
 

www.pcc-cic.org.uk © 2022 PCC                                                                                                                          1 

June 2022 

Challenges or opportunities  
 

In this edition of PCC Insight we consider the challenges that the service has faced over 

the last couple of years and the opportunities that has brought.  Our article “Access in the 

new normal” considers what this has meant for primary care.  We include an interview 

with Symphony, an example of practices successfully working with a trust and the  

associated challenges and opportunities. We start a series of premises blogs considering 

opportunities with the estate, and how these can support environmental and population 

health gains.  Personal success is considered looking at individuals self-belief and what 

the limiting factors of success may be. 

 

As integrated care boards are set to become 

statutory organisations in July it is time to 

start to consider the changes this may bring 

and opportunities.  For all organisations it’s a 

time to stocktake and consider where you 

want to go and why – what are the  

challenges you want to overcome?  Consider 

how you can put patients at the centre, how 

you can identify and engage with the right 

partners – develop a clear shared vision and 

objectives and identify the opportunities that system working at whatever level, primary 

care network, Place or integrated care system may present. 

Continued... 

Insight 
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Although the last years have been challenging, and we recognise the pressure all front 

line staff are facing it is now an opportunity to move forward and the best way to exploit 

the opportunities is to be clear what you would like to achieve either as an individual or 

organisation.  PCC is supporting individuals through our leadership, personal and team 

development programmes, and organisations through our expert facilitation and ability to 

bring partners together to agree a direction and plan for the future. 

 

Access in the new normal 

 

The COVID-19 pandemic has changed the way in which patients access primary care 

services in England and revolutionised the definition of access in 2021/22. We have all 

been through two and half years of different health related peaks and troughs in health 

care experiences.  

 

The NHS saw nearly 40% of GP consultations taking place remotely, primarily by  

telephone, and this picture continues to change. Face-to-face consultations reduced to 

only 10% of all consultations at the height of the pandemic, however they are now  

beginning to rise again, currently at approximately 60+%.  

 

Pre-COVID, the NHS was facing increasing 

pressures with growth in patient numbers 

and reducing staff ratios, despite national 

recruitment drives to increase ‘front-line’ 

workforce into the NHS. Financial  

constraints and rising cost pressures have 

increased this challenge.  

Continued... 
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Continued... 

Post-COVID, we are facing the ‘new normal’ when patient expectations are constantly 

changing. The pause of the new health and social care bill has been lifted, so the  

juggernaut of the new integrated care system (ICS) and integrated care boards (ICBs) is 

once again moving and gaining pace. This is creating both anxiety and excitement, with 

the expectation that it creates opportunities for both managers and front-line workforce to 

break down historical boundaries of commissioner- provider relationships, and also  

between health and social care. 

 

Inequalities 

 

Ensuring everyone can access services on an equal footing is a key priority for the NHS, 

however at present, the gap continues to widen due to health and social care inequalities. 

Health outcomes are worse for people in deprived areas, those from ethnic minorities 

such as Asian/African backgrounds, and vulnerable groups like children and young  

people (CYP), individuals with learning difficulties (LD), autism, dementia, general mental 

health, and individuals with long-term conditions who account for the majority of health 

and social care interactions and resources.  

 

It is vital systems have a comprehensive understanding of groups in the community who 

are experiencing barriers in accessing services and have processes in place to address 

those barriers and ensure improvements in access to general practice services can be 

realised. 

 

New normal 

 

The pandemic has changed the concept of access to health care. The post pandemic 

world has been training populations out of necessity with one of the steepest learning 

curves since the second world. People are not only aware, but have become more adept 

with digital technology, using computers, tablets, smart 

phones etc. With the advent of high internet and broadband 

speed, there is continued rise and maturation of social  

media apps, applications, and websites.  

 

The pandemic has stimulated growth in online  

shopping, for both groceries and clothes, with some  

deliveries being offered within 30 minutes. Similarly, online 

banking and remote working is completely altering the way 

populations interact and travel, which can often result in 

more sedentary lifestyles.  
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Post-pandemic patient behaviour and expectations:  

 

All the examples described above are important to understand what are likely to be the 

behaviours and expectations of patients and carers in the future. This may manifest itself 

through the desire to seek out greater information relating to particular conditions, and 

the medium through which individuals wish to communicate and interact; through remote 

consultations, group consultations and accessing information online. Moving forward it 

will become increasingly important to consider flexibility in access times for services, with 

options for early morning, late evening, and weekends, to accommodate the needs of  

patients and carers.  

 

Opportunity:  

 

The ‘new normal’ provides a unique and once in a lifetime opportunity for primary care to 

change their offer of traditional access and provide services in a way that improves  

outcomes for patients and appropriate utilisation of health and social care resources is 

achieved.  

