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October 2021 

The future must be primary care  
 

Well the NHS has a new CEO in Amanda Pritchard to replace Simon Stevens whose legacy not only gave us a strong 

management of the COVID-19 crisis for the NHS, but more visionary and hopefully long lasting primary care networks 

(PCNs) and integrated care systems (ICS).  A much overdue initiative to bring together the health service, the care 

services and the public health service to focus on prevention, cure, care and the health of the population with an  

emphasis on primary care. 

I have long feared a post Stevens regression to a traditional ‘top down’ compartmentalised mind set which will negate 

the broader vision and with the usual undue focus on the hospital sector. Pritchard, an outstanding hospital manager, 

has for the last two years been the chief operating officer (COO) of NHS England and is described by the prime  

minister and others to be the continuity candidate. Her predecessor and two chief competitors for the post have a  

wider experience of care systems but her role as COO embeds her firmly in the integrated vision. The question is how 

will the aforementioned ‘traditionals’ react and will the old culture rear its head again? Given the weaknesses of the 

NHS which have been hugely emphasised by the pandemic, continuity is not enough. And our entire health and care 

similarly.  

Of huge import is the assessment of The 

Commonwealth Fund, a highly rated USA 

organisation, whose mission is to promote 

a high-performing health care system. The 

Fund carries out its mandate by supporting 

independent research on health care  

issues and one of their many intellectually 

vigorous publication series is the  

appropriately named ‘Mirror, Mirror’ -  

comparing the performance of health care 

systems of 11 high-income countries. The 

reports are readable and well worth the 

read, the indicators used cover five  

domains - Access to care, Care process, 

Administrative Efficiency, Equity and 

Health Care Outcomes. The latest in the series recently published once again places the USA overall significantly last  

Insight 
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but has salutary messages for us in the UK. In 2017 the overall top ranked healthcare systems were UK, the  

Netherlands and Australia, now it’s the latter two joined by Norway. In fairness with New Zealand and Germany we 

are second ranked though persistently over the years we perform poorly on health outcomes and brilliantly on  

affordability for our public. Is this an early warning sign to us of slippage given all the countries are bedevilled by 

COVID-19? 

To me the most important overarching feature is the Fund’s consisted message over their several ‘Mirror, Mirror’  

reports is the comparison of the feature of top-performing countries and poorer-performing countries. The Fund  

postulates that top-performing countries rely on four features to attain better and more equitable health outcomes: 

1. They provide for universal coverage and remove cost barriers so people can get care when they need it and in 

a manner that works for them. 

2. They invest in primary care systems to ensure that high-value services are equitably available locally in all 

communities to all people, reducing the risk of discrimination and unequal treatment. 

3. They reduce the administrative burdens on patients and clinicians that cost them time and effort and can  

discourage access to care, especially for marginalized groups. 

4. They invest in social services that increase equitable access to nutrition, education, childcare, community 

safety, housing, transportation, and workers benefits that lead to a healthier population and fewer avoidable 

demands on health care. 

Prioritizing maternal health is critical for reducing maternal mortality.  

Top-performing countries have had success in preventing maternal 

deaths through the removal of cost sharing for maternal care. They invest 

in primary care models that ensure continuity of care from conception 

through the postpartum period, including midwife-led models. They offer 

social support benefits, including parental leave. And separately and  

significantly, several additional causes of avoidable mortality are linked to 

mental health. 

It is clear that primary care is of paramount value in a successful health system, but also clear is that even in the UK 

primary care centrality is not assured unless we consistently lead from within it. Primary care is a dispersed service 

requiring a dispersed leadership that is nevertheless highly coherent and connected. The essential mantra being 

small and local and concomitantly strategically big and influence. The principles and achievements of the primary 

care homes, the voluntary ‘bottom up’ precursor of primary care networks demonstrate those attributes par  

excellence. Now it is incumbent on all of us to ensure those self- same attributes prevail throughout primary care. A 

social movement of dispersed yet connected leadership led predominantly by primary care networks but also general 

practices, ‘super practices’ and hopefully well beyond general practice and by an engaged public.  

A huge ask but visionary aims are built on small beginnings underpinned by a continuing visionary energetic  

leadership to deliver what I call the ‘primary care triple aim’- 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.  

Primary care is the only NHS service that can contribute 

and hugely to all of the triple aim, and with the leadership  

described ensure our continuing necessary centrality. 

 

Author 

Professor David Colin-Thomé, OBE 

Chair, PCC 
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Reflections on a ‘new’ NHS and its impact on general  

practice 

 

Legislation now quietly going through Parliament will significantly impact on the longer-term shape of general  

practice. Integrated care systems (ICSs) are partnerships of health and care organisations that come together to plan 

and deliver joined up services and to improve the health of people who live and work in their area.  

 

They exist to achieve four aims- 

• improve population health and healthcare  

• tackle unequal access, experience and outcomes  

• enhance productivity and value for money  

• support broader social and economic development  

Following several years of locally led development and based on the recommendations of NHS England and NHS 

Improvement (NHSE/I), the government has set out plans to put ICSs on a statutory footing. To support this  

transition, NHS E/I have now published guidance, drawing on learning from all over the country.  

ICSs will look to help health and care organisations tackle some of the most complex challenges, we face including- 

• improving the health of children and young people  

• supporting people to stay well and independent  

• acting sooner to help those with preventable conditions  

• supporting those with long-term conditions or mental health issues  

• caring for those with multiple needs as populations age  

• getting the best from collective resources so people get care as quickly as possible 

What such a ‘systems’ approach (ICSs) can achieve for patients and communities when providers work  

collaboratively is documented in any number of case studies. The response to the COVID-19 pandemic most clearly 

demonstrated how providers can work together effectively at scale and pace to achieve common objectives. General 

practice has shown what can be delivered if the right resources and a degree of ‘letting go’ by system management 

is allowed.  

