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BMA GP Practice Survival Toolkit Summary

This document summarises the 10 collective actions, what they mean and how you undertake them.

Full version is available here GP campaigns (bma.org.uk).

We strongly advise you use the patient facing communications from BMA on your social media, website and in waiting rooms to help direct and inform patients on why GPs felt they had to take collective action to protect practices and their patients. We have also created some additional LMC summary communications you may wish to use.



Those actions highlighted as “strongly advised” are those we feel as an LMC, and with feedback we have had from practices, will have the biggest impact on the system, while trying to minimize patient impact and additional workload for practices. As always, the LMC is here to advise and support, not mandate. The decision rests with you as GPs in your own practices and PCNs. We will support whatever action you wish to take.

	GP SURVIVAL TOOLKIT
ACTION
	WHAT DOES THIS
MEAN
	LMC ADVICE/COMMENT
	LMC ACTIONS

	Action3.
Stop doing work you are not funded to deliver.
	This is a link to the list of services that the BMA defines as non-core – if you are delivering any of these without funding or an enhanced service contract in place, it is unfunded and voluntary.
Serve notice on any voluntary services currently undertaken which plug local commissioning gaps. 
Examples of this might be spirometry if no enhanced service is in place; monitoring of patients with eating disorders, monitoring MGUS.
Enhanced services are also voluntary and while funded, many are not financially viable so you could serve notice on these.
	Strongly advised for all practices.
Historically practices have delivered additional services and absorbed the cost into their bottom line. This is not a viable business model and stops the system recognising the huge volume of additional work your practice does. It removes your staff from being able to deliver core services to the patients on your practice list. We encourage you to identify this work and inform the ICB you will be stopping delivery of them.
As no contract is in place, while practices could stop delivery immediately, we would encourage you to provide 28 days’ notice so ICB can make alternative arrangements.
For Enhanced services you are signed up to, you would have to give the commissioner of that service (ICB/LCC/NHSE) the notice period stated in the enhanced service specification.
	ICB have confirmed notice for non-commissioned work is sent to licb.primarycarelincs@nhs.net
Letter to serve notice for non-commissioned work – Tick any you want to stop that you are not signed up to an enhanced service.


ICB have confirmed notice for enhanced services to be sent to agcsu.dcacontracts@nhs.net.
Enhanced services calculator embedded for you to identify your financial losses.



	Action 3.
Push back against all interface workload transfer
	As part of stopping unfunded work, stop delivery of interface related workload that is transferred from other providers.
	Strongly advised for all practices.
We have provided a summary of the interface workload, but examples are requests for GP chase hospital results and GP to make onwards referrals.
That document will help your practice respond to the most common workload transfers and what to do when you encounter one.
Please use the LMC template letters in S1 which highlight the type of interface breech and sends a copy to the provider and the ICB. (screenshot of Ardens template letter location)
If after reviewing the interface priorities document you are unsure of the interface situation for a particular example, please contact the LMC for advice.
We would advise you do action any urgent patient safety requests and then report the breech with the template letter.
	The LMC has informed the ICB and Trusts that they are likely to see an increase in the levels of rejection from general practice and they must have mechanisms in place to action the returned workload.
Interface workload document to identify work you should not receive.


Serve notice interface workload letter


ICB have confirmed notice for interface work is sent to licb.primarycarelincs@nhs.net

	Action4.
Stop spending hours waiting on the phone when making acute referrals.
	Don’t risk- hold to protect the system over the patient. 
If you have a patient who requires acute admission, attempt to contact the relevant specialty/acute medical unit/admission coordinator depending on local arrangements.
If they are not available within the patient’s appointment, provide an appropriate referral letter and direct the patient to A&E.
	Strongly advised for all practices.
GPs spend valuable time waiting to speak to the specialist when trying to admit a patient acutely. While this should always be your first step and is in line with GMC guidance, being left waiting to be connected causes delays in delivery of care to your other patients, as well as the individual.
BMA does not advise sending patients to A&E as a first step, but doing so when you are unable to access the specialty and providing a referral letter to avoid A&E needing to see the patient is in the interests of both the patient being referred, and the other patients waiting for your help.
	The LMC has advised ICB & ED that this action may see an increase in ED attendance.
We have embedded the template ED letter for practices to send with the patient or by email to ED to highlight that you tried to admit by a non-ED route.



	Action 4.
Stop using referral forms.
	The use of referral forms and templates is not a contractual requirement.
They are largely designed for the convenience of the receiving provider and can represent a significant workload in general practice. The BMA advises you only use these where they are of benefit to the patient and yourself. Refer your patient for specialist care when it is clinically appropriate to do so, via eRS.
We advise you Continue using urgent cancer referral forms as normal.
	Strongly advised for all practices.
If you have referral forms you find helpful, continue to use these. For any others we suggest you dictate/write your referral letter using the headings of any existing form to ensure appropriate clinical information is provided.
Clearly a one-line referral letter will be returned. But a professional letter with the necessary information should never be rejected.
We would suggest you state the following in your referral letter:
“NHS providers can only reject a referral on the grounds of insufficient clinical information. We are referring using a letter rather than referral forms so please accept this referral as outlined in the standard NHS hospital contract”
The BMA has provided a focus on document on the use of referral tools, and a template response to send if your referral is rejected. If you send this template and still have the referral rejected, please escalate to the LMC.
	The LMC has reminded local providers (acute trusts, mental health, community providers) and the ICB of this requirement and that a clinically appropriate referral cannot be rejected.

	[bookmark: _Hlk173768595]Action 10.
Defer making any decisions to accept local or national NHSE Pilot.
	Pilots had large incentives to enroll but BMA and LMCs have significant concerns around the speed of the introduction, governance and impact on both pilot and non-pilot practices due to the s96 agreement.
	Strongly advised for all practices.
As we highlighted in our mailings to       practices, we advise again signing up to this pilot, while noting practices would welcome the funding.
Practices should inform their PCN Clinical Director or the ICB of their decision to withdraw.
	The LMC has signed a joint letter with the other pilot region LMCs to NHSE citing concerns and seeking clarity.


BMA S96 concerns


VWV s96 agreement analysis



	Action 2.
Stop engaging with Advice & Guidance.
	Where advice and guidance works well for you and your patient, use this. Where it doesn’t, or there is an excessive wait over the recommended 48hr response, you do not have to use it.
Instead of sending an A&G, simply send the usual referral letter to the relevant specialty.
	Strongly advised for all practices.
The BMA has provided a focus on document on the use of referral tools, and a template response to send if your referral is rejected.
If you send this template and still have the referral rejected, please escalate this to the LMC.
	The LMC has reminded all providers and the ICB that if a specialty operates an “A&G first” model as the only route to referral, this breaches the NHSE standard contract and there must be a mechanism for referral without using A&G and that a referral cannot be rejected.

	Action 3.
Give notice on Shared Care agreements (SCFs) that impact on your ability to deliver patient care.
Decline to sign any new SCFs.
	Shared Care agreements are a mechanism for specialist medication to be prescribed in general practice, with support and supervision from a consultant in another provider. The funding received for this is to cover the additional workload this represents in general practice.
Many shared agreements do not work well due to the monitoring burden, drug shortages or barriers liaising with specialists so give notice on those.
	Strongly advised for all practices.
Please see further detail in our Enhanced Services Calculator. If you have SCFs in place that are helpful for patient care and you find it easy to access support as needed, keep these in place. 
Ensure all SCAs are up to date, have been reviewed by secondary care. Give notice on those that aren’t as this places the prescriber at unnecessary risk.
Review those agreements requiring additional investigations e.g. phlebotomy or injections and use the Enhanced Services Calculator to ensure it is financially viable to deliver these.
Give notice to hand back SCFs in line with any defined notice period for those that are not viable.
	The LMC have discussed this with the ICB who were concerned about patient safety. We have advised that having specialist drugs monitored by specialists is a safe approach and have advised that this is raised with providers to ensure they are ready to maintain monitoring.
Enhanced service calculator


ICB have confirmed notice for enhanced services to be sent to agcsu.dcacontracts@nhs.net.

	Action 1.
Limit daily patient contacts per clinician to the UEMO recommended safe maximum of 25.
Divert patients to local urgent care settings once daily maximum capacity has been reached.
	Focus on delivering high-quality services for your patients.
Make your standard appointment length 15 minutes. 
Deliver gold-standard care to every patient. 
Once you have reached 25 patient contacts in a day, use NHS 111, your local walk-in centre, or other available urgent care settings.
	This is the single most important thing you can do from this list. 
The biggest risk to your patients is losing their GPs to burnout, because the current pressure is unsustainable. The biggest risk to you is making a mistake because of a failing system and ending up in front of the GMC. Some practices are already working like this.
Use the BMA patient facing comms to support this change.
The LMC is strongly supportive of this approach but recognises it marks a major shift for those practices who do not currently work in this way and will require staff time to implement. It is for this reason alone it is not strongly recommended.
If you do choose this action, we would advise you discuss with your practice staff and perhaps PPG using the national BMA materials and consider any patient cohorts you may consider fall outside of the maximum 25 contacts action e.g. Palliative care.
Providing safe and high-quality care is more important for your patients than volume. The quality of the care you give them is what they and others will judge you on. High volume not only increases patient safety risks, but also is more likely to burn out your colleagues.
Appropriately signpost patients to alternative services once safe capacity is reached. 
	The LMC has advised the ICB/ED/UTC/111 and Community Pharmacy of the potential impacts on activity in those services.
We have advised the ICB that the DOS should be updated for practices who chose this action so once the practice has reached their capacity, their DOS will be updated so 111 cannot divert back to the practice.
The LMC has created the summary document you may wish to share with your patients, or for your reception team to give to patients if they ask questions or have complaints about why you are taking action.



	Action 8.
Switch off Scriptswitch / Medicines Optimisation Software embedded by the local ICB.
	As the data controller, you are able to choose which software solutions are linked into your patient record.
Prescribe appropriately for the clinical presentation, and act in your patients’ best interests when making prescribing decisions.
	Medicines optimisations software exists for the purpose of making system financial savings, rather than for the clinical benefit of your patients. Some practices have the use of medicines optimization software linked to a local enhanced Service (prescribing incentive scheme). If this is the case, you can only switch this off if you give appropriate notice to the ICB. Prescribing should always be in the best interests of your patient in line with GMC guidance.
	The LMC has advised the ICB medicines optimisation Team that this action may see changes in prescribing.
GPCE How to videos pending.

	Action 5, 6 & 7.
Stop putting yourself at risk as the data controller. Withdraw permission for data sharing agreements which exclusively use data for secondary purposes i.e. not direct care.
	GP partners (and any other contract holders) are the data controllers. They are personally responsible for any data sharing agreements in place.
Practices are often asked to sign numerous data sharing agreements without fully having chance to review and understand them. The liability for this does not exist for any other individual clinician in the NHS and represents an unfair risk to GP partners.
	Switch off GPConnect functionality that permits the entry of coding into the GP clinical record by third-party providers. An estimated 80% of practices have already done this.
Freeze sign up to any new data sharing agreements or local system data sharing platforms. One local practice has over 40 separate data sharing agreements currently in place. We advise you to identify and review those you currently have, review the BMA guidance and carefully consider whether you feel you are able to provide informed consent to continuing these as the data controller. The majority of these are for system benefit but the risk remains with you.
	The LMC has advised the ICB of these actions and that any new data sharing agreements may not be signed.
We have asked for ICB contact details for practices to advise of any agreement withdrawals.
The LMC has liaised with the ICB digital team and Community Pharmacy around GP connect.
GPCE template letters pending

	Action 9.
PCN Capacity & Access payments
Defer sign up to “better digital telephony” and “simpler online requests” elements of the Capacity and Access payment until further GPC England guidance is issued in early 2025.
Do not agree yet to share your call volume data metrics with NHS England.
Do not agree yet to keep your online triage tools on throughout core practice opening hours, even when you have reached your maximum safe capacity.
	“Better digital telephony” - Practices who have not declared or received monies need not agree to share call volume metrics before October 2024, beyond which NHS England has signalled its intention to issue a contract variation notice to make the sharing of the eight call data metrics they have identified contractual within GMS / PMS.
“Simpler Online”
Requests” - Practices who have not declared or agreed to share data as part of the “online consultation systems in general practice” publication, nor received monies, may continue to switch off their online triage tool during core hours, when they have reached their maximum capacity.
	More detailed guidance is available here. This is an action a PCN can take collectively, or an individual practice can opt to take.
While you will eventually need to provide assurances to your PCN CD that your practice has undertaken these actions in order to receive 30% of the PCN Capacity & Access funding payment, do not do this earlier than you need to. It opens your practice to additional scrutiny and further unrestricted workload.
Discuss these with your PCN CD so you and they know how your PCN is approaching this action.
	The LMC has written to PCN CDs to ensure they are aware that this may be an action undertaken by practices and have informed the ICB.
































With thanks to BMA and Humberside LMC
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Serving notice on Non-commissioned work.docx
To (Insert commissioner) and (provider)



Having reviewed the current workload at our practice as part of GP Collective action, we are serving notice on the following unfunded workstreams that general practice that has historically absorbed but can no longer do so due to the severe workload and financial pressures on general practice.

As these are non-commissioned services, we do not need to serve a notice period, but inform you that we will cease this work in 28 days from the date of this letter and you as the provider and the ICB have responsibility to commission and provide a service from that date.