PCC has access to all 1250 or so PCN networks, who have developed and tried different 

access related local models of care pre and post pandemic, as well as links with  

academic research, where best practice examples have been identified. PCC can  

support you to understand your local challenges and opportunities and work with both  

individual GP practices and PCNs who are struggling to meet access demands and  

workforce requirements.  

Systems continue to face pressures from non-elective admissions together with the  

backlog in routine care brought about by the pandemic, whilst striving to deliver against 

both national and local priorities, particularly on the “prevention” and “personalisation”  

agendas to treat patients at the right time and in the right settings.  

 

Solutions we can provide: 

 

PCC has worked nationally across organisations and delivered several models for  

improved access, taking into consideration population needs and workforce  

requirements/access to resources, together with maximising income while maintaining or 

improving quality. Such models have included:  

• Scaled up access – working with multi-site super practices or at a PCN / federation 

level; as well as for out of hours and extended access/weekend cover 

 

 

 

Continued... 
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• Vertical integration models – we can help you explore models for vertical  

integration to deliver improvements in the continuity of care for patients across the 

various tiers of health care delivery. 

• Optimisation of appointments; utilisation, reduction in waiting times, and DNA rates 

• New local place-based pathways with other providers like acute, community,  

social care and Mental Health (MH) for frequent attenders and review of A&E,  

urgent care and MH emergencies (LD, MH, CYP groups)  

• Sub-contracting to other PCNs, Federations, NHS Trusts or third-party private  

providers during peaks and troughs (winter pressures, pandemics etc.)  

• Exploring, developing, and embedding new digital access solutions like e-consult, 

remote or video consultations with local CCG/ICS IT teams. Virtual home visits,  

virtual wards, NHS @home 

• Quick wins and tips/tricks to use GP IT systems (EMIS, Vision etc.) – smart use of 

templates / coding to increase access for vulnerable groups, QOF and LTC as well 

as be CQC compliant and increase practice access income  

• Non-clinical workload mapping (via audits for documentation, pathology / blood 

tasks, secretarial tasks, referrals, sick notes, prescriptions, subject access requests, 

calls, reception queries etc.) – to optimise and release staff times  

• Effective and appropriate use of the new ARRS staff to release GP, nurse,  

pharmacy and other traditional role capacity  

• Routine GMS/PMS/APMS contract related primary care access including extended 

access /hours, out of hours models and managing urgent/non-urgent care 

 

Please contact enquiries@pcc-cic.org.uk to discuss further. 

 

 

Author 

Andrew Paterson 
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Author 

Dr Mohsin Patel 

PCC Associate 

mailto:enquiries@pcc-cic.org.uk


 

www.pcc-cic.org.uk © 2022 PCC                                                                                                                          6 

 

 

 Getting the model right – Trusts working with  

primary care 

For this issue’s interview, we talk to Dr Berge Balian who is  

Medical Director of Symphony Healthcare Services (SHS), an 

NHS organisation that operates and supports 20 GP surgeries 

covered by 16 GP contracts in Somerset and Devon. 

 

Berge has been a GP in Somerset for 26 years and for 25 of 

those years has been representing GP practices through the  

Local Medical Committee (LMC). He has also held several roles 

bringing Somerset GPs and hospital consultants together with 

the aim of improving operational relationships and referral  

pathways in the area. He currently chairs the Somerset general practice provider board. 

 

Can you tell us a little about how Symphony Healthcare Services (SHS) come 

about? 

 

About 10 years ago Yeovil District Hospital NHS Foundation Trust recognised the need to 

work more closely with general practice and established an associate director for primary 

care role which I applied for and was fortunate to be offered. 

 

We identified ways that general practice and the Trust could work together and put some 

resource into care for specific groups of complex patients with comorbidities who often 

revolve in and out of the hospital.  We created a comprehensive data set (called the  

Symphony data set) of health and social care activity and commissioned the University of 

York to do a really in-depth analysis of patients and identify the most appropriate care 

pathways to better support high users of the health and social care system in South  

Somerset. We created a complex care team to support these patients, and this led to us 

becoming part of a nationally funded PACS (Primary and Acute Care System) Vanguard 

programme which was the Symphony Vanguard program. 

