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December 2020 

A year like no other 
 

On 5 July 1948 the NHS was born, over the last 72 years challenges and changes have been remarkable but the 

service has probably never been tested as much as in the last nine months. There have previously been numerous 

re-organisations, multiple changes to hospitals, mental health services and a shift from the family doctor towards 

more integrated primary care services delivered by a range of professionals. However rapid transformation of  

services to embrace digital technologies, and a shift change to work differently has been forced upon all areas of the 

health service this year. 

Despite tremendous pressure on all parts of the healthcare system  the service has coped with the initial pressures 

of the Coronavirus pandemic, and now has the challenge of trying to continue “business as usual” while still being 

battered by a new wave of the virus. 

PCC would like to thank all those working in the NHS and care services for all they have done in the last year. We 

truly hope that the new year brings some relief from the pandemic and allows all NHS and care staff to get some  

respite and take a break. Look after yourselves, keep safe and have a good Christmas break. 

Since March, PCC has changed how we work in response to COVID, all our events and workshops are now virtual, 

our helpdesk for our annual contract clients has become busier than ever, with CCGs valuing the quality and use of 

the responses and we have worked with our clients providing off site capacity where their staff have been directed to 

other duties, to name a few areas.  We are proud of our flexible, expert support, and proud of supporting the NHS 

during the last year, albeit in a small way, and we look forward to continuing to work with you all in the coming year. 

Author 
Helen Northall 
Chief Executive, PCC 

Insight 
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What now for primary care 

By Professor David Colin-Thomé, OBE, chair of PCC and formerly a GP for 36 years, 
the National Clinical Director of Primary, Dept of Health England 2001- 10 and visiting 
Professor Manchester and Durham Universities.  

At a time when Government policy is more primary care 
focused than at any time in my lengthy career. Will  
primary care use or lose this opportunity? The key  
question for primary care is how to retain its current  
strategic importance in the NHS and ideally beyond? 
 

It is imperative for primary care to create a position of 
indispensability to NHS transformation even beyond its 
current importance in order to ensure its ongoing  
centrality to all facets of the NHS. The focus with 
acknowledgement to Donald Berwick’s original work 
should be a specific triple aim for primary care.  To level 
up quality and increase the range and scope of primary 
and community service provision. - To significantly  
contribute to reshaping hospital services which acute 
providers and commissioners have failed to do. – To 
have a central role in health and wellbeing beyond 
healthcare by developing a public health for primary 
care.  
 

How can primary care expand its range and scope of 
services? 

It is now for community professionals to seize the  
opportunity and offer solutions in the dire Covid-19  
situation rather than add to the accumulating misery and 
despair. My life’s work such as it is, has identified that 
positivity and hope when all seems hopeless will be  
welcomed at a senior level and influence will surely  
follow. 
 

The individual PCN must remain the building block.  
Integrate care in its widest sense including social  
services and the voluntary sector. Integration is always 
best delivered locally where trust and relationships make 
it the optimal place for tackling complexity, paradox and 
‘wicked’ problems. And integration has no value unless 
individual patients demonstrably benefit, otherwise  
integration only serves more extensive ‘provider  
capture’. The next steps should be reshaping hospital 
care by redesigning pathways so that care is delivered 
'closer to home', reducing the system's current  
dependence on hospital in and out-patients services.  
 

The NHS needs its hospitals but not often as they are. 
Hospital care is changing both rapidly and radically.  
Innovations in technology, care delivery and in system 

working require future hospitals to be very different from 
those of today. And yet UK hospitals seem so resistant 
to change, seemingly preserved in aspic as the model is 
virtually unchanged over decades despite enormous  
advances in investigation and treatment. Hospitals are 
also the most underperforming sector according to the 
Care Quality Commission. Surely a strong case for  
different thinking and doing in the hospital sector. The 
ambition is that the integrated care systems although 
currently non statutory, will facilitate the spread of such 
developments or other hospital transformational  
initiatives. Hospitals however large and ‘egocentric’ need 
to work in multi hospital systems to provide the range, 
knowledge, expertise and patient responsiveness  
modern care requires and yet also in a local system with 
community based services in the geography within which 
each hospital exists. 
 

There are many aspects of hospital activity – as in all 
parts of the NHS - which are of low value.  The current 
reality is much of care presently undertaken by hospitals 
does not need to be delivered in hospital settings.  
Current outpatient care described by Professor Muir 
Gray as a ‘relic of nineteenth century medicine' of which 
two of every three outpatient appointments are patient 
follow ups, whilst total hospital outpatient attendances 
have increased to 94 million over the past ten years at a 
cost of £8 billion a year. The NHS Long Term Plan  
highlights the move away from traditional outpatient  
service provision and redesigning the way necessary 
outpatient care is delivered. The shift away has already 
been prompted by the current Covid-19 crisis. 
 

Primary care does not have to do it all.  For primary care 
to achieve its own triple aim a partnership with  
commissioners is essential. They need to ensure all  
providers take a population responsibility; they should be 
partners yet holding providers singular and networks to 
account with ideally providers setting their own  
stretching ambitions and indicators of success.  
However, the individual PCN must remain the building 
block or we may get drift to larger population size, more 
impersonality and alienation with a reversion to a top 
down culture which has bedevilled the NHS and badly 
served primary care. Transformation of care has started; 
it’s now the time for PCNs to play their hand.  
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Primary Care: Why don’t we talk about Racism?  