We now face the substantial challenge of meeting the needs of patients whose care was disrupted or delayed due to 

the pandemic, while continuing our work to meet NHS Long Term Plan commitments. So how will we match the true 

heroics of dealing with COVID-19 with a sustainable culture of partnership working in the future? Or will we revert to  

previous tribal approaches and batten down the hatches? 

Does anyone actually know how secondary care views general practice – and vice versa? What do others think of 

general practice and does it matter? 

The reality of the purchaser provider split has meant that the views of others have not really been considered for 

some time.  What the local trust consultants think of local GPs and the reverse has been somewhat irrelevant as their 

respective contracts have been locally managed and arbitrated on by CCGs locally; and there has been a GP  

presence within the CCG. 

Now things are about to change and there will be some focus on local providers working together to get the  

resources from the ICS and its ‘Place Based’ structures.  The premise of ICSs is that they are built on a collaborative 

approach between providers, who agree between themselves how to design services and deploy the  Continued... 
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available resources.  

The national GP contract will remain but increasingly we are seeing any new resources deployed through primary 

care networks (PCNs) rather than direct to the individual practices.  This trend will continue until for the next 2-3 

years, and almost certainly beyond that. 

The local ICS will be comprised of the various system partners.  The acute trust, the community trust, the mental 

health trust and the local authority will be extremely powerful voices within the new arrangements.  So it will matter, 

for the first time in many years, how general practice is viewed by these partners. 

In Cheshire we are already working with our CCG, LMC, GP Federations and the PCNs to ensure general practice 

has a co-ordinated and joined up view of the future and a common voice at the decision making tables. This 

‘confederation’ approach looks o build on the strengths and talent across all these bodies to develop a base for  

collective thinking and action. The credibility of the senior GP leadership inevitably affects the credibility of the  

service as a whole. 

Therefore we are working collaboratively with the CCG and our GP Enhanced Training Hub to develop a suite of  

supportive ‘leadership’ development offers for not only GPs but also practice managers and general practice nurses. 

NHSE/I have provided a number of GP leadership interventions over the last 12-24 months for PCN clinical directors. 

This has been added to by developing fora for clinical directors to meet and discuss hot topics and form ‘place based’ 

approaches to issues. Our CCG has also enabled this work.  

Working with PCC Cheshire LMC recently delivered a practice manager leadership programme over an 18-month 

period. This proved a solid investment and so we have just completed a short leadership programme for general 

practice nurses which was co-designed with PCC and our Training Hub. We have already started to see an increase 

in ‘executive practice manager partners in general practice in Cheshire and we are now starting to see general  

practice nurses taking up this role also. We will need to explore the dynamics of these changes. LMCs have  

historically represented GPs. Who will take on that ‘professional’ local support and representation with the statutory 

bodies in the new local systems? 

In addition the LMC is leading in developing the dialogue between the two local authorities and general practice.  

Local Councillors will play their elected representative role no doubt as it is right they do; but will we see a greater 

role for practice patient participation groups supporting their practices and holding Councillors to account for local 

health plans? 

 

 

 

 

 

 

 

 

Author 

William Greenwood  

LMC Chief Executive 

Lead Governor for a Specialist FT Hospital 

Chair of a local Patient Participation Group  

PCC has supported Cheshire LMC with a number of leadership programmes for primary care professionals and has  

supported PCNs to work together to start to create a strong voice at system level.  www.pcc-cic.org.uk or contact 

enquiries@pcc-cic.org.uk  

http://www.pcc-cic.org.uk
mailto:enquiries@pcc-cic.org.uk
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Following the events of the last 18 months, both practices and primary care networks (PCNs) are now starting to  

focus on getting ‘back to business’.  The new PCN directed enhanced service (DES) has come into force with  

reaffirmed commitments to funding for the additional role recruitment scheme (ARRS), but also a recognition that the 

additional service specification requirements that were put on hold during COVID-19 along with expanded investment 

and impact fund (IIF) deliverables, are now firmly back on the agenda.   

PCC were approached by Ruby Ali, Project Manager, and Dr Fiona Ford, Clinical Director, from  Hyndburn Central 

PCN who wanted some support to help them regroup and get 

back on track, building on the work that they had done  

collectively during COVID-19 and the progress made on the  

recruitment to some of the additional roles, but being mindful of 

the extreme pressure that practices are still under. 

With this in mind, PCC co-designed a workshop that was  

intended for all members of the PCN which contained a number 

of key topics.  It was an opportunity to revisit the PCN DES to 

ensure that the team was aware of what the rewards of being a 

PCN are, what is required to realise them and to reflect on what 

they had achieved since coming together in 2019.  Time was 

then set aside for discussion on the reality of how they operated 

(in the form of a SWOT analysis), from which the group went on 

to identify what they wanted to prioritise in the short and medium 

term and what barriers there might be to achieving these priorities.  Perhaps more importantly, they then looked at 

how they could start to deal with the barriers and put in place plans to start to address this. 

The main outcome of this workshop was a shared desire to focus on the recruitment of ARRS staff in such a way that 

both the practices and PCN would benefit from.  The group agreed that in order to do this they needed a follow up 

meeting for the PCN board (which consists of a senior clinician and practice manager from each practice) focused on 

developing their ARRS strategy.   

In preparation for this meeting, each practice was asked to complete an online survey regarding what their individual 

pressure points were and asked to compile some practice level population data.  PCC then compiled a report from 

this information in advance of the ARRS strategy workshop which was presented to the board at the workshop.  This 

enabled the PCN to identify areas of similarity but also some significant differences in the practice patient  

demographic which then informed the discussions on how the ARRS might best be used. 