 

We set up a board for the program with representatives from all but one GP practice in 

South Somerset (17 practices in total, covering a population of approximately 110,000 

patients), alongside representatives from the Acute Trust, but with general practice  

representatives forming a majority on the Board through me being one of the Trust  

representatives and chairing the Board.  This allowed us to use the vanguard funding to 

develop new care models directly supporting general practice but with the aim of  

Continued... 
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both improving practice resilience and reducing hospital-based activity. One of the things 

we identified was that roughly one seventh of the money that was spent in South  

Somerset was spent in primary care, but this provider sector provided more than 50% of 

total patient activity, and 80% of all healthcare activity. Additionally, much of the other  

activity was influenced by primary care through the decisions it makes on a daily basis.  

The Symphony vanguard developed new models of working including the introduction of 

health coaches and care coordinators, in addition to expanding the existing complex care 

teams, and through them demonstrated that we could make the whole health and social 

care system more cost efficient.  

 

Halfway through the vanguard program, three practices who were part of the program but 

were struggling with the traditional partnership model of general practice approached the 

Trust and asked if it would be interested in taking on their contracts.    

 

After speaking to other local practices, the Trust Executive and Board, and some of the 

hospital consultants about the potential impact of these practices either closing or being 

re-procured, potentially from private providers that we would be less able to influence, we 

realised that actually the impact on the health economy in South Somerset could be quite 

significant so we decided it would be worthwhile looking into the feasibility in more depth.  

 

How did you go about establishing SHS as an organisation? 

 

We recognised that, because hospitals and GP practices are run in a completely different 

way with completely different governance processes and contracting models, we couldn't 

simply integrate practices as a division of the Trust. So, we developed a model that  

established a company that is an arm’s length NHS organisation run by people with 

knowledge and experience of general practice, but owned by the Trust, which holds the 

risk associated with those contracts. 

 

We created SHS as a separate entity that has one shareholder, which is Yeovil Hospital 

Foundation Trust, but has its own board with voting members from the Trust and from 

General Practice, with the latter forming the voting majority on the SHS Board. 

 

The other thing that we recognised was that it had to not only look and feel as much like 

general practice as possible, but it also had to have complete openness and  

transparency to the other practices so that they could see that this is neither a predatory 

organisation that's going to take them over, nor an organisation that is privileged by its 

links to the hospital and being differentially funded. The SHS Board consequently has a 

voting GP member representing the independent practices, and the vanguard models of 

care continue to be deployed across both the integrated and independent practices.   Continued... 
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Other local practices were also concerned that we could simply bring in GP contracts into 

one entity and then sell them off to one of the big corporates.  To allay this fear, we spent 

time with a legal team looking at how you bring GMS and PMS contracts into an  

organisation that is not a Trust, but is linked to the Trust, and give it the ability to hold 

these contracts. 

 

In order to be able to hold GMS Contracts, we 

created a novel role called the ‘Nominee GP 

contract holder’. This is where each practice 

contract is held by a nominal GP Partnership 

that has me as the common Partner (in my role 

as SHS medical director), the other being the 

lead GP in the practice. These GPs hold the 

GMS contract and then subcontract it to SHS. 

 

As a nominal partnership, the Partners get no 

benefit from the contract and so in turn the 

Trust agreed to indemnify those Partners from 

the risks and liabilities associated with holding the contract. 

 

To further allay the fears of some form of sell off of the contracts to non-NHS  

organisations, we also added a clause to the integration contract that would allow former 

Partners the option to request to take back the contract if this situation were to happen 

(that option has never been exercised). 

 

How did you deal with the issue of subcontracting and its effect on NHS pensions? 

 

We were fortunate because of the vanguard status that we had at the time.  We were 

granted open direction by the secretary of state for health allowing all our staff working in 

GMS practices indefinite access to the NHS Pension Scheme for the duration of our  

lifetime, and we have retained the ability to have our staff on the Scheme. 

 

What has happened since you became established? 

 

In the first two years that we were in existence we moved from three practices to eight 

practices.  Some practices made a strategic decision to integrate with SHS (having  

decided that the Partnership model was not viable for them in the long term), whilst  

others were encouraged to do so by the commissioners as they were struggling with their 

contracts or workforce or care quality, and this has continued to be the case with other 

practices regularly joining us over the course of the past six years. 

 

 

Continued... 
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The latest four practices to join had already integrated with two other Trusts in Somerset 

(who subsequently merged), but using a different model involving direct integration into 

the Trusts. Following a proposal for that merged Trust to also merge with Yeovil Hospital 

Foundation Trust (SHS’s owner), it was agreed that these practices should also become 

part of SHS.  This was partly driven by the practices who recognised the benefit of SHS 

having established its own central team specifically dedicated to general practice, as  

opposed to having integrated directly into the Trust and its support structures. 

 

How have ex-partners been incentivised? 