It seems like the world has shifted on its axis in 2020. 
One of the events that has reverberated around the 
world is the killing of George Floyd in Minneapolis on 
25th May 2020 at the hands of the police, sparking a 
worldwide response and an increased profile for the 
#BlackLivesMatter movement.  

   
From a personal point of view, having spent a large part 
of my life in denial about the impact racism had on me, I 
have been drawn into the work of inclusion and have 
been feeling a dichotomy of hope and weariness, as I 
have had many more conversations about race this year. 
For me, the realisation that large parts of society have 
no understanding of systemic racism and the fact that 
modern society has privilege or denial of privilege built 
into every aspect of our lives has been shocking.  
  

And primary care and medicine more generally have not 
been untouched by this movement. The BMA have 
launched their ‘Equality Matters’ programme and in part 
due to positive pressure from Professor Mala Rao and 
Lord Victor Adebowale, the NHS Race and Health  
Observatory, hosted by the NHS Confederation was 
launched in June 2020. This feels like an important step 
in helping us understand the facts and prioritise action, 
recognising the determining factors in health status and 
outcomes. In 2018 the Health Foundation stated ‘The 
answers lie in the circumstances in which people are 
born, grow, live, work, and age: the social determinants 
of health. These can enable individuals and societies to 
flourish, or not.’ 

 
So why do we find it so hard to accept the evidence 
around racism and discrimination and what is the work 
that needs to be done in primary care? I am left with a 
deep curiosity about why there has been so little focus 
on the impact of race, both for staff and with respect to 
health outcomes for the communities we serve.  
 
There is irrefutable evidence that despite the aim of the 
NHS to deliver universal, fair healthcare, outcomes for 
people from BAME communities are significantly poorer. 
Covid-19 has shone a light on this disparity and led to 

much debate. The differential health outcomes cover a 
range of services, for example, infant mortality rates in 
Bangladeshi women are twice the national average and 
black men are four times more likely to be detained  
under the Mental Health Act. We need to recognise, 
however, there are nuances and this is not just about 
colour, as in many cases, white traveller and gypsy  
communities have the worst outcomes of all. As well as 
outcomes, there is evidence of differential perceptions of 
treatment, for example, the 2017 Cancer Survey found 
14 % of Asian patients felt staff talked over them as 
though they weren’t there, compared with 4 % for white 
patients. Clearly more radical solutions need to be  
considered as part of Primary Care Network  
development to capitalise on closer links to communities 
and start to address some of these inequalities. 

 

So what of staff in the NHS? In July 2020 the King’s 
Fund published a report on the lived experience of 
BAME staff in the NHS. To anyone who has worked in 
the NHS for any length of time this was probably not a 
surprise; we know BAME doctors are more likely to be 
referred to the GMC for fitness to practice reviews and 
anecdotally in my own coaching with doctors in training, 
there are a number of trainees where race undoubtedly 
played a part in them receiving a poor experience and 
poor ARCP ratings. 

  
So what, if any are the solutions? The first, I believe is 
clear and welcome in the NHS People Plan.  
Organisations need to ‘acknowledge existing and deep 
rooted inequalities’. There also needs to be a  
commitment and courage in acting and having difficult 
conversations. As a coach, I strongly believe even  
systemic change happens one conversation at a time. 
We need leaders who are prepared to both commit  
personally to work on their biases and model  
vulnerability and to create an environment where  
everyone feels safe to speak their truth, without fear of 
consequence. I know these leaders exist in the NHS so I 
remain hopeful. Ultimately, it is about accepting and  
celebrating our shared humanity.  

Author 
Rita Symons  
Associate, PCC 

  

Rita Symons is an ex NHS leader who is now a leadership consultant, 
coach and facilitator. Her work is mainly in the NHS and she is an  
associate for PCC offering facilitation, coaching, strategy development 
and team development activities. She is a concerned but hopeful world 
citizen and combines work in the NHS with a board role in a non for profit 
organisation and an interest in writing.  
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Boosting your resilience  

The last year has been a difficult one, who would have imagined last Christmas that we would have been in  
lockdown, with the NHS seriously tested by a global pandemic.  So much change has happened and the resilience 
of people working in and with health and care services has been seriously tested.  Resilience is our ability to deal 
with, find strengths in and/or recover from difficult situations.  Its sometimes referred to as “bouncebackability ” – but 
bouncing in what way? 

It can be “bouncing back” – recovery resilience 

“bouncing with” – adaptive resilience 

“bouncing forward” – transformative resilience 

In the last year many people will have done all three.   So how are you doing? 

(Chris Johnstone, Association for Coaching Webinar 2020) 

What you may need are the strategies to help you move from the red zone into amber and from amber to green.  
There are a number of ways that you can support this: 

Coaching and training 

· Just working through where you are, what your next steps may be, and having headspace to think objectively 
may help 

· Prompted by the right questions for you to gain insight, recognising your achievements and your way forward 

 
Working through potential scenarios 

· Try to think what is the worst that can happen, and what this would mean, could I live with this and manage it? 