The survey information showed that whilst there was a clear understanding of the way certain roles such as the  

clinical pharmacist could have on practice pressures, there was also a high level of uncertainty as to how much  

impact roles such as the podiatrist or dietitian could have. This showed that more work was required to better  

understand these roles in the coming months in order to make fully informed decisions for the next two years. As a 

result, there was commitment to set up further sessions on how the more unfamiliar roles work. 

To enable the PCN to work through how they might approach the choice and deployment of more ARRS staff, a case 

study was used. The case study looked at a PCN with similar demographics and issues to allow the group to think 

through how they would approach the situation from an impartial point of view, whilst at the same time being able to 

relate it to their own situation. 

At the end of the session the group felt that they had a much better sense of what they were collectively trying to 

achieve and how they were going to work together to do so. The board was also better able to complete  

PCN - reset and refresh 
 

Continued... 



 

www.pcc-cic.org.uk © 2021 PCC                                                                                                                          6 

their workforce returns and to begin to plan how they would approach the recruitment and deployments of ARRS 

staff in the coming years.  

Dr Atkinson, lead GP from PWE Accrington Victoria said afterwards, ‘The ARRS session was a great opportunity for 

all PCN members to acknowledge their desire to work collaboratively in the most effective way to manage our popu-

lations needs, as well as our practice needs. We are extremely lucky to have such a high level of commitment and 

engagement from all member practices. It gave us a real opportunity to think outside the box and benefit from shared 

good practice from other areas. We are now in a strong position to take the next steps in planning our workforce.’  

 

For more information on how PCC’s development team can help your PCN contact enquiries@pcc-cic.org.uk 

Author 

Mike Fry  

Adviser, PCC 

Governance and the emerging integrated care board  

An interview with Nicola King 

 

In a nutshell could you describe what an Integrated Care Board (ICB) is? 

There is legislation going through parliament at the moment which will change the 

way organisations work together to commission health and care services. If the 

legislation goes through as expected, CCGs will be abolished and replaced with 

new statutory NHS bodies.  There will be 42 of these ICBs nationally and they will 

be much larger organisations than current CCGs.  The ICB will take on all of the 

commissioning functions that CCGs currently have, and NHS England is also  

proposing to delegate primary care (for all four contractor professions) and  

specialised commissioning to ICBs.  Whilst ICBs will be NHS Bodies, they will be 

required to work very closely with local government and the NHS providers in their area.  Each ICS will have an ICP 

(the Integrated Care Partnership) which will be established jointly by the ICB and local Authorities, but which will be a 

widely inclusive arrangement of small and large organisations locally that are stakeholders in health and social care.  

The ICP’s job will be to produce the strategy for the ICB area which responds to the health and care needs of local 

people. The ICB and the local authority then have to plan services to deliver the strategy. Within each ICS there will 

be local areas known as “places”. The legislation for ICBs is really permissive and it’s expected that lots of its work 

will be delegated to arrangements to bring parties together in each place.  

 

Can you talk about some of the work you have been doing recently, in particular around getting the right 

governance and constitutions in place for integrated care systems (ICSs) 

The first thing to say is that the ICS is composed of the whole system, including the ICB and the ICP. The statutory 

body, as set out in the draft legislation, will be an integrated care board (ICB).  I've been working with policy leads in 

NHS England to help craft the governance requirements and in particular, draft a model constitution for ICBs. That's 

involved looking at the draft legislation in terms of what's required by legislation for constitutions and  

Continued... 
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considering best governance practices. I'm balancing all of that with a with a heavy dose of pragmatism, recognising 

that the most important thing is that we have systems established that work.  We need the theoretical good practice 

and the compliance with the law to fit with practical arrangements that will work on the ground.  I really hope that’s 

what we’ve achieved. 

The model constitution is written in such a way that it's a very simple template into which the ICBs can insert local 

arrangements.  The legislation will be very permissive and using the template will help ensure compliance with the 

legislation. We've used some colour coding and anything in the model that's written in green text indicates something 

to think about and design locally.  Throughout the template are also lots of superscript numbers which link to a  

separate document containing supporting notes. So everywhere where there's a number, there's a corresponding 

note, and those notes provide explanations as to why something is important, a set of options or some suggestions 

for things to think about locally.  

 

What is the biggest challenge in getting the ICB governance structure right? 

A lot of people are currently talking about what's the best way to go about setting up the ICB governance structure, 

but my advice is to think very carefully about the order in which to do things. The first thing is to determine what  

functions should happen where and with whom. Some things should be done close to communities, at place and  

others will be best exercised at much larger scale, maybe even across more than one ICB area. Once it’s been  

determined what should be done where the next thing is to ask who needs to be involved.  Its only once you’ve  

answered the questions what should be done where and with whom that you should start to talk about the  

mechanisms and structures for doing it.  So, I'm really kind of encouraging people to hold back. As I’ve said, the  

legislation is really permissive so there are many possibilities for the “how”. ICBs will be able to delegate functions to 

other statutory bodies and to a range of committees and joint committees in the way that CCGs were not allowed to 

do.  In summary, the first questions to ask are ‘What do we want to do, where and with whom?’ and then think about 

‘how?’.  

 

What about the potential for conflicts of interest – how will these be managed? 

Of course, conflicts of interest will remain, but I think it's less of a challenge than it has been previously.  The main 

reason we had separate primary care commissioning committees (PCCCs) was because it was a way of managing 

conflicts of interest that arose due to the boards of CCGs being populated largely by GPs.  That particular issue goes 

away with ICBs because the Board will have a GP, maybe two, possibly three in some areas, but they will certainly 

not form a majority. Nor will there be a majority of any other potentially interested party. 

