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1.

Introduction

This plan has been developed in response to the publication of the General Practice Forward View
(GPFV) by NHS England in April 2016. It describes how we will deliver the GPFV ambitions for
transforming general practice at local level, building on work already underway to implement the
Berkshire West Primary Care Strategy. This will be underpinned both by the fully-delegated
commissioning arrangements we have had in place since April 2016 and by the work we have been
doing with practices and others to develop new models of primary care provision.

1.1 Background
Our primary care strategy set a number of key objectives aimed at ensuring we have a strong and
sustainable local primary care sector well-placed to provide high quality primary care services and
integrated out-of-hospital care. The alignment between these early objectives and the core
elements of the GPFV is set out below.
GPFV area

BW strategic objective
Addressing current pressures and creating a sustainable primary care
sector

New Models of Care

Interfacing in new ways with specialisms historically provided in
secondary care to manage increasingly complex disease in a community
setting.

Access
Workforce
Workload
Infrastructure
Investment

Managing the health of a population by working in partnership with
others to prevent ill-health. Acting as accountable clinicians for the Over
75s and co-ordinating an increasingly complex team of people to
support patients at home.
Using new approaches and technology to improve access and patient
experience, ensuring that the needs of patients requiring urgent primary
care services are met appropriately and appointments are available in
the evenings and at weekends.
Making effective referrals to other services when patients will most
benefit.

Our previous primary care transformation programme, included for information at Annex A, will now
be incorporated into the Delivery Plan that accompanies this narrative document. This will have a
stronger primary care focus than the previous programme, with other related workstreams
described in the CCGs’ Operating Plan for 2017-19.

1.1 Our Vision
Our primary care strategy includes the following vision for primary care services in Berkshire West.
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This will now be delivered as part of the implementation of the Berkshire West Accountable Care
System (ACS). Our ACS, which has been recognised as one of the most advanced in the country in
the Next Steps on the NHS Five Year Forward View publication, will bring together the CCGs, the
Royal Berkshire NHS Foundation Trust (RBFT), Berkshire Healthcare NHS Foundation Trust (BHFT),
primary care providers and in time social care to plan and deliver high quality and cost effective care
for patients in Berkshire West. Our approach is based upon the principle that we are one system
with constituent members committed to delivering the best quality care within a single financial
allocation. We envisage an end state whereby commissioners and providers operate under a shared
financial budget (often referred to as a ‘System Control Total’) which is based on collaboration and
built on a combination of both formal (statutory) governance and informal agreements such as our
Memorandum of Understanding. The ACS will provide the framework for delivery of our vision for
primary care as described above. This is set out in more detail in the Model of Care section, below.
We are developing the ACS within the Berkshire, Buckinghamshire and Oxfordshire (BOB)
Sustainability and Transformation Plan (STP) footprint and whilst primary care has been designated
as an area to be led by local systems we are linking with colleagues in other CCGs where there are
opportunities for shared learning or advantages of working at scale.

1.2 Other related plans
This document should be read in conjunction with our Operating Plan for 2017-19. This recognises
the contribution that primary care will make to delivery of each of the nine planning guidance ‘mustdos’ through effective diagnostic and referral processes, providing high quality services to all
patients including those with mental health needs and learning disabilities, providing proactive care
for patients at risk of admission and supporting the effective follow-up of cancer patients. This plan
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therefore focusses primarily on delivery of the ‘must-dos’ that relate to primary care itself which can
be summarised as follows:





Ensuring sustainability through investment, implementation of the 10 High Impact Actions to
Release Time for Care, workforce reform, implementing online consultation systems and
supporting the emergence of general practice at-scale.
Extending and improving access to same day care, thereby helping to manage demand for
other urgent care services.
Enabling primary care to play its part in improving health in care homes.

1.3 Primary Care in Berkshire West – Current Position
As of April 2017 across the four Berkshire West CCGs, there are currently 50 practices, serving a
registered population of 534,890 (January 2017). There are 24 GMS contracts, 22 PMS contracts and
4 APMS contracts, three of which were re-tendered in 2016. Two providers hold two contracts. The
vast majority of providers (including all practices in Newbury and Wokingham) are traditional GP
partnerships. Two providers (One Medical Group and Virgin Care) are commercial organisations that
also hold contracts in other areas and a further three contracts include signatories or partners who
are also party to GMS/PMS contracts elsewhere. Our General Practice Workforce Census data
shows that we currently have 275 GPs of whom 189 (69%) are partners and 70 (25%) are salaried,
with the remainder shown as registrars or locums.
The average list size per practice is 10,916. Since taking on fully-delegated co-commissioning, the
CCGs have approved a number of practice mergers. Despite this we still have 11 practices with less
than 6,000 patients and 23 with less than 10,000 (the minimum practice sizes referred to in the
Berkshire West Primary Care Strategy). No single practices have more than 30,000 patients and only
two have more than 25,000. Whilst we continue to support opportunistic consolidation of services
through mergers and dispersal of very small practices where contracts become vacant, our broader
strategy is to support practices of whatever size to work collaboratively to deliver efficiencies in
provision and offer an extended range of services. This is described in more detail in the Model of
Care section, below which also describes the progress that has been made to date.
The quality of primary care in Berkshire West is generally high. 2015-16 QOF scores for practices in
the area (out of a 559 total) show that 41 practices had a score of 503 or over and 29 practices
scored 95% or more. Our non-elective admission rates rank within the lowest ten CCGs in the
country and our elective activity rates within the lowest 35.
Over the last two years a number of practices have been rated as inadequate by the CQC and placed
in special measures. The CCGs have worked effectively to support practices to make the
improvements required resulting in improved ratings in subsequent visits.
The following table provides further detail on the key features of primary care across each of the
four CCGs, including CQC ratings and known risks. Many of these have been identified by practices
using a self-assessment tool which is attached at Annex B. This exercise has been completed in
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Newbury and Wokingham CCGs, is currently underway in North and West Reading CCG and will be
rolled out to South Reading CCG in due course.
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Population
Current number of practices
Average list per practice
Contract types
Provider types

CQC status

Digital status (Digital
Maturity Index)
Local population need (from
2017-19 Plan on Pages)

Newbury and District

North and West Reading

South Reading

Wokingham

118,530

110,839

143,573

161,948

10
11,853
9 GMS, 1 PMS
All partnerships

10
11,083
6 PMS, 3 GMS, 2 APMS
APMS contracts provided by
One Medical Group,
remainder of practices run
by partnerships

17
8,973
13 PMS, 2 GMS, 2 APMS
1 APMS contract provided by
Virgin Care, remainder of
practices run by
partnerships, at least one of
which has a partner who is
also part of a practice in
another area.

13
12,458
13 GMS
All partnerships. Two
partnerships have recently
taken on partners who are
also part of practices in
other areas.

All practices inspected and
rated as Good.

2 practices currently rated
Inadequate and in special
measures with
conditions. All other
practices inspected and
rated as Good.

1 practice rated as
Inadequate and in special
measures.

2 practices rated as Requires
Improvement, remainder
inspected and rated as Good.

81%

80%

81%

81%

Key areas include diabetes
prevention, tackling
childhood obesity, falls
prevention and addressing
alcohol misuse. Targetted
work is also underway to

Key areas include increasing
activity, reducing smoking,
improving prevention and
care of patients with
diabetes and
hypertension. Also

Key areas include promoting
healthy lifestyles, particular
by increasing activity and
reducing smoking. Also
working to improve
outcomes for diabetic and

Key areas include promoting
healthy lifestyles, improving
care for patients with
diabetes, reducing nonelective admissions amongst
high risk patients and

build community resilience
and address high levels of
non-elective admissions
from specific wards.

Anticipated population
growth (ONS projections –
do not fully reflect housing
growth)
Projected housing growth to
2026
Other identified estates
priorities

15.54% increase by 2026
(23,962 people)

improving treatment for CKD
and AF patients, working to
support emotional resilience
in children and young
people, improving screening
uptake and supporting
practices to become
dementia friendly.

cancer patients, increasing
diagnosis of hypertension,
reducing TB rates and
addressing high acute
presentation rates for
alcohol-related conditions.

6.25% across the Reading Borough by 2026
(9,706 people)

25.64% by 2026
(39,722 people)

Up to an additional 11,981
patients by 2026

To be determined – work
currently underway

To be determined – work
currently underway

33,280 additional patients by
2026

Review of housing growth
has identified potential need
for two new surgeries plus
expansion of an existing
surgery.

Development of premises in
Caversham to include new
accommodation for Priory
Avenue Surgery.

New surgery development
for University Medical
Centre following merger
with two smaller practices.

None identified at present,
however work is underway
to further understand impact
of housing growth
particularly in neighbouring
local authorities.

Risk assessment to be
considered

5 practices rated this area as
high risk (defined as
clinicians continuously and
seriously overloaded). A
further 5 rated it as
moderate (clinicians are
frequently overloaded but it
is manageable).

Potential re-development of
Circuit Lane Surgery.
Workload (practice assessed
risk)

increasing referrals to
Community Navigators so
that people are linked to
sources of support within
the community which can
help them to stay healthy.

7 practices rated risk
associated with high
workload as high or very
high with only one rating the
risk as low. Pressures cited
including the length of
consultations and workload
associated with supporting

Risk assessment currently
being undertaken
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care homes.
Workforce (practice
assessed risk)

3 practices rated this area as
high risk, 5 as
moderate. One practice
described how they were
struggling to recruit to all
roles including
administrative ones and had
been 9 sessions down on GP
time for almost a year.

Risk assessment currently
being undertaken anticipate that level of risk
will be higher than for
Newbury and
Wokingham. APMS
contractors in particular are
struggling to recruit GPs in
Reading.

Risk assessment to be
considered – anticipate that
level of risk will be higher
than for Newbury and
Wokingham as this is one of
the reasons practices have
chosen to
collaborate. APMS
contractors in particular are
struggling to recruit GPs in
Reading.

2 practices rated this area as
high risk, 5 as moderate.