You need to cascade this notice to all departments, particularly those clinicians involved in discharge and outpatient departments to ensure your teams do not send these requests to general practice and are mobilised to action any returned work in a timely manner.

Requests from providers will be rejected and returned to them and patients will be directed to contact the provider (where applicable) and the ICB directly.

From (Insert Date) we will no longer be undertaking:

		Notice Given

		Service



		☐		Anticoagulation - DOAC monitoring



		☐		Anticoagulation - Warfarin monitoring



		☐		Cardiac - 24 hr BP



		☐		Cardiac - ambulatory ECG



		☐		Cardiac - AF screening



		☐		Cardiac - Non-urgent ECG



		☐		Cardiovascular screening health checks



		☐		Complex LTC care by GPwER or NwER



		☐		Hospital care - Post discharge input



		☐		Hospital care - Post-op suture removal/wound care



		☐		Hospital care - Pre and post op swabs/investigations



		☐		Mental health - Dementia diagnosis and treatment initiation



		☐		Mental health - Provision of depot antipsychotic medication



		☐		Mental health - depression counselling service



		☐		Mental health - Learning disabilities HC



		☐		Mental health - Learning disabilities support



		☐		Monitoring - MGUS



		☐		Monitoring - PSA in cancer



		☐		Monitoring - PSA in non-cancer



		☐		Near patient testing



		☐		Pathways - A&G



		☐		Pathways - Bariatric surgery - postoperative monitoring of patients >2 years post surgery



		☐		Pathways - Bank holiday opening



		☐		Pathways - Catheter changes and management



		☐		Pathways - Eating disorder physical monitoring and blood monitoring



		☐		Pathways - D-dimer / DVT management in the community to avoid hospital admissions



		☐		Pathways - Dermatology Skin Cancer Monitoring Shared care monitoring for high risk conditions – post op Melanoma, Post op SCC, and Lichen Sclerosus



		☐		Pathways - Dermoscopy



		☐		Pathways - Diabetes care including insulin initiation



		☐		Pathways - Falls



		☐		Pathways - Glucose tolerance testing



		☐		Pathways - Heart failure management



		☐		Pathways - ICB requested audit



		☐		Pathways - ICB requested education/pathway design



		☐		Pathways - Over 75 LES - med reviews and health check including house bound patients



		☐		Pathways - neonatal checks



		☐		Pathways - referral review scheme



		☐		Public health - Administration of PCV and hib/men C vaccinations



		☐		Public health - Alcohol and substance misuse



		☐		Public health - Delivery of brief interventions to patients to reduce alcohol related harm



		☐		Public health - Hep B catch up



		☐		Public health - Infant hep B vaccination programme (post exposure immunisation)



		☐		Public health - Immunisation catch up campaigns



		☐		Public health - flu immunisation



		☐		Public health - Infection prevention - flu antivirals, pen v post meningitis exposure, scabies outbreak, etc



		☐		Public health - Meningitis C vaccine for university entrants



		☐		Public health - MMR vaccinations provided to under 25 year olds



		☐		Public health - Screening of/vaccination/provision of prophylactic antibiotic or antiviral treatment and other services required for asymptomatic individuals or for outbreaks in institutions at the request of Public Health England



		☐		Public health - Smoking cessation



		☐		Respiratory - FENo



		☐		Respiratory - Spirometry



		☐		Safeguarding - to support the delivery of statutory responsibilities



		☐		Secondary care - Pre-referral paperwork & Template referral forms



		☐		Secondary care - investigations, and other procedures



		☐		Secondary care - Referral review scheme



		☐		Sexual health - Administration of gonadorelins for patients with endometriosis



		☐		Sexual health - Chlamydia screening



		☐		Sexual health - Contraceptive device fittings



		☐		Sexual health - Emergency hormonal contraception service



		☐		Sexual health - injectable and depo contraception



		☐		Sexual health - Mennorhagia insertion of mirena



		☐		Sexual health - non-HIV



		☐		Sexual health - ring pessary



		☐		Sexual health - HIV in primary care



		☐		Special allocation scheme - people who have been removed from multiple surgeries



		☐		Special allocation scheme - violent patients



		☐		Special groups - Homeless patients



		☐		Special groups - Asylum seekers and refugees



		☐		Special groups - Nursing home care incl virtual ward



		☐		Special groups - Care home support



		☐		Special groups - Carers support



		☐		Special groups - Difficult to reach communities



		☐		Special groups - Student Health



		☐		Specialist drug monitoring - cardiology



		☐		Specialist drug monitoring - dermatology



		☐		Specialist drug monitoring - gastroenterology



		☐		Specialist drug monitoring - gender dysphoria



		☐		Specialist drug monitoring - haematology



		☐		Specialist drug monitoring - neurology



		☐		Specialist drug monitoring - psychiatry



		☐		Specialist drug monitoring - rheumatology



		☐		Treatment room - Administration of "specialist" injections eg gold, -umabs



		☐		Treatment room - Administration of gonadorelins for patients with carcinoma



		☐		Treatment room - Complex leg ulcer treatment



		☐		Treatment room - complex wound/ulcer management



		☐		Treatment room - Ear care



		☐		Treatment room - Phlebotomy



		☐		Treatment room - post op wound care incl suture removal



		☐		Treatment room - pre and post op swabs/investigations



		☐		Treatment room - simple dressings



		☐		Treatment room - wound care



		☐		Urgent care - Management of minor injuries



		☐		Urgent care - Emergency box palliative care



		☐		Urgent care - palliative care



		☐		Urgent care - responding to emergencies in practice area



		☐		Urgent care - supporting ambulance service with advice
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Practice-Enhanced Services-Viability Calculator.xlsx
LMC Statement



				Disclaimer
Although Lincolnshire Local Medical Committee Limited has gone to great lengths to ensure that all information contained in this document is accurate at the time of publication, inaccuracies & typographical errors may occur. Lincolnshire Local Medical Committee Limited does not warrant or guarantee the accuracy or completeness of the information provided in this document. We can accept no responsibility or liability, which may arise from the use of information published in this presentation. Under no circumstances will Lincolnshire Local Medical Committee Limited be liable for any loss or direct, indirect, incidental, special or consequential damages caused by the reliance of information in this document.
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Instructions



				INSTRUCTIONS





						On the Assumptions & Setup Tab

						1. Complete the Staff types and average hourly rates and check the Employer NI and Pension Rates are correct.





						2. Determine which additional costs to include.



						3. Update the % Contingency / Reinvestment Costs.





						4. If Estates costs are to be included, choose level.







						5. If a calculated amount for estates is to be used,
update the costs table and divisional factor.  This takes into account all the costs of running a Practice to provide theses services.  Divide this by the % cost per service.







						6. Update the Practice list size(s).









						On the Enhanced Services-All Tab

						1. Against each service line, type in the number of times each service can be done per hour i.e. 6 blood samples taken per hour and the role of the staff that does the majority of the service i.e. HCA







						2. View the profit/loss columns to determine the viability based on all the assumptions made earlier i.e. Staff Costs(NI, Pension, role carrying out task, QTY per hour), Estates, Unforseen costs and Reinvestment



















						3. Add claim data to show how much the Practice SHOULD receive vs how much the service costs to provide.  Bare in mind ALL the assumptions when using this calculator i.e. Multiple staff types are not included.















Assumptions & Setup



				STAFF SALARY SUMMARY																				ADDITIONAL ESTATES COSTS





										UPDATE WITH CURRENT %																Practice costs to cover running the service.
Add additional entries in the 'Other' Fields

										14.38%		13.80%

						ROLE		STAFF HOURLY RATE
(AVERAGE)		EMPLOYER PENSION
(CALCULATED)		EMPLOYER
NI
(CALCULATED)		SUBTOTAL
PER HOUR
(CALCULATED)		OTHER COSTS
(SEE BELOW)
(CALCULATED)		TOTAL
PER HOUR
(CALCULATED)								DESCRIPTION		ANNUAL COST
(£)

						Adminstrator		£   12.00		£   1.73		£   1.66		£   15.38		£   - 0		£   15.38								Buildings Insurance

						GP		£   85.00		£   12.22		£   11.73		£   108.95		£   - 0		£   108.95								Equipment Calibration

						HCA		£   12.50		£   1.80		£   1.73		£   16.02		£   - 0		£   16.02								Equpment Rental (Photocopiers)

						Manager		£   15.00		£   2.16		£   2.07		£   19.23		£   - 0		£   19.23								Fridge Purchase / Repair

						Nurse Associate		£   16.00		£   2.30		£   2.21		£   20.51		£   - 0		£   20.51								Heating

						Nurse Practitioner		£   26.00		£   3.74		£   3.59		£   33.33		£   - 0		£   33.33								Infection Control Standards

						Pharmacist		£   25.00		£   3.60		£   3.45		£   32.05		£   - 0		£   32.05								IT Software Subscriptions

						Physiotherapist		£   24.00		£   3.45		£   3.31		£   30.76		£   - 0		£   30.76								Lighting

						Practice Manager		£   22.00		£   3.16		£   3.04		£   28.20		£   - 0		£   28.20								Premises Maintenance Checks

						Practice Nurse		£   20.00		£   2.88		£   2.76		£   25.64		£   - 0		£   25.64								Public Liability Insurance

						Other		£   12.50		£   1.80		£   1.73		£   16.02		£   - 0		£   16.02								Spillage Kits

																										Stationery

						SELECT COSTS TO INCLUDE		ESTATES COSTS				UNFORESEEN COSTS				REINVESTMENT COSTS										Wear & tear

								NONE				NO				NO										Other 1

																										Other 2

																										Other 3

				ADDITIONAL COST CONSIDERATIONS																						Total		£   - 0



																										Weeks for year		52

						UNFORSEEN COSTS %				10%		% TO BE APPLIED TO COST OF PROVIDING THE SERVICE IF SELECTED ABOVE														Hours per week		40

						Unforeseen costs take into account circumstances such as sick leave, parental leave, performance issues, and addressing service complaints. Additionally, it addresses other unexpected scenarios, including covering the costs of service provision during staff holiday periods, which are not accounted for elsewhere.

																										Use the DIVISIONAL FACTOR BELOW to calculate how much of the overall costs are attributed to the service(s).





						PRACTICE REINVESTMENT %				10%		% TO BE APPLIED TO COST OF PROVIDING THE SERVICE IF SELECTED ABOVE														Divisional Factor for Service

						Practice reinvestment costs provides considerations for future business planning, investment in staff, enhancement of working terms and conditions, staff training and development, capacity expansion, improved resilience, and upgrading of facilities.

																										HOURLY COST FOR SERVICE		





						ESTATES				(industry standard) TO BE APPLIED TO AGGREGATE COSTS OF PROVIDING THE SERVICE														PATIENT LIST FACTORS

						COST OPTIONS		HOURLY RATE		SEE TABLE TO THE RIGHT FOR EXAMPLES

						NONE		£   - 0		This expense encompasses the expenses incurred in providing and maintaining a room, including the provision of facilities, reception services, upkeep and maintenance, heating and lighting, management of estates, insurance for building, fire, and public liabilities, ensuring compliance with legionella and infection control protocols, and the maintenance and calibration of equipment and refrigerators.

						LOW		£   5.00																		CALCULATION METHOD / CAPITATION

						MEDIUM		£   10.00																		LIST SIZE

						HIGH		£   15.00																		WEIGHTED LIST

						CALCULATED				SEE TABLE TO THE RIGHT FOR EXAMPLES																PER PATIENT		1











Enhanced Services-All



				ENHANCED SERVICES FINANCIAL VIABILITY CALCULATOR (LIST)





						DIRECT CONTRACT AWARDS - PAID ON PATIENT ACTIVITY / CAPITATION



						SERVICE AND TARIFF INFORMATION								PRACTICE STAFF CARRYING OUT SERVICE 
(UPDATE)				SERVICE CALCULATIONS								OUTCOME				PRACTICE ACTIVITY
(PER MONTH)

						Service
(READ-ONLY)		Tariff (£)
(READ-ONLY)		Calculation Method
(READ-ONLY)		Tariff Notes		MAXIMUM item of Service per Hour		Staff Providing MAJORITY service		Average Staff Salary (ASSUMPTIONS)
(CALCULATED)		Cost per Activity
(STAFF ONLY) 
(CALCULATED)		Contingency / Reinvestment
(CALCULATED)		Hourly Cost
(PRACTICE)
(CALCULATED)		DIFFERENCE		PROFIT / LOSS
(%)		Patients per
CLAIM PERIOD
(ADD VALUE)		Total Value
(£)
(CALCULATED)		Total Cost
(£)
(CALCULATED)

						Ambulatory ECG - No. ECG Tests		£   33.21		PER PATIENT		Payment is based on number of patients seen																						

						Bundled Services (EAST)		£   0.45		WEIGHTED LIST		Fixed price per quarter, profit REDUCES as activity INCREASES														ADD CLAIM DATA								

						Bundled Services (WEST)		£   0.33		LIST SIZE		Fixed price per quarter, profit REDUCES as activity INCREASES														ADD CLAIM DATA								

						D-Dimer / DVT - Part 1 ONLY		£   32.65		PER PATIENT		Payment is based on number of patients seen																						

						D-Dimer / DVT - Part 1 and 2		£   131.58		PER PATIENT		Payment is based on number of patients seen																						

						DOACs		£   16.34		PER PATIENT		Payment is based on number of patients seen (per QTR)																						

						Gonadorellins		£   25.48		PER PATIENT		Payment is based on number of patients seen																						

