to this review, NHS England and DHSC, with
input from GPC and RCGP as key stakeholders, are currently undertaking a review of
General Practice Premises Policy, which is looking at whether or not the system is fit
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for purpose, both now and in the future. NHS England has recently undertaken an
open Call for Solutions, which was the process through which all interested parties had
the opportunity to submit proposals for how general practice estate could be best
supported in future. A number of issues about how current policy is impacting on GPs
and the system were raised during the Call for Solutions process, many of which align
with those heard as part of the GP Partnership review. These include:

e Actual and perceived risk associated with each ownership model, including those
issues raised above such as 'last partner standing' scenarios for both owned and
leased practices

e How to address sub-optimal utilisation of estate, including through better enabling
of mixed use of estate and shared ownership

e How barriers and administrative burden presented by the Premises Costs
Directions could be reduced

e How primary care can be supported in strategic estates planning, transformation
and the bids process for capital allocations

The General Practice Premises Policy Review is exploring a scope of emerging
solutions, to understand how these could address the issues currently impacting on
GPs and the system. These may range from where solutions already exist in the
system but need standardising or expanding, such as assignment clauses in leases, to
considering how pressures on GP partners could be reduced through promoting the
separation of the partnership model and premises ownership as two distinct entities.
The General Practice Premises Policy Review will produce a set of recommendations,
but what is clear from the range of issues raised is that there will not be a one-size fits
all model, and that general practice estate is likely to continue to consist of a plurality
of ownership models.

e The Chair has written to NHS England setting out the concerns shared with him
and the partnership review in relation to GP premises, and possible solutions. The
review will continue to work closely with the GP Premises Policy Review team at
NHS England.

Medical indemnity and vicarious liability

Issues around indemnity and liability were also highlighted to the review as significant
concerns about risk.

Vicarious liability refers to a situation where someone (in this case a partner) is held
responsible for the actions or omissions of another person; this may be a member of
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practice staff. Where partners are part of an unlimited liability partnership, they may be
personally liable for costs.

As noted in the introduction to this report, the Secretary of State for Health and Social
Care has previously announced a state-backed indemnity scheme for general practice, to
come into force in April 2019. Full details of the scheme have yet to be published.

e The review will continue to work closely with DHSC to provide input to support this
important commitment, and to ensure the feedback we have received through the
Partnership Review is reflected.

Staffing

The third area of risk that was raised was in relation to employment tribunals, staff
redundancy costs, and other HR-related issues in situations in which practices hand back
contracts and staff cannot be transferred to other practices. These costs may be significant
and form another dissuasion for otherwise-potential partners.

Alternative business models

One way of limiting personal risk could be through the use of a different business model
that limits liability. The review surveyed the reference group set up to provide support to
the review, asking what other business models should be considered. A number of
different business models were suggested, most commonly including:

e Limited Liability Partnerships (LLPs)
¢ Employee-ownership
¢ Community interest companies, social enterprises and cooperatives

Under current legislation, the group of people able to hold a GMS contract is limited to
individual general medical practitioners or partnerships where at least one partner is a GP.
Other partners may be, for example, NHS employees, healthcare professionals, or primary
medical services employees. A company limited by shares may also hold a GMS contract,
as long as at least one share in the company is legally and beneficially owned by a GP.
Therefore, any change to who can hold a GMS contract is subject to changing primary
legislation.

The review has preliminarily engaged with the legal and financial services sectors, to
better understand their experiences of partnership. While LLPs have some merits, it is
unclear if they would reduce the risk for GPs without adding additional burdens. For
example, while LLPs could remove some individual risk, the review has heard that
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personal guarantees may still be required by lenders for mortgages. Similarly, where
practices are leasing property, a landlord may be reluctant to directly move the lease
across to an LLP as it may be seen as higher risk.

However, this does not mean that GPs cannot operate as LLPs or via other business
models, as an LLP can already hold an Alternative Provider Medical Services Contract
(APMS). Based on responses to the review, the majority of GPs would not appear to wish
to move from a GMS contract to an APMS contract.

e The review will continue to consider the potential benefits and continued risks of
different models.

Different professions as partners

The review has heard from a number of practices in which one of the partners is the
practice manager, a practice nurse or a pharmacist. These different ways of working can
offer stability for partnerships, and can bring a different and valuable skill set to a
partnership.

e The review will further consider the support that can be provided to practices
considering working in this way, and how learning can be shared.