Financial position (practice
assessed risk)

1 practice rated this area as
very high risk, 3 as high and
3 as moderate. Comments
included that short term
contracts create uncertainty
and that partnership returns
are reducing making it more
difficult to recruit.

Risk assessment currently
being undertaken

Risk assessment to be
considered

1 practice rated this area as
very high risk (practice
unlikely to be viable in 3
years), 4 as high and 4 as
moderate, indicating that
profits are reducing and/or
expenses are rising and
recruitment is becoming
more difficult as a result.

Degree of collaborative
working

Practices previously worked
together through Newbury
Health Providers. This
has been disbanded,
however practices are now
working together around
specific issues e.g. joint
recruitment of pharmacists,
specialist nurses and care co-

Practices previously explored
establishing a provider
organisation but did not
progress this. Now revisiting
approach and considering
putting in place an MOU to
support this, linking with
South Reading Alliance
around business

University Medical Centre
has recently merged with
another practice and is
planning to merge with two
more. Remainder of
practices, several of which
have also recently merged
with others are part of South
Reading Alliance (see

Wokingham practices are
currently working with
Cripps solicitors to establish
a provider entity. This
intensive programme of
work is due to conclude by
the end of March 2017 at
which point it is envisaged
that an MOU will be put in
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ordinators and expanding
the digital ‘frontdoor’. Three
clusters of practices are
emerging. Consideration is
also being given to how
primary care can best
interface with emerging
integrated community teams
which will wrap around GP
practice populations. Two
practices recently merged to
form a larger practice.

management support and
potential joint
approaches. Collaboration
already underway with
regard to pharmacy posts
and practice managers are
exploring potential of joint
back office functions.
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below). South Reading
Alliance has an agreed MOU
and cluster/hub structure,
overseen by a joint
executive. A number of key
areas of potential
collaboration and service
expansion have been
identified and will be taken
forward by a business
manager to be appointed
shortly. The Alliance is also
considering how it can best
link with emerging
integrated health and social
care teams.

place and a business plan
developed focussing on early
opportunities to create
efficiencies and provide a
broader range of services in
primary care. This work will
also link with the
establishment of three
integrated Community
Health and Social Care
(CHASC) teams which will be
aligned to clusters of GP
practices.

2.

Model of Care

2.1 Primary care as part of the Berkshire West ACS
As CCGs we are looking to work with our GP providers to stimulate innovation in the primary care
sector so that general practice is well-placed to take on the crucial role we envisage for it in our ACS.
Our Accountable Care System is predicated on care being provided in a community setting wherever
possible. We expect to see expanded out-of-hospital services across our localities whilst ensuring
we use the acute sector appropriately to look after our sickest patients. Clusters of general
practices and other services will work together to proactively plan care for those with complex needs
and to manage increasingly complex patients at home, linking to NAPC’s Primary Care Home model.
Supported by increased access to primary care across the week this will reduce levels of ED
attendances and non-elective admissions. We also envisage that GPs will work in new ways with
consultants and other specialists to move outpatient services into a primary care setting and to
support the care of patients with long-term conditions who would historically have been treated in
hospital.

2.2 Primary care at scale
To deliver this model of care and fully support delivery of our ACS clinical priorities, we recognise
that the configuration of the primary care sector will need to change. As set out above, the
traditional partnership model is still dominant in Berkshire West, however current practice
structures are becoming increasingly difficult to sustain as standalone entities and are unlikely to
have the critical mass or scale required to effectively interface with other providers and support
efficient delivery of an expanded range of primary care services. Existing provider configuration and
ways of working differ across the four CCGs and a ‘one size fits all’ approach is unlikely to succeed.
We are therefore working at an individual CCG level to support practices to explore the
opportunities associated with working at scale through mergers, collaborative or federated models
and ‘umbrella’ provider organisations. These will enable practices both to build resilience in core
service delivery and to take on new roles as part of the ACS. For the remainder of this document we
refer to the entities likely to evolve from this process as GP collaboratives, however there are a
number of potential organisational forms.
Steady progress has already been made in this direction. Over the last two years there have been a
number of practice mergers, particularly in South Reading CCG. The majority of practices in South
Reading have also now come together to form the South Reading Alliance, a joint provider entity
operating under a Memorandum of Understanding, sub-divided into a number of hubs/clusters
which will integrate directly with community and social care services. These clusters will serve
populations of 30–50,000 patients with other services ‘wrapped around’ them. We are keen to
explore the potential of the National Association of Primary Care’s (NAPC) Primary Care Home model
to deliver these new ways of working.

Transition of primary care services in South Reading- previous and future state
In Wokingham all thirteen practices have come together in an alliance structure, to be underpinned
by a Memorandum of Understanding and run by an executive board. A number of early
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workstreams have been identified including shared clinical pharmacist roles, piloting emergency care
practitioner-led home visiting, reviewing the DVT pathway, providing pre-operative assessments in
primary care and working with the broader ACS on redesigning outpatients and managing high
intensity users differently (see below). A full business plan will be in place within the next 6-8 weeks.
It is envisaged that in time the alliance will be part of a virtually-integrated Multispecialty
Community Provider (MCP) arrangement also involving Berkshire Healthcare NHS Foundation Trust
(BHFT), and Wokingham Borough Council. Services will be delivered through integrated Community
Health and Social Care (CHASC) Teams. These teams will be aligned with the emerging clusters of GP
practices within the Wokingham alliance and will work proactively to prevent admission, supporting
patients post-discharge and promoting wellbeing by signposting patients to community and
voluntary sector support where appropriate.

Wokingham Alliance Structure
Similar discussions are underway in Newbury and North and West Reading CCGs and whilst the pace
of change has been slower than in the other CCGs, practices are already working together on specific
priorities such as workforce diversification and sharing of back-office functions, with consideration
being given to establishing Memorandum of Understanding documents to underpin these
arrangements. In Newbury four potential clusters are emerging based primarily on geography and
discussions are underway with regard to how these clusters might best work together and interface
with the integrated teams being established between community health and social care services.
To support this work, the CCGS have each identified a GP provider lead. The GP provider leads are
represented on the ACS Clinical Reference Group and Primary Care Commissioning Committee and
are charged with taking forward the development of innovative provider models within their
localities. We intend to release an initial tranche of the £1 per head funding for practice
transformation (see Investment, below) to fund the development of a detailed plan for each locality
with the remainder of the funding being made available to fund legal support and business
management input as required to take forward the priorities identified which should reflect the ‘ask’
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of primary care described in this document. Investment plans will be signed off by our Primary Care
Commissioning Committee and will include defined outcomes against which progress will be
monitored. A similar process will be followed for 2018-19 when the investment will be increased to
£2 per head.
This model of care, whereby larger providers of primary care work in clusters covering 30-50,000
patients, with community, mental health and voluntary sector services wrapped around them, is a
key feature of our ACS model. Over the coming months we will therefore work with all of our
practices to further support them to develop structures which combine the local sensitivity of
clusters with the economies of scale and influence of a larger overarching provider organisation,
building on the models already emerging in South Reading and Wokingham.

2.3 Working to support delivery of our ACS clinical priorities
We envisage these clusters being a key element of delivering the high value opportunities identified
by the ACS. The following are the current identified priorities for the ACS in which primary care will
play a key role:
High Intensity Users
During the mobilisation period of the Berkshire West Accountable Care System (ACS), a significant
amount of analysis was undertaken on “high intensity users” within the local health economy. These
are typically defined as patients who regularly use the services which are provided locally by the `
homes, recognising the increasing numbers of care homes in Berkshire West and the pressure that
this is placing on GP services. This will be include the re-focussing of the existing Care Home Support
Team which has historically focussed primarily on education and training for care home staff
towards providing proactive individual assessment and working with primary care to develop and
manage care plans for patients in care homes.
Physical & Mental Health co-morbidities
Working with our ACS partners, we are seeking to design a new range of services which better
provide for our patients with both physical and mental health needs.
Integrated Community Respiratory service
In October 2015 the Berkshire West CCGs gave approval to proceed with a QIPP business case
concerning the development of an Integrated Respiratory Service. The model presented was based
on an accumulation of successes seen within the Berkshire West Integrated Diabetes Service, King’s
Fund and King’s Health Partners; Southwark and Lambeth Clinical Commissioning Groups.
There are several aims/ objectives to this project:




To provide a fully integrated service for primary, secondary and community care through
virtual clinics and an MDT approach to respiratory care in the community setting.
To promote early identification of COPD and asthma, self-management and intervention to
improve the wellbeing of patients with respiratory disease
To upskill primary and community care services to maximise potential to support the patient

Transformation of Outpatients
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Following a review of the activity and spend volumes on the Royal Berkshire outpatient function
there is a shared ambition to significantly reduce the amount of work undertaken, particularly in an
acute setting. This will be achieved through the introduction of a number of potential interventions
such as:

One stop clinics for patients with multiple long term conditions

Removal of elective follow-ups as the standard operating model and replacing (where
appropriate) with different approaches such as patient initiated follow ups

Greater use of technology to deliver consultations to patients at home or other non-hospital
settings