						INR / Warfarin - Initiation		£   145.24		PER PATIENT		Payment is based on number of patients seen																						

						INR / Warfarin - Ongoing Management		£   46.57

Turner Nick (LPFT): £46.29  Per Quarter		PER PATIENT		Payment is based on number of patients seen (per QTR)																						

						INR / Warfarin - Domiciliary Visits		£   5.84		PER PATIENT		Payment is based on number of patients seen																						

						Leg Ulcer (CAPITATION BASED)		£   0.23

Turner Nick (LPFT): £228.36 per 1000 population		LIST SIZE		Fixed price per quarter, profit REDUCES as activity INCREASES														ADD CLAIM DATA								

						Minor Injuries (CAPITATION BASED)		£   0.10		LIST SIZE		Fixed price per quarter, profit REDUCES as activity INCREASES														ADD CLAIM DATA								

						Phlebotomy - No. of bleed / per sample		£   2.21		PER PATIENT		Payment is based on number of patients seen																						

						Phlebotomy - No. of Domiciliary bleed		£   9.80		PER PATIENT		Payment is based on number of patients seen																						

						Ring & Vault		£   24.36		PER PATIENT		Payment is based on number of patients seen																						

						Safeguarding - Complex Reports		£   102.41		PER PATIENT		Payment is based on number of patients seen																						

						Safeguarding - GP Attendance		£   102.41		PER PATIENT		Payment is based on number of patients seen																						

						Safeguarding - Simple Reports		£   51.20		PER PATIENT		Payment is based on number of patients seen																						

						Specialised Drug Monitoring (PATIENTS PER QTR)		£   16.34		PER PATIENT		Payment is based on number of patients seen (per QTR)																						

						Spirometry (CAPITATION BASED) (EAST)		£   0.13		WEIGHTED LIST		Fixed price per quarter, profit REDUCES as activity INCREASES														ADD CLAIM DATA								

						Treatment Room (CAPITATION BASED)		£   0.07

Turner Nick (LPFT): £71.22 per 1000 population		LIST SIZE		Fixed price per quarter, profit REDUCES as activity INCREASES														ADD CLAIM DATA								

																																£   - 0		£   - 0



						COUNTY COUNCIL CONTRACTS - PAID ON PATIENT ACTIVITY



						SERVICE AND TARIFF INFORMATION								PRACTICE STAFF CARRYING OUT SERVICE 
(UPDATE)				SERVICE CALCULATIONS								OUTCOME				PRACTICE ACTIVITY
(PER MONTH)

						Service
(READ-ONLY)		Tariff (£)
(READ-ONLY)		Calculation Method
(READ-ONLY)		Tariff Notes		Maximum items of Service per Hour		Staff Providing MAJORITY service		Average Staff Salary (ASSUMPTIONS)
(CALCULATED)		Cost per Activity
(STAFF ONLY) 
(CALCULATED)		Contingency / Reinvestment
(CALCULATED)		Hourly Cost
(PRACTICE)
(CALCULATED)		DIFFERENCE		PROFIT / LOSS		Patients per
CLAIM PERIOD
(ADD VALUE)		Total Value
(£)
(CALCULATED)		Total Cost
(£)
(CALCULATED)

						Contraceptive Implant Insertions		£   35.77		PER PATIENT		Payment is based on number of patients seen																						

						Contraceptive Implant Removals		£   43.18		PER PATIENT		Payment is based on number of patients seen																						

						IUCD/IUS Insertions		£   92.52		PER PATIENT		Payment is based on number of patients seen																						

						IUCD/IUS Removals		£   20.00		PER PATIENT		Payment is based on number of patients seen																						

						NHS Health Check Invites (one only per patient)		£   2.00		PER PATIENT		Invites only - 1 payment per patient up to 3 invites																						

						NHS Health Check		£   19.30		PER PATIENT		Normal payment (not including TARGET Payments)																						

						Patient Health Checks (60%)		£   20.80		PER PATIENT		For approximate TARGET Payments																						

						Patient Health Checks (65%)		£   21.80		PER PATIENT		For approximate TARGET Payments																						

						Patient Health Checks (70%)		£   22.80		PER PATIENT		For approximate TARGET Payments																						

																																£   - 0		£   - 0



						NHS ENGLAND DIRECT ENHANCED SERVICES - PAID ON PATIENT ACTIVITY



						SERVICE AND TARIFF INFORMATION								PRACTICE STAFF CARRYING OUT SERVICE 
(UPDATE)				SERVICE CALCULATIONS								OUTCOME				PRACTICE ACTIVITY
(PER MONTH)

						Service
(READ-ONLY)		Tariff (£)
(READ-ONLY)		Calculation Method
(READ-ONLY)		Tariff Notes		Maximum items of Service per Hour		Staff Providing MAJORITY service		Average Staff Salary (ASSUMPTIONS)
(CALCULATED)		Cost per Activity
(STAFF ONLY) 
(CALCULATED)		Contingency / Reinvestment
(CALCULATED)		Hourly Cost
(PRACTICE)
(CALCULATED)		DIFFERENCE		PROFIT / LOSS		Patients per
CLAIM PERIOD
(ADD VALUE)		Total Value
(£)
(CALCULATED)		Total Cost
(£)
(CALCULATED)

						Childhood Immunisations Hexavalent (6-in-1) vaccination programme 2022/25		£   10.06		PER PATIENT		Payment is based on ACTUAL patient contacts.																						

						Childhood Seasonal Influenza		£   10.06		PER PATIENT		Payment is based on ACTUAL patient contacts.																						

						Hepatitis B at risk (newborn) babies vaccination programme 2022/25		£   10.06		PER PATIENT		Payment is based on ACTUAL patient contacts.																						

						HPV vaccination programme 2023-25		£   10.06		PER PATIENT		Payment is based on ACTUAL patient contacts.																						

						Learning Disability Health Check Scheme 2024/25		£   10.06		PER PATIENT		Payment is based on ACTUAL patient contacts.																						

						MenB vaccination programme 2022/25		£   10.06		PER PATIENT		Payment is based on ACTUAL patient contacts.																						

						Meningococcal ACWY vaccination 2022/25		£   10.06		PER PATIENT		Payment is based on ACTUAL patient contacts.																						

						MMR vaccination programme 2022/25		£   10.06		PER PATIENT		Payment is based on ACTUAL patient contacts.																						

						Pertussis in pregnant women 2022/25		£   10.06		PER PATIENT		Payment is based on ACTUAL patient contacts.																						

						Pneumococcal polysaccharide vaccination (PPV) programme 2022/25		£   10.06		PER PATIENT		Payment is based on ACTUAL patient contacts.																						

						Pneumococcal, Haemophilus influenzae type B and Meningitis C 2022/25		£   10.06		PER PATIENT		Payment is based on ACTUAL patient contacts.																						

						Rotavirus (Routine Childhood Vaccination) 2022/25		£   10.06		PER PATIENT		Payment is based on ACTUAL patient contacts.																						

						Seasonal Flu Service		£   10.06		PER PATIENT		Payment is based on ACTUAL patient contacts.																						

						Shingles vaccination programme 2023-24		£   10.06		PER PATIENT		Payment is based on ACTUAL patient contacts.																						

						Weight Management Referral Enhanced Service 2024/25		£   10.06		PER PATIENT		Payment is based on ACTUAL patient contacts.																						

						Incisions (Abcess, Cysts)		£   87.57		PER PATIENT		Payment is based on ACTUAL patient contacts.																						

						Minor Surgery Incisions / Excisions		£   87.57		PER PATIENT		Payment is based on ACTUAL patient contacts.																						

																																£   - 0		£   - 0



						COMMUNITY SURGERY SCHEME - PAID ON PATIENT ACTIVITY



						SERVICE AND TARIFF INFORMATION								PRACTICE STAFF CARRYING OUT SERVICE 
(UPDATE)				SERVICE CALCULATIONS								OUTCOME				PRACTICE ACTIVITY
(PER MONTH)

						Service
(READ-ONLY)		Tariff (£)
(READ-ONLY)		Calculation Method
(READ-ONLY)		Tariff Notes		Maximum items of Service per Hour		Staff Providing MAJORITY service		Average Staff Salary (ASSUMPTIONS)
(CALCULATED)		Cost per Activity
(STAFF ONLY) 
(CALCULATED)		Contingency / Reinvestment
(CALCULATED)		Hourly Cost
(PRACTICE)
(CALCULATED)		DIFFERENCE		PROFIT / LOSS		Patients per
CLAIM PERIOD
(ADD VALUE)		Total Value
(£)
(CALCULATED)		Total Cost
(£)
(CALCULATED)

						Carpal Tunnel		£   583.74		PER PATIENT		Payment is based on number of patients seen																						

						Carpal Tunnel Injection		£   199.70		PER PATIENT		Payment is based on number of patients seen																						

						De-Quervain's Injection of tendonitis		£   69.43		PER PATIENT		Payment is based on number of patients seen																						

						De-Quervain's release of tendonitis		£   256.54		PER PATIENT		Payment is based on number of patients seen																						

						Dupuytren's Contracture - Moderate		£   908.24		PER PATIENT		Payment is based on number of patients seen																						

						Ear wax microsuction - 1 ear		£   40.96		PER PATIENT		Payment is based on number of patients seen																						

						Ear wax microsuction - 2 ears		£   61.45		PER PATIENT		Payment is based on number of patients seen																						

						Epigastric Hernia		£   1,142.29		PER PATIENT		Payment is based on number of patients seen																						

						Excision Cyst/Lesion (>1.5 cm but <= 2.5cm)		£   120.00		PER PATIENT		Payment is based on number of patients seen																						

						Excision Cyst/Lesion (>2.5 cm but <= 4cm)		£   168.28		PER PATIENT		Payment is based on number of patients seen																						

						Excision Cyst/Lesion (>4 cm but <= 5cm)		£   197.00		PER PATIENT		Payment is based on number of patients seen																						

						Excision Ganglion Foot (Complex)		£   583.74		PER PATIENT		Payment is based on number of patients seen																						

						Excision Ganglion Foot (Simple)		£   583.74		PER PATIENT		Payment is based on number of patients seen																						

						Excision Ganglion Knee (Complex)		£   609.86		PER PATIENT		Payment is based on number of patients seen																						

						Excision Ganglion Knee (Simple)		£   609.86		PER PATIENT		Payment is based on number of patients seen																						

						Excision Ganglion Wrist Complex (Volar)		£   407.32		PER PATIENT		Payment is based on number of patients seen																						

						Excision Ganglion Wrist Simple (Non Volar)		£   307.94		PER PATIENT		Payment is based on number of patients seen																						

						Excision multiple Cysts/Lesions		£   197.00		PER PATIENT		Payment is based on number of patients seen																						

						Excision multiple Facial Cysts/Lesions		£   225.72		PER PATIENT		Payment is based on number of patients seen																						

						Excision of Bursae		£   308.26		PER PATIENT		Payment is based on number of patients seen																						

						Eyelid Cyst		£   197.00		PER PATIENT		Payment is based on number of patients seen																						

						Femoral Hernia		£   1,142.29		PER PATIENT		Payment is based on number of patients seen																						

						Ganglion Injection/Aspiration		£   83.57		PER PATIENT		Payment is based on number of patients seen																						

						Haemorrhoid Banding		£   348.80		PER PATIENT		Payment is based on number of patients seen																						

						Haemorrhoid Injection		£   230.42		PER PATIENT		Payment is based on number of patients seen																						

						High Risk BCC - OP Consultation		£   52.46		PER PATIENT		Payment is based on number of patients seen																						

						High Risk BCC removal in line with NICE guidance		£   469.33		PER PATIENT		Payment is based on number of patients seen																						

						Inguinal Hernia		£   1,142.29		PER PATIENT		Payment is based on number of patients seen																						

						Low Risk BCC removal in line with NICE guidance		£   225.72		PER PATIENT		Payment is based on number of patients seen																						

						Mortons neuroma		£   256.54		PER PATIENT		Payment is based on number of patients seen																						

						Mortons neuroma Injection		£   83.57		PER PATIENT		Payment is based on number of patients seen																						

						Olecranon Bursae		£   307.94		PER PATIENT		Payment is based on number of patients seen																						

						Outpatient Appointment Haemorrhoids		£   38.35		PER PATIENT		Payment is based on number of patients seen																						

						Outpatient Appointment Hernia		£   111.21		PER PATIENT		Payment is based on number of patients seen																						

						Outpatient Appointment Orthopaedics		£   103.85		PER PATIENT		Payment is based on number of patients seen																						

						Outpatient Appointment Vasectomy		£   111.21		PER PATIENT		Payment is based on number of patients seen																						

						Para-umbilical Hernia		£   1,142.29		PER PATIENT		Payment is based on number of patients seen																						

						Partial/Wedge Resection of nail with or without ablation/removal of nail bed		£   335.55		PER PATIENT		Payment is based on number of patients seen																						

						Reducible Recurrent Inguinal Hernia		£   1,142.29		PER PATIENT		Payment is based on number of patients seen																						

						Release Trigger Finger		£   583.74		PER PATIENT		Payment is based on number of patients seen																						

						Release Trigger Thumb		£   583.74		PER PATIENT		Payment is based on number of patients seen																						

						Removal of Deep Contraceptive Implant		£   397.76		PER PATIENT		Payment is based on number of patients seen																						

						Removal Toenail with ablation/removal of nail bed		£   282.14		PER PATIENT		Payment is based on number of patients seen																						

						Spigelian Hernia		£   1,142.29		PER PATIENT		Payment is based on number of patients seen																						

						Trigger Finger Injection		£   69.43		PER PATIENT		Payment is based on number of patients seen																						

						Trigger Thumb Injection		£   69.43		PER PATIENT		Payment is based on number of patients seen																						

						Ulna nerve injection		£   199.70		PER PATIENT		Payment is based on number of patients seen																						

						Ulna nerve release		£   817.23		PER PATIENT		Payment is based on number of patients seen																						

						Umbilical Hernia		£   1,142.29		PER PATIENT		Payment is based on number of patients seen																						

						Vasectomy		£   370.87		PER PATIENT		Payment is based on number of patients seen																						

																																£   - 0		£   - 0
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Interface priorities document.docx
To meet this national system requirement, the following Interface priorities have been identified. If you receive a request from Secondary Care to undertake any of the following then please report and decline it via the LMC Ardens Template letter.