Interests themselves are not a problem, in fact interests are a good thing. It’s people’s interests that contribute to 

them being a good Board member.  The more interests there are amongst the Board members, the greater the  

diversity of perspectives, data and intelligence you have and that leads to good decision making. Interests only  

become a problem when they are allowed to interfere with the best decisions being made. 

It's all got to be worked through, and yes there is work to do, but I think it's going to be easier than it was with CCGs. 

 

How will primary care get their voice heard at the ICB table?  What about the other primary care contractors - 

dentists, community pharmacists, optometrists? 

Each ICB will have on its Board someone who is appointed to bring the perspective of primary medical care. Local 

GP practices will have a part in the nomination of the individual and it’s likely that most if not all ICBs will appoint a 

GP into this role.  In terms of the Board, there's no mention specifically of other primary care contractors at all but I 

think that where the other contractors will have their greatest influence is more locally, at place. This will  Continued... 
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very much depend on the decisions taken within each ICB about what will be commissioned where. 

The vast majority of the contribution made by the other contractor groups is in the delivery of care locally; it’s not  

really in commissioning.  Clearly, they will want to influence commissioning because you've got to get the right  

services commissioned in the right way, but I think their greatest contribution will be through PCNs.   

Some ICBs are planning to set up structures that mirror the partnership arrangements in each place and this will 

bring together all of the relevant stakeholders locally, I would encourage primary care contractors of all professions to 

get involved with their local PCNs as a way of being included in local partnership fora. 

 

The culture of local government, with elected representatives, and the health service, with national direction, 

is very different – what challenges do you see at ICB level given these differences?  How can these tensions 

be overcome? 

The development of an effective thriving ICB all hinges on relationships and if you're working in a system where the 

relationships are not good to start with then things are going to be much more challenging.  So that’s the space 

where I think the vast majority of effort needs to be spent.  You don't have to like everybody, and you don't have to 

do everything the same way, but you absolutely need to understand and trust one another. 

It is important to recognise that dealing with this will require time and commitment.  Whilst mechanisms will be put in 

place by the legislation that will automatically focus people's attention on the collaborative and cultural relationships, 

all the parts of the system still need to understand that they need to take the time to develop the relationships in the 

first place. 

There is also a lot we could do in future around thinking about career paths.  Even within the NHS, gaps exist  

between the career provider person and the career commissioning or primary care person and we really need to do 

much more about addressing this through training our people.  We need to be  giving them time in different settings 

so that they understand different perspectives. Building in plans for people to spend time in local government as well 

as for local government people to spend time in NHS bodies has to be a good idea.  

With specific regard to elected local government representatives, it won't be possible for local government politicians 

to be members of the Board of the ICB.  However, one of the flexibilities that is clear in the legislation is that commit-

tees of the ICB and joint committees of the ICB can be populated by people who are not Board members. This 

means that both elected members and local government officials who aren't part of the Board of the ICB can be 

members of place-based partnerships and can be members of committees which have delegated decision making 

responsibilities. Just because you're not on the Board doesn't mean to say you don't get to take part in decision mak-

ing.  Individuals will need to understand that if taking part in ICB business their role is to focus on the health of the 

whole ICB population and loyalties to particular organisations, sectors, sub-geographies, etc must be left at the door.  

So just like for primary care contractors, there will be lots of opportunities for the local authorities to take part in the 

decision making of the ICB, even though not at the Board level and each ICB will be looking at the best ways to do 

this for their area. 

 

What do you think will happen at Place level – what will be delegated and how? 

The recent guidance “Thriving Places” which is a joint publication with the NHS and Local Government Association 

sets out the potential range of options for place-based partnerships.  This is different to the Integrated care partner-

ship which will be set up as a committee of the ICB and the local Authority.  There's an intent nationally, and an ap-

petite locally, for the application of subsidiarity which means decisions being taken as close as possible to communi-

ties, so the whole notion about “no decision about us without us” becomes a reality. Place is where an individual pri-

mary care contractor or PCN is likely to have its greatest influence as the ICB is going to be too big an  
Continued... 



 

www.pcc-cic.org.uk © 2021 PCC                                                                                                                          9 

entity for the for the average PCN, GP practice, dentist, pharmacy or opticians to get involved with.  The legislation 

really opens up the possibilities. 

With CCGs the relationship was really rather transactional and the CCG decided what it wanted to commission, and 

it then commissioned a service from a provider, be it general practice provider or a big acute trust.  Currently there is 

no opportunity for formal collaboration or integration with providers or other commissioners because the legislation 

doesn't allow it.  The planned legislation allows the ICB to exercise those functions in different ways. 

The Board may exercise the functions itself, or it might delegate to a member of the Board, or a member of staff.  

This is what you'd expect, and is what CCGs were allowed to do.  In addition, ICBs may also delegate to certain an-

other statutory bodies and may also jointly exercise functions with them.  By way of an extreme example of how this 

could work, one potential future scenario could be that an ICB delegates all of its mental health commissioning func-

tions to a large mental health trust.  This would mean that that mental health trust could provide the inpatient ser-

vices, commission some enhanced services from general practice or community pharmacy, commission community 

mental health services from the community trust, commission some specialised mental health services from a spe-

cialist trust and commission some private sector beds for additional capacity on the spot when they need to do it for 

individual patients.  In this scenario, as the whole of mental health is being commissioned and managed within a sin-

gle envelope it opens up the potential for being creative, for managing people in the community, for not holding beds 

open just in case and for having high quality crisis intervention services which genuinely reduce the need for admis-

sion.  All of the incentives to provide joined-up, high-quality care are aligned.  It’s been really difficult for CCGs to 

commission in this sort of creative way before now but the legislation opens up to this sort of arrangement, and many 

others, as realistic possibilities to improve efficiency and the quality of care that people receive. I doubt we’ll see this 

sort of arrangement immediately as it will require strong relationships and mature systems to make it work well, but 

there’s definite potential in the next few years. 