2.4

Other clinical priorities

Enhanced care of Long-Term conditions
Our Long Term Conditions Programme Board is working to enhance the role of primary care in
managing chronic disease, building upon our successful community-based pathway for diabetes.
This work is described in more detail in our main Operating Plan.
Multidisciplinary care planning
Multi-disciplinary care planning is well-established in Berkshire West and has been supported
through our Anticipatory Care CES. We are currently reviewing this CES with a view to defining the
cohort to be covered more flexibly so that we can be sure that care planning covers patients who are
currently the highest users of services and have the most non-elective admissions whilst also
preventing other patients from deteriorating wherever possible. The revised service specification
will also dovetail with the new GMS requirements for identifying severe frailty. Practices will also be
required to actively review and follow-up patients who have had multiple non-elective admissions in
the last year with 20% of payment based on delivery of a reduction in admissions amongst this
cohort. We are working with SCAS and Westcall who use our practice’s care plans to further
improve the consistency and quality of the information presented as well as ensuring that the
service focuses sufficiently on care home residents, linking with our broader care homes
workstream. The following short films have been produced to provide guidance to practices in
completing care plans and practices will be required to audit their current care plans against this at
the start of the year: Advance Care Planning - Making the best use of Care Plans and Advanced Care
Planning - Rapid Response and Treatment Team.
Enhanced support to Care Homes
The Care Homes project was established in Berkshire West in April 2015. The objective was to
provide a common and consistent approach to improving outcomes for those people living in
Nursing and Residential Homes in Berkshire West through the training and education of care home
staff, medication reviews of all residents and since October 2015 enhanced care through the
introduction of a Care Home Rapid, Response and Treatment Service (RRAT) for all 52 Care Homes in
Berkshire West (excluding Learning Disabilities and Mental Health homes). The project aimed to
reduce ambulance activity and non-elective admissions from care homes. Ambulance activity has
not yet reduced however there has been a fall in non-elective admissions since the full
establishment of the RRAT service. There is however still much work to do and the project is
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therefore being re-scoped for 2017-18. A key component of the new project will be to develop a
new model for GP support to care homes, recognising the increasing numbers of care homes in
Berkshire West and the pressure that this is placing on GP services.
Maximising health and wellbeing
We recognise the importance of primary care taking a holistic and preventative approach to care
and are working to support our practices to work to improve the health of the populations they
serve. We have implemented a number of social prescribing and community navigator schemes and
will now look to evaluate these and agree an overall approach to be implemented across Berkshire
West as part of a broader workstream on self-care. One such scheme is Living Well which has been
led by North and West Reading CCG and has demonstrated a 40% improvement in wellbeing as
measured by the STAR tool for the 85 patients monitored. Wokingham CCG’s community navigation
service is being undertaken in partnership with the voluntary sector and provides targeted, up-todate information to service users and their families in order to maximise wellbeing and support selfcare. Going forward this workstream will also consider how we best utilise technology to enable
patients to self-care as appropriate for both minor ailments and long-term conditions as well as how
we work more proactively to identify patients who may be at risk of poor health and take action to
enable them to access services that may support them, including those identified as frail as part of
the new GMS/PMS contractual requirements. We will also work with public health and others to
maximise levels of immunisation and screening and to support other initiatives to improve
population health.
Improving the secondary care interface
We intend to work to strengthen the GP-Consultant interface with a view to reducing A&E
attendances and non-elective admissions by improving the ability for GPs / A&E consultants and
speciality consultants to discuss patients and make joint decisions. This will focus primarily on
ambulatory care-sensitive conditions in the early stages.
Our Planned Care Programme Board is also leading on a number of projects which aim to improve
referral practice for individual specialties. These include our teledermatology and MSK projects and
are described in more detail in our Operating Plan.

2.5 Contracting mechanisms
To deliver this model fully we recognise that changes are needed to funding mechanisms in order to
enable investment to flow into primary care where the service offer is expanded and to ensure that
all providers stand to benefit from services being provided out-of-hospital. As an ACS we are
currently considering how the emerging PACS and MCP contract models could incentivise the shifts
in activity we want to see. A key priority for us will be to ascertain how primary care can best play
into these new contractual forms, be it through being part of a broader entity holding a populationbased budget and sharing risk or through sub-contracting arrangements with other parts of the ACS.
We envisage that most practices will look to retain their GMS/PMS contracts for the foreseeable
future, however over the coming year we will be looking to explore ‘bolt-on’ arrangements which
could replace existing community enhanced service income and other funding streams and would
align incentives for practices and the emerging provider organisations with ACS priorities. Such
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arrangements could be pre-cursors for more formal integration with ACS contracting arrangements
in future.
As fully-delegated commissioners of primary are we also have a duty to ensure the quality of
services provided under all of our primary care contracts. We are implementing a Quality
Framework for incorporating the following key components:















Management of APMS contracts in accordance with contract provisions including quarterly
contract review meetings (monthly initially) and review of KPI and other performance.
Production of a Quality Dashboard incorporating key primary care metrics. Discussion of key
elements in GP Council meetings and practice visits.
Targetted programme of contract review visits.
Production of a quarterly report to the Primary Care Commissioning Committee and the CCGs’
Quality Committee setting out issues identified and any actions taken.
Monitoring data received from NHSE with regard to complaints.
Linking with NHSE processes for managing individual performer issues, ensuring appropriate
triangulation of any themes or issues.
Management of primary care incidents and ensuring sharing of learning.
CCG Safeguarding Team providing support to practices including regular audit, training and
provision of advice on both adult and child safeguarding.
CCG Infection Control nurse providing support and guidance to practices.
Working closely with the CQC to follow up any practices identified as Requires Improvement
or Inadequate
Supporting sharing of best practice through GP Councils and other meetings and providing
advice and guidance for practices in preparing for CQC visits.
Review of QOF data and identification of best practice / areas for improvement with regard to
achievement, prevalence and exception reporting. We are also preparing for the anticipated
phasing out of QOF from 2018/19.
Working with public health to promote and improve uptake on key immunisation and
screening programmes.

2.4 Benefits of the model
The benefits of our model of care can be summarised as follows:


The model will deliver a sustainable primary care sector. It will enable providers to deliver
care more efficiently, cope with rising demand and workforce constraints and take advantage
of new investment and risk share opportunities associated with providing a broader range of
services and working with other organisations in new ways.



Patients will benefit from a wider range of services being available in primary care and from
improved access, including through digital routes. Services will be more integrated with
improved information sharing between organisations. More proactive care for high risk
patients and improved management of long-term condition together with outpatient care
16

provided in the community should avoid unnecessary hospital visits and admissions. Better
links with community organisations and the voluntary sector as well as provision of healthy
lifestyle advice will support wellbeing and maximise independence.


The system as a whole will benefit from improved management of patients within a primary
care setting, thereby reducing costs associated with unnecessary acute activity.

2.6

Engagement

The Berkshire West Primary Care Strategy was developed in consultation with patients and in
discussion with stakeholders through our Primary Care Commissioning Committee and the three
Health and Wellbeing Boards. A number of patient events were held as well as an online survey and
the final strategy contains details of how views expressed were reflected in the document itself.
Engagement has continued around implementation with current focus areas being new workforce
models, practice collaboration and better use of information technology. These themes have been
included in a short film (Our Vision for Primary Care Services) and used to prompt discussion at a
number of engagement events.
We will continue to engage with patients around the changes associated with implementation of this
plan. Our focus is now on working with existing patient forums, notably the Patient Participation
Groups attached to all of our surgeries to seek input around the elements of our approach that are
most pertinent to them. We also want to do further work to tailor engagement activities to the
diverse population we cover. Where specific service changes are proposed, these may be subject to
formal consultation and we will ensure these statutory responsibilities are discharged effectively,
supporting providers to do so where appropriate. Equality Impact Assessments will be undertaken
as appropriate. Current focus areas for patient engagement are set out in the Leadership,
Governance and Programme Arrangements section, below.
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3.

Access

The CCGs currently commission an Enhanced Access CES. We intend to use the GPFV funding for
access to expand and augment this provision thereby ensuring that all patients have access to
extended hours services in line with the core minimum requirements set out in the planning
guidance. The following gap analysis compares our current baseline with the planning guidance
requirements and identifies areas for further development. We have also completed trajectories for
full compliance with the requirements which are included at Annex C. Capacity may be phased given
that the full national funding does not become available until 2019-20.
Baseline
 8 practices currently provide the Extended
Hours DES. 41 practices have opted to
provide Enhanced Access CES, a local
alternative to the DES. 2 practices do not
currently provide extended hours.

Gap analysis
 Need 100% coverage so all patients can
access extended hours services.

 CES commissions practices to provide a
minimum of two weekday sessions of at least
an hour and a three-hour session to run at
least 23 Saturdays per year (46 for APMS
practices).

 Patients will need to be able to access
services until 8pm on weekdays and on both
Saturdays and Sundays, 52 weeks a year.

 Funding model set so that smaller practices
have to collaborate to provide CES – 4
practices currently doing so and solutions for
linking clinical systems are being piloted (see
Infrastructure, below).

 To meet requirements wholescale
collaboration will be required – extended
hours likely to be provided through ‘hub’
arrangements, possibly based at a small
number of practices and/or by clusters of
practices working together. South Reading
and Wokingham collaborative work has
identified likely groupings, these are tbc in
Newbury and North and West Reading.

 In total CCG commissions 378 hours per week
of extended hours capacity (minimum 1,512
appointments). This equates to 42 minutes
per 1000 population.

 Already meeting initial requirement of 30
minutes per 1000 population, will need to
increase capacity to meet requirement to
provide 45 minutes per 1000 population.

 Current service commissions routine
bookable appointments

 Service model will need to also offer ‘on the
day’ appointments. Intend to explore
synergies in also offering appointments inhours – see below.

 Appointments provided primarily but not
exclusively face-to-face and by a GP

 New service model to build in greater
flexibility around staffing and use of online
consultations etc.

 Practices are required to demonstrate that

 Practices participating in hub
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session timing reflects expressed patient
need.

arrangements/hub providers will continue to
be required to survey patients on preferred
timings and to review slots offered based on
demand.

 Practices required to advertise sessions
appropriately

 Practices participating in hub
arrangements/hub providers will be required
to advertise sessions on practice websites, in
urgent care services and in the community
and to ensure patients are directed to the
appointments on an equal footing to core
hours appointments.

 Current investment £2m

 Investment £2m in 2018/19, rising to £3m
(£6/head) in 2019/20

As part of the development of collaborative/hub arrangements for extended hours, we also want to
work with providers to further explore the potential benefits of streaming in-hours same-day
appointment requests into Primary Care Access Hubs as described in the GPFV. These hubs, which
we anticipate will be run through our GP collaboratives will work as part of our urgent care system
to respond to on-the-day demand in the most efficient way, including by receiving direct bookings
from the NHS 111 service and undertaking early home visiting. This will enable GP practices
themselves to focus on providing high intensity input to the most complex patients. We are still
working to further define possible models which could vary from alliances between practices to cope
with excess demand to fully-integrated arrangements for dealing with all on-the day demand. In
Reading in particular this work will link with the consideration of future options for the Walk-in
Centre service and primary care streaming within A&E due to be implemented from October 2017.
Same day
access to GPs
8-8, 7 days

Future Walk-in
Centre model

NHS 111
reprocurement

Urgent Care
Treatment
Centres

Primary care
streaming in ED

The redesign of same day access to primary care is a complex workstream with a number of codependencies as shown above. These include links to our Urgent Care Strategy including the
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designation of Urgent Care Treatment Centres, recent developments around primary care streaming
in ED and the current re-procurement of the NHS 111 programme. As such we are taking this work
forward as part of our ACS programme. A working group has been established and we will shortly be
producing a project plan around primary care streaming in ED which will also consider how we take
forward the other components of this workstream. These will also be reflected in the STP Urgent
and Emergency Care Strategy which is due to be developed by the end of April 2017.
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4.