1. DNAs and discharges: The Contract requires that a provider’s local access policy must not involve blanket administrative policies under which all DNAs are automatically discharged; rather, any decisions to discharge are to be made by providers on the basis of clinical advice about the individual patient’s circumstances.

2. Onward referral: Where a patient has been referred to one service within a provider by the GP, or has presented as an emergency, the contract allows the provider clinician to make an onward outpatient referral to any other service, without the need for referral back to the GP, where: 

· either the onward referral is directly related to the condition for which the original referral was made, or which caused the emergency presentation (unless there is a specific local CCG policy in place requiring a specific approach for a particular care pathway); 

· or the patient has an immediate need for investigation or treatment (suspected cancer, for instance).

If a patient has been referred into secondary care and they need another referral, for an immediate or a related need, the secondary care provider should make this for them, rather than sending them back to general practice.

3. Patient care and investigations: Within the context of the elements of the service which it has been commissioned to provide, a secondary care provider must itself arrange and carry out all the necessary steps in a patient’s care and treatment rather than, for instance, requesting the patient’s GP to undertake particular tests within the practice.

4. Communicating test results: Communicate the results of investigations and tests carried out by the provider to patients directly, rather than relying on the practice to do so.

5. Communicating with patients: Put in place efficient arrangements for handling patient queries promptly and publicise these arrangements to patients and GPs.

6. Discharge summaries: A discharge summary must be sent to the GP within 24 hours after every discharge from inpatient, day case or A&E care. Discharge letters should highlight clear actions for general practice (including prescribing medications required).

7. Clinic letters: Where required, providers must send clinic letters within 10 days of the patient’s attendance.

8. Medication: The period for which the provider must supply medication to be determined in a local policy, but this must at least cover a minimum period

· For medication on discharge following hospital admission, the minimum period is seven days (unless a shorter period is clinically appropriate).

· Where a patient has an immediate need for medication as a result of clinic attendance, the provider must supply sufficient medication to last at least up to the point at which the clinic letter can reasonably be expected to have reached the GP and the GP can prescribe accordingly.

9. Shared care: The hospital must only initiate care for a particular patient under a shared care protocol where the individual GP has confirmed willingness to accept clinical responsibility for the patient in question. Where this is not the case, the ongoing prescribing and related monitoring will remain the responsibility of the secondary care team.

10. Fit notes: On discharge from hospital, from A&E, or at clinic, provider clinicians must issue fit notes to appropriate patients, and their organisations must enable this, rather than expecting patients to make a separate appointment to see their GP simply for this purpose.

· Fit notes should cover an appropriate period, that is, until the patient is expected to be fit for work (following surgery, for example) or until a further clinic review takes place. The contract includes a requirement to this effect.

· Where patients need them, fit notes should be issued which include any appropriate information on adjustments that could support and enable returns to employment following this period, avoiding unnecessary return appointments to general practice.

· By 30 November 2023, providers of NHS-funded secondary care services should have implemented the capability to issue a fit note electronically. From December this means hospital staff will more easily be able to issue patients with a fit note by text or email alongside other discharge papers, further preventing unnecessary return appointments.

11. Call and recall: for patients under their care, NHS trusts should establish their own call/recall systems for patients for follow-up tests or appointments. This means that patients will have a clear route to contact secondary care and will no longer have to ask their practice to follow up on their behalf.

12. Clear points of contact: ICBs should ensure providers establish single routes for general practice and secondary care teams to communicate rapidly: eg single outpatient department email for GP practices or primary care liaison officers in secondary care.
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Serve notice interface workload letter.docx
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To Lincolnshire Integrated Care Board (ICB) and *ULHT, LCHS, LPFT (*delete as required) 

Date: 12 August 2024

Having reviewed the current workload at our practice as part of GP collective action, we are serving notice on the following unfunded interface workstreams from secondary care that general practice has historically absorbed but can no longer do so due to the severe workload and financial pressures on general practice.

As these are non-commissioned services in general practice, we do not need to serve a notice period, but inform you that we will cease this work 28 days from the date of this letter and you as the provider have responsibility to complete the work.

Requests from providers will be rejected and returned to them using LMC Ardens template letters and patients will be directed to contact the provider (where applicable) and the ICB directly.

You need to cascade this notice to all departments, particularly those clinicians involved in discharge and outpatient departments to ensure your teams do not send these requests to general practice and are mobilised to action any returned work in a timely manner.

From 28 days of this dated letter, we will no longer be undertaking workload where any of the following Lincolnshire Interface priorities have not been met:

1. DNAs and discharges: The Contract requires that a provider’s local access policy must not involve blanket administrative policies under which all DNAs are automatically discharged; rather, any decisions to discharge are to be made by providers on the basis of clinical advice about the individual patient’s circumstances.

2. Onward referral: Where a patient has been referred to one service within a provider by the GP, or has presented as an emergency, the contract allows the provider clinician to make an onward outpatient referral to any other service, without the need for referral back to the GP, where: 

· either the onward referral is directly related to the condition for which the original referral was made, or which caused the emergency presentation (unless there is a specific local CCG policy in place requiring a specific approach for a particular care pathway); 

· or the patient has an immediate need for investigation or treatment (suspected cancer, for instance).

If a patient has been referred into secondary care and they need another referral, for an immediate or a related need, the secondary care provider should make this for them, rather than sending them back to general practice.

3. Patient care and investigations: Within the context of the elements of the service which it has been commissioned to provide, a secondary care provider must itself arrange and carry out all the necessary steps in a patient’s care and treatment rather than, for instance, requesting the patient’s GP to undertake particular tests within the practice.

4. Communicating test results: Communicate the results of investigations and tests carried out by the provider to patients directly, rather than relying on the practice to do so.

5. Communicating with patients: Put in place efficient arrangements for handling patient queries promptly and publicise these arrangements to patients and GPs.

6. Discharge summaries: A discharge summary must be sent to the GP within 24 hours after every discharge from inpatient, day case or A&E care. Discharge letters should highlight clear actions for general practice (including prescribing medications required).

7. Clinic letters: Where required, providers must send clinic letters within 10 days of the patient’s attendance.

8. Medication: The period for which the provider must supply medication to be determined in a local policy, but this must at least cover a minimum period

· For medication on discharge following hospital admission, the minimum period is seven days (unless a shorter period is clinically appropriate).

· Where a patient has an immediate need for medication as a result of clinic attendance, the provider must supply sufficient medication to last at least up to the point at which the clinic letter can reasonably be expected to have reached the GP and the GP can prescribe accordingly.

9. Shared care: The hospital must only initiate care for a particular patient under a shared care protocol where the individual GP has confirmed willingness to accept clinical responsibility for the patient in question. Where this is not the case, the ongoing prescribing and related monitoring will remain the responsibility of the secondary care team.

10. Fit notes: On discharge from hospital, from A&E, or at clinic, provider clinicians must issue fit notes to appropriate patients, and their organisations must enable this, rather than expecting patients to make a separate appointment to see their GP simply for this purpose.

· Fit notes should cover an appropriate period, that is, until the patient is expected to be fit for work (following surgery, for example) or until a further clinic review takes place. The contract includes a requirement to this effect.

· Where patients need them, fit notes should be issued which include any appropriate information on adjustments that could support and enable returns to employment following this period, avoiding unnecessary return appointments to general practice.

· By 30 November 2023, providers of NHS-funded secondary care services should have implemented the capability to issue a fit note electronically. From December this means hospital staff will more easily be able to issue patients with a fit note by text or email alongside other discharge papers, further preventing unnecessary return appointments.

11. Call and recall: for patients under their care, NHS trusts should establish their own call/recall systems for patients for follow-up tests or appointments. This means that patients will have a clear route to contact secondary care and will no longer have to ask their practice to follow up on their behalf.

12. Clear points of contact: ICBs should ensure providers establish single routes for general practice and secondary care teams to communicate rapidly: eg single outpatient department email for GP practices or primary care liaison officers in secondary care.
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Template ED letter.docx
Please use this form when referring patients to A&E or UTC



		SURNAME: Mouse-TestPatient

		NHS NUMBER: 



		FORENAMES: Mickey

		[bookmark: Text1]HOSPITAL NUMBER:      



		DOB: 26 Jul 1969

		[bookmark: Check1][bookmark: Check2]|_| Male  |_| Female 



		Address: 38 Linaker Road, Sheffield, South Yorkshire, S6 5DT

		Referred by: Dr Reid Baker



		

		Practice: Woodhall Spa New Surgery



		Home Telephone: 

		Mobile Telephone: 07748 543221



		Email address: tessa.clark@nhs.net

		Does patient consent to contact by email/telephone   

[bookmark: Check3][bookmark: Check4]|_| Yes |_| No







		Please indicate why you are sending patient to A&E 

		Yes

		No

		Details



		Appropriate pathway- Patient has had an accident or is an emergency

		[bookmark: Check5]|_|

		[bookmark: Check6]|_|

		[bookmark: Text2]     



		I have tried to speak to specialist/admissions unit to refer but was unable to get through

		[bookmark: Check7]|_|

		[bookmark: Check8]|_|

		[bookmark: Text3]     



		I have spoken to a specialist/admissions unit and they have told me to send the patient to A&E

		[bookmark: Check9]|_|

		[bookmark: Check10]|_|

		[bookmark: Text4]     







		History of current problem including duration of symptoms



		Dear A&E colleagues. Apologies but we were unable to contact the relevant specialist team to directly admit this patient. I would be grateful if the relevant team could see them based on the below information.







		Past Medical History



		

		Consultation date

		Read code description

		Notes



		

		O/E - hands - big, spade like

		From birth



		Aug 1971

		Primary gout

		



		01 Jan 1987

		Employment milestone NOS

		Worked for Disney



		1987

		History relating to military service

		



		1997

		Acute upper respiratory infection

		



		2001

		Shark bite

		



		2001

		Male surgical sterilisation procedure

		



		2001

		Bereavement

		Friend, Donald Duck. Killed by cat.



		2001

		Hypertensive disease

		



		2001

		Type I diabetes mellitus

		



		2005

		White coat hypertension

		



		25 Jul 2006

		Blood sample taken

		



		Jan 2007

		Penicillin allergy

		



		23 Jul 2007

		Asthma

		



		2008

		[D]Old age

		



		30 Jan 2008

		Fracture of bone of foot

		



		11 Aug 2008

		Medication review done

		



		14 Aug 2008

		Hypertension

		



		14 Aug 2008

		No known drug sensitivities

		



		19 Sep 2008

		International normalised ratio

		2.3



		19 Sep 2008

		Warfarin Dose

		3mg/4mg alternate days



		Jan 2009

		Paroxysmal atrial fibrillation

		



		Jan 2009

		Computer summary updated

		



		15 May 2009

		Acute upper respiratory infection

		



		Jul 2009

		Non-steroidal anti-inflammatory drug adverse reaction

		caused severe flare up of asthma



		17 Aug 2009

		Allergy to plasters

		



		16 Dec 2009

		Medication review

		



		16 Dec 2009

		Shared care prescribing

		



		10 Sep 2012

		Shared care prescribing

		Tacrolimus-post renal transplant



		05 Nov 2012

		GSF supportive care stage 1 - advancing disease

		



		16 May 2014

		Type II diabetes mellitus

		



		19 May 2014

		Type I diabetes mellitus

		



		05 Jan 2016

		Chronic obstructive lung disease

		



		18 Aug 2016

		Has firearm certificate

		



		23 Sep 2016

		Uses dispensed monitored dosage system

		



		18 Oct 2016

		At risk of diabetes mellitus

		



		24 Oct 2016

		Six item cognitive impairment test

		 - total score 12



		17 Jan 2017

		Acquired hypothyroidism

		



		14 Sep 2017

		Edmonton frail scale

		



		13 Jul 2018

		Care of the elderly service

		



		08 Nov 2018

		Depression NOS

		



		08 Nov 2018

		Symptoms of depression

		









		Medications



		Acutes		Melatonin 10mg capsules, Take one tablet in the morning

Simvastatin 80mg tablets

Cetirizine 10mg capsules, 1 in the morning and 1 at night

Enbrel 50mg/1ml solution for injection pre-filled syringes (Pfizer Ltd), 50mg ONCE a WEEK

Repeats 	



		Full description

		Last issued



		Methotrexate 2.5mg tablets 1 tablet - 10mg (four tablets) to be taken weekly - ISSUED BY HOSPITAL - Please do NOT issue from G 