Next steps

The risks associated with the partnership model can be reduced and this will make the
partnership model more attractive, not only encouraging the younger GPs to join but also
retaining some of the older experienced GPs.

The identified risks could be reduced by:
e Premises

Where premises are fit for purpose, negotiate an 'assignment clause' which would mean
that practices are not left in the position of potentially being liable for the full term of the
lease if the practice contract ceases.

More information needs to be made available about the ways practice mortgages could be
held to mitigate the risk of the last person standing.

These issues and more will be addressed in the Premises Review.

e Medical indemnity
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This is a major issue, not only with the rising costs but also for the disproportionate amount
that is paid by GPs who work less than full time. A state backed indemnity scheme that
covers all clinical staff who work in practices and Primary Care Networks is essential.

Addressing these two major risks will make the partnership model of general practice more
attractive.

The review will continue to consider ways of limiting personal risk to partners, whether this
is through the business model they work within or changes to how GP premises are
managed. The Chair will continue to work closely with NHS England's review of GP
premises. There is also further work to be done to support shared learning across different
business models.
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Overarching and emerging issues

Background and key lines of enquiry

Since we published our Key Lines of Enquiry, and throughout the review's engagement to
date, there have also been a number of themes and issues which have either emerged as
particularly relevant to multiple areas of our thinking, or as requiring more detailed
discussion. The remainder of this chapter highlights some of these overarching and
emerging issues which the review will consider further, as final recommendations are
developed.

The previous sections of this interim report have described the evidence the review has
received, and the development of our thinking as divided into four key themes. Of course,
all of these areas also interrelate and overlap — for example, we cannot effectively
consider the impact of rising workloads unless we also consider the changing workforce,
and the organisations and systems within which they work.

Developing our thinking

There are two main overarching issues which have emerged to date:
e Digital

e Status and morale

Digital

In our Key Lines of Enquiry, digital technology was identified as a key enabler for
supporting the workload of general practice and partnerships, but recognised that there
was more to do to identify and understand the opportunities, and what support GPs and
others working in primary care may need to make best use of the data and technology
available.

While our thinking in this area is still developing, the review has initially identified three
important user groups. It will be particularly important to consider what the needs of these
groups are, and how digital technology and data could effectively support them:

o Patients
e Practices

e Wider health and care system
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Patients

There are a range of opportunities to support patients to engage with practices through
online methods, including booking appointments, ordering prescriptions and receiving
results.

All patients should also be supported to access self-care and self-management apps to
empower them to manage their own health and well-being. This could include patients
owning and managing access to their own health and care records.

There is also a role for new ways of consulting with patients using digital technology,
including video or phone consultations. There is the opportunity here to support both
patients and staff - providing personalisation and choice for the former group and flexibility
for the latter. However there is a risk that by increasing accessibility the workload will
increase and rather than resolve many of the issues, it will only compound them. This
clearly needs to be avoided.

Practices

Emerging options for supporting digital patient contacts, including video consulting and
video conferencing, could support multi-diciplinary team working and care planning. These
tools could also support greater flexibility for remote and home working.

As has already been set out in the chapter on Workload, it is true that GPs play a unique
role in co-ordinating care for their patients. However, there may also be opportunities to
reduce the weight of this responsibility and share it with other appropriate professionals.
Reducing this burden could involve the use of a single technological solution to support the
sharing of information and providing evidence and advice.

It is vital that practices are able to work with a common health record, fully interoperable
with other parts of the system, in order to enable better patient care and support staff
working across traditional practice or organisational boundaries. There are also
opportunities to automate standard measurements (such as blood pressure, height and
weight) and integrate these with clinical records.

System

Similarly, for the wider health and care system, fully interoperable and accessible patient
records are essential. These should be supported by common data sets and a
commitment to enabling greater patient ownership and access to their own data.

Self-care and self-management approaches, already being deployed in secondary care
and specialist clinics, should be accessible to those whose care is being managed in
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general practice, networks or other community settings. There is potential for a greater use
of technology to streamline the management of long term conditions and care needs
across the wider system.

Digital technology and better data sharing may be able to support emerging examples of
wider care and support across a local health system, such as the expansion of social
prescribing models.