Workforce

Primary care workforce constraints are an increasing issue in Berkshire West with practices that have
historically been able to recruit without difficulty now holding vacancies for extended periods of
time. This is reflected in the practice-based risk assessment included above. Key risks are known to
be the age profile of our practice nursing workforce (with the majority currently aged over 50) and
difficulties in recruiting GPs to Reading in particular. Baseline information regarding our known
primary care workforce is included at Annex D. We know that the primary care sector as a whole
will need to expand to meet population growth (see Infrastructure, below) and it is therefore crucial
that we take urgent action to develop a sustainable workforce model.
Going forward we envisage that the primary care workforce will become much more diverse with a
wider range of professionals all working ‘at the top of their licence’ to provide optimum care to
organisations as part of the ACS which we anticipate may lead to new roles and opportunities for
primary care staff to develop specialist skills. As primary care providers start to work ‘at scale’ we
also anticipate that there will be opportunities to share ‘back-office’ functions such as HR, payroll,
patients. This will be facilitated by new ways of working between primary care and other finance
systems and clinical audit, thereby changing the nature of work undertaken within individual
practices.

Emergency
Care
Practitioners

Mental
Health
Therapists

Pharmacists

Physicians'
Associates

Physios

Practice
Nurses /
Nurse
Practitioners

Health Care
Coordinators

The following are the key elements of our approach:
Community Education Provider Network (CEPN)
The CCGs are working with Health Education Thames Valley on the development of a Community
Education Provider Network (CEPN). We have received funding of £112k for 2017-18 to support the
network, which will form a key element of our ACS workforce enabling programme. We have just
appointed a part-time CEPN project manager whose first tasks will be to formally establish the CEPN
Board and develop a business plan and work programme for 2017-18. The CEPN Board will include a
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range of stakeholders drawn from across our ACS. Early tasks will include utilising workforce
profiling tools available through Health Education Thames Valley to inform a current and future
training needs assessment (covering both pre-qualification and continuing professional
development) which will drive the work of the CEPN going forward.

CCGs

Training
providers

GP provider
collaborations

CEPN
stakeholders

Local
authorities

BHFT

RBFT

The CCGs have previously invested in practice nurse development and training, focussing on
implementing nurse revalidation in primary care and ensuring access to continued professional
development opportunities. We are also working to establish pre-registration nurse training
placements in primary care in the hope that this will encourage trainees to consider general practice
as a career. We intend that the CEPN will take this work forward, accessing any national funding and
programme that may be forthcoming from the GPFV to ensure we continue to maximise the
potential contribution of practice nursing to the wider primary care team.
Supporting GP recruitment and retention
Following completion of the above workforce needs analysis, the CCGs will work with practices and
provider collaboratives to explore how we can make primary care posts more attractive to GPs and
others, for example by offering portfolio posts or opportunities for further study. This will be
facilitated by at-scale working in primary care which will by its nature give GPs scope to develop
specialist interests and to work more closely with teams aligned to hubs and clusters of practices
including secondary care teams providing outpatient services in the community and specialist teams
supporting patients to remain at home. In delivering this workstream we hope to benefit from
national initiatives such as flexible working arrangements, increased GP training capacity and
international recruitment drive outlined in the GPFV. In respect of the latter we are currently
considering whether to apply to be one of the targeted areas and intend to make a decision on this
by the end of April 2017.

22

Linked to this, we are working with practices to maximise the impact of changes to funding
arrangements and other initiatives announced following the GPFV. These include:





Exploring opportunities for our practices to access the Recruiting Returning Doctors Scheme
when it is rolled out.
Ensuring practices know how to access the new NHS GP Health Service as well as occupational
health arrangements so that appropriate support is provided to GPs facing work pressures and
stress.
Making practices aware of the increased funding available through the Induction and Refresher
and GP Retainer schemes.

We will also work to ensure that practices are able to take advantage of other forthcoming GPFV
initiatives as and when these become available. These are expected to include increased funding for
GP training placements and flexible working opportunities for GPs.
Primary care leadership
As CCGs we recognise that the transformation of primary care will require strong and effective
clinical and managerial leadership. We have already invested in four GP provider lead roles (see
above) and will work to support these individuals to lead the further development of at-scale
working in primary care. We anticipate that the transformation plans to be developed by these
leads in conjunction with the practices they are working with will identify a need for further clinical
leadership and management resource to take forward the emerging collaborations, scope potential
and support the development of business cases and we will use the £1/£2 per head transformation
funding to ‘pump prime’ this work with a view to the provider organisations being entirely selfsufficient within one to two years.
We have already shared with all practices details of the General Practice Improvement Leaders and
Practice Manager Development programmes and will now look to work to ensure that key
individuals access these, thereby building the skills of our GPs and practice managers in leading
change.
Training for care navigators and medical assistants
Newbury and District, South Reading and North and West Reading CCGs successfully ran a pilot
training programme for administrative staff in general practice during 2016-17. This focussed on
upskilling staff to support GPs in the management of administrative tasks and care co-ordination,
thereby freeing up GP time for clinical care. The programme is currently being evaluated with a view
to using the funding received for training for care navigators and medical assistants in 2017-18 to roll
it out across the CCGs, subject to the release of a national training specification by NHSE.
Skill-mix
During 2016-17, Newbury and District CCG and North and West Reading CCGs funded a number pilot
clinical pharmacist roles working across multiple practices. These groups of practices, along with
others in Wokingham and South Reading, have now bid for funding through the national clinical
pharmacists scheme. A number of these bids have been successful. Where bids have not been
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approved we will work with providers to re-scope these and/or to consider other potential options
for funding.
The CCGs have worked with the University of Reading, RBFT and BHFT to establish a local training
programme for physicians’ associates. A number of practices are hosting first and second year
placements and when the first cohort of students completes the course next summer, we hope that
a number of them will choose to work in primary care.
A number of Berkshire West practices have already chosen to recruit new professionals into their
teams including physiotherapists and emergency care practitioners. We are working with all of
these practices to understand the potential benefits of the models they are employing and to share
learning with other providers across Berkshire West. We will also be looking to review learning
from the national physiotherapy pilots and other similar schemes.
We are also keen to further explore the potential of mental health therapists in primary care once
details of the national programme are announced, recognising that responding appropriately to
patients with mental health needs is a key element of effective primary care provision. We are
currently rolling out our IAPT programme for patients with long-term conditions into which GPs will
be able to refer. The CCGs have also secured national perinatal mental health funding which will be
used to support GPs to manage pre- and post-natal depression by providing accessing to mental
health professionals to support pregnant women and those with newborn babies.
To support these workforce changes, we are working to increase patient awareness of the different
professionals they may see in primary care in future. This was the focus of a series of public
meetings held in June 2016 and following publication of our Primary Care Strategy and our the short
film (Our Vision for Primary Care Services) focuses on the potential roles of clinical pharmacists and
physicians’ associates.
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5.

Workload

In addition to the workforce pressures outlined above, we recognise that our practices are facing
increasing demand from a growing population with an increasing prevalence of long-term
conditions. We are taking the following steps to tackle workload in primary care:
Secondary care interface
Our contracting team has implemented the NHS Standard Contract requirements relating to the
interface with primary care in full. We have set up a concerns mailbox for practices to highlight
issues to be raised with providers and a regular interface meeting. As set out above (see Model of
Care) as part of our Accountable Care System we envisage significant changes in the ways in which
primary and secondary care work together in future which will streamline processes for GPs to seek
input from secondary care.
GP Resilience Programme
The following table sets out how we have used resilience funding in 2016-17 (£110K in total) to
support practices to respond to specific pressures and to develop plans to ensure their sustainability
going forward, including by exploring how they may work collaboratively with other practices to
deliver efficiencies and generate additional income (see Model of Care, above).
CCG

Use of GP Resilience Funding 2016-17

Newbury and District

 Management diagnostic and identification of potential
efficiencies funded for two practices, including one that has
recently merged.
 Practice Management support provided to a practice currently
experiencing significant growth.
 Training support to be provided to two identified practices.
 Continuation of RCGP support for two practices previously rated
as special measures.
 HR support provided to practice considering merger.
 Practice management and IT diagnostic support to further
practice currently going through a merger process.
 Used to fund legal advice and management support for the
establishment of a federation made up of a number of practice
clusters (see Model of Care, above).

North and West Reading
South Reading

Wokingham

For 2017/18 we will receive £72K of GP Resilience Funding across Berkshire West. We intend to use
this to support change processes in practices in a similar way to last year, although collaborative
working will be funded separately. All practices will be made aware of this funding and will be able
to highlight pressures to us for consideration. The allocation of funding will be overseen by the
Primary Care Commissioning Committee. We are keen to explore the RCGP’s new support offer
which may help future business planning in challenged practices as well as providing specific support
to any further practices rated as inadequate by the CQC.
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General Practice Development Programme
We have already made practices aware of the Time for Care programme and will continue to
promote this. We believe that there may be benefit in groups of clinicians and practice managers
undertaking this programme and will be discussing this further with the emerging GP collaboratives.
As part of this we will identify a Time for Care ‘champion’ within our primary care team who will
work to establish links with groups of practices that may have undertaken the programme elsewhere
and share feedback locally.
Our plans with regard to the other elements of the General Practice Development Programme
(General Practice Improvement Leaders Programme, training for care navigators and medical
assistants and the Practice Manager Development Programme) are set out in the Workforce section,
above. Plans for using online consultations are described under Infrastructure, below.
10 High Impact Actions
The following table summarises how we are applying the 10 High Impact actions for primary care
and further actions identified. These will be considered more systematically by any groups of
practices undertaking the Time for Care programme, see above.