 

We created something called the Performance Incentive, which recognises the additional 

hours, responsibility and work Partners working in traditional practices put in. We set it 

based on how much an average salaried doctor earns compared to average Partner 

drawings in the area (decreased to recognise that the risks associated with being a  

Partner in terms of income and contract risks no longer exist, as I mentioned earlier).   

The model is continually being revised to reflect what is happening in general practice 

and we now have a multi-tier model to reflect the amount of leadership responsibility an 

individual GP has, ranging from purely salaried GPs to GP consultants who effectively 

work as Partners do in the independent GP Partnerships. 

 

What do you see as your successes? 

 

Firstly, every one of our 20 practices (covered by the 16 contracts) is now rated ‘good’ by 

CQC although two thirds of them were rated ‘requires improvement’ for various reasons 

at the time they came into SHS.  CQC initially viewed SHS with some suspicion and it 

took us three years to develop trusting relationships with our local inspectors, who now 

recognise that we have got robust governance structures and invest a lot of our energy 

into continually improving the quality of our services, including looking at how we  

standardise protocols and processes within the practices as well as developing quality 

improvement programs we can implement at scale. 

 

Much of this occurs because we recognised the need for SHS to be clinically led.  We 

have a medical director, a clinical director, and a team of clinical leads (one in each  

practice, some of whom are nurses or paramedics by background) who come together 

through our clinical forum and set the strategy and the clinical policies for SHS.  We then 

have a central team that enacts these policies across our practices, but also sets the  

operational strategy supported by the practice managers in our practices, and the clinical 

leads in turn help to enact that strategy.  The operational model is effectively a “hub and 

spokes” model. The central team sets the overall ambition, which is that we need to  Continued... 
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move to a multidisciplinary team (MDT) care model and an “at scale” provider model, but 

allows each practice to run as autonomously as possible on a day-to-day basis, including 

how the practice interacts with patients and the workforce model they put in place.   
 

This is developed by the clinical lead and the practice manager in each practice and 

that's worked well from the point of view of still keeping that individuality in the practices. 

This also helps to ensure patient choice, particularly in the areas of the county where all 

the practices are now part of SHS. 

 

The downside to that is that we haven't been able to push forward with standardisation 

and achieving economies of scale as rapidly as we would have liked.  

 

The hub and spokes model is continually being adjusted, but another thing that we've 

done successfully is to develop some support hubs for the Symphony practices. So, we 

have a prescribing hub that manages most of our prescribing for the majority of our  

practices depending on the stage of integration they are at.   

 

We have a workflow hub that manages all of the clinical admin workflow into the majority 

of the practices.  In my practice, I've gone from roughly seeing 85% of the  

correspondence that comes into the practice to seeing about 20%. 

 

We also have a data team that is effectively a hub supporting both the practices and the 

central team. 

 

Finally, we are continually developing relationships in the county so that the majority of 

the rest of the system in Somerset recognises the value that SHS brings, even if  

questions remain regarding the finances around it.  One of our concerns was that we 

would struggle to be recognised in the system as anything other than a turnaround  

organisation, but we’re increasingly seen as being a provider of quality services and  

focused on supporting the whole system including all general practice in the county.    

 

How have patients reacted to what you’ve done? 

 

I think it's fair to say that when we first approached patient participation groups (PPGs) at 

the time of integration, they initially saw SHS as a private provider, which is ironic given 

its ownership by an NHS statutory body.  Secondly, following integration it's generally not 

their GPs providing their care anymore (partly because of our MDT model, and partly  

because some of the GPs inevitably retire or leave), and therefore we are viewed  

generally quite negatively at the beginning.  However, we spend a great deal of effort  

explaining the reasons underlying practice integrations and our care model to PPGs and 

other patient groups, and when we look at patient surveys a year after integration,  Continued... 
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the PPGs and the majority of patients view it positively because they see the changes 

that we make, they understand some of the stabilisation, and they realise that actually the 

model of care that they had before integration wasn't necessarily either optimal or  

sustainable in the long term.  

 

We’ve also created a PPG Group covering all the SHS practices; this group meet with 

our central team, led by our director of nursing and quality and we talk about SHS and 

the future and ensure that patients and their representatives have input into the future 

SHS strategy.  Consequently, we have a really good relationship with our PPGs and they 

in turn support us with our communication and relationship with the patient population. 

 

Do you have any advice to other trusts thinking of looking at vertical integration? 

 

There are some things that I would advise and the first is, unless you are going to take 

over the whole of general practice in your area, think very strongly before you integrate 

practices directly into your Trust because you will just be seen as a Trust taking over  

general practice and you will alienate the other independent practices  that aren't  

integrated. I think you would be better off  

thinking about creating a vehicle through which 

you provide primary care services and not 

thinking about that organisation as a division in 

the Trust. This also supports more  

collaborative working across primary care  

networks (PCNs) and other practices. 