 Additional Script Notes: - ISSUED BY HOSPITAL - Please do NOT issue from G 

 Antimetabolites require active monitoring between issues 

		Thursday 12 Nov 2020



		Paracetamol 500mg tablets 56 tablet - 2 up to 4 times daily as needed for pai 

 Additional Script Notes: avoid taking more than 8 tablets in 24 hour 

		Thursday 14 Sep 2023



		Zapain 30mg/500mg tablets (Advanz Pharma) 100 tablet - (Co-codamol 30/500) 1-2 To be taken Four Times Daily When Require 

 Additional Script Notes: script not 

		Thursday 14 Sep 2023



		Levothyroxine sodium 100microgram tablets 14 tablet - take two each mornin 

		Wednesday 24 Jan 2024



		Tamsulosin 400microgram modified-release capsules 30 capsule - take one dail 

 Requested by patient 21 Aug 202 

		Thursday 03 Aug 2023



		Betamethasone valerate 0.025% cream 100 gram - use as directe 

 Requested by patient 21 Aug 202 

		Tuesday 08 Nov 2022



		Nurse It sterile dressing pack with small/medium gloves (Medicareplus International Ltd) 1 pack - use as directe 

		Tuesday 16 Apr 2024



		Aquacel Ag Foam dressing (adhesive) 21cm x 21cm (ConvaTec Ltd) 10 dressing - use as directe 

		Tuesday 09 Jan 2024









		Allergies



		Penicillin allergy

Cheese allergy

Penicillin allergy

Non-steroidal anti-inflammatory drug allergy

RAMIPRIL

Cat allergy

Dog allergy

MONTELUKAST

ELASTOPLAST

Non-steroidal anti-inflammatory drug adverse reaction

Simvastatin 80mg tablets

Food allergy

PARACETAMOL

Allergy to plasters

Adverse reaction to beta-blockers

RAMIPRIL

IBUPROFEN

Peanut allergy

Allergy to banana









Please give a copy of this referral to the patient and the form can also be emailed to  

Boston- lhnt.gptobostonutc@nhs.net

Lincoln- lhnt.urgentcare-lincoln@nhs.net

Grantham- email address awaited

Diana Princess of Wales- email address awaited

Peterborough- email address awaited
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Ms A Pritchard, CEO, NHSE
England.CE@nhs.net


30 July 2024


Dear Ms Pritchard


We write to you as a collective of LMCs representing practices in the ICB areas that have been selected for 
the PCN pilot. Our practices have raised a number of concerns and, as this is a national pilot, we write to you 
to seek clarifications.


The concerns relate to methodology and information governance and we would be very grateful if you can 
kindly provide clarifications or allay concerns where appropriate. 


Concerns about methodology


1) Function of general practice


The power point that accompanied the draft documents sets out the functions of general practice. 
These are not in line with the current role and functions of general practice. 


It is concerning that this pilot study appears to be based on an incorrect and misaligned understanding 
of the function of general practice, especially if the aim is to provide information for further workforce 
planning and accelerate to the 28/29 GP contract. 


Concern is further amplified because there is no reference to any public/patient consultation and 
NHSE appears to be intending to change the function of general practice without engagement with 
the public it serves.


If you are intending to change the function of general practice in future contracts, will there be 
consultation with the population of England?


2) Characteristics of general practice and the role of the family doctor


The characteristics of general practice are strongly evidence based, offering excellent value for money 
and remarkable cost savings to the system compared to other healthcare systems in which general 
practice is not built around these characteristics. 


Over the past five years, we have seen national decision making, prioritisation, contracts and 
initiatives undermine these characteristics, with compromises to safety and quality of care and 
widespread anecdotal evidence of increased costs to the wider health care system. The way in which 
the Fuller stocktake is being interpreted and implemented is further undermining these characteristics. 


Please can you kindly provide more information about:
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1) I


2) Assurances that the interventions and other aspects of the pilot will not undermine the 
characteristics of high quality, effective general practice and the role of the GP as a family 
doctor.


3) Whether these interventions will ration the characteristics of general practice and the role 
of the family doctor and, if so, whether this will be made explicit to the participating 
practices with openness and honesty with their patients.


4) How this national pilot will meet the principles and values as set out in the NHS 
constitution.


3) Purpose and outcomes sought.


1)


2)
success?


4) Health inequalities


Although practices have not had sight of the finalised list of selected PCNs, we are already receiving 
concerns about inequity. 


The ICB selection criteria are mostly proxy markers of stability. Stability is directly related to funding 
in relation the health needs of the practice of the local population and availability of appropriate 
workforce capability and capacity. 


Due to the funding mechanisms employed by NHSE, practices serving populations with high needs 
receive less national funding and data shows that deprived areas are much more likely to have higher 
patient: GP ratios and struggle to recruit. Understandably, there are concerns that this pilot will create 
a 3rd tier to our current 2-tier system in which practices that serve populations of increased health 
need already receive less funding compared to others.


1) How does NHS England plan to mitigate the rise of unwarranted variation through unfair 
resource allocation that will be exacerbated by channelling considerable increased funding 
into a minority of pilot practices


2) What are your predicted impacts on patients in participating and non-participating 
practices as a result of the PCN pilot?


5) Post -pilot concerns
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Please can you kindly clarify:


1) How the pilot information will be used


2) Given the immense variation in local community need, practice and health system funding 
and stability of the local health economies, how any advantageous outcomes of the pilot
will be made transferable to other PCNs in the country. How will this be supported and 
funded? 


3) How selection bias, information bias and confounding factors (such as the considerable 
extra funding being concentrated on a few selected practices within a PCN) will be 
addressed


4) How pilot outcomes will also measure potential patient harm and the safeguards in place 
to ensure that risk of harm is addressed 


5) If pilots are successful, whether all practices will receive the same non recurrent funding 
already invested in the pilot practices


6) How the pilot practices will be supported with any potential recurrent financial implications 
resultant upon taking part in the pilot


IG concerns


The second draft of the s96 agreement has not addressed all the IG concerns that have been raised. 
Please can you advise when the final version of this agreement will be available?
Outstanding concerns are:


1) . This is too vague.
The programme should be designed with data protection by design and by default- a requirement of 
GPDR. It should state that it will not be shared. If this changes, the DSA should be reviewed and 
updated.


2) Pseudonymous personal data is still treated as personal data under legislation


3) Data processors are not listed. It is unclear whether GIRFT Academy is a processor. 


4) 8.2 Clarification is needed that all data, including pseudonymised data, will be deleted permanently; 
such clarification is absent so far.


5) Explanation of permitted purposes seems to use a different definition of permitted purposes 


6) The section on KLOES is missing the detail that is stated in the draft delivery plan. This should be 
included or referenced.
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As you will note, this pilot has generated a considerable number of grave concerns. We look forward to your 
response and further clarity and assurances that you can provide in response to the issues detailed above. 


Yours sincerely,


Lisa
Dr L Harrod-Rothwell, Deputy CEO, Londonwide LMCs 


Sent on behalf of a collective of LMCs representing practices in the ICB areas that have been selected for 
the PCN pilot, namely:


Dr T Horlock, Chairperson, Somerset LMC 


Dr R West, Chairperson, Suffolk LMCs 


Dr R Baker, Medical Director, Lincolnshire LMC 


Dr B Hodges, Chairperson, Gloucestershire LMC 


Dr Z Norris, Chief Executive Officer, Humberside LMCs 


Cc:  Dr A. Doyle, National Director for Primary Care, NHSE, Amanda.doyle3@nhs.net
Dr C Fuller, Primary Care Medical Director, NHSE, Clairefuller1@nhs.net
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PCN Test Pilots


As LMCs and practices will be aware GP partners/contractors in England have recently voted 
overwhelmingly in favour of collective action.  The BMA is now urging GP 
partners/contractors to start taking at least one of the actions, starting 1 August 2024.  One 
of these options is for practices to delay signing up to any local or national pilot schemes 
until the dispute is resolved, and we strongly encourage all practices to undertake this.


However, we are mindful that practices in a number of areas are being encouraged to sign 
up to PCN Test Pilots, including signing up to Section 96 funding agreements. Following 
requests from LMCs and practices GPCE has sought advice on the 
Section 96 Agreement that is being sent out to practices to sign for participation in the PCN 
Test Pilots.


Whilst the advice raises several concerns with the drafting of specific clauses within the
proposed agreement, there are also some primary issues of which practices and PCNs should 
be aware.  These specific concerns are set out below:


Practice Obligations


Clause 7.1.1 (above) commits practices to the Network DES for the duration of the term of 
the Grant Agreement, i.e. up to 2027. 


As the Network DES is an annual contract that can (and does) vary year on year, the Network 
DES could change significantly and become excessively onerous and yet the practices would 
be unable to opt out of the DES without breaching the terms of the Grant Agreement. Whilst 
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practices could opt out of the Network DES and allow the Grant Agreement to terminate due 
to this breach, this would have potentially large consequences for the practice(s) as 
additional staff funded via the scheme would, unless funded by other income streams, be 
subject to potential redundancy.  Consequently, practices could effectively find themselves 
effectively unable to opt-out of the PCN DES, regardless of any future changes to it.


The above obligations also require that the practice provide information as required and on 
request to the ICB and/or NHS England or their professional advisers in connection with any 
audit regarding the Grant and its use .  As written, this is potentially extremely wide ranging 
and could extend to information beyond that directly connected to the grant agreement.


Participation Payment


The above requirement within Schedule1 would effectively create an open book situation 
when it comes to income/ expenses of the individual practices involved, with practices
required to share their income data with both the Commissioner and the other practices.  
We believe that this requirement is excessive and should only be entered into with extreme 
caution.


Additionally, practices should be extremely careful as to the potential extent and workload 
involved in the cited data collection exercises and QI meetings.


Termination
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Practices should be aware that the termination clauses lack any termination relating to 
breach of the agreement by the Commissioner, for example late arrival or non-payment of 
the funding provided under the grant.


It is also a risk that termination of the agreement should any of the practices no longer be a 
member of the PCN buts member practices at risk of potential future liabilities should 
unforeseen circumstances occur, for example, a member practice has to hand back its GMS 
contract, merges with another, or otherwise must leave the PCN for another reason.
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Report 

on s96 Grant Agreement 

For Suffolk LMC

24 July 2024
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1 Partnership deed 

1.1 We have reviewed a s96 Grant Agreement which is designed to be entered into between NHS England and its ICB on the one hand, and by the practices of a particular PCN on the other. The version we have reviewed was the one sent to us with your email of Tuesday 23 July at 1535. 

1.2 This report is not intended to be an exhaustive list of issues we have found with the document, nor an explanation of every clause. An exhaustive report would, necessarily, be longer than the document itself. Instead, we have sought to focus on those issues which seem to us most likely to cause issues, and issues which may not immediately be apparent to a non-lawyer. However this report cannot be a substitute for reading and understanding the document itself. 

1.3 Key issues are set out in part 2 below but we also flag a number of other issues in part 3. 

2 Key issues


2.1 "Structural" issues - the BMA has urged practices not to enter into agreements like this. NHSE is imposing very tight deadlines on signing. That in itself is a concern - before one takes into account the issues that it creates within PCNs themselves. When PCNs were set up in 2019 they were not given sufficient time to arrange matters, and we are still feeling the effects of that 5 years on. The same may be true here, not least because the tight deadline being imposed does not give the PCN enough time to amend its Network Agreement schedules to reflect this new arrangement - which means particular risk for the Host Practice.

2.2 Payment - the amount of payment has not been specified (despite PCNs being asked to sign up in the next few days). Even once the numbers are filled in NHSE has a high level of discretion as to future payment levels, and to the clawback of previous payments. This could well give rise to conflict within the practices. Our understanding more widely is that the intention behind the arrangement is that PCNs should be very well rewarded for neighing in these pilots - but on the basis of the grant agreement we have seen, one cannot be confident of payment levels this year or in future years. 

2.3 Obligations - the nature and extent of the obligations on the practices are not clear. This is a concern given that any failure to perform can lead to clawbacks of funding. Why can more time not be allowed so that what is required of the practices, and how much they will be paid for it, can be made clear? The most fundamental job of a contract is to make it clear who is doing what form whom, and how much they are being paid for it. The document we have reviewed does neither of those things. What is the urgency to sign a deal now, when the terms of that deal have not been finalised? 

2.4 Open book arrangement - the ICB/NHSE has very wide rights to audit the practices. The justification will presumably be that they have to do this if the practices are in receipt of public money - but this is not the case with PMS/GMS funding so why should it be different here? 

2.5 Data sharing - though the sharing of personal data under the grant agreement is relatively minimal, the current provisions do not appear to fully capture the data sharing taking place and further review is required to ensure that the parties comply with their obligations under data protection law. 

3 Other general issues 


		Issue

		Comment



		Political issues and challenging deadline

		As a general point one should always be careful about signing up to a deal which is offered with a very tight deadline, especially over the summer. Practices will of course be aware that there are political issues to consider, and that the GPC has advised practices not to sign up to such contracts while the BMA "explores new opportunities" with the government. The tight deadline imposed here could well be an attempt to present the profession with a fait accompli. 



		Final version

		The document we have seen is not in a state that can be signed, and a revised one will be needed from NHSE. Naturally the parties will need to be added, and details of the sums to be paid. One issue which ought to be amended in particular: many PCNs have incorporated, and now engage their ARRS staff via limited companies, to which funding is paid direct. The grant agreement makes no provision for such companies and provides for all payments to be made to one Host Practice. This will be a concern for any practices who have incorporated - many of which did so with the express desire to take personal responsibility away from partners of the Host/Lead practice.