 

What does good look like for ICB governance?   

The first element of good ICB governance goes back to what I said earlier about determining where decisions are to 

be taken and identifying which decisions should be taken close to communities and which decisions should be best 

taken at large scale at ICB or even across more than one ICB.  Only after this should work be done on designing 

committee structures and membership. 

The other thing is that the Board can delegate responsibility for the decisions, but it can't delegate the accountability. 

Regardless of where decisions are taken, for every function that the ICB is legally responsible for, it should be both 

clear where decisions are taken and also clear as to what assurance mechanisms are in place for those functions.  

Individually each Board member needs to have confidence that all functions are being exercised efficiently and effec-

tively, is having the greatest positive effect and that the ICB is compliant with all of its legal duties.  This will require 

some careful thinking through to ensure that the ICB Board members can have this confidence without there being a 

bureaucratic industry that stifles innovation.   
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When facilitation could turn into mediation  
 

Requests to attend a meeting, to help find a way forward, to help with planning, to redesign a care pathway, and  

numerous other reasons are not always what they seem. Sometimes you will be asked to facilitate, or just asked to 

attend.  What then happens in the room may not be the meeting that you are expecting.  Other situations, such as 

tensions between practices, departments or teams may give a more obvious sign that what is needed goes beyond 

just attending or facilitating a little. 

It’s important to think about how you can manage the situation to shift what might be an awkward situation to get the 

parties trusting you and your ability to facilitate (or probably mediate).  To get the best solution you need to make a 

shift so that those in the room feel psychologically safe, and there is a clear and communicated purpose. 

1. If asked to attend a meeting, try to find out a little more, for instance ask why you been invited, what does the 

person inviting you believe your contribution will be, what is the anticipated outcome of the meeting, and who 

else will be attending  

2. If you have been asked to facilitate, or help the meeting along, then you might want to dig a little deeper – 

what have the discussions previously covered, what difference do they think a facilitator will make and is there 

agreement between parties?  It is sometimes worth contacting people who will be attending prior to the meet-

ing and asking each what their ideal outcome will be and what 

their concerns are.  This often starts to uncover if there is a 

shared purpose or not.  Identifying each persons’ desired out-

come is a good starting point which is often missed in prior dis-

cussions especially if one party has a particular idea.  

3. Plan – consider things like what information could be pro-

vided prior to the meeting and by whom and does this need to be 

managed in a “neutral” way.  If you are asked to facilitate it may 

be appropriate to share what the ideal outcome of each party is 

prior to the meeting – so others can consider this and come pre-

pared.  Worked up plans circulated by one party can feel like a 

surprise and can set the session off on the wrong foot.  Co-producing a way forward during the session to-

wards a shared vision may help progress.  You might also want to consider where you will meet, so everyone 

feels comfortable, and think about who should be present to prevent a risk of numbers or seniority from one 

party outweighing the other  

4. If you are facilitating, you’ll need to start with ground rules and outline your goal for the process – listening is 

an essential ground rule and letting others speak and finish their points.  You may need to manage this so that 

both parties have equal airtime. 

5. It is often helpful at the beginning of a session to let each party have a given amount of time to present their 

ideas, what they want from the meeting, and their future vision.  Letting each party have time without interrup-

tion, and asking them, if there is a disagreement or dispute, how it makes them feel helps to shift the meeting 

to a position of openness and honesty. 

6. Facilitate a joint discussion, focussing on asking questions to gain a better understanding of each party’s 

needs and concerns rather than giving a solution at this stage. 

7. Work through how the needs and concerns can best be addressed and form a shared vision for the future that 

all parties can sign up to.  Summarise agreements and identify if there are still needs or concerns that haven’t 

been addressed.  Depending on the level of agreement, and timing of the session this would be a  

 

Continued... 
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good time to take a break. This gives you time to just check each party is ok with the direction and with what’s being 

agreed, or if deep down they are not signing up to the solution.  If you are meeting virtually, then use break out 

rooms to check sign up to the direction being discussed. 

8. Negotiate – is everyone agreed or use negotiation to prompt further proposals that meet each party’s core in-

terests. Sometimes it isn’t possible to agree, and there is a deal breaking need or concern that hasn’t been 

addressed.  If this is the case and it cannot be resolved it is better to identify this openly and pause, rather 

than to agree a way forward only for it to unravel later.   

9. Plan – if there is agreement, now is the time to jointly plan, with more detail, a way forward. 

10. Sum-up – outline the agreements reached, or next steps if there isn’t agreement.  Ask the parties what their 

next steps will be, by when, either to implement the plan, or to progress the issue without agreement and en-

sure named people take responsibility for the actions agreed. 

When facilitating or mediating sessions, you’ll find that successful outcomes can be increased if you have clarity on 

what you are going into, a good understanding of each party’s needs and concerns, and if the participants can be 

open and honest about what the deal breaking issues are.  Creating a shared vision that all parties can sign up to for 

the future is vital. With this groundwork you maximise the chances of gaining agreement.  

 

PCC provides facilitation support contact enquires@pcc-cic.org.uk  

 

 

 

Author 

Helen Northall 

Chief Executive, PCC 

Special school eye care service  
 

The importance of good eye health is well known, especially in children.  What is also known is that children and 

young people with learning disabilities and/or autism often have difficulty ‘seeing the world’ in the same way as other 

children/young people.  Children and young people with learning disabilities are 28 times more likely to have a  

serious sight problem and 50% of these children and young people have a problem with their vision and at least 1/3 

will need glasses. 

A promise within the NHS Long Term plan was to provide a fully funded eye care and glasses service to all special 

school students and NHS England has developed an in-school Eye Care Service for all children and young people in 

special schools across England. This service will ensure that these children have the best possible outcomes. 