 

The second is that you need to recognise that 

the way that secondary care and primary care 

are contracted and funded and actually  

operate, including the whole governance   

structures around them, are all are very different.   

 

In addition, particularly in HR and finance, you need to have people working within these 

areas who really have a true understanding of general practice, rather than just thinking 

you could do it within the resource and skill set that you've already got within your Trust.  

If you don’t, you will increase your risk of failing, or at least really struggle to provide a 

good service and it will take you a long time to turn around any struggling practices that 

you integrate. 

 

The last thing I would say is that if you're going to think about integrating practices you 

need to understand that you will inevitably end up having to invest some  Continued... 

“think very strongly before you 

integrate practices directly into 

your Trust because you will just 

be seen as a Trust taking over 

general practice and you will  

alienate the other independent 

practices”   
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resources into those practices from within your budget allocation (or the system budget 

as we move into integrated care systems) or agree a separate pot of money over and 

above the core contract value. This is because you need to incentivise the clinicians you 

employ, especially the GPs, to provide the same level of input and workload that  

traditional GP Partners are inherently incentivised to provide through the Partnership  

contractual model. 

 

I think it's difficult for Trusts to integrate practices thinking that you could manage those 

practices within the national contractual envelope that those practices will bring in with 

them, based on our experience. This is not only related to the incentivisation problem I 

discuss above, but because although you do get some economies of scale, one of the 

lessons we've learned in Symphony is that unless you are operating at really big scale 

and also effectively impose single operating and clinical models, you won't achieve  

sufficient economies of scale for your organisation to counteract the fact that there is  

inevitable transformation and turnaround that needs to happen in those practices, which 

is very costly and therefore very difficult to achieve within the existing financial envelope. 

 

In summary, if I was the leader of a Trust being asked or thinking about taking on GP 

practices, I would not only spend time liaising with the other practices in the area with the 

aim of gaining their support and consent, but I would also be approaching the  

commissioner and trying to get some differential funding for the first three or four years 

that says, whilst we may not need (all of) it, we need to agree a pot of money that we can 

access if we find when we go into these practices that there are some governance,  

workforce and operational changes that we need to make, or find some quality issues 

that need to be improved on.  

 

I will end on a positive note by saying that, in my opinion, Trusts supporting their local GP 

practices, whether through integration, deployment of Trust resources in practices, or 

sharing care models, can reap large dividends if approached with the appropriate  

motivations, focus on patients, and clarity regarding the intended outcomes.  
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In response to the Health and Care Act 2022, which received Royal Ascent in April 2022, 

PCC is pleased to publish a series of blogs that put the spotlight on the opportunities  

presented by of system-owned and controlled 

assets.   

 

Over the coming weeks more articles will be 

published on our website. We are sharing the 

first two of these articles here. 

 

Firstly, Michael Wood, who is head of economic 

partnerships at the NHS Confederation  

considers how the NHS estate can support  

population health and then secondly Jacqui Bunce who is Lincolnshire NHS programme 

director for strategic estates, planning and partnerships sets out her thoughts around how 

the primary care estate can support the green agenda.  

 

For detail on how PCC can help you develop your estates strategy contact  

enquiries@pcc-cic.org.uk   

 

Build back healthier: the role of NHS estates in population health 

 

The growing interest from NHS leaders in the power of their wider economic and social 

impact is having profound implications for how the service acts in a range of important 

areas. Can we recruit not simply to fill vacancies, but to transform lives in some of our 

most deprived wards? Can we procure in ways that support local businesses to prosper 

and strengthens our post-Brexit industrial outlook? Can we align our estates development 

with local infrastructure planning to unlock new opportunities for our communities? After 

all, population health is about making people both better and better off. 

 

This last question is particularly pertinent for a number of reasons. This government has 

announced significant investment in hospital infrastructure throughout the term of the  

Parliament and beyond, directly aligning it with the politics of their levelling-up agenda. I 

have seen in my national work how some integrated care systems, understanding this  

nuance, have started explicitly telling the story of what their hospital plans mean for their 

place; in terms of employment, investment and opportunity. Surely, this ‘anchoring’  

 

Premises—supporting population health and the 

environment 

Continued... 

 

https://www.pcc-cic.org.uk/premises/
mailto:enquiries@pcc-cic.org.uk
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will in time become the rule rather than the exception of NHS capital and estates  

planning.  

 

The acute picture is important, of course, but given the impacts of COVID-19 on the  

economic and social fabric of our communities, perhaps more of our interest should be 

directed on what we can do at the heart of the very areas where people live, work, shop 

and meet. 