· What is the best that could happen, what would this look like and how would I react and work with this? 

· What is the most likely thing that could happen, what would this mean, how would I respond to this? 

· What can I do to make the best more likely to happen – and step towards making the best more 
likely and the worst less so. 

Continued... 



 

www.pcc-cic.org.uk © 2020 PCC                                                                                                                          5 

Story boarding 

· Think here is what I am facing – what happens 
next is and what helps is 

· Identify when you cope well and less well and 
what helps you cope better 

· Work out what would make it even better if, and 
how you can turn the situation into a more positive 
ending 

Mindfulness – controlling your “busy brain” 

We hear a lot about use of mindfulness to support  
wellbeing, but what is this?  Do you have a “busy brain” 
do you read, or someone talks to you and you have no 
idea what you read, or was said?  This often happens as 
much of the time the brain is busy either reflecting on the 
past (replaying something from earlier in the day/week), 
or its anticipating what might happen in the future –  
planning, catastrophizing or looking forward to  
something.  It’s rare for our brains to be fully engaged in 
what is happening right here and now.  We are not  
present in the moment.  Mindfulness is when our 
thoughts tune into what we are sensing in the present 
moment – not rehashing the past or imagining the future.  
Maintain moment by moment awareness of our thoughts, 
feelings, sensations and environment. Mindfulness  
creates greater capacity to deal with adverse events.  
There are many different ways to practice mindfulness – 
mediations, breathing exercises etc, but you can carry 

out a lot of tasks mindfully – washing up, having a  
shower, eating etc – just engage in the present moment 
and notice what is there and what you are feeling. 

Remember – what has happened in the past year is a lot 
of change, although change is a situation you need to 
manage, making a transition is psychological.  Beginning 
a change is about ending the way things have been 
done in the past, and there is a sense of loss. You then 
need to move through a neutral zone into a new  
beginning. When people are distressed, outside their 
resilience zone and in, or approaching the red, a  
different part of the brain takes control, the less rational 
part. What you need to do for yourself and your teams is 
to find a way to stay in the resilience zone and manage 
the continual change around us all. 

PCC have been supporting a number of organisations to 
reflect, recover and plan their way forward during the last 
year. Our personal and team development programmes 
now include a number of programmes to support staff to 
become more resilient, become stress resistant and 
manage change. We also provide coaching with ILM7 
qualified coaches to support leaders.  For more details 
contact enquiries@pcc-cic.org.uk 

Author 
Helen Northall 
Chief Executive, PCC 

 
Flexible, expert support 

 

Support to primary care commissioners 

With the pressures of Covid-19 not going away CCG and 
NHS England and NHS Improvement primary care 
teams are increasingly stretched.  PCC can support by 
adding capacity, knowledge, expertise and experience, 
to provide assurance, resulting in clear specifications, 
well written contracts and clear documented monitoring 
arrangements to support areas such as: 

· preparation of general practice and associated 
local contracts 

· ensure robust contracts are reflective of the  
commissioners and STP/ICS ambitions 

· highlight risks and mitigations to contracting  
approaches linked to local plans 

· produce agreements and performance framework 
models between local stakeholders such as  
federations 

To discuss how we can support you contact  
enquiries@pcc-cic.org.uk. 
 
Supporting your success - PCC annual contract  
packages 

PCC annual contract support includes cost effective  
access to local workshops, events, e-learning, unlimited 
access to our quality assured helpdesk and unlimited  
access to our surgery sessions run by our team of  
experts.  We understand the pressure on finances so we 
are holding our subscription prices for the remainder of 
2020. Please talk to us if you are interested in a new  
contract or if your current contract ends soon so that you 
can secure our 2020 prices. 

For over a decade PCC has provided support to the 
NHS by helping organisations improve  

Continued... 
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Use our experience to boost your capacity  

services with the emphasis on quality of care and value 
for money. Many of our clients re-subscribe year on year 
to our service through annual contracts that provide the 
most cost effective way of purchasing our support  
including: 

• Local workshops 

• Event and face-to-face network places 

• E-learning 

• Unlimited access to our quality assured helpdesk 

• Unlimited access to our surgery sessions run by 
our team of experts and webinars 

We respond to over 700 technical primary care related 
queries every year using our expert helpdesk, and it 
saves commissioners time and potentially legal costs.  
Local workshops and event places can be shared with 
your PCNs, practices and other providers in your area 
ensuring you can support not only your own staff but 
your primary care providers too. 

 

Client feedback includes: 

“we have used the helpdesk more of late, especially  
contracting colleagues. The quality of the responses 
have been very useful and as such has given us greater 
confidence in continuing to subscribe to PCC for this 
type of support, so thank I would like to personally say 
thank you for the effort that has been made and I look 
forward to continuing to work with you and your  
colleagues over the coming year” 

 
“Can I thank both you and the team at PCC for the help 
and guidance given in helping us to utilise our contract 
allocation for 2019/20, especially at the latter end of the 
contract and in such a short timeframe and all the while 
ensuring we got value for money and for the support  
provided by your facilitators and tutors during the  
planning of and the running of our recent bespoke  
webinars, which made the process for us less  
demanding and saved us a lot of time” 

Contact enquiries@pcc-cic.org.uk to discuss how we 
can support you today. 