High Impact Action

Berkshire West approach
 Exploring digital front door options – see
Infrastructure, below.
 Care co-ordinator model also supports
signposting of patients to most appropriate
services

Active signposting

 Implementing online consultations – see
Infrastructure, below.
 Most practices already offer telephone
consultations.

New consultation types

Reduce DNAs

 Practices are able to text patients using
Iplato. Patients can cancel appointments
online.
 Further consideration to be given to auditing
DNA rates and sharing best practice.

Develop a broader team

 Working to increase skill-mix across
Berkshire West practices – see Workforce,
above.
 A number of practices have previously
undertaken the Productive General Practice
Programme
 May be potential for practices to explore this
further, probably as part of collaborative
arrangements

Productive workflows

26

Personal productivity

 May be potential to do more work with
practices on this.

Partnership working

 Moving to primary care at-scale and
integration with other organisations, see
Model of Care, above.
 Further roll-out of social prescribing models
under consideration, see Model of Care,
above.

Social prescribing

Supporting self-care

 Self-care for minor ailments forms part of
digital
front
door
proposals,
see
Infrastructure, below.
 Also working with community pharmacy to
consider role in managing minor ailments.
 Long-term conditions workstream aims to
support self-care; already a key component
of our diabetes care pathway and looking to
roll-out further.

Develop QI expertise



Would be considered as part of work to
develop clinical and managerial leadership in
primary care, see Workforce, above.

Pharmacy
The Local Pharmaceutical Committee is represented on our Primary Care Commissioning Committee
and we intend to work with them to consider how we can maximise the impact of community
pharmacy.
Using digital techonology to optimum effect
The CCGs are working to maximise the impact of technology in streamlining processes and reducing
workload for primary care providers. Further detail is provided under Infrastructure, below.
Sharing back office functions
As practices come together to work at scale, we anticipate that there will be opportunities to
achieve efficiencies by streamlining ‘back office’ functions. The scope of this is likely to vary
between providers but could range from at scale procurement of support functions such as finance
support and HR through to joint delivery of core practice business such as telephony and clinical
correspondence. Developing a shared back office is one of our ACS enabling workstreams and there
may therefore also be opportunities for practices or GP collaboratives to link with the work we are
already doing around sharing support functions across the system.
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6.

Infrastructure

The following sections set out our approach to ensuring we have the necessary estates and IM&T
infrastructure to underpin the model of care we have described in this document.
6.1 Estates
The baseline mapping table in the Introduction section of this document summarises what we know
about potential population growth and estates priorities. This is informing the development of our
strategy for primary care estates. Work on this is most advanced in Wokingham and Newbury
where we have undertaken a full review of projected housing growth to 2026. This has assessed the
existing and potential capacity of the primary care facilities that will serve new areas of housing and
considered the need for new surgery developments.
Population growth due to new housing is estimated at an additional 9,461 (and potentially a further
2,520) patients by 2026 in Newbury but we are constrained to a certain extent by our ability to
extend existing practices and as such we are working with the planners to identify where additional
GP facilities maybe required. At the current time it is anticipated that two new surgeries will be
required, plus the expansion of one existing surgery.
This is not the case for Wokingham where despite the unprecedented projected population increase
(estimated at 33,280 by 2026), we do have practices that can extend or use existing space to
maximum effect to accommodate the additional patients. Further work is required to fully
understand any implications of the also very significant housing growth in Bracknell Forest as we do
see some patient flows between the two local authority areas.
This work is underpinning our dialogue with local authorities with regard to capital contributions
from developers through Section 106 and/or Community Infrastructure Levy arrangements. It is
currently being replicated in Reading where there is significant infill housing growth as well as other
types of population increase.
Informed by this process, the CCGs have successfully bid for Estates and Technology Transformation
Fund (ETTF) monies to support a number of key schemes. These are summarised below with further
details provided in Annex E. Practices are currently working with NHS England to complete due
diligence processes which will include confirmation of revenue implications. Our view is that these
will be affordable within the delegated primary care commissioning budget given that notional rent
entitlement is abated for NHS capital contributions. Three further schemes put forward were
funded by Minor Improvement Grants from NHS England, these are also shown below.
CCG
Number of schemes
North and West Reading
South Reading
Wokingham
ETTF schemes supported as at March 2017
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Potential value (£000)
2
4
4

856
1,368
1,390

CCG
Number of schemes
North and West Reading
Newbury
Wokingham
Minor Improvement Grants agreed as at March 2017

Potential value (£000)
1
1
1

99
85
49

The baseline mapping table in the Introduction section of this document also identifies further
potential non-ETTF schemes including three which are fundamental to delivery of the Reading CCGs’
local strategies for primary care. The revenue implications of these schemes are however still to be
confirmed once the scheme is worked up further and will need to be reviewed for affordability given
the CCGs’ overall financial position.
Our work to date on premises has focussed primarily on provision of facilities for GMS/PMS/APMS
delivery. However as per the model of care set out above, over time we anticipate the range of
services we will be looking to provide in primary care could expand considerably and there is
therefore a need to expand our strategy on primary care estates to fully take account of how
patients may access care in future (for example through physical hub arrangements as well as
through greater use of digital access routes) and the range of services to be provided. Ensuring the
availability of suitable facilities infrastructure to underpin delivery of new care models is one our ACS
enabling workstreams. This workstream will interface with the Berkshire-wide One Public Estate
programme which aims to identify opportunities to maximise the utilisation of all public sector
assets and to support organisations to work together to meet future premises infrastructure needs
whilst also managing running costs. This includes generating capital receipts by disposing of assets
where appropriate. We are keen to use this programme to explore innovative solutions to meeting
the further priorities identified above as well as other requirements likely to emerge in future.

6.2 Technology
The following are the key elements of our primary care IM&T programme:
Connected Care
The four CCGs submitted a joint application to the ETTF (Estates & Technology Transformation
Fund), and were successful in being awarded funding to support implementation of priority
elements of the Local Digital Roadmap. The £2.5m EFFF funding for the next three years will support
delivery of our Connected Care programme which will deliver interoperability between GP practices,
RBFT, BHFT, SCAS and the three unitary authorities across Berkshire West. At the end of the first
year of delivery (2016/17) the programme has achieved the following:




Achieved technical interoperability between GP practices and Out of Hours, RBFT, Emergency
Department, Wokingham Borough Council and Berkshire Healthcare Foundation Trust. As of
March 2017, there are over 4,500 clinical users of the Connected Care Programme, with an
average of 2,500 clinical records being access each week through the programme.
Begun to enable technical interoperability through Connected Care across multiple providers to
support STP ambitions in relation to the development of information sharing.
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Next steps will be for the Connected Care Programme Board and the system provider, Graphnet, to
identify the best approach to patient access and personalised health records to support self-care,
shared care planning and patient ability to add and view data, with the aim of launching a patient
portal by the end of 2017-18.
The programme will work towards the following outcomes:









Professionals across care settings can access GP-held information on GP-prescribed
medications, patient allergies and adverse reactions.
Information accessed for every patient presenting as a referral, outpatient, emergency
department, diagnostic, inpatients, community and social care setting where this information
may inform clinical decisions, as demonstrated below.
Information accessed in community pharmacy and acute pharmacy where it could inform
clinical decisions.
Development of digital operating models to enable Primary Care at scale/ primary care hubs,
enabling shared access.
Interoperable appointment-booking systems enabling integrated working and GP extended
access.
Patient and Citizen access to their own care record, combined with high quality information
about effective care planning (through patient portal, see above).
Enabling earlier more effective self-care preventing disease development and exacerbation.

Other IM&T developments
All practices across Berkshire West have Wifi availability and single domain access. This supports
visiting clinicians to access records through the N3 connection. All practices are also now using
mobile technology and tablets to support home visiting and sharing of images for referral purposes.
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The CCGs have commissioned DXS as a single provider of sharing pathways, patient/service criteria
and referral forms that is embedded in EMIS and Vision.
We are monitoring progress against contractual expectations to increase the availability and
utilisation of online access to appointments and records, e-referrals and electronic prescribing with
regular reports provided to our Primary Care Commissioning Committee which is also monitoring
practices against the Digital Maturity Index for primary care. Current levels of delivery are set out in
the baseline table in the Introduction section of this document. A key priority is to inform patients
of how they can access primary care electronically, be it to review their notes or hospital letters or
for an online consultation and this is reflected in our engagement plans (see below).
The CCG’s GPIT Committee is currently renewing its Digital Strategy for Primary Care. Delivery will
be overseen by the Primary Care Commissioning Committee. As well as the Connected Care work
set out above, key components will include:


Using the GPFV funding for online consultations (£137K in 2017-18, rising to £183K in 2018-19)
to support practices to utilise Skype and other technologies for consultations and to better
empower patients to self-care and manage their conditions. It is intended to identify a local
preferred supplier(s) from national framework arrangements and with reference to the NHSE
specification which is expected shortly. The associated options appraisal will take into account
developments in other parts of the STP footprint and beyond so that lessons learnt in other
areas can be taken into account in our local development. From 2017/18 Q2, practices will be
offered a full suite of technical solutions from digital ‘frontdoor’ arrangements providing advice
and support through to the functionality required for consultations to be undertaken online.



Developing the use of existing core primary care clinical systems as a basis for information
sharing and clinical collaboration including ensuring technical access and configurations are in
place to enable record sharing, further development of templates and use of the Connected
Care Programme as an embedded secondary data tool within EMIS and Vision. Alongside
Connected Care developments, South Reading CCGs are currently piloting solutions for full
read/write access to other practices’ clinical systems in order to support collaborative
approaches to extended hours and same day access. Black Pear is currently being piloted
between a Vision and an EMIS practice and a further pilot will trial the use of Vision 360 to
connect EMIS systems.