 

As described in a joint NHS Confederation – Power to Change report published in  

December 2020, the high street fits this brief well. An economic, social and cultural hub 

that shapes the vibrancy, wellbeing and prosperity of our cities, towns and villages up and 

down the country. High streets are also in many ways the place where the changing  

picture of the pandemic’s impact has been most vividly illustrated. 

 

What if, through rethinking our NHS estate, we could: 

• play a leading role in supporting the high street through these challenging times,  

diversifying the local offer, increasing footfall and putting money in the pockets of 

both community-owned businesses and the local authority; 

• deliver health and care services in ways which improved their effectiveness and  

engagement, rather than requiring people to travel for healthcare on the outskirts of 

towns; 

• embed health in its broadest sense as a more important, explicit part of the future 

‘experience’ of our place, particularly if retail is no longer the dominant local theme? 

 

For all the damage that COVID-19 continues to bring, this opportunity does now exist and 

is starting to permeate our collective thinking.  

 

Rooted at the very heart of place, and with perhaps more to offer and more to gain from 

taking this approach, primary and community care is an obvious area to start. In line with 

the remodelled HM Treasury Green Book, our opening thoughts should revolve around 

how our communities’ needs could be best met by our local developments, rather than 

simply addressing the needs of the NHS. How can we understand, measure and improve 

the socio-economic impacts of our planning and who would we partner with to maximise 

this, often generational, opportunity to regenerate our local area? 

 

More specifically, NHS colleagues have in several places reached out to say they are 

looking at utilising newly-vacated floorspace in, for example, a local Debenhams. What is 

particularly interesting is that they don’t want this to be an NHS-only building, rather  
Continued... 

https://www.nhsconfed.org/resources/2020/12/health-on-the-high-street
https://www.gov.uk/government/publications/final-report-of-the-2020-green-book-review
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a multi-purpose community hub in which health and wellbeing plays a vital  

complementary part but which engages citizens in a much broader sense. Seen through 

this prism, the real value of the high street is in the potential for a maturing in the  

relationship between the NHS and communities, with less of an overtly clinical focus and 

instead enabling people to come and discuss their own health in their own time and on 

their own terms – and thus increasing their own responsibility.  

 

Similarly, Mersey Care NHS Foundation Trust operates a range of services in a library in 

Walton which the local authority was about to close for financial reasons. Maintaining the 

library use and evolving a wider health and care offering, particularly in areas with  

widening inequalities, is a central part of their Life Rooms ethos. Conceptually the links  

between the closure of key community assets such as libraries and the implications for 

population health and demand for our services should be relatively simple to make,  

however the short-termism of NHS planning often obstructs those innovative, civic-led  

solutions that exist in our place.  

 

Lastly, there have been a plethora of place-based funding programmes pushed by central 

government recently and it is particularly pleasing to see much more direct health input 

into these, including the Town Deal proposals. 

 

We don’t yet know how quickly and effectively our local place will recover from the broad 

impact of COVID-19. Nor do we fully understand the nature of what will form its  

economic, social and cultural future. What we do know is that the NHS is there through 

thick and thin. It is not a distant shareholder disconnected from, and disinterested in, the 

success of the area. Our investments are clearly shown in the local bricks and mortar, the 

local people and the local pound, and our role and purpose will always play a part in local 

pride. A collaborative, interwoven, locally-owned health and care estates plan is a central 

part of population health and wealth. 

 

Continued... 

Author 

Michael Wood  

Head of health economic partnerships,  

NHS Confederation 

Follow him on 

@NHSLocalGrowth  

https://www.liferooms.org/
https://www.nhsconfed.org/resources/2019/11/briefing-town-deals-and-the-towns-fund
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Supporting the green agenda with our primary care estate 

 

Buildings are an enabler to new ways of working. System ownership of primary care  

estate – as the new Health and Care Act 2022 allows - is a fantastic opportunity to ensure 

that the provision of modern, fit-for-purpose estate is maximised, and that assets are  

better utilised.  Current occupation models and payment mechanisms inhibit and prohibit 

this, and here is a solution to some of these challenges.  The removal of private  

ownership and lease liabilities from practices enabled the facility to be seen as a  

community public sector asset which better meets the health and care needs of the local 

population in its broadest sense.  But as well as enabling transformative service delivery 

and pathway solutions for patients, system ownership of assets also helps drive an  

equally important agenda – the ‘Green’ one.   

 

There are approximately 7,000 GP practices in England, spread over some 9,000  

buildings. Total emissions for the primary care estate last year were 167 ktCO2e.   