We have experts with a passion to develop health and care services.  The PCC associate team includes those with a 
track record of working at accountable officer level across health and social care.  Able to review governance,  
support strategic thinking, resolve problems, elective demand reviews and many more areas.  If you need hands on 
support or an independent review contact enquiries@pcc-cic.org.uk to see how we can help. 

Procurement advice and support 

Navigating through ever-changing procurement  
processes within the NHS is challenging.  PCC’s expert 
team can help commissioners to: 

· Determine the most appropriate procurement  
process including the design of tender  
documentation and evaluation criteria 

· Interpret the application of procurement processes 
to primary care contracts including the variation of 
contracts 

· Support briefings to potential providers on  
procurement processes and on submitting bids so 
that they are better prepared to respond to  
opportunities 

Our updated SlideShare on the current regulations  
pertaining to the Covid-19 pandemic is available on our 
website. Previous clients of our procurement support 
have said: “Informative, thought provoking and full of 
useful ideas” and “Informative, practical and insightful.” 

For more details on how we can support you contact 
enquiries@pcc-cic.org.uk. 

Becoming a team 

Most work is done in teams and whilst systems and  
processes are important, evidence shows that the key to 
successful transformation is good team working, where 
individuals understand and value each other. Often 
change initiatives ignore this human dynamic. This  
virtual workshop will give new teams some time to reflect 
and plan for how they work together effectively to 
achieve success.   The workshop will comprise two 90 
minute virtual training sessions.  This virtual workshop 
will be particularly useful for any newly forming 
team. Request a workshop for your team by contacting 
enquiries@pcc-cic.org.uk. 
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Supporting Staff:  the emergence of ‘long-covid’  

As we go into the second wave it is becoming apparent 
that the legacy of the first still has new surprises for us 
with implications for how we support health care  
professionals (HCPs) return to work.    

It is becoming apparent that Covid is not just a mild  
infection that goes away after two weeks but can leave 
sufferers with persist health problems for weeks and 
months.  Like SARS, Covid is leaving some people with 
significant and persistent physical symptoms  
characteristic of chronic fatigue syndrome. Sufferers  
report symptoms like muscle and joint aches, brain fog, 
memory problems, post exertion fatigue, shortness of 
breath and these symptoms do not appear to be linked 
to the severity of the initial infection experienced by  
people.   

People who have experienced mild symptoms, who may 
not have been to hospital may not have a diagnosis but 
develop debilitating post-viral symptoms. This long-tail 
end of Covid is likely to present new challenges for  
managers endeavouring to maintain patient services 
over the next phase of the pandemic and beyond. 

Data from the Covid Symptoms Study App show that 
patients can have these debilitating symptoms for many 
months. Clinicians are now describing this pattern of 
post infection symptoms after ‘mild’ Covid as  
‘long-Covid’ because these symptoms can persist for 
months (possibly years) after infection.   

 

 
“We don’t know about corona, but I think it will lead 
to many, many cases of post-infective fatigue  
syndrome.” 

Simon Wessely, former president of the Royal College of 
Psychiatrists 

 
 

The longer-term health after mild (non-hospitalised) 
Covid infection is 'frighteningly poor' says Michael  
Rutgers, the Director of Longfonds, the Dutch Lung 
Foundation; a charity dedicated to reducing lung  
disease. Longfonds conducted a survey of 1600 people 
with Covid-like symptoms. The average age of those 
who participated was 53 years and over 85% reported 
having good health before Covid.  After their illness only 
six percent said they felt well.  More starkly half of the 
respondents reported that they were no longer able to  
exercise with more than 6 in 10 of those surveyed  
reporting they have difficulty walking and 95 percent  

reporting problems with simple daily activities. Ninety 
one percent of respondents reported that they had never 
visited or been admitted to hospital, and four in ten did 
not get diagnosed by a doctor. They are effectively  
invisible.   

Without a label there is the worry that their condition is 
not taken seriously, or they will not be believed. Reports 
from sufferers also suggest that the symptoms they  
experience are fluctuating, relapsing and remitting. This 
makes planning to go back to work difficult as they don’t 
know when they are going to ‘get better’ and get back to 
normal.  

There is evidence of long-term employment  
consequences for people who contracted SARS and 
developed post-SARS symptoms (sleep disturbance, 
physical, and psychological symptoms).  A Toronto study 
found that those affected by post SARS symptoms were 
experiencing fatigue, muscle weakness and sleep  
problems up to three years later and were unable to  
return to their former occupation. 

Currently there is no clinical definition of ‘long Covid’ and 
no way of recording this on the GP record via Read  
Coding.  Why is this important?  Many sufferers of ‘long  

Continued... 
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Covid’ may struggle to convince their employers, line 
manager or colleagues that they are too ill to return to 
work.  There is also uncertainty about what will be  
recorded as the reason for their sickness absence. Like 
SARS healthcare workers are at a higher risk of  
contracting Covid and although they may not have  
developed a severe form of the illness the  
residual physical symptoms are likely to have a  
noticeable impact on the workforce.  