The service has been developed with SeeAbility who have been providing this service since 2013 in three areas of 

England and are now working in seven schools in London under this  

programme. 

Gavin Rathmell of NHS England had said about this service “In the NHS there 

is much talk about tackling health inequalities and this brand-new service 

seeks to do just that.  To improve the sight of so many children who ordinarily 

struggle to access these services, gives each child far more opportunities to 

engage in day-to-day life.  For many, it really will be life changing” 

 

Continued... 

mailto:enquires@pcc-cic.org.uk
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What this service will do is help identify these issues and support teachers, 

parents and children/young people to use their vision in the best way, helping 

them with communication skills, mobility and independence. 

They are doing this by providing an eye care team comprised of an  

optometrist and a dispensing optician into the school where they will deliver 

sight tests and dispense glasses, all funded by the NHS. To support the  

special needs and help to address the health inequalities they experience, 

both the sight test and dispensing are all completed on the school  

premises.  The team working in the school is consistent as this helps build the relationship with the school, parents 

and the children. 

The service has been rolled out in the North West of England and they are in the middle of the recruitment and  

training of clinicians to provide these services in North East and Yorkshire. The recruitment and training for this latter 

region has been supported by PCC. 

Rupesh Bagdai who is an optometrist providing this service in the North West has said “We are actually making a 

real difference to children’s lives by giving them sight. The children have taken to us and it’s an exciting experience 

for them to go and see the optician, some children are now asking when they can come back to see us. I can say 

without doubt that delivering this service is the most rewarding work I have been involved in my career to date” 

To help raise the awareness and understanding of the service NHS England has produced three short information 

films for schools, parents/carers and clinicians. 

If you would like to find out more or register an interest for when your region rolls out, please contact  

england.specialschooleyecareservice@nhs.net    

 

Why succession planning is vital for GP partnerships  
 

When you’re busy dealing with the day-to-day responsibilities of running a GP practice, planning for the future can 

sometimes be seen as something to put on the back burner. Unfortunately, many colleagues find that this is one area 

you cannot afford to overlook and that succession planning is actually a priority for any successful GP practice. 

There will always be some level of movement within any GP partnership, from individuals moving on, to those retiring 

or choosing to leave general practice altogether. These ‘normal’ problems are made even worse by the current  

recruitment crisis in general practice, to the extent that in many areas it is proving near impossible to recruit new GP 

partners. In ‘leafy’ Cheshire we are not immune from this fact. 

Knowing how you will manage losing a partner and taking steps to eliminate or reduce any potential issues are vital 

parts of the process. Having a robust succession plan in place is key, for the protection of the practice, the patients, 

and the interests of all partners. 

Problems you may encounter include 

Potential breach of lease – A surgery lease will often specify the minimum number of tenants, with the figure  

commonly set at two. 

Difficulty getting a mortgage – It may prove difficult for a practice with just a couple of partners to obtain  Continued... 

Author 

Wendy Crew 

Adviser, PCC 

https://vimeo.com/472932485/a0001985c7
https://vimeo.com/472959563/4c4393440e
https://vimeo.com/477240152/23400a866a
mailto:england.specialschooleyecareservice@nhs.net
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a mortgage on a large/valuable building. At minimum you can expect to face higher interest rates and have to  

contribute greater equity. 

Profitability at risk - Locums and salaried GPs are now often more costly than partners, so the loss of a partner may 

threaten the underlying profitability of the business. 

Increased pressures and commitment – Dealing with the management and regulation needed to run a GP practice 

is much easier when it’s shared between a number of partners. The fewer people involved, the bigger the  

commitment each partner needs to make on top of the ‘day job’. This issue alone is often the straw that breaks the 

camels back. 

GMS/PMS contract issues – Once the partner-to-patient ratio becomes significantly skewed questions may be 

asked about your ability to deliver safe clinical care obligations. Commissioners can terminate a contract if they  

consider “that the change in membership of the partnership is likely to have a serious adverse impact on the ability of 

the Contractor to perform their obligations.” 

Fear of the ‘last man standing’ issue - If the Partnership Deed obliges you to buy out a retiring partner, this can 

trigger a run as everybody tries to avoid being the ‘last man standing’. But even if you aren’t obliged, the result may 

be the surgery being part-owned by people who have no interest in the business, which can create its own problems. 

There is help out there for practices who pay the Local Medical Committee’s levy. Often they are the last port of call 

when in fact they should be considered as one of the first to get current up to date advice. Start with the ‘guidance, 

templates and advice’ pages of your LMCs web site. Also pick up the phone for a friendly, professional and  

confidential chat with the chief officer or medical director.  

Often LMCs also have really practical sessions on recruitment and retention of GPs and practice staff. In Cheshire, 

and supported by PCC, we have run several advisory sessions for local practices and individuals. These have  

included – 

• Understanding your pension arrangements (often with some free one to one personal advice from a pensions 

specialist) facilitated by PCC 

• The importance of signed and up to date partnership agreements 

• Premises advice (again supported by PCC) 

• Understanding the financial implications of changes in the national contract 

• Phoenix programme for mid career GPs (looking at career opportunities whilst retaining experienced GPs) 

• New to practice programmes (PCC) 

• NextGen GP programme (national programme for new GPs supported by NHSE/I) 

Recommendations 

Prevention is always better than cure, especially when it comes to handling a retirement and the loss of a partner. It 

will always be far easier to plan ahead than to deal with issues as they arise. Speak to your LMC to see what is on 

offer and free to the practice. Taking time to consider all the potential implications and having a robust succession 

plan in place that is fully documented within the Partnership Agreement will offer you the greatest protection. 