		Fixed 3-year term 

		The agreement takes effect on the date it is signed, and continues (unless it is terminated earlier) until 31 March 2027.  The agreement is silent as to what happens at that point.  There is no guarantee of funding beyond that point - this is a particular concern as regards the Additional Capacity payment. The position under this agreement is similar to the position when PCNs were originally set up for a fixed five-year period - funding was made available to recruit ARRS roles but there was no guarantee beyond that, and so if the scheme were to end, it would be for practices to bear the cost of making those staff redundant or employing them from their own pockets. As it turns out, PCNs have not ended so far, and redundancy of ARRS staff has not been an issue, but the same will not necessarily be true here. Given the larger sums at stake here, one may take the view that this deal would only be appropriate for practices who a) have incorporated their PCN, or b) who are made up entirely of partners who are willing to take that risk, despite their unlimited personal liability.



		Payment or reimbursement?

		There is some ambiguity throughout the document as to whether the payment to be made is a grant or whether it is to be a reimbursement of costs incurred. The defined term "Grant" refers to "payments towards expenditure to be incurred by the Practices" - which makes it sound more like reimbursement. This means that payments can be withheld if practices can't point to a specific expenditure to which they relate. This could well become relevant and has been in the past few years with debates over "additionality", so it would be better if this could be clarified in the agreement.



		Agreement between PCN members

		The grant agreement envisages the payments being held by one of the PCN practices as "Host Practice". It will then be for the practices in the PCN to arrange between themselves how the money is dealt with - Schedule 1 Para 1 says simply that "The Practices shall determine how the Grant is apportioned between them". Although the Test Site Participation payment is calculated by list size, there is nothing specifying that this is the way in which the practices must divide it. There is therefore significant scope for dispute within a PCN, unless these issues are agreed and documented before entering into this grant agreement. In particular, any PCN ought to review its network agreement (and, in particular, its schedules) to fit with the grant. 

For example, if there is a clawback (see below), the Host Practice will want to ensure that it can reclaim any clawback from the other members - but it can only do this if the Network Agreement schedules provide for it. Similarly, if one practice is at fault, leading to a reduced payment, the others will have to share that shortfall between them unless the Network Agreement provides for the practice at fault to bear the consequences itself. Given the short deadline being imposed here, there is presumably not sufficient time to ensure that the provisions of the grant agreement are "backed off" into the Network Agreement in this way.



		Execution

		The agreement will have to be signed on behalf of each practice, and so will need to be approved by each of them. It may be for this reason that NHSE has included clause 6.1.2 by which each practice represents that it "has taken all the necessary actions to authorise the execution…of this Agreement." Most practice's partnership agreements will not automatically allow a representative to sign this on behalf of them all, so will need to discuss and agree it before it is signed.   Will this practically be possible in the time allowed? 



		Open book (clause 7.1.5 and 7.1.6)

		Clause 7.1.5 requires the practices to "act in good faith at all times". While this may sound hard to object to at first glance, it is not a duty to which independent contractors would usually expect to be subject. In particular, it imposes a duty of total openness (which is backed up by clause 7.1.6 requiring the practices to "provide information as required and on request … in connection with any audit regarding the Grant and its use").  There are, apparently, no limits on NHSE's ability to audit the practices and request information, which may be practically burdensome, not to mention commercially unwelcome for those carrying on what are, after all, private businesses.



		Bribery (clause 10.1)

		It is very normal to see anti-bribery provisions in a document like this, however these ones are too widely drawn. The ICB can claw back all of the funding (see clause 10.2.1) if a practice commits a "Prohibited Act". The definition of Prohibited Act includes a practice "doing…any act in relation to the obtaining or performance of this Agreement". This means that, as drafted, the practices would be in breach by applying for the grant in the first place, or performing their obligations under the agreement!   So, as drafted, NHSE can claw back all the funding at any time. We doubt that this is the intention, and it strikes us as unlikely that they would seek to rely on this clause.  Nonetheless, our duty is to report on the contract as it stands, and it would be remiss of us not to point out that that is what the clause says.



		Termination due to practice exit (clause 9.3)

		The grant agreement automatically terminates, and funding ends, "where any of the Practices is no longer a member of the Primary Care Network". Practices do occasionally leave PCNs due to disputes between them (they are separate independent businesses for a reason, after all) - this provision has the impact of making it more difficult in practice for a PCN to get rid of an unwanted member, because there would then be a financial loss as a result. If working relations within a PCN are imperfect, the practices should think carefully before committing to this grant.



		Termination due to breach (clause 9.5)

		The ICB has the right to terminate the grant agreement where any practice is in breach. Normally one would expect to see a) provisions allowing for a breach to be remedied before a termination right arises and b) some limitation for "materiality" - but as it stands, any breach, no matter how minor or insignificant, allows the ICB to end the arrangement on 2 months' notice. This leaves the PCN very reliant on maintaining a good relationship with the ICBs on an ongoing basis, which may give the practices a weaker negotiating position generally.



		Termination generally (clause 7.1.7)

		If the agreement terminates (however arising) the ICB can claw back "the applicable part of the Grant" (see clause 7.1.7). It does not say how the "applicable part" would be calculated. It might make sense if this were done on a pro rata basis to the amount of time prior to termination, but that may not make sense at the time, particularly if costs had already been incurred earlier in the period. This could lead to a dispute with NHSE and also a dispute within the PCN itself.


If such clawbacks are made, the risk for the Host Practice in particular is that it will not be able to recover the same sums from the other members of the PCN. That may be because the provisions of the Network Agreement do not provide for it in the first place, or because the Network Agreement takes a different approach to what the "applicable part" means.



		Payment (Schedule 1)

		Three types of payments are to be made - a "Test Site Participation" payment, an "Additional Capacity" payment and "Interventions" payment. Different rules apply to each and they are discussed below - but what is common to all three is that none of the payment figures for the current year have yet been filled in, and the ICB has total discretion over what they will be in the future.



		Test Site Participation payment

		The Test Site Participation payment is to reflect participation in the Programme but a certain proportion of the payment is linked to patient list size. There is no guidance for practices on what the relevant proportions are, making it difficult for the practices to know how to split the payment between them. As above, if NHSE makes is any clawback, it will be difficult to know in what proportions that should be borne, i.e., what the practice should say about this issue in their Network Agreement.


The Test Site Participation payment is part of the "Grant" - which (as above) suggests it is a reimbursement rather than a straight payment.   Will practices be able to show they have actually incurred costs, and does that make sense given that the payment is based (partly) on patient list sizes?


Not only is the sum for 24/25 not specified, but there is no way of working out how the payment will change in future. The ICB will simply "confirm" it "on or before 31 March 2026".

The Test Site Participation payment is conditional on the ICB deciding that the practices have shown "sufficient engagement" with the Programme. What is "sufficient" is not defined, and this leaves the ICB a lot of room to make up its own rules as it goes along. The ICB has the right to withdraw future Test Site Participation funding if it decides practices are not "sufficiently engaged", but the fact that the payment is described as "conditional" on it enables the ICB to refuse to pay (or to make clawbacks) in respect of past performance.

This is a risk for the practices because the detail of the Programme has not yet been set out - schedule 2 says that it will be "agreed between the ICBs and NHSE and made available in August 2024". The practices cannot be sure at this stage what the Program will be and so what "sufficient engagement" in it will even be possible, let alone desirable or worth the (as-yet unspecified) sum they are being offered. 



		Additional Capacity payment

		This payment appears to be intended to enable practices to employ more staff, akin to the ARRS scheme - the payment has not been specified yet but is "based on the PCN adjusted population". That appears to function as a cap though - because the payments will be made to reimburse actual spending by the practices.

Again, the ICB can determine the future payments itself: "On or before 31st March 2026, the ICB shall confirm the Additional Capacity payments for the financial year 26/27".

The agreement is silent as to what happens after 31 March 2027. The agreement ends then, and the default position would be that the practices would be left with the un-reimbursed cost of either a) funding any additional staff they have recruited, or b) funding redundancy payments.


Again, there is scope for creating friction between the practices. The schedule says that "the Practices shall be responsible for the apportionment of the Grant" - but it is not entirely clear how they should do that, and that will require discussion between the practices, which should then be recorded as part of the Network agreement. 

The schedule also says that the practices must "ensure that they are able to flex the Additional Capacity payment on a month-by-month basis as required between themselves". This is not a simple issue and will require negotiation and amendment to the Network Agreement, which the practices are not being given time to do.



		Interventions payment

		This payment is linked to the interventions to be described in the Programme, but as the Programme has yet to be finalised, one cannot comment on what this might amount to - it will have to be agreed in the future. Again, it appears to be linked to costs incurred i.e., a reimbursement as opposed to an outright grant. NHSE have yet to set the "maximum entitlements for each intervention" which will apparently be set by the ICB "in or around November 2024".

Again, the concern here is that the extent of the practices' obligations are clear, which makes it impossible for them to "back this off" into their Network Agreement. What happens if the interventions payments are performance related, and one practice's performance is substandard, which costs the others money? The Network Agreement should deal with this, but it cannot until the scheme itself has been made clear. Will sufficient time be given to the PCN (at the time) to discuss it and enable this to be reflected in the arrangement between the practices? 



		Freedom of information

		The grant agreement does not appear to include any clauses relating to Freedom of Information requests. The parties to the grant agreement are each subject to the provisions of the Freedom of Information Act 2000 and we would usually expect this to be dealt with in an arrangement between them, in particular how requests made to one party for information collected or shared pursuant to this agreement will be dealt with. Given the confidentiality of the information to be shared (as referenced in clause 12.1), we would expect provisions in place relating to how such requests will be dealt with compliantly. 





4 Data protection


		Issue

		Comment



		Data sharing between the parties

		The grant agreement appears to cover two data sharing scenarios: (1) data sharing between the ICB and NHS England (together defined as the "Commissioners") as independent controllers; and (2) data sharing between the practices within the PCN as joint controllers. However, there is a clear gap in relation to the data sharing between the Commissioners and the PCN, and there are some issues with the current provisions relating to scenarios (1) and (2) mentioned above.


(1) Independent controller data sharing between the ICB and NHS England - In our view, the current clauses appear to fall short of what we would expect to see in a data sharing agreement. For instance, we would typically expect to see drafting around assistance and cooperation between the parties, dealing with requests relating to individual rights (such as subject access requests), and data security. In addition, the Annex (which sets out the "data sharing protocol") does not appear to clearly set out and distinguish the scope of this data sharing from the other data sharing taking place. In our view, more robust provisions are required in relation to the data sharing taking place between these parties, though this point is low risk for the PCN as it relates specifically to data sharing between the Commissioners.

(2) Joint controller data sharing between the practices - The joint controller clauses appear to broadly reflect the NHS England data sharing agreement template for PCNs (though in places, the obligations have been weakened, amended, or removed). In principle, the joint controller provisions set out in the agreement are broadly acceptable though subject to the points highlighted in the "General drafting comments" section below (particularly given the minimal scope of the sharing of personal data between the parties in relation to this arrangement), however inclusion of the joint controller arrangement within the grant agreement may not necessarily be appropriate as this may overlap and conflict with the PCN's existing arrangements. The practices within the PCN will likely already be sharing personal data as joint controllers, for example to meet obligations under the Network Agreement and manage staff, and we would expect a data sharing agreement to already be in place covering this data sharing. If such an arrangement is in place, a more practical option would be to update the existing data sharing agreement to ensure that any data sharing between the practices as joint controllers in relation to this agreement is caught. 


General drafting comments - Overall, the current drafting is ambiguous and does not appear to make clear which obligations apply in relation to each party (for instance, clause 4 as drafted appears to be limited to independent controller data sharing, but this also applies to joint controller data sharing). The clauses would also benefit from further amendment to remove repetition and overlap between the clauses (e.g. in relation to obligations relating to the appointment of processors). The background section of the data sharing schedule does not appear to fully align with the programme data sharing required within Schedule 2 (e.g., recital E mentions sharing of payslips, which appears to go beyond what is required). In addition, the agreement does not seem to adequately deal with post-termination obligations adequately. In particular, the current draft does not appear to deal with data sharing between the PCN members after this arrangement has come to an end.

Data sharing between the Commissioners and the PCN - Data sharing between these parties appears to be mentioned in clause 13.1, however the data sharing schedule does not appear to explicitly cover this scenario. In our view, the PCN and Commissioners will likely share personal data on an independent controller basis (though further consideration is needed to make a full assessment). In this scenario, a data sharing agreement is not legally mandated, however given the other data sharing taking place in this arrangement (in relation to scenarios (1) and (2) outlined above) has been placed on a contractual footing within the grant agreement, it would be sensible to ensure that the data sharing between the PCN and Commissioners is also dealt with. Putting in place data sharing provisions is also in line with the approach recommended by the ICO's Data Sharing Code of Practice. 


As a final note, the data sharing envisaged by the grant agreement appears relatively minimal and seems to focus on staff data only. On this basis the intended data sharing appears relatively low risk, however the agreement does leave open the possibility of further data sharing (for instance, the agreement states that it "does not anticipate" patient personal data will be shared but does not explicitly rule it out). It is possible that a further data sharing agreement may be needed in the future.