HR and OD professionals can support their  
organisations to be better able to manage this potential 
loss of productivity and key employees by  

· recognising this complex picture and  
communicate this to the wider organisation. 

· have practical advice for employees and their 
managers about returning to work and be aware 
that not all ‘long-Covid’ sufferers will have had a 
diagnosis.    

· develop policies for flexible working arrangements 
to enable employees to have a phased return to 
work 

· be proactive after return to work to check how the  
employee is coping  

· recognise that employees may also be suffering 
psychological symptoms and introduce initiatives 
to support staff and raise awareness e.g. Mental 
Health First Aid. 

· recognise that staff maybe suffering from brain 
fog, poor ability to concentrate and poor memory 
as a result of long-Covid and discuss ways to 
manage this. 

· develop employee’s psychological resilience 
through skills training aimed at increasing  
psychological flexibility. 

· Proactively monitor sickness, unexplained  
absences, accidents and mistakes as potential 
indicators that employees are continuing to be 
affected by ‘long-Covid’. 

· Recognise that psychological symptoms amongst 
employees who perceive they are affected by 
Covid can create conflict and grievances.  

There are resources that organisations can use to help 
support staff from British Association for CFS/ME 
(BACME) and the ME Association.  

Valerie Amies is a PCC associate. Valerie has published 
articles on the impact of Covid on healthcare workers 
and runs psychological skills training for resilience  
workshops for PCC.  For more information please  
contact enquiries@pcc-cic.org.uk 

Author 
Valerie Amies 
Associate, PCC 

Upcoming PCC Events  
 
SocialPrescriberPlus Programme (online) -  Tuesday 
12 January, Wednesday 13 January and Thursday 18  
February 2021  

This training is for social prescribing link workers, care 

coordinators and health coaches. It is online training for 

primary care networks (PCNs) and practice social  

prescribing teams. With the additional roles  

reimbursement scheme now supporting social  

prescribing link workers, care coordinators and health 

coaches, practically focused training is essential for 

these posts to provide effective and efficient support to 

practices. 

https://www.pccevents.co.uk/2458   

 

Develop your personal resilience (online) -  

Thursday 21 January 2021 (14.00-16.00)  

This workshop provides the opportunity to reflect on 

what causes stress at work, ideas on how to manage it 

and to explore how to boost ones’ personal resilience.  

You will have the opportunity to reflect on the last few 

months at work and explore: 

· Key drivers of stress 

· How to support your team colleagues 

· Resilience skills 

https://www.pccevents.co.uk/2479  

 

Financial management considerations for GP  

partners (online) - Wednesday 10 February 2021 

(10.00-12.00)  

 

All GP partners need to understand financial  

management and the implications of being a partner in a 

monetary sense. This training module aims to furnish all 

partners with the knowledge required to play an active 

part in the business side of their partnership. 

https://www.pccevents.co.uk/pcc/2482 
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  Keep looking to the horizon: how to keep steering the  
partnership in stormy waters 

I recall conference season in Autumn 2019 and many 
sessions were jammed full of hope and ambition for  
partnership working. That seems a very long time ago for 
many parts of the country and health and care have 
been placed under enormous pressure. These  
unprecedented times have brought about positive 
change in terms of leaps in technology, process change 
and unwavering compassion for those in need. Whilst 
there are still signs of positivity there’s still an  
undercurrent of overwhelm and reactiveness that  
pervades many conversations.  

Over my career, I’ve worked in a number of different  
settings supporting partnerships. Often, mixed  
public-private partnerships and often at a metropolitan 
scale. What I’ve consistently witnessed is that alliances 
are easy when they are safe, funded and unaccountable. 
Conversely, it’s at times of crisis that its just as easy for 
partnerships to fail. Its not a mark of the personal  
commitment of leaders around the table or indeed a 
mark of long term strategic intent.  

There have been many reasons for partnership failure – 
a lack of direction, trust, momentum, clarity are all  
conceptual reasons for failure. Partnerships can suffer at 
external shocks – poor inspection outcomes, withdrawal 
of funding, changes in national policy. Sometimes, for 
individuals there’s simply a conflict between the  
demands of a partnership and the demands of their  
employing organisation. Partnerships are not an altruistic 
activity but they do demand full commitment to thrive and 
executives are judged more on the success of their own 
organisation than of a partnership they led. 

What practical steps can you take as lead to shore up 
your partnership – whether as part of a Primary Care 
Network or as an Integrated Care System?  

1. Agree that you have more in common than in  
difference. This is a time of great uncertainty when 
leaders will naturally tilt towards their own  
organisations but it is a time when it is vital to 
keep looking out. No provider works in isolation 
and failure in any part of a system can damage 
another. As a leader, keep considering the impact 
on other areas, keep as flexible as you can about 
resources and whether you can share resources 
differently to prevent failure 

2. Keep looking to outcomes not outputs. Of course, 
there are targets and specifications but at the 
heart of national policy is a drive to deliver the 
quadruple aim. It takes courage for commissioners 
and providers to hold that space but the time  
before the pandemic was still a time for poor 
health outcomes, inequalities, workforce gaps. 
The urgent – important concepts of time  
management highlight how important it is not to let 
the crisis create a narrow view of the job to be 
done 

3. Partnerships depend on trust. Irrespective of 
which sector you’re in, partnerships fail because of 
trust issues, when a series of behaviours or  
disagreements begin to erode goodwill. The  
opposite is also true – behaviours which enhance 
communication and trust will reinforce partnership 
behaviour in years to come. Some posts, such as 
network managers, are designed to work across 
organisations and are invaluable in identifying  
areas of collaboration 

 

Do not look to the ground for your next step; greatness lies with those who look to the horizon – Norwegian Proverb. 