If you are facing any of the problems mentioned here, or 

for advice on undertaking a comprehensive succession 

plan, I’d urge you to seek the advice of your LMC, your 

legal and accounting teams, who will ensure your  

interests are protected. 

Author 

William Greenwood  

LMC Chief Executive 

Lead Governor for a Specialist FT Hospital 

Chair of a local Patient Participation Group  
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An introduction to primary care - dental, eye-care, 

medical and pharmaceutical services- Wednesday 13 

October 2021 (13.00-16.00) - online  

If you work outside of primary care you will need to gain 

an understanding of how dental, eye-care, medical and 

pharmaceutical services are commissioned and  

delivered, as we move to systems working.  This is  

particularly important for those considering working in 

integrated care systems (ICS) given that ICS’s may have 

responsibility for commissioning them from next 

year.  You may be working in one of the areas already 

and want an overview of how the others work, or work 

with primary care and wish to better understand how 

they are commissioned and funded.  PCC has  

developed training to provide the basic knowledge you 

need to have informed and constructive conversations 

as we move towards a more integrated way of working 

together to improve health and social care for all.  

https://www.pccevents.co.uk/2606  

  

 

Develop your personal resilience  -Wednesday 20 

October 2021 (10.00-12.00) - online  

The last few months have been fast-paced and  

demanding. Working lives have become more stressful, 

we’ve all been managing change at pace and the home/

work balance is more challenging than ever. In order to 

continue to be able to perform well and enjoy work, it’s 

important to recognise how stress at work can impact 

our ‘bouncebackability’. 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/2581   

 

 

Mental health and wellbeing at work - Wednesday 27 

October 2021 (09.30-12.30) - online  

There is a current workplace concern relating to the  

impact of Covid-19, 70% of managers reported signs of 

‘Leaveism’ meaning they are allocating their time off 

such as annual leave and sick leave, to try to remain in 

control of their workloads. Only 28% of managers  

surveyed said they were confident in their knowledge 

and ability to manage staff with disabilities or long-term 

conditions and mental health, of which only 24% of  

managers confirmed they have received training on 

mental health at work, which is a likely reflection on the 

39% of organisations who have a policy or process in 

place to support employees with mental health at work. 

This session is designed to give insight and  

understanding to managers within the healthcare sector 

around how to support the people they manage, in  

identifying and addressing mental health concerns in the 

workplace or triggered by the workplace. 

https://www.pccevents.co.uk/2574   

Upcoming PCC Events 

Laying the foundations for resilient general practices 
 

The Coronavirus pandemic has changed the way that general practice works, but the finance, workforce, estates and 

other issues that are fundamental to general practice and were concerns before the pandemic have not gone away. 

PCC has worked with hundreds of practices to fix the things that are holding them back. We have helped struggling 

practices to find a way forward, and we are working with practices and primary care networks to identify the changes 

in ways of working that they want to keep from the pandemic, and what they want to tweak further. This will often be 

to get new ways of working and new patient pathways finessed and working for patients and practice teams alike. 

We can support areas such as premises considerations, skill mix and workforce including developing the  

multi-disciplinary team, finance process improvement, support with CQC reviews, overcoming operational issues and 

challenges, facilitation to support informal and formal collaboration with others to support business continuity to  

mergers. 

To find out more about PCC’s practical support for practices, contact enquiries@pcc-cic.org.uk 

https://www.pccevents.co.uk/2606
https://www.pccevents.co.uk/2581
https://www.pccevents.co.uk/2574
mailto:enquiries@pcc-cic.org.uk
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Upcoming PCC Events 

National Context 

The NHS Long Term Plan set out an ambition to dissolve the historic divide between primary care and community 

services. The development of primary care networks (PCNs) and anticipatory care requirements are central to that 

goal.  

With the UK population both increasing in size and steadily aging, the proportion of over the age 65+ UK residents 

has been increasing up to the COVID-19 pandemic , and consequently this brings challenges for healthcare systems 

through multi-morbidity. The number of people with multiple long-term conditions is rising, more than one in four of 

the adult population in England lives with two or more conditions, and evidence suggests that individuals with  

multi-morbidity are more likely to have poorer health, poorer quality of life, and place greater demand on healthcare 

services. Such individuals, with rising complex needs and escalating risk pose an increased demand not just within 

primary care but also within community and social care, and they occupy a significant majority of hospital beds.  

The government’s recent Health and Care white paper, sets out the ambition for more integrated, innovative  

strategies to address the challenges posed from populations presenting with multi-morbidity. This, together with the 

emerging PCNs having access develop the primary care workforce through the additional roles recruitment scheme 

(ARRS), presents an opportunity for community providers to forge partnerships and strengthen relationships with 

primary care, and develop models to deliver more proactive and co-ordinated care for patients. 

Community teams can engage with PCNs to support them in their development of the primary care work-

force   

By working at a PCN level, joining up GP services with community teams, it is possible to improve patient outcomes 

and value for the NHS by introducing more proactive and co-ordinated care for patients, through agreeing  

interventions that support people where possible to remain at home. Community providers have the infrastructure 

and back-office functions to create innovative propositions for developing PCNs. This might be through offering to act 

as the host employer and day to day management support, to workforce development, offering access to human  

resources and learning and development solutions.  

PCC was approached by Coventry and Warwickshire Partnership Trust to support them to work through national  

policy and strengthen local partnerships by developing integrated community teams with its PCNs.  The aim was to 

maximise the use of the ARRS and ensure that the combined workforce was fit for purpose to deliver proactive,  

anticipatory care by developing an engagement strategy for the community trust to engage with PCNs to better  

support out of hospital working 

What we did: 

Undertook a series of engagement exercises across primary and community care to develop an understanding of 

what ‘good looks like’ for integrated working, and identify how together, they will measure progression.  