Piloting the opportunities for Virtual Digital Infrastructure in primary care – operating a single
server across the 51 practices.



Development of Child Protection – Information Sharing (CP-IS) in unplanned primary care
settings to ensure compliance and working towards improving child protection information
across all settings.



Scoping and developing interoperability between GP practices’ appointment booking systems
and community and out-of-hours providers as well as NHS 111.
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Use of practice-based and remote technology to support self-care and improve efficiency of
consultations. This will include support practices to install self-serve patient monitoring devices
in surgeries and a piloting patient-worn devices with a group of staff volunteers.
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7.

Investment

The following table summarises our planned investment for 2016-21.

Investment

CCG
R/NR Popn.

10M
113,723
£000s

10N
103,223
£000s

10W
125,870
£000s

11D
145,749
£000s

Total
488,565

2016-2017
1. BAU i.e. Global sum, premises, QOF, DES, Dispensing, PC Other, S96
Share of Vulnerable Practices Pilot funding
Share of General Practice Resilience Programme
Training care navigators and medical assistants
Anticipatory Care CES
Extended Access CES
Other CES
Total 2016-2017

R
NR
NR
NR
R
R
R

14,022
9
25
10
516
465
131
15,178

13,735
17
23
10
506
482
154
14,927

18,200
32
29
12
570
470
134
19,447

18,129
43
33
14
649
589
246
19,703

64,086
101
110
46
2,241
2,006
665
69,255

2017-2018
1. BAU i.e. Global sum, premises, QOF, DES, Dispensing, PC Other, S96
2.1 Transformational support £1 per head
2.3 Online Consultations
2.4 Training care navigators and medical assistants
2.5 Resilience
3.1 Anticipatory Care CES
3.2 Extended Access CES
3.3 Other CES
Total 2017-2018

R
NR
NR
NR
NR
R
R
R

14,281
114
31
20
16
516
465
131
15,574

13,988
104
29
19
15
506
482
154
15,297

18,535
126
36
24
19
570
470
134
19,914

18,542
147
42
28
22
649
589
246
20,265

65,346
492
137
91
72
2,241
2,006
665
71,050

2018-2019
1. BAU i.e. Global sum, premises, QOF, DES, Dispensing, PC Other, S96
2.1 Transformational support £2 per head
2.2 Additional capacity (£3.34 per head)
2.3 Online Consultations
2.4 Training care navigators and medical assistants
3.1 Anticipatory Care CES
3.2 Extended Access CES
3.3 Other CES
Total 2018-2019

R
NR
R
NR
NR
R
R
R

14,557
230
371
41
20
516
94
131
15,960

14,321
209
358
38
19
506
124
154
15,730

18,893
254
462
48
24
570
0
134
20,384

18,966
297
499
56
28
649
90
246
20,831

66,737
990
1,690
183
91
2,241
308
665
72,906

2019-2020
1. BAU i.e. Global sum, premises, QOF, DES, Dispensing, PC Other, S96
2.2 Additional capacity (£6 per head)
3. CESs
Total 2019-2020

R
R
R

15,000
666
647
15,666

14,783
643
660
15,426

19,359
830
704
20,189

19,635
896
895
20,531

68,777
3,036
2,906
71,813

2020-2021
1. BAU i.e. Global sum, premises, QOF, DES, Dispensing, PC Other, S96
2.2 Additional capacity (£6 per head)
3. CESs
Total 2020-2021

R
R
R

15,616
699
647
16,315

15,399
637
660
16,036

20,086
766
704
20,852

20,506
906
895
21,412

71,607
3,009
2,906
74,616

The BAU line represents the budget delegated to us by NHS England to commission primary medical
services. This is committed to existing contracts with a low level of reserves with a risk share
arrangement in place between the CCGs. Whilst the 2017/18 contract settlement is affordable
within the budgets set out above, it is recognised that the growth included in this allocation may not
be sufficient to cover the population increase anticipated due to housing development, particularly
in Wokingham. Depending on the level of funding required to meet future GMS contractual
settlements, this may represent a cost pressure in the outer years.
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The BAU fund also incorporates premium funding previously paid to PMS practices which is now
being phased out over a five year transition period running to 2021. The majority of this funding is
being used to commission a Quality CES aimed at recognising and incentivising good practice and
provision of a range of services in primary care. The CES is intended to avoid de-stabilising the
sector by ensuring continued investment whilst also ensuring that additional value-for-money is
obtained from PMS contracts. The service specification of the Quality CES is reviewed annually to
reflect the gradually increasing investment associated with it. Over time the CCGs may work with
practices and GP collaboratives to consider alternative ways of reinvesting PMS premium funding in
the outer years.
As the CES is priced consistently across the three CCGs with PMS practices, there is some residual
premium funding in South Reading and Newbury and District CCGs (currently £95K and £21K
respectively). In South Reading it is intended that this will be used to further incentivise
collaborative working and other schemes aiming to ensure the future sustainability of services. The
Quality CES is not currently commissioned from GMS practices in Wokingham or Newbury CCGs
(note Newbury CCG has only one PMS practice so there is not enough premium funding to
commission the service from GMS practices). It remains the Berkshire West CCGs’ aspiration to level
funding between GMS and PMS contracts, however this would require further investment in GMS
practices which has not been identified to date.
Plans for utilisation of the other funding streams included in this plan have been described
elsewhere in this document. These are as follows:







General Practice Resilience Funding (GPFV allocation) – covered in Workload section.
Funding for training care navigators and medical assistants (GPFV allocation) – covered in
Workforce section.
Anticipatory Care CES investment (funded from CCG programme budget) – covered in Model
of Care section.
Extended Access CES investment (from CCG programme budget) and national funding for
additional capacity (GPFV allocation) – covered in Access section
Transformation Support (from CCG programme allocations) – covered in Model of Care
section.
Online consultation funding (GPFV allocation) – covered in Infrastructure section.

GPFV funding streams not covered in this plan, such as funding for Clinical Pharmacist pilots and GP
recruitment and retention schemes, are paid directly to practices.
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8.

Leadership, governance and programme arrangements

8.1 Governance arrangements
Delivery of this GPFV Implementation Plan will be overseen by the Primary Care Commissioning
Committee. This Committee reports directly to the four CCG Governing Bodies and also to the CCGs’
QIPP and Finance Committee in respect of investment decisions. In accordance with the Delegation
Agreement, it is chaired by one of the CCG’s Lay Members, meets in public and has clear processes
and procedures in place for managing conflicts of interest. As well as clinical and managerial leads
from the CCGs, its membership includes Health and Wellbeing Board and Healthwatch
representatives, the Local Medical Committee (LMC), the Local Pharmaceutical Committee (LPC) and
NHS England.
The attached Delivery Plan will be developed into a work programme for 2017-18 with a quarterly
progress report to be produced for the Committee. This will RAG rate all schemes, highlighting
progress against milestones and any areas of risk on delivery. As part of the development of this
work programme and report, further work will be undertaken to define success measures and
KPIs/trajectories where our Delivery Plan currently shows these as unknown.
The Primary Care Commissioning Committee currently has one sub-group which focuses on estates
issues. Regular progress reports are provided. The GPIT Committee will now also report directly to
the Primary Care Commissioning Committee, thereby providing assurance of progress to deliver the
digital transformation that is required to underpin the transition to the new model of primary care
described in this document.
As highlighted throughout this document, our work programme for primary care has many
dependencies and links directly into the development of the Berkshire West ACS.
The following chart summarises the ACS governance structure and where the Primary Care
Commissioning Committee fits into this. It also shows how the key related workstreams identified in
this document such as the redesign of outpatients, urgent care reform and joint working on estates
feed into the overall ACS programme. The four GP provider leads described under the Model of
Care section, above, sit on the Clinical Strategy Group. This ensures that primary care is an integral
part of the ACS from the outset with the GP collaborative voice having the opportunity to influence
the configuration of services going forward.
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The following diagram illustrates how the ACS links with other programme management
arrangements, notably the BOB STP and the pre-established Berkshire West 10 Integration
Programme.
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8.2 Managing risk
Primary care forms part of the CCGs’ corporate risk register and a number of risks are currently
being managed. These are included for illustrative purposes at Annex F. The risk register is
reviewed on a quarterly basis by the Primary Care Commissioning Committee and any mitigating
action is agreed and monitored. New risks can also be added at any time, which would include any
significant risks to delivery identified through the quarterly programme reports which will now be
produced based on this plan. The risk register is shared with the CCG Governing Bodies.

8.3 Engaging with stakeholders
As set out above, the CCGs undertook significant engagement work in developing the Berkshire West
Primary Care Strategy which was the pre-cursor to this document. This included engaging with
practices through GP Councils and a working group and with broader stakeholders through the
Health and Wellbeing Boards as well as a programme of public engagement incorporating a number
of events, production and distribution of a ‘patient friendly’ version of the strategy and an online
survey. The Primary Care Strategy includes a section setting out how this feedback informed its
content.
There has been no significant change in approach or focus since the original engagement was
undertaken. We therefore intend to build on this work, continuing to share our primary care films
and moving to having more detailed conversations with Patient Participation Groups and others
about changes that might most affect them. We will also continue to support practices to undertake
consultation around changes where required as part of commissioner decision-making processes as
well as to ensure we and/or our providers meet any statutory consultation requirements around
changes that could occur as a result of this plan. Practices and those working in primary care will
continue to be engaged through GP Council meetings, involvement in the development of GP
collaboratives and existing forums such as our regular liaison meetings with the LMC.

New workforce models roles of different
professionals

Accessing the right service
- registering, new access
options, NHS 111, self care

Primary Care
Engagment
New services available in
primary care

Online access
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The chart above highlights some of the key areas of this plan where we and the emerging GP
collaboratives will look to work with patients and other stakeholders to test out potential
approaches and to understand and address any concerns. This list will form the basis of a more
detailed primary care section which will be developed as part of our CCG Communications and
Engagement Plans for 2017-18. This will include considering how we can engage with as diverse a
group of patients as possible, linking with established community groups and forums where
appropriate to ensure that we are able to consider and respond to as broad a range of stakeholders
as possible.
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ANNEXES
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ANNEX B

1

2

3

4

5

Description

Negligible/Insignificant

Low

Moderate

High

Very High

Estates and Premises

Premises fit for purpose now
and for the next 5 years.