Continued... 
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4. Stay curious and inquisitive. If things go wrong be 
careful not to play the blame game. Take a  
dispassionate view of events that led up to any 
failings and make extra allowances for the stress 
within the system which heightens everyone’s 
sensitivity to criticism. 

5. Remember its not about today nor is it about your 
organisation. Partnerships are rarely formed for 
very short term action and in our systems they are 
formed with communities in mind. Keeping  
language framed around community needs is 
helpful in avoiding professional or organisational 
hierarchy. 

Successful teams and successful partnerships should 
bring rewards greater than the sum of the parts but they 
do require input and energy to thrive. As well as the  
rewards they reap across a community, partnership 
working can also be fulfilling for members bringing  
creativity, support and challenge. If you’re interested in 
exploring this topic further, PCC offers a range of  
professional development opportunities including group 
facilitation that can help your partnership to realise its 
ambitions. 

Claire Oatway, is an independent coach and consultant. 
She has an established reputation for leadership and  
management and a passion for partnership working and 
positive disruption. She has influenced national policy on 
primary care networks and multi-disciplinary working and 
is a Governing Board Member of PCC. 

 
Elective Care: What needs to happen now?  

Covid-19 has ruthlessly exposed flaws in our society, 
from social care funding to democracy itself. Trust is  
fundamental to a functioning society and it is eroding in 
many areas. One of these areas is elective care which 
we happen to know quite a lot about. An exploding  
waiting list and an inability to restart elective services for 
a variety of reasons are an under-appreciated societal 
risk in national debate. 

The key element of a functioning elective care system is 
the relationship between primary and secondary care. 
Increasingly we note higher than usual tension in the 
system around how elective patients are being  
managed. 

Philosophical arguments on this subject are fascinating: 
the transactional nature of secondary care versus the 
whole-health risk management approach of primary 
care. Fascinating though it may be, patients are at  
increasing clinical risk due to secondary care’s  
challenges in treating them right now. Now is not the 
time for philosophical argument. Now is the time for  
action to reduce risk. 

The key question clinicians need to work together on is 

clinical responsibility. When a GP refers to secondary 
care, they are effectively handing clinical responsibility 
for the referring condition to secondary care. And when 
a hospital discharges a patient, they are handing clinical 
responsibility back to primary care. 

The challenge Covid has exposed is what happens 
when the patient isn’t being seen in secondary care? 
Who is responsible for the management of that  
condition? Primary care would say secondary care.  
Secondary care would say that where they cannot see 
the patient due to Covid or the patient doesn’t want to be 
seen then responsibility should go back to the GP. 
Meanwhile patients are at risk of slipping through the 
net. 

It is important to note that we don’t claim to have all the 
answers to this but there are some basic steps that we 
can see that both primary and secondary care can take 
individually and more importantly collectively to improve 
the levels of care to patients. 

So, what can be done today? 

To understand what can be done today, it’s important to 
understand what went wrong during the first  

Continued... 
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wave. Already we are beginning to see the worst  
affected hospitals cancel elective procedures again and 
it’s likely this will only increase. To a certain degree, the 
shortages of staff in secondary care to manage beds is 
something that little can be done about in the short term. 
So, expect to see more inpatient procedures cancelled 
over the coming months.  

However, outpatients and diagnostics in particular 
should have never been curtailed to the levels they 
were. It is imperative to protect these services moving 
forward. 

Interestingly, we have been surprised at how hospitals 
have struggled to restart these services. 

Two big issues exist:  

Firstly communication (yes, that again) between the  
hospital and it’s clinicians. Development of new clinic 
and diagnostic templates has been poor. How many new 
appointments, follow-ups and whether face-to-face or 
virtual has been very difficult to pin down. There isn’t 
even a standard system in place for virtual  
appointments. 

Secondly, even if we have figured out new templates, 
the administration systems required to make the  
changes and reschedule patients have really struggled.   

Changing every clinic template on a hospital EPR isn’t 
easy - depending on the system. Then you have all the 
patients that were already booked in the old templates 
that need to be unbooked and moved to the new  
templates. It’s a huge task frankly and it means that  
hospital administrators are doing that at the expense of 
booking patients who are on the waiting list to be seen. 

It all adds up to half-empty clinics and chaos with  
everyone confused. It’s simply not satisfactory for  
anyone - the clinicians, patients and administrators are 
all frustrated.  