 

Interventions to reduce emissions in the primary care estate include upgrading existing 

primary care buildings across England to become more energy efficient: engineering  

interventions such as improved building insulation, lighting and heating could save 59 

ktCO2e annually; improvements to building instrumentation and energy management 

could save 34ktCO2e annually; while the installation of photo-voltaic cells and heat 

pumps could save 7ktCO2e annually. 

 

But the current model of primary care ownership 

will not drive or deliver the required improvements.  

Much of the estate is known to be not-fit-for-

purpose (at least 25%) and the system provides 

no financial incentive for GPs or landlords to invest 

in energy saving solutions such as those set out 

above.  Commissioners currently have very few 

levers through which to improve this situation. If 

your energy bills are being funded – where is the 

incentive to invest to reduce them? 

 

With system owned assets we will be able to drive forward many of these improvements, 

and lead by example.  Lincolnshire CCG is developing the business case for a pioneer 

integrated care board (ICB) owned health and wellbeing centre in Sleaford – one of six 

NHS England and NHS Improvement sponsored pilots in England. It is planned these  

assets will be owned by their local ICB.  The Sleaford project team are working with our  

 

 

 

Continued... 
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District Council colleagues, who have declared a climate change emergency, to ensure 

the building is truly ‘Carbon Neutral’.  Siemens electronICB – a sizable local employer in 

the locality – are offering support on designing the building to align with their intelligent 

SMART building initiative – meaning light and heating is only used when the building is 

occupied.   

 

But the opportunity is wider than simply energy management.  The building is being  

designed to ensure maximum utilisation and optimisation. Acting as both ‘Commissioner’ 

and ‘Landlord’ the CCG (later ICB) can utilise population health data to ensure that the 

right services are co-located and commissioned to provide care closer to home, reducing 

travel times for patients and staff and reducing the CO2 emissions from cars. The use of 

technology to provide more on-line and virtual/phone consultations can also be better  

implemented when the system owns the asset.  

 

The Sleaford build is being designed with the ‘Green agenda’ in mind from day one, with 

‘flexibility’ built in to meet the future health needs of local populations. Flexibility is built in 

to also accommodate longer hour’s operation over seven days a week to enable the  

community to have access to spaces for associated community groups. 

 

As a system-owned asset we can have more say in the construction methods and the use 

of local labour and materials, reducing the carbon footprint of the building and better  

supporting the local economy. Working with the Local Enterprise Partnership we are  

encouraging local businesses to embrace modern methods of construction.   

 

In short, because the system owns the asset we can ensure and maintain that our centre 

is a ‘green exemplar’ and its construction contributes to a reduction in the NHS carbon 

footprint by following the framework developed by the UK Green Building Council on net 

zero carbon buildings.  And we hope that others will follow in our footsteps.  

 

 

 

 

 

 

 

 

 

Author 

Jacqui Bunce  

Lincolnshire NHS programme director for strategic 

estates, planning and partnerships working with all 

of the local NHS organisations, the County Council 

and the District Councils.  

This work includes the planning for growth, Towns Fund bids and capital  

integration opportunities to improve health  



 

www.pcc-cic.org.uk © 2022 PCC                                                                                                                          18 

Our studies around the lives and work of the happiest, most successful professionals – 

and we’ve worked closely with many hundreds over the last 30 years – have provided us 

with some fundamental insights which we can all press into service. Barring luck or just 

‘accident’, two criteria need to be met for total success to occur in any area of our lives: 

 

• Firstly – we need to know what we want – what the outcome will look like, sound 

like, feel like (or even taste like!) 

• Secondly – we need to possess a total belief that we can achieve that! 

 

These will be familiar themes to readers who have participated in the PCC Psychology of 

success programme. 

 

In terms of outcomes: most of us are used to setting goals, objectives, and even  

developing strategic plans – although my experience of supporting leaders and their 

teams through that process indicates some wider need for development… the difference 

between setting realistic, sustainable goals and actually having the expected results  

happen is often disappointing! 

 

But it’s the second of the two points above which  

challenges so many of us. Consumed with deeply held 

doubts, limiting beliefs, and even maybe a touch of the 

Imposter Syndrome, we unconsciously defeat ourselves 

before we even start.  

 

We carry around two lists in our heads – mostly outside 

of conscious awareness. We have a list of things that we 

believe we can do, achieve, or become – and another 

list, which we can’t imagine realising ever in our lives. These lists may contain issues  

relating to our expected levels of income, professional skill, social expectations, the sort 

of home we ever expect to have – and so on. 