Premises fit for purpose now
but will need changes in next
5 years.

Premises fit for purpose but
remedial work required now
to maintain the situation

Premises not fit for purpose.

Premises unfit for purpose.

Either expansion or major
renovation required

No opportunity to expand.
Not financially viable to repair
or renovate.

Workload

Partnership Model

No issues.

Slight issues.

Clinicians are regularly
overloaded but it is
manageable.

Clinicians have plenty of
capacity.

Clinicians overloaded
occasionally.

Administration is under
control.

Administration has a few
minor issues.

Correct number of partners.

Sufficient number of partners.

Partner responsibilities
covered.

Key partner responsibilities
covered.

Succession plan in place.

Succession plan possible.

Most key partner
responsibilities covered.

Financially attractive for new
partners to join

Financially attractive for new
partners to join.

Succession plan needs
attention.

Succession plan on hold.

Financially neutral for new
partners.

No longer financially
attractive for a new partner
to join.

Administration has systematic
problems but work arounds
maintain service.
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Insufficient partners but
confident that new partners
will be found.

Clinicians are seriously and
continuously overloaded.

Administration is continually
struggling with changes and
“broken NHS systems”.
Insufficient partners to cover
key areas.
Not confident that new
partners can be recruited.

Workload overload is causing
potential patient and
employee safeguarding issues
Administarion issues causing
potential safeguarding and
financial issues.

Serious lack of partners.
Major areas of partnership
not covered.

No succession plan.

Financially unattractive for
any new partner to consider
joining.

Workforce Resources

Sufficient number of clinicians
and administrative staff.

Easy to attract good quality
employees.

Financial

Income expected to rise over
next 3 years.

Numbers of clinicians and
staff are maintained through
continual recruitment.

Run with a continual number
of vacancies available.

Relatively easy to attract
good quality candidates.

Not easy to attract good
quality candidates.

Income and expenses are flat.

A number of vacancies have
been open for 3 – 6 months
or more.

Good candidates very difficult
to attract.

A number of vacancies
outstanding for over 6 month.

Virtually no reponse from
good quality candiates.

Either income is falling or
expenses are rising.

Either significant income loss
or expenses increase forecast.

Significant income reduction
plus increased expenses.

Profit is likely to fall 5 - 10%
over the next 3 years.

Profits forecast to drop by
20% over the next 3 years.

Profits forecast to drop by
over 25% in next 3 years.

Partnership is viable but
partnership share will reduce.

Partnership is only viable if
partners willing to accept
significant loss of income

Partnership not viable in 3
years.

Expenses under control.
Profits will remain static for
next 3 years .
Profits for next 3 years are
positive with some small
increase forecast.

Partnership is financially
viable.

Partnership is financially
viable.
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ANNEX C

Extended Access (evening and weekends) at GP services - 2017/18 and 2018/19 plans
Standard (to be achieved by
2020)

100%

2017/18 Plan

E.D.14

Months 1 - 6

Months 7 - 12

Number of practices within a CCG which meet the definition of offering
extended access, that is where patients have the option of accessing
routine (bookable) appointment outside of standard working hours
Monday to Firday

0

0

Total number of practice within the CCG

10

10

0.0%

0.0%

Number of practices within a CCG which meet the definition of offering
extended access, that is where patients have the option of accessing
routine (bookable) appointment outside of standard working hours
Monday to Firday

5

5

Total number of practice within the CCG

10

10

50.0%

50.0%

%

Newbury and District CCG

2018/19 Plan

%

Extended Access (evening and weekends) at GP services - 2017/18 and 2018/19 plans
Standard (to be achieved by
2020)

North and West Reading
CCG

100%

2017/18 Plan

E.D.14

Months 1 - 6

Months 7 - 12

Number of practices within a CCG which meet the definition of offering
extended access, that is where patients have the option of accessing
routine (bookable) appointment outside of standard working hours
Monday to Firday

0

0

Total number of practice within the CCG

10

10

0.0%

0.0%

%
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2018/19 Plan

Number of practices within a CCG which meet the definition of offering
extended access, that is where patients have the option of accessing
routine (bookable) appointment outside of standard working hours
Monday to Firday

5

5

Total number of practice within the CCG

10

10

50.0%

50.0%

%

Extended Access (evening and weekends) at GP services - 2017/18 and 2018/19 plans
Standard (to be achieved by
2020)

100%

2017/18 Plan

E.D.14

Months 1 - 6

Months 7 - 12

Number of practices within a CCG which meet the definition of offering
extended access, that is where patients have the option of accessing
routine (bookable) appointment outside of standard working hours
Monday to Firday

0

5

Total number of practice within the CCG

16

16

0.0%

31.3%

Number of practices within a CCG which meet the definition of offering
extended access, that is where patients have the option of accessing
routine (bookable) appointment outside of standard working hours
Monday to Firday

10

16

Total number of practice within the CCG

16

16

62.5%

100.0%

%

South Reading CCG

2018/19 Plan

%

Extended Access (evening and weekends) at GP services - 2017/18 and 2018/19 plans
Standard (to be achieved by
2020)

100%

E.D.14

44

Months 1 - 6

Months 7 - 12

2017/18 Plan

Number of practices within a CCG which meet the definition of offering
extended access, that is where patients have the option of accessing
routine (bookable) appointment outside of standard working hours
Monday to Firday

0

0

Total number of practice within the CCG

13

13

0.0%

0.0%

Number of practices within a CCG which meet the definition of offering
extended access, that is where patients have the option of accessing
routine (bookable) appointment outside of standard working hours
Monday to Firday

5

8

Total number of practice within the CCG

13

13

38.5%

61.5%

%

Wokingham CCG

2018/19 Plan

%
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ANNEX D – Workforce baseline (from GP Workforce Census)

FTE as at 30 Sep 2015 - experimental statistics

Q82
44
44
44
44

NHS England South (South Central)
10M NHS Newbury and District CCG
10N NHS North and West Reading CCG
10W NHS South Reading CCG
11D NHS Wokingham CCG

Region All Practitioners Senior Partner Partner/ Salaried By Salaried By Retainer Registrar F1/2 Registrar Locum - Locum - Locum - other Not All Nurses Advanced Nurse
Provider Practice Other
ST3/4 Covering Covering
Stated(1)
Nurse Specialist
Sickness/Ma Vacancy
Practitioner
ternity/
s
Paternity
2,437
63
55
63
94

335
10
7
14
13

1,117
37
33
25
51

467
11
13
21
25

4
-

7
-

27
2

449
4
2
1
3

9
0

10
1
-

12
0
1
-

46

-

1006
25
26
34
39

138
4
5
6
8

44
1
1
0

Extended Practice Practice District Nurse Trainee Research All Direct Health Care Dispensers Phlebotomists Pharmacists Podiatrists Physiotherapists Therapists Physician Direct
Role Nurses Nurse Nurses Dispenser Nurses Nurses Patient Care Assistants
Associates Patient Care Practice
Partners
Other
Nurses

16
2
6

798
19
19
28
25

-

1
-

1
-

5
-

3
2
-

1080
25
30
21
47

562
10
8
14
22

306
9
11
2
12

156
5
9
2
9

23
0
0
1
2

0
0
0
0
0

1
0
0
0
0

2
0
0
0
0

0
0
0
0
0

32
1
2
2
2

ANNEX E – ETTF and MIG schemes – as at March 2017
Cohort 1 = these schemes have been identified as able to mobilise quickly and potentially complete during 2016/17.
Cohort 2 = these schemes are expected to complete by March 2019.

NHS North and West Reading CCG
Scheme

Cohort #

Description

Funding Stream

Balmore Park

1

Internal reconfiguration to
provide additional clinical
space

MIG (Minor Improvement
Grant)

Tilehurst Surgery

2

Extension to existing
premises to provide
additional clinical space and
training facilities

ETTF

Western Elms

2

Extension to existing
premises to provide
additional clinical space and
training facilities

ETTF

Cohort #

Description

Funding Stream

NHS Newbury and District CCG
Scheme
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1

Internal reconfiguration to
provide additional clinical
space

MIG (Minor Improvement
Grant)

Scheme

Cohort #

Description

Funding Stream

Reading Walk-in Centre

1

Internal reconfiguration to
provide additional clinical
space

ETTF

Longbarn Lane

1

Extension to existing
premises to provide
additional clinical space

ETTF

Milman Road

2

Extension to existing
premises to provide
additional clinical space and
training facilities

ETTF

Scheme

Cohort #

Description

Funding Stream

Swallowfield

1

Extension to existing
premises to provide

ETTF

Burdwood

NHS South Reading

NHS Wokingham CCG
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additional clinical space
Finchampstead

1

Extension to existing
premises to provide
additional clinical space

ETTF

Chalfont

1

Internal reconfiguration to
provide additional clinical
space

MIG (Minor Improvement
Grant)

Brookside

2

Internal reconfiguration to
provide additional clinical
space

ETTF

Parkside

2

Internal reconfiguration to
provide additional clinical
space

ETTF
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Annex F – Primary Care Risk Register as agreed by Primary Care Commissioning Committee, March 2017
Risk Ref.
No.

Source

Owner

Risk Description

Inherent
risk score
L

I

RR

Required controls and
actions to reduce/mitigate risk
(with dates)

CATEGORY: Joint Primary Care Co-Commissioning Committee (JPCCC)
PrC2a

PCCC

Helen
Clark

Viability of existing providers and
ability to deliver new service
models described in Primary
Care Strategy may be affected by
capacity and staffing constraints.