But back to risk and what to do. Unfortunately, in our line 
of work the biggest thing to do isn’t sexy. It’s about the 
basics of how to manage a waiting list. And it’s harder 
now than ever. How to run a waiting list meeting  
covering thousands of patients (and growing) on Zoom 
or Skype or whatever, when half the people you need 
can’t log in or are isolating at home. Tricky, but not  
impossible.  

https://mbihealthcaretechnologies.com/  

 

 
 

  

 
Merger support for GP practices 

Working through what needs to happen when a practice 
needs to merge is complex and time consuming, having 
external input can provide perspective and  
neutrality.  PCC has supported a number of practices 
and ensured that they have considered all the necessary 
matters such as premises, IT, staff transfers and  
possible TUPE, terms and conditions, financial matters, 
necessary communications to NHS England or/and the 
CCG.  We can support practices through mergers in a 
planned way, supporting an initial meeting and sharing 
what should be considered, through to project managing 
the merger.  Contact enquiries@pcc-cic.org.uk for more 
details.  
 

Community pharmacy integral to PCNs 

It is important for community pharmacy to work through 
how they can best support the delivery of patient care at 
a local level.  In many areas the Covid-19 challenge has 
enhanced relationships with practices and PCNs with 
the result of closer working.  This article by Julia  
Sutton-McGough reflects on previous work with  
community pharmacy leaders who described different 

experiences when trying to join PCN discussions.  Our 
facilitated session provides an opportunity for community 
pharmacy to have headspace to consider the potential 
advantages to patients, practices and opportunities for 
closer working with the PCN. It prepares the ground for 
effective agreements at a local level as to the role  
community pharmacy can play. 

“Excellent training - giving a bit of confidence and the 
understanding that I am not along in facing the difficulty 
of engagement with the rest of the PCN” – Delegate 
from Humber LPC community pharmacy training,  
September 2020. Contact enquiries@pcc-cic.org.uk for 
more details. 

 
Supporting you to manage change 

If you need to create sustainable personal and  
organisational change we can support you with a  
bespoke offer designed around your particular 
needs. We have been involved in service improvement 
and change across the health service for a number of 
years. If your issue is at the individual level, between two 
or more staff members, with a group or team, between 
different teams or at a wider organisational level we use 
evidence-based approaches, tools and techniques to 
help with these. Contact enquiries@pcc-cic.org.uk for 
details. 

 
Further support 
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New Social Prescribing Roles – New Opportunities for PCNs 

It is scarcely believable that only 20 months ago, primary 
care networks (PCN) had not yet seen the light of day. 
So much water has passed under the bridge since then 
and yet so much has been achieved in the  
transformation of primary care despite the system and 
the country having to cope with a pandemic for nine of 
those months. 

The NHS Long Term Plan, published in March 2019 was 
truly transformational, introducing and embedding in the 
system the concepts of the PCN, personalised care and 
the role of the social prescribing link worker (SPLW). All 
three concepts are now well established and in the last 
year the vast majority of PCNs have taken advantage of 
the additional roles reimbursement scheme (ARRS) to 
recruit their first social prescriber. 

The introduction of the SPLW to help patients address 
their underlying health and wellbeing issues was not a 
new concept – it has been common in the voluntary  
sector under various guises and job titles for many 
years, but its formalisation in the Long Term Plan has 
made NHS-wide adoption pretty much universal. 

There were of course not 1,000 social prescribers sitting 
around waiting to be recruited, so posts were filled from 
other caring professions, some of whom had experience 
of similar roles in the voluntary sector whilst others just 
shared a passion for wanting to help people. Nor were 
GPs 100% supportive. Some were sceptical about the 
need for the role in the first place, while others simply 
didn’t have enough time to consider how they might  
employ their social prescriber, and left recruitment and 
deployment decisions to the clinical director. 

Over the last year and a half however, and particularly 
during the lockdown period, social prescribers more than 
proved their worth. Scepticism has largely ebbed away, 
as the versatility and flexibility of the SPLW became 

clear, and social prescribers took it upon themselves to 
carve out a niche for themselves as essential and  
valuable assets in the PCN’s multi-disciplinary team. 

In February this year, the success of PCNs and social 
prescribers was recognised and endorsed when the  
update to the PCN directed enhanced service (DES) 
provided 100% funding to PCNs for the recruitment of an 
additional eleven allied health professional (AHP) roles. 
Two of these, the health and wellbeing coach, and the 
care coordinator have been specifically added to bolster 
the size and capability of the PCN’s social prescribing 
team.  

The way in which PCNs have employed these additional 
roles has varied according to the needs and  
circumstances of each PCN. Some care coordinators are 
working with care home residents as part of the new 
PCN enhanced health in care homes requirement, whilst 
health coaches, in addition to maintaining a link worker 
caseload, work additionally with those patients with  
multiple and complex issues. These patients can often 
benefit from a health coaching approach to help them 
take greater control over their own health and wellbeing. 

What is increasingly clear, is that with the additional 
roles available, the default model of allocating a social 
prescriber’s time evenly across the number of practices 
in the PCN is no longer logical or efficient, if indeed it 
ever was. The emergence of Social Prescribing Hubs, 
often introduced in response to COVID restraints on face 
to face consultations, have  proved highly effective.  
Patient referrals are taken from across the PCN’s  
member practices, triaged for priority and then allocated 
to the most appropriate member of the social prescribing 
team. The hub model allows for many more patient  
consultations to take place, with the right link worker for 
the patient’s needs, and with the minimum of delay and 
double handling. 