There may be hardware and facilities requirements to enable some of these opportunities,
such as the need for faster internet connections, universal WiFi across buildings, and
appropriate printing and scanning facilities.

Status and morale

Status and morale in the profession

The review has received clear feedback from GPs and trainees that the morale within the
profession is affecting recruitment. The review has also heard that the negative messaging
that students are receiving about general practice throughout medical training, and the
status of general practice in relation to other specialisms, are issues affecting both the
current and future workforce. The report Destination GP from the RCGP and the report By
choice - not by chance from Health Education England and the Medical Schools Council
both support the feedback we have received.

-

'Students said that they have received
advice (especially from retiring

partners) not to become a partner as it is
too stressful and not worth it'

GP trainees

o

During the review's engagement visits, the Chair has spoken with many GP Trainees and
newly qualified GPs, as well as receiving feedback on the Key Lines of Enquiry from
medical students and GP trainees about their concerns. These are broadly two-fold: the
low morale of existing partners, and a perception that general practice may not be as
rewarding a career as other specialties. The review has been repeatedly told that the
negative comments staff and trainees have heard about general practice as medical
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students have continued during their early careers in hospitals, and that most of these
comments come from consultants.

Trainees cannot be continuously bombarded with descriptions of how difficult and
unrewarding partnership is and be expected to want to take on partnerships. The
profession has a responsibility, as well as the Government and NHS England, to make
trainees aware of the benefits and opportunities of general practice and the partnership
model. To recruit and retain newly qualified GPs, the profession must be able to articulate
the positive future ahead of them - a varied and fulfilling career in general practice.

e The NHS Long Term Plan needs to set out a positive future of primary care, and more
specifically general practice, with support from Government and national NHS bodies.

Parity with hospital doctors

One area GPs felt might support the morale of the profession is by improving the way
general practice is thought of as a career in relation to other medical specialties. The issue
of parity has been described in terms of workload and the continued differential in pay.
There are two ways that have been suggested to the review:

e Consultants in general practice

e General practice as a speciality

Consultants in general practice

The Hospital Consultant and the GP have very different roles but should be considered as
a spectrum of equals. General practice does not require fewer skills than being a doctor in
a secondary care setting. GPs are specialist generalists, in the same way there are
specialists in cardiology or pediatrics. While specialists can narrow down the area of
medicine they practise, GPs need to know far more about a wide range of clinical
conditions, from gynaecology to musculoskeletal problems, to organise prevention for a
registered population (for example, vaccination and immunisation), and manage many
long-term conditions.

Repeated surveys of the population show that doctors are ranked as the profession that
the public most trust, and when divided into professional groups GPs are the most trusted.
Many of us will have heard patients describe 'their GP'. The title of General Practitioner or
GP is a strong brand which may be diluted by a change in title. However, it is important to
feel valued, and to be seen and treated as an equal to Consultants. This could be
achieved by a change in name, although it is an area of ongoing debate.
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General practice as a speciality

The GMC in the UK holds two lists, one for generalists (GPs) and one for specialists
(hospital doctors). This means that general practice in the UK is not formally recognised as
a specialty, in contrast to virtually every country in Europe. The GPC and the RCGP have
been campaigning for some time to ask the GMC to recognise general practice as a
specialty, however this requires legislative change.

e The Chair of the Partnership Review has written to the GMC during the course of our
engagement to date, requesting that general practice be recognised as a specialty, to
add further support to this debate.

Next steps

In all of these areas the review will continue to further consider the challenges and
opportunities as final recommendations are developed. The review would particularly
welcome any further evidence of innovative best practice in relation to digital technology
and data, to hear what is already making a difference to practices and patients, and
supporting partnerships in general practice.
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How to Contact Us

The review continues to welcome contributions from any interested party as the final report
and recommendations for action are developed. You can email the Chair and the review
team at: GPPartnershipReview@dh.gsi.gov.uk

For regular progress updates, the Chair will be blogging at key points throughout the
review — please see https://www.wessexlmcs.com/gppartnershipreview

There will be a number of engagement events through the Autumn to discuss the
emerging recommendations. Details will be publicised through Local Medical Committees
and our partners to the review (RCGP, GPC, DHSC, NHS England).

Follow us on Twitter @gppartnershipr1
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