By accessing a range of data sources, including NHS Viewpoint to interpret existing data sets for Coventry, we  

identified differences in demographics, disease prevalence and resource utilisation, across the PCNs. This enabled 

the community provider to use these insights to propose interventions which could be delivered by both primary care 

and the community teams. This was supported through PCCs connections with national exemplar sites, to provide 

added insights and guidance. 

The support culminated in holding a series of organisational development workshops for the clinical leads appointed 

by CWPT and the community teams, to achieve integrated working, agreeing a collective vision and leadership  

behaviours, for the team to adopt. 

 
Continued... 

Strengthening relationships in primary care and community 

services 
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Upcoming PCC Events 

Jane Hill, clinical director and interim associate director of operations, Coventry and Warwickshire Partnership Trust 

said “The support provided us as a community provider with the opportunity to look at how integrated working can 

look moving forward from both community and primary care perspective. We have progressed engagement with 

~primary care with GPs actively involved in the integration work we are progressing. This included shared sessions 

with GP colleagues along with being linked with a local exemplar site.” 

Potential opportunities going forwards: 

Looking ahead, PCC can support both community providers and primary care networks in developing future  

anticipatory models of care for individuals with escalating risks. Anticipatory care is not something that either  

community providers or GP practices can deliver in isolation. Instead, this approach can only be delivered by a fully 

integrated community-based teams.  

With the multi-morbidity healthcare challenges likely to continue for some time to come, such innovative approaches 

will become ever more important to support populations to age well and feel supported in their place they call home. 

 

 

 

 

 

 

 

1 ONS Living longer: how our population is changing and why it matters; 2018  

2 Academy of Medical Science’s 2018 report 

3 Health and Care White Paper 2021: https://www.gov.uk/government/publications/working-together-to-improve-health-and-social-

care-for-all 

Author 

Andrew Paterson 

Associate, PCC  

https://www.gov.uk/government/publications/working-together-to-improve-health-and-social-care-for-all
https://www.gov.uk/government/publications/working-together-to-improve-health-and-social-care-for-all
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A day in the life of a PCC expert adviser – Karen Garry 
 

Hello, my name is Karen Garry and I am part of the personal and team development team at PCC. A key part of my 

role is delivering workshops to enhance personal skills and knowledge, providing space for people to take a step 

back, think about how they do things and reflect on areas where they can develop and grow. In the post-pandemic 

environment, it has never been more important for people to take time out to recognise and celebrate their  

achievements over the past 18 months. So many people have adapted quickly to respond to the emergency, taken 

on new roles, been re-deployed, worked with new teams, and covered for colleagues to keep everything else  

working smoothly. There has been a huge amount of learning, personal development and collaborative working that 

we can help people to acknowledge and think about how they can build on it for the future. This is what I really enjoy 

about my job.  

On an individual level, our skills development sessions bring people together from across the NHS family – primary 

and secondary care, CCGs and NHS England and NHS Improvement local offices. Participants hear from others 

how the changing environment is impacting roles at all levels and in different parts of the system. It helps them to 

identify common ground and start to think more about building connections and how they might work more closely 

together.  

We provide opportunities for participants to share experience, contribute from their existing skills and knowledge for 

the benefit of others and pick up ideas of what works from each other. We recognise that our participants already 

have skills, knowledge and experience, particularly around inter-personal and management skills, and we help them 

refresh and enhance their individual ‘toolboxes’ so they leave our sessions re-energised and more confident about 

dealing with difficult situations or managing change. For me, if I can stimulate people to consider new ways of  

working with their colleagues or partners by introducing them to ideas, models and practices that they can try out in 

the workplace, then I feel I am making a useful contribution, especially for everyone finding their way through the 

current transformation processes. 

As a team, we work with clients to develop bespoke training sessions or facilitated workshops so that we can tailor 

activities and learning to meet their particular needs. We work with primary care contracting and commissioning 

teams, transformation teams, general practice teams, senior managers and directors to support development,  

strategic planning and problem solving activities. We like to involve participants in co-designing content where we 

can and use online surveys to gather ideas and get their 

input. We have developed our own skills over the past 18 

months to make online sessions interactive and interesting 

for groups. Interestingly, more people have found time to 

attend sessions online as it does not mean giving up a half 

or whole day to travel – although we still miss seeing  

people in person and the buzz of a busy room of engaged 

people talking, sharing and learning together. 

I work as a job-share with my colleague, Polly Goodwin, 

and we brought voluntary and community sector 

knowledge and experience into PCC when we joined three 

years ago. As the integration agenda evolves, there is  

increasing need for health commissioners and providers to 

better understand the cultures, processes and practices of 

local authorities and the voluntary sector so that they can 

collaborate effectively to improve the wellbeing of local 

populations. Lack of a common language and  

 

Continued... 
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PCC Insight is supported by 

PCC and NHS Networks  

www.pcc-cic.org.uk 

www.networks.nhs.uk 

Contact enquiries@pcc-cic.org.uk   

PCC welcomes your news for future editions of PCC Insight—if you have something to share or would like to  

contribute an article please let us know enquiries@pcc-cic.org.uk  

@pcc_nhs  

differences in priorities can lead to misunderstandings in fledgling partnerships and PCC is developing its services to 

support better communication, the alignment of agendas and developing common goals to support PCNs and  

integrated care systems. 

In addition, Polly and I are linking with networks of organisations in the NHS and voluntary sector who are leading 

the way in thinking about tackling inequalities in access to services and improved health outcomes. Our community 

development backgrounds enable us to bring insight into PCC that can benefit PCNs looking to work with their local 

communities, to support the personalisation and shared-decision-making agendas in primary and community care 

and encourage the inclusion of all voices in emerging integrated care systems. 