Continued... 
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Since July this year PCC’s  
SocialPrescriberPlus programme, 
which is the first social  
prescribing training programme in 
the country to be accredited by 
the new Personalised Care  
Institute, has been equipping new 
and recently joined social  

prescribers, care coordinators and health coaches for 
success in these new roles. 

Comprising three half day workshops, SocialPrescriber-
Plus is a comprehensive and practical programme that 
equips delegates for success, whether they are  
supporting primary care in a PCN or operating in the 
community. 

The first workshop covers everything the link worker 
needs to operate effectively within a PCN or practice - 
building productive and professional relationships with 
practice and PCN leaders and colleagues, as well as 
with the many community and voluntary groups to which 
the link worker will signpost their patients. It includes an 
introduction to personalised care, how to engage  
patients effectively and build rapport and trust, and  
provides approaches and templates to enable link  
workers to identify ‘what matters’ to the patient.  

The second workshop covers the key techniques and 
approaches used by link workers, including active  
listening, motivational interviewing and health coaching. 
It covers NHS reporting requirements, patient evaluation 
measures such as the PAM and ONS4 and guidance on 
creating a directory of services.  

The third workshop is a reflective practice, active  
learning and networking session that provides a forum 
for the link worker and their colleagues to come together 
and discuss case studies and challenging situations. The 
session encourages resilience and provides a vehicle for 
further networking and the building of a community of 
practice in which most delegates are keen to participate. 

Nick Sharples is a PCC associate and highly experienced social prescribing lead. He facilitates 
PCC’s SocialPrescriberPlus programme and is passionate about the many benefits that Social 
Prescribing can bring to patients and to the wider community. Nick also runs training  
programmes in care navigation and active signposting, digital group consultations and health 
coaching for social prescribing team members. 

Book a place on the next SocialPrescriberPlus programme. If you would like a programme run 
locally for your social prescribing team or you are interested in any of the other programmes 
Nick runs contact enquiries@pcc-cic.org.uk  

 
Pause, reflect and adapt  

We headed into lockdown 2.0 with a varied and thriving 
online event programme - this is far from the situation we 
found ourselves in at the start of lockdown 1.0. 

In early March we were busy preparing to host our two 
largest client events of the year, ready to welcome over 
2000 participants, then COVID hit. Not only did we have 
to postpone these events; our entire event programme 
was practically wiped out overnight. Like the rest of the 
world we found ourselves in unprecedented times and 
facing much uncertainty about how we would deliver 
moving forward.  

Whilst we offered a range of e-learning, all our in house 
training courses and events were delivered face to face 
for all of our clients. We knew we would have to make 

some radical changes but were keen not to rush things, 
as we pride ourselves in the provision of high quality 
events and workshops. We allowed our team time to take 
stock, to check in with our customers and explore our 
options. 

Our adviser and senior teams worked tirelessly to convert 
our face to face sessions into formats suitable for online 
delivery whilst my event team were rapidly getting to grips 
with delivery platforms such as Zoom and MS Teams to 
ensure we sustained the professional and high standards 
of service we are known for.  

We have come a long way since we first dipped our toes 
into the virtual world in the early days of lockdown. We 
have repeatedly reviewed the timing, duration,  

Continued... 
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content and presentation style of our sessions, in line 
with delegate comments and increased experience in 
running online learning, as we are keen to continuously 
improve our offer and delegate’s experiences.  

The dust has now settled and although we miss face to 
events, we, like many of you, have adapted to virtual 
working and we are delighted to have a busy, well  
attended and well evaluated event programme.  

We continue to deliver our commissioner training  
programmes, which have been refreshed and now  
include surgery style networking sessions, which offer 
additional support to our annual contract clients. In  
addition, we have included personal resilience, HR  

issues and challenges in primary care, virtual team  
working plus vision and reflection training, which have 
been developed in response to client feedback. Among 
other subject matter these sessions provide protected 
time and opportunities for individuals and teams to  
discuss, reflect on, and manage the ongoing impact of 
COVID which delegates cite along with networking as 
being invaluable during the pandemic. During the  
autumn we introduced a number of workshops focused 
on providing an insight into and the implications of  
becoming a GP partner. As we roll towards 2021 we are 
excited to launch other new topics so do keep an eye on 
our event programme. 

We deliver our national events via Zoom, rather than 
other platforms, due to its functionally and ability to best 
mirror face to face settings and interaction. However, we 
can work with your organisation’s preference and we are 
currently delivering local and bespoke consultancy  
sessions via Zoom and MS Teams. Since the end of 
April we have run over 250 in house and client training 
sessions and events online. Recent clients include 
Cheshire LMC where we managed their annual  
conference virtually in September plus follow up  
workshops, as well as the British and Irish Orthoptic  
Society who we supported earlier this month. Should you 
or your organisation require support with virtual events 
give us a call to see how we can help. 

Finally, we would like to take this opportunity to thank all 
our clients, delegates and expert speakers for being part 
of our 2020 events and joining us on the journey. We 
cannot wait to see you all again in 2021. 
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