Oliver Pool



Partner



E-mail: opool@vwv.co.uk



DDI: 0117 314 5429



Reference: op/120362/2�
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LMC Statement



				Disclaimer
Although Lincolnshire Local Medical Committee Limited has gone to great lengths to ensure that all information contained in this document is accurate at the time of publication, inaccuracies & typographical errors may occur. Lincolnshire Local Medical Committee Limited does not warrant or guarantee the accuracy or completeness of the information provided in this document. We can accept no responsibility or liability, which may arise from the use of information published in this presentation. Under no circumstances will Lincolnshire Local Medical Committee Limited be liable for any loss or direct, indirect, incidental, special or consequential damages caused by the reliance of information in this document.
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Instructions



				INSTRUCTIONS





						On the Assumptions & Setup Tab

						1. Complete the Staff types and average hourly rates and check the Employer NI and Pension Rates are correct.





						2. Determine which additional costs to include.



						3. Update the % Contingency / Reinvestment Costs.





						4. If Estates costs are to be included, choose level.







						5. If a calculated amount for estates is to be used,
update the costs table and divisional factor.  This takes into account all the costs of running a Practice to provide theses services.  Divide this by the % cost per service.







						6. Update the Practice list size(s).









						On the Enhanced Services-All Tab

						1. Against each service line, type in the number of times each service can be done per hour i.e. 6 blood samples taken per hour and the role of the staff that does the majority of the service i.e. HCA







						2. View the profit/loss columns to determine the viability based on all the assumptions made earlier i.e. Staff Costs(NI, Pension, role carrying out task, QTY per hour), Estates, Unforseen costs and Reinvestment



















						3. Add claim data to show how much the Practice SHOULD receive vs how much the service costs to provide.  Bare in mind ALL the assumptions when using this calculator i.e. Multiple staff types are not included.















Assumptions & Setup



				STAFF SALARY SUMMARY																				ADDITIONAL ESTATES COSTS





										UPDATE WITH CURRENT %																Practice costs to cover running the service.
Add additional entries in the 'Other' Fields

										14.38%		13.80%

						ROLE		STAFF HOURLY RATE
(AVERAGE)		EMPLOYER PENSION
(CALCULATED)		EMPLOYER
NI
(CALCULATED)		SUBTOTAL
PER HOUR
(CALCULATED)		OTHER COSTS
(SEE BELOW)
(CALCULATED)		TOTAL
PER HOUR
(CALCULATED)								DESCRIPTION		ANNUAL COST
(£)

						Adminstrator		£   12.00		£   1.73		£   1.66		£   15.38		£   - 0		£   15.38								Buildings Insurance

						GP		£   85.00		£   12.22		£   11.73		£   108.95		£   - 0		£   108.95								Equipment Calibration

						HCA		£   12.50		£   1.80		£   1.73		£   16.02		£   - 0		£   16.02								Equpment Rental (Photocopiers)

						Manager		£   15.00		£   2.16		£   2.07		£   19.23		£   - 0		£   19.23								Fridge Purchase / Repair

						Nurse Associate		£   16.00		£   2.30		£   2.21		£   20.51		£   - 0		£   20.51								Heating

						Nurse Practitioner		£   26.00		£   3.74		£   3.59		£   33.33		£   - 0		£   33.33								Infection Control Standards

						Pharmacist		£   25.00		£   3.60		£   3.45		£   32.05		£   - 0		£   32.05								IT Software Subscriptions

						Physiotherapist		£   24.00		£   3.45		£   3.31		£   30.76		£   - 0		£   30.76								Lighting

						Practice Manager		£   22.00		£   3.16		£   3.04		£   28.20		£   - 0		£   28.20								Premises Maintenance Checks

						Practice Nurse		£   20.00		£   2.88		£   2.76		£   25.64		£   - 0		£   25.64								Public Liability Insurance

						Other		£   12.50		£   1.80		£   1.73		£   16.02		£   - 0		£   16.02								Spillage Kits

																										Stationery

						SELECT COSTS TO INCLUDE		ESTATES COSTS				UNFORESEEN COSTS				REINVESTMENT COSTS										Wear & tear

								NONE				NO				NO										Other 1

																										Other 2

																										Other 3

				ADDITIONAL COST CONSIDERATIONS																						Total		£   - 0



																										Weeks for year		52

						UNFORSEEN COSTS %				10%		% TO BE APPLIED TO COST OF PROVIDING THE SERVICE IF SELECTED ABOVE														Hours per week		40

						Unforeseen costs take into account circumstances such as sick leave, parental leave, performance issues, and addressing service complaints. Additionally, it addresses other unexpected scenarios, including covering the costs of service provision during staff holiday periods, which are not accounted for elsewhere.

																										Use the DIVISIONAL FACTOR BELOW to calculate how much of the overall costs are attributed to the service(s).





						PRACTICE REINVESTMENT %				10%		% TO BE APPLIED TO COST OF PROVIDING THE SERVICE IF SELECTED ABOVE														Divisional Factor for Service

						Practice reinvestment costs provides considerations for future business planning, investment in staff, enhancement of working terms and conditions, staff training and development, capacity expansion, improved resilience, and upgrading of facilities.

																										HOURLY COST FOR SERVICE		





						ESTATES				(industry standard) TO BE APPLIED TO AGGREGATE COSTS OF PROVIDING THE SERVICE														PATIENT LIST FACTORS

						COST OPTIONS		HOURLY RATE		SEE TABLE TO THE RIGHT FOR EXAMPLES

						NONE		£   - 0		This expense encompasses the expenses incurred in providing and maintaining a room, including the provision of facilities, reception services, upkeep and maintenance, heating and lighting, management of estates, insurance for building, fire, and public liabilities, ensuring compliance with legionella and infection control protocols, and the maintenance and calibration of equipment and refrigerators.

						LOW		£   5.00																		CALCULATION METHOD / CAPITATION

						MEDIUM		£   10.00																		LIST SIZE

						HIGH		£   15.00																		WEIGHTED LIST

						CALCULATED				SEE TABLE TO THE RIGHT FOR EXAMPLES																PER PATIENT		1











Enhanced Services-All



				ENHANCED SERVICES FINANCIAL VIABILITY CALCULATOR (LIST)





						DIRECT CONTRACT AWARDS - PAID ON PATIENT ACTIVITY / CAPITATION



						SERVICE AND TARIFF INFORMATION								PRACTICE STAFF CARRYING OUT SERVICE 
(UPDATE)				SERVICE CALCULATIONS								OUTCOME				PRACTICE ACTIVITY
(PER MONTH)

						Service
(READ-ONLY)		Tariff (£)
(READ-ONLY)		Calculation Method
(READ-ONLY)		Tariff Notes		MAXIMUM item of Service per Hour		Staff Providing MAJORITY service		Average Staff Salary (ASSUMPTIONS)
(CALCULATED)		Cost per Activity
(STAFF ONLY) 
(CALCULATED)		Contingency / Reinvestment
(CALCULATED)		Hourly Cost
(PRACTICE)
(CALCULATED)		DIFFERENCE		PROFIT / LOSS
(%)		Patients per
CLAIM PERIOD
(ADD VALUE)		Total Value
(£)
(CALCULATED)		Total Cost
(£)
(CALCULATED)

						Ambulatory ECG - No. ECG Tests		£   33.21		PER PATIENT		Payment is based on number of patients seen																						

						Bundled Services (EAST)		£   0.45		WEIGHTED LIST		Fixed price per quarter, profit REDUCES as activity INCREASES														ADD CLAIM DATA								

						Bundled Services (WEST)		£   0.33		LIST SIZE		Fixed price per quarter, profit REDUCES as activity INCREASES														ADD CLAIM DATA								

						D-Dimer / DVT - Part 1 ONLY		£   32.65		PER PATIENT		Payment is based on number of patients seen																						

						D-Dimer / DVT - Part 1 and 2		£   131.58		PER PATIENT		Payment is based on number of patients seen																						

						DOACs		£   16.34		PER PATIENT		Payment is based on number of patients seen (per QTR)																						

						Gonadorellins		£   25.48		PER PATIENT		Payment is based on number of patients seen																						

						INR / Warfarin - Initiation		£   145.24		PER PATIENT		Payment is based on number of patients seen																						

						INR / Warfarin - Ongoing Management		£   46.57

Turner Nick (LPFT): £46.29  Per Quarter		PER PATIENT		Payment is based on number of patients seen (per QTR)																						

						INR / Warfarin - Domiciliary Visits		£   5.84		PER PATIENT		Payment is based on number of patients seen																						

						Leg Ulcer (CAPITATION BASED)		£   0.23

Turner Nick (LPFT): £228.36 per 1000 population		LIST SIZE		Fixed price per quarter, profit REDUCES as activity INCREASES														ADD CLAIM DATA								

						Minor Injuries (CAPITATION BASED)		£   0.10		LIST SIZE		Fixed price per quarter, profit REDUCES as activity INCREASES														ADD CLAIM DATA								

						Phlebotomy - No. of bleed / per sample		£   2.21		PER PATIENT		Payment is based on number of patients seen																						

						Phlebotomy - No. of Domiciliary bleed		£   9.80		PER PATIENT		Payment is based on number of patients seen																						

						Ring & Vault		£   24.36		PER PATIENT		Payment is based on number of patients seen																						

						Safeguarding - Complex Reports		£   102.41		PER PATIENT		Payment is based on number of patients seen																						

						Safeguarding - GP Attendance		£   102.41		PER PATIENT		Payment is based on number of patients seen																						

						Safeguarding - Simple Reports		£   51.20		PER PATIENT		Payment is based on number of patients seen																						

						Specialised Drug Monitoring (PATIENTS PER QTR)		£   16.34		PER PATIENT		Payment is based on number of patients seen (per QTR)																						

						Spirometry (CAPITATION BASED) (EAST)		£   0.13		WEIGHTED LIST		Fixed price per quarter, profit REDUCES as activity INCREASES														ADD CLAIM DATA								

						Treatment Room (CAPITATION BASED)		£   0.07

Turner Nick (LPFT): £71.22 per 1000 population		LIST SIZE		Fixed price per quarter, profit REDUCES as activity INCREASES														ADD CLAIM DATA								

																																£   - 0		£   - 0



						COUNTY COUNCIL CONTRACTS - PAID ON PATIENT ACTIVITY



						SERVICE AND TARIFF INFORMATION								PRACTICE STAFF CARRYING OUT SERVICE 
(UPDATE)				SERVICE CALCULATIONS								OUTCOME				PRACTICE ACTIVITY
(PER MONTH)

						Service
(READ-ONLY)		Tariff (£)
(READ-ONLY)		Calculation Method
(READ-ONLY)		Tariff Notes		Maximum items of Service per Hour		Staff Providing MAJORITY service		Average Staff Salary (ASSUMPTIONS)
(CALCULATED)		Cost per Activity
(STAFF ONLY) 
(CALCULATED)		Contingency / Reinvestment
(CALCULATED)		Hourly Cost
(PRACTICE)
(CALCULATED)		DIFFERENCE		PROFIT / LOSS		Patients per
CLAIM PERIOD
(ADD VALUE)		Total Value
(£)
(CALCULATED)		Total Cost
(£)
(CALCULATED)

						Contraceptive Implant Insertions		£   35.77		PER PATIENT		Payment is based on number of patients seen																						

						Contraceptive Implant Removals		£   43.18		PER PATIENT		Payment is based on number of patients seen																						

						IUCD/IUS Insertions		£   92.52		PER PATIENT		Payment is based on number of patients seen																						

						IUCD/IUS Removals		£   20.00		PER PATIENT		Payment is based on number of patients seen																						

						NHS Health Check Invites (one only per patient)		£   2.00		PER PATIENT		Invites only - 1 payment per patient up to 3 invites																						

						NHS Health Check		£   19.30		PER PATIENT		Normal payment (not including TARGET Payments)																						

						Patient Health Checks (60%)		£   20.80		PER PATIENT		For approximate TARGET Payments																						

						Patient Health Checks (65%)		£   21.80		PER PATIENT		For approximate TARGET Payments																						

						Patient Health Checks (70%)		£   22.80		PER PATIENT		For approximate TARGET Payments																						

																																£   - 0		£   - 0



						NHS ENGLAND DIRECT ENHANCED SERVICES - PAID ON PATIENT ACTIVITY



						SERVICE AND TARIFF INFORMATION								PRACTICE STAFF CARRYING OUT SERVICE 
(UPDATE)				SERVICE CALCULATIONS								OUTCOME				PRACTICE ACTIVITY
(PER MONTH)

						Service
(READ-ONLY)		Tariff (£)
(READ-ONLY)		Calculation Method
(READ-ONLY)		Tariff Notes		Maximum items of Service per Hour		Staff Providing MAJORITY service		Average Staff Salary (ASSUMPTIONS)
(CALCULATED)		Cost per Activity
(STAFF ONLY) 
(CALCULATED)		Contingency / Reinvestment
(CALCULATED)		Hourly Cost
(PRACTICE)
(CALCULATED)		DIFFERENCE		PROFIT / LOSS		Patients per
CLAIM PERIOD
(ADD VALUE)		Total Value
(£)
(CALCULATED)		Total Cost
(£)
(CALCULATED)

						Childhood Immunisations Hexavalent (6-in-1) vaccination programme 2022/25		£   10.06		PER PATIENT		Payment is based on ACTUAL patient contacts.																						

						Childhood Seasonal Influenza		£   10.06		PER PATIENT		Payment is based on ACTUAL patient contacts.																						

						Hepatitis B at risk (newborn) babies vaccination programme 2022/25		£   10.06		PER PATIENT		Payment is based on ACTUAL patient contacts.																						

						HPV vaccination programme 2023-25		£   10.06		PER PATIENT		Payment is based on ACTUAL patient contacts.																						