4

4

16

Monitor/
Review
body

Quarterly

JPCCC

Residual
Risk Score
and Rating
L I RRR

Is risk rating
accept-able
Yes/No

Lead: ACO (HC)

March 2017 (no change in rating):
 Workforce Workstream
overseeing a number of
projects including the
Physicians Associate
programme, shared pharmacist
pilots and development of GP
administrative assistant roles.
Several bids submitted for
national pharmacist funding,
outcome awaited.
 Funding now received from
HETV to support establishment
of a Community Education
Provider Network (CEPN), fixed
term project manager
appointed. CEPN to take
forward work to gather
detailed intelligence around
extent of current issues and
likely future workforce needs
that is still required as well as
to take forward practice nurse
development work.
 Work is underway to further
scope approach to workforce in
primary care, identifying what
is being taken forward through
CEPN and other work required,
e.g. to improve recruitment
and retention. This will be
described in more detail in
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Review
Dates:
(monthly,
quarterly)

4

4

16

No – to be reassessed once
CPEN more
established and
full workforce
approach
articulated in
GPFV
Implementation
Plan

Risk Ref.
No.

Source

Owner

Risk Description

Inherent
risk score
L

I

RR

Required controls and
actions to reduce/mitigate risk
(with dates)



PrC2b

PCCC

Rebecca
Clegg

Viability of existing providers and
ability to deliver new service
models described in Primary
Care Strategy may be affected by
funding issues including PMS
review and phasing out of MPIG.

3

4

12

Monitor/
Review
body

Quarterly

JPCCC

Residual
Risk Score
and Rating
L I RRR

Is risk rating
accept-able
Yes/No

updated GP Forward View
Implementation Plan to be
developed by April 2017.
Links being developed with
other workforce programmes
e.g. BW10, STP workstream,
urgent care and ACS workforce
workstreams.

March 2017 (no change in rating):
 MPIG review phased over five
years with funding reinvested
in global sum which is
estimated to increase to £80
per patient by 2021. Analysis
of impact now complete.
 PMS review also phased over 5
years. Recovery of funding and
reinvestment through Quality
CES now being implemented.
Practices have full forecast of
net impact nad capping has
been agreed to mitigate most
significant losses. However
impact on future practice
financial sustainability is still
unclear.
 Residual PMS funding has been
used to create Transformation
Fund in South Reading in
particular, however level of
funding in initial years is lower
than originally anticipated.
 ETTF bid outcome confirmed
and majority have been
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Review
Dates:
(monthly,
quarterly)

2

4

8

Yes

Risk Ref.
No.

Source

Owner

Risk Description

Inherent
risk score
L

I

RR

Required controls and
actions to reduce/mitigate risk
(with dates)

PCCC

Debbie
Simmons

High number of special measures
practices indicates that quality
improvements are required and
may affect viability of these
practices going forward.

4

4

16

Monitor/
Review
body

Quarterly

JPCCC

Residual
Risk Score
and Rating
L I RRR

Is risk rating
accept-able
Yes/No

supported. Also working to
maximise benefit of S106/CIL
funding from developers.
Vulnerable Practices, Practice
Resilience and GP
Administrative staff training
funding in 2016/17 used to
support sustainability. Plans to
be developed for 2017/18
along with plans for use of
funding for online
consultations and £1 per head
transformation monies.



PrC2i –
Newbury &
District and
Wokingham
CCGs (NWR
now moved to
separate risk)

Review
Dates:
(monthly,
quarterly)

March 2017 (no change in rating):
 No practices currently in
special measures – all
inspected.
 Quality Framework and
Dashboard incorporating risk
indicators is now in place and
will support proactive
conversations with practices
facing particular challenge.
Feeds into consolidated
Primary Care Quality Report
which is now in place but
needs further development.
Delegation of NHSE quality
functions largely complete.
 As reported previously have
also provided guidance to
practices on preparing for CQC
visits. Further work to be
undertaken to agree support to
be provided to Requires
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1

4

4

Yes

Risk Ref.
No.

Source

Owner

Risk Description

Inherent
risk score
L

I

RR

Review
Dates:
(monthly,
quarterly)

Monitor/
Review
body

March 2017 (no change in rating):
 Currently have one practice in
special measures (but rated as
Requires Improvement) but
anticipate this will change
following further visit.
 2 practices have been visited
but no report published as yet.
All other practices have been
visited.
 Quality Framework and
Dashboard incorporating risk
indicators is now in place and
will support proactive
conversations with practices
facing particular challenge.
Feeds into consolidated
Primary Care Quality Report
which is now in place but
needs further development.
Delegation of NHSE quality
functions largely complete.
 As reported previously have
also provided guidance to
practices on preparing for CQC
visits. Further work to be
undertaken to agree support to
be provided to Requires
Improvement practices (of
which there are 5).

Quarterly

JPCCC

March 2017:

Quarterly

Required controls and
actions to reduce/mitigate risk
(with dates)

Residual
Risk Score
and Rating
L I RRR

Is risk rating
accept-able
Yes/No

Improvement practices (of
which there are 2 in
Wokingham, 0 in Newbury).
PrC2ii - South
Reading CCG

PCCC

Debbie
Simmons

High number of special measures
practices indicates that quality
improvements are required and
may affect viability of these
practices going forward.

4

PrC2iii – NWR

PCCC

Debbie

High number of special measures

4

16
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2

JPCCC

4

8

Yes

Risk Ref.
No.
CCG
(NEW RISK,
PREVIOUSLY
INCORPORATED
INTO PrC2i)

Source

Owner

Risk Description

Simmons

practices indicates that quality
improvements are required and
may affect viability of these
practices going forward.

Inherent
risk score
L

I

RR

4

4

16

Required controls and
actions to reduce/mitigate risk
(with dates)
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No practices currently in
special measures, however two
have had conditions placed on
their registration following
focussed inspections by CQC.
Further visits have been
undertaken and ratings are
awaited. CCG is providing
intensive support to these
practices to ensure the future
viability of the contracts; this
has implications for the
stability of other practices
which are facing capacity and
workforce constraints.
Progress is being monitored
weekly by Nurse Director,
Director of Primary Care and
CO.
All other practices visited and
rated Good.
Quality Framework and
Dashboard incorporating risk
indicators is now in place and
will support proactive
conversations with practices
facing particular challenge.
Feeds into consolidated
Primary Care Quality Report
which is now in place but
needs further development.
Delegation of NHSE quality
functions largely complete.
As reported previously have
also provided guidance to
practices on preparing for CQC

Review
Dates:
(monthly,
quarterly)

Monitor/
Review
body

Residual
Risk Score
and Rating
L I RRR
3

4

Is risk rating
accept-able
Yes/No
No

12

Risk Ref.
No.

Source

Owner

Risk Description

Inherent
risk score
L

I

RR

Review
Dates:
(monthly,
quarterly)

Monitor/
Review
body

March 2017 (no change in rating):
 Engagment on Primary Care
Strategy is ongoing – public
meetings with focus on primary
care issues took place in June
2016 and a video has been
produced to support
discussions around the
strategy. Forthcoming public
events following Operational
Plan development will cover
primary care.
 Ongoing programme of
engagement to be developed
as part of full local GP Forward
View Implementation Plan
which is to be in place by April
2017.
 Discussions underway
regarding how best get
feedback from practice Patient
Participation Groups.

Quarterly

JPCCC

March 2017 (no change in rating):
 Work progressing well in South
Reading through new Alliance
and discussion with University
Hub.
 Wokingham practices also
considering collaborative
approaches and hub models.
 Draft local GPFV
Implementation Plan sets out
approach and associated

Quarterly

Required controls and
actions to reduce/mitigate risk
(with dates)

Residual
Risk Score
and Rating
L I RRR

Is risk rating
accept-able
Yes/No

visits.
PrC4

PCCC

Cathy
Winfield

Members of the public will not
be willing to accept the models
of care resulting from the
Primary Care Strategy, thereby
preventing effective
implementation.

3

PrC5

PCCC

Helen
Clark

Practices wil not engage with redesign of same-day access
thereby hampering efforts to
achieve sustainability by
enabling practices to
bettermanage demand and
adversely affecting ability to
reduce A&E attendances and
non-elective admissions and
meet national requirements to
expand seven-day provision.

4

4

4

12

16
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2

4

8

Yes

9

No (but further
clarity should
result from ACS
project)

PCCC

3

3

Risk Ref.
No.

Source

Owner

Risk Description

Inherent
risk score
L

I

RR

Required controls and
actions to reduce/mitigate risk
(with dates)

PCCC

Helen
Clark

Lack of effective Primary Care
Support Services through
Primary Care Support England
(PCSE, provided by Capita) will
have adverse impact on
GMS/PMS/APMS service delivery
including availability of medical
records, list management,
registrar and pension payments,
availability of clinical supplies
and timely completion of

5

4

20

Monitor/
Review
body

Monthly

PCCC

Residual
Risk Score
and Rating
L I RRR

Is risk rating
accept-able
Yes/No

investment which will now be
described in more detail in
revised version of plan to be in
place by April 2017. Planning
trajectory agreed showing full
achievement by March 2019.
It is recognised that there is
not a once-size-fits-all solution;
focus is on engaging practicess
through GP Council and
provider leads to explore
opportunities to better
manage on-the-day demand
through whatever delivery
mechanism is most
appropriate to local need.
GP IT Committee is working to
ensure technology is in place
to support collaborative
working through Connected
Care Programme and
employing interim solutions as
appropriate. Regular reporting
to PCCC to be established.



PrC6 (NEW)

Review
Dates:
(monthly,
quarterly)

March 2017 (no change in rating):

Capita contract is managed by
NHSE at a national level.
Rectification plan currently in
place and regular updates
being received through TV
Primary Care Forum showing
progress made. PCSE updates
also going to practices directly.
Practices to receive payment
of £250 each in recognition of
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4

4

16

No – to be
reviewed again
in June based
on further
updates
provided.

Risk Ref.
No.

Source

Owner

Risk Description

Inherent
risk score
L

I

RR

Required controls and
actions to reduce/mitigate risk
(with dates)

changes to the performers’ list.

issues with record
movements.
NHSE TV local team liaising
with local NET (National
Engagement Team) manager
around practice specific issues.
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Review
Dates:
(monthly,
quarterly)

Monitor/
Review
body

Residual
Risk Score
and Rating
L I RRR

Is risk rating
accept-able
Yes/No