						Learning Disability Health Check Scheme 2024/25		£   10.06		PER PATIENT		Payment is based on ACTUAL patient contacts.																						

						MenB vaccination programme 2022/25		£   10.06		PER PATIENT		Payment is based on ACTUAL patient contacts.																						

						Meningococcal ACWY vaccination 2022/25		£   10.06		PER PATIENT		Payment is based on ACTUAL patient contacts.																						

						MMR vaccination programme 2022/25		£   10.06		PER PATIENT		Payment is based on ACTUAL patient contacts.																						

						Pertussis in pregnant women 2022/25		£   10.06		PER PATIENT		Payment is based on ACTUAL patient contacts.																						

						Pneumococcal polysaccharide vaccination (PPV) programme 2022/25		£   10.06		PER PATIENT		Payment is based on ACTUAL patient contacts.																						

						Pneumococcal, Haemophilus influenzae type B and Meningitis C 2022/25		£   10.06		PER PATIENT		Payment is based on ACTUAL patient contacts.																						

						Rotavirus (Routine Childhood Vaccination) 2022/25		£   10.06		PER PATIENT		Payment is based on ACTUAL patient contacts.																						

						Seasonal Flu Service		£   10.06		PER PATIENT		Payment is based on ACTUAL patient contacts.																						

						Shingles vaccination programme 2023-24		£   10.06		PER PATIENT		Payment is based on ACTUAL patient contacts.																						

						Weight Management Referral Enhanced Service 2024/25		£   10.06		PER PATIENT		Payment is based on ACTUAL patient contacts.																						

						Incisions (Abcess, Cysts)		£   87.57		PER PATIENT		Payment is based on ACTUAL patient contacts.																						

						Minor Surgery Incisions / Excisions		£   87.57		PER PATIENT		Payment is based on ACTUAL patient contacts.																						

																																£   - 0		£   - 0



						COMMUNITY SURGERY SCHEME - PAID ON PATIENT ACTIVITY



						SERVICE AND TARIFF INFORMATION								PRACTICE STAFF CARRYING OUT SERVICE 
(UPDATE)				SERVICE CALCULATIONS								OUTCOME				PRACTICE ACTIVITY
(PER MONTH)

						Service
(READ-ONLY)		Tariff (£)
(READ-ONLY)		Calculation Method
(READ-ONLY)		Tariff Notes		Maximum items of Service per Hour		Staff Providing MAJORITY service		Average Staff Salary (ASSUMPTIONS)
(CALCULATED)		Cost per Activity
(STAFF ONLY) 
(CALCULATED)		Contingency / Reinvestment
(CALCULATED)		Hourly Cost
(PRACTICE)
(CALCULATED)		DIFFERENCE		PROFIT / LOSS		Patients per
CLAIM PERIOD
(ADD VALUE)		Total Value
(£)
(CALCULATED)		Total Cost
(£)
(CALCULATED)

						Carpal Tunnel		£   583.74		PER PATIENT		Payment is based on number of patients seen																						

						Carpal Tunnel Injection		£   199.70		PER PATIENT		Payment is based on number of patients seen																						

						De-Quervain's Injection of tendonitis		£   69.43		PER PATIENT		Payment is based on number of patients seen																						

						De-Quervain's release of tendonitis		£   256.54		PER PATIENT		Payment is based on number of patients seen																						

						Dupuytren's Contracture - Moderate		£   908.24		PER PATIENT		Payment is based on number of patients seen																						

						Ear wax microsuction - 1 ear		£   40.96		PER PATIENT		Payment is based on number of patients seen																						

						Ear wax microsuction - 2 ears		£   61.45		PER PATIENT		Payment is based on number of patients seen																						

						Epigastric Hernia		£   1,142.29		PER PATIENT		Payment is based on number of patients seen																						

						Excision Cyst/Lesion (>1.5 cm but <= 2.5cm)		£   120.00		PER PATIENT		Payment is based on number of patients seen																						

						Excision Cyst/Lesion (>2.5 cm but <= 4cm)		£   168.28		PER PATIENT		Payment is based on number of patients seen																						

						Excision Cyst/Lesion (>4 cm but <= 5cm)		£   197.00		PER PATIENT		Payment is based on number of patients seen																						

						Excision Ganglion Foot (Complex)		£   583.74		PER PATIENT		Payment is based on number of patients seen																						

						Excision Ganglion Foot (Simple)		£   583.74		PER PATIENT		Payment is based on number of patients seen																						

						Excision Ganglion Knee (Complex)		£   609.86		PER PATIENT		Payment is based on number of patients seen																						

						Excision Ganglion Knee (Simple)		£   609.86		PER PATIENT		Payment is based on number of patients seen																						

						Excision Ganglion Wrist Complex (Volar)		£   407.32		PER PATIENT		Payment is based on number of patients seen																						

						Excision Ganglion Wrist Simple (Non Volar)		£   307.94		PER PATIENT		Payment is based on number of patients seen																						

						Excision multiple Cysts/Lesions		£   197.00		PER PATIENT		Payment is based on number of patients seen																						

						Excision multiple Facial Cysts/Lesions		£   225.72		PER PATIENT		Payment is based on number of patients seen																						

						Excision of Bursae		£   308.26		PER PATIENT		Payment is based on number of patients seen																						

						Eyelid Cyst		£   197.00		PER PATIENT		Payment is based on number of patients seen																						

						Femoral Hernia		£   1,142.29		PER PATIENT		Payment is based on number of patients seen																						

						Ganglion Injection/Aspiration		£   83.57		PER PATIENT		Payment is based on number of patients seen																						

						Haemorrhoid Banding		£   348.80		PER PATIENT		Payment is based on number of patients seen																						

						Haemorrhoid Injection		£   230.42		PER PATIENT		Payment is based on number of patients seen																						

						High Risk BCC - OP Consultation		£   52.46		PER PATIENT		Payment is based on number of patients seen																						

						High Risk BCC removal in line with NICE guidance		£   469.33		PER PATIENT		Payment is based on number of patients seen																						

						Inguinal Hernia		£   1,142.29		PER PATIENT		Payment is based on number of patients seen																						

						Low Risk BCC removal in line with NICE guidance		£   225.72		PER PATIENT		Payment is based on number of patients seen																						

						Mortons neuroma		£   256.54		PER PATIENT		Payment is based on number of patients seen																						

						Mortons neuroma Injection		£   83.57		PER PATIENT		Payment is based on number of patients seen																						

						Olecranon Bursae		£   307.94		PER PATIENT		Payment is based on number of patients seen																						

						Outpatient Appointment Haemorrhoids		£   38.35		PER PATIENT		Payment is based on number of patients seen																						

						Outpatient Appointment Hernia		£   111.21		PER PATIENT		Payment is based on number of patients seen																						

						Outpatient Appointment Orthopaedics		£   103.85		PER PATIENT		Payment is based on number of patients seen																						

						Outpatient Appointment Vasectomy		£   111.21		PER PATIENT		Payment is based on number of patients seen																						

						Para-umbilical Hernia		£   1,142.29		PER PATIENT		Payment is based on number of patients seen																						

						Partial/Wedge Resection of nail with or without ablation/removal of nail bed		£   335.55		PER PATIENT		Payment is based on number of patients seen																						

						Reducible Recurrent Inguinal Hernia		£   1,142.29		PER PATIENT		Payment is based on number of patients seen																						

						Release Trigger Finger		£   583.74		PER PATIENT		Payment is based on number of patients seen																						

						Release Trigger Thumb		£   583.74		PER PATIENT		Payment is based on number of patients seen																						

						Removal of Deep Contraceptive Implant		£   397.76		PER PATIENT		Payment is based on number of patients seen																						

						Removal Toenail with ablation/removal of nail bed		£   282.14		PER PATIENT		Payment is based on number of patients seen																						

						Spigelian Hernia		£   1,142.29		PER PATIENT		Payment is based on number of patients seen																						

						Trigger Finger Injection		£   69.43		PER PATIENT		Payment is based on number of patients seen																						

						Trigger Thumb Injection		£   69.43		PER PATIENT		Payment is based on number of patients seen																						

						Ulna nerve injection		£   199.70		PER PATIENT		Payment is based on number of patients seen																						

						Ulna nerve release		£   817.23		PER PATIENT		Payment is based on number of patients seen																						

						Umbilical Hernia		£   1,142.29		PER PATIENT		Payment is based on number of patients seen																						

						Vasectomy		£   370.87		PER PATIENT		Payment is based on number of patients seen																						

																																£   - 0		£   - 0
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Patient Info for Practices.docx
[image: ]Dear patient.

You may be wondering why your GP practice and GPs across Lincolnshire and the country have felt there was no option but to start collective action and why something is different at your GP practice.

Successive governments have claimed that there has been more investment, more GPs and that if you can’t get an appointment, or feel the service is not good enough, that it is your GP practices’ fault.

It simply is not true. 

General Practice has been broken. Help us fix it.

GPs Are On Your Side

While your practice is doing incredible work and the team is dedicated to doing the very best for you, the workload, pressure and lack of investment in general practice means that they can’t deliver everything they want for you, patients are suffering, and your GP is not willing to allow that to continue.

Your practice is taking action to support and protect the health of you and your family now and for the future. 

Actions your practice and all others across the country are taking are aimed to avoid impact on you, the people we value so highly.

Let us be clear: GPs are not striking. 

Your practice will still be open, delivering GP services, while actions being taken aim to prevent the work that should not be expected of your GP practice in the first place, freeing your GP practice to provide capacity to help you directly. Do still contact your GP practice as you normally would.

Your practice doesn’t want to inconvenience or frustrate you, but you and they both need the government to realise they must prioritise and value your health by finally valuing and investing in general practice to provide a service that you need and deserve.  

General Practice is collapsing. Every practice across England is struggling to keep its doors open.

We value our patients. We know that most patients value us too, especially when they need us regularly. You know we can deal with most of your health problems, keep you out of hospital, and have your best interests at heart. The problem is with the mismanagement of the NHS.

Your GP is an expert in general medical practice – trained over 10 years to deal with complex problems, spot serious symptoms, and decide when you need specialist help at the hospital.

[image: ]But did you know that your practice receives just £107.57 per year for each patient, whatever their health needs. That’s less than the cost of an annual TV licence.

It’s just 30p a day for every patient registered with us – less than the cost of an apple.

We believe general practice deserves a bigger slice of NHS funding so we can train and hire more GPs, deliver the services you require and make it easier for you and your loved ones to get appointments to see your GP and practice team.

GPs want the same things that you do. We believe nobody should struggle to see their family doctor.

General Practice should be as it once was – a familiar family doctor, offering continuity of care in a surgery full of friendly familiar faces within a safe building where you knew you would get the care you needed.

The pressures on your GP practice have increased year on year. 

· 1700 fewer full time, qualified GPs since September 2015 when 6,000 - additional GPs were promised by the previous government by 2019.

· We all want more not less GPs. Large numbers of GPs are leaving GP due to workload or moving abroad due to the pressure on NHS general practice.

· 1.4 million - average daily appointments delivered in general practice across England – 20% increase since pre-covid.

· Your practice team is delivering more appointments than ever but risk burning out. In May, here in Lincolnshire, over 527,000 appointments were carried out. 

· That’s roughly an appointment every week for 15% of the Lincolnshire population.

· That’s roughly 1500 appointments a week on average per practice!

· Only 6% of the overall NHS budget spent on general practice in England despite doing 90% of all NHS activity.

· You and general practice deserve more than this to deliver the service you want. Financial modelling suggests dedicating around 15% of the NHS budget would provide that service.

· Your practice receives just £107.57 a year for each patient. This is a 20% real term reduction in funding in the last 7 years.

· Practices have done more with less for as long as they can. How is the government valuing you with such low funding?

· The costs to run practices over the last 6 years has increased about 20% more than funding has risen. This shortfall risks the future of your GP practice.

· When finances don’t add up and bills can’t be paid – practices close.

· Increasing population, age and medical conditions needing more appointments.

· More patients who need more care, the care your practice wants to give, but there is a limit to what your practice can safely provide.

· NHS push to move more services into the community but no staff or infrastructure or funding to support.

· We all want care closer to home, but it needs to work to make it a success for you.

· Escalating pressure on general practice due to hospital waiting lists.

· A growing number of patients appropriately use extra appointments at your practice while awaiting hospital appointments but, if the hospital waiting list were not so long, they would have already been seen by their consultant.

· Workload shift into general practice from hospitals.

· Hospitals transfer large amounts of work into general practice which should have been carried out in hospital. This takes your GP practice team away from providing care to you when you need it.

· Increased box ticking taking away from your GP practice team being able to care for you.

· Your GP and their team want to be providing direct care for you, not ticking boxes that don’t improve your care or experience.

· Funding levels into general practice is such a problem that there are GPs without jobs despite practices needing more GPs!

· Your GP practice wants to employ more GPs to help you, but there simply isn’t money to do so. How can governments create a system that means there are GPs who can’t get jobs when we all want more GPs?

· In the last 10 years in Lincolnshire around 20% of practices have closed, and the pattern of closure is similar across the county.

· Your practice works tirelessly to support and care for you and your family. Closure of a practice is devastating for the practice team and just then adds more pressure to other local practices who then take on the closed practice’s patients. 

· This action is not about GPs demanding a pay rise. 

· This is fundamentally about the critical need to increase funding into your GP practice to keep the lights on, doors open and to pay the staff so your GP practice can survive to provide the services you need to support your health.
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