 

Our lives are governed by our beliefs – my experience of working with people over four 

decades is that we never exceed our expectations of ourselves – and it has been  

fascinating to unpick where our limiting beliefs come from. One thing is very clear – we 

were not born with them! They were generally gifted to us by (often well-meaning) people: 

parents, teachers, bosses – and through unfortunate experiences, or traditions held dear 

by our communities or cultures. 

 

Are you holding yourself back?  

Continued... 
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Somebody once said “Don’t cling to a mistake just because you spent a long time making 

it.” Well, one of the most useful definitions I know is: “A belief is an opinion of which we 

are certain.” Opinions can be changed – and so can our beliefs – even though we may 

have held on to them for a long time! 

 

Asked how we can change our limiting beliefs, I usually 

suggest three things: 

 

1. Take a look at what other people are doing. If you 

have the same physiology as they do, the only 

thing which makes their outcomes different from 

yours it’s what’s going on in their heads. You can, literally, change your mind. This 

might be a good day to start. 

2. Question advice, or comments, you’ve encountered in the past. Has this passed it’s 

‘sell-by’ date? You’re different, your circumstances are different – and the world has 

changed too. Advice appropriate to a child can be irrelevant to a top-flight adult  

professional like yourself. 

3. Remember that ‘tradition’ is peer pressure from dead people! 

 

Albert Einstein is widely credited with saying that problems can’t be solved using the 

same thinking which created them. In my view, this is the single most important reason 

for having a great coach, or mentor – sometimes we need an external perspective to help 

us stretch beyond ourselves. The world needs great people like never before, so please – 

be your best self! 

 

 

 

 

 

Author 

Prof Mike Ferguson 

Director of Professional Development at  

Developing Professionals International, and a 

PCC Associate  

  

“A belief is an opinion of 

which we are certain.”  

 
If you are interested in attending a Psychology of success workshop, would like one for 
your organisation, or wish to access coaching support contact events@pcc-cic.org.uk  

mailto:events@pcc-cic.org.uk
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We’re now only a few short weeks away from 

the introduction of integrated care systems 

(ICS). What does this mean in reality? What 

will change? This article is informed by our work embedding the voluntary, community 

and social enterprise (VCSE) sector in ICS leadership and governance structures – Lev 

as associate consultant for NAVCA, and Susannah as the integrated care partnership  

director for Suffolk and North East Essex Integrated Care System.  

 

Shall we start with a jargon check... Do we know our ICBs from ICPs and ICSs?  

• Integrated care system (ICS) is the new arrangement that will underpin the planning 

and delivery of health and social care. The ICS brings together partners from across 

the NHS, local government and independent (voluntary and private)  sectors. The 

ICS is about all of us, not just the NHS.   

• There will be a new NHS integrated care board (ICB) a statutory organisation  

operating across the system area which will replace clinical commissioning groups 

(CCGs). This will have a core team at system level and also work at place level 

(together with local stakeholders including districts and borough councils, the VCSE 

sector and NHS providers).  

• The integrated care partnership (ICP) is a statutory committee that connects  

together all stakeholders in the ICS as equal partners. This is jointly convened by 

both the NHS ICB and the upper tier local authorities and will involve a wide range 

of stakeholders. It will set the strategy for the ICS and needs to work in a way that is 

aligned to local health and wellbeing boards.  

 

Now, what’s changing on 1st July?  

Service providers should not worry that suddenly all their commissioned contracts will be 

aggregated to system level, and all their local relationships will be lost. This is not the 

case. There is a big emphasis on ‘place’ in the ICS design guidance. One of the main bits 

of advice that we’re hearing is that the first year at least will be transitional. For some  

services, there may indeed be moves to build clinical pathways across the system area, 

over time, but most day-to-day commissioning will continue at place level for the time  

being. Transitional arrangements for at least a year will give everyone permission to 

acknowledge and fix when something isn’t working.  

 1 July 2022 – what’s happening, why, and what 

will change?  

Continued... 
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And what do we all need to do to embrace the change? What behaviours are need-

ed to make this a truly equitable partnership between NHS and VCSE? 

 

Suffolk and Northeast Essex was one of the first systems in the country to become an 

ICS. At its heart, it is an equal partnership across the NHS, local government and VCSE 

sector, increasingly characterised by: 

• positive relationships between local health and care leaders 

• courageous joint action to address problems, and  

• a genuine ‘can do’ attitude that enables meaningful partnership and integrated  

thinking and working at every level. 

 

The VCSE sector is regarded as a genuinely equal partner in the ICS with a vital role in 

improving the health and care outcomes for the Suffolk and Northeast Essex population; 

it is active at all tiers of the system including local neighbourhoods, place-based alliances 

and across the wider system. Local VCSE sector leaders believe in the importance of 

working closely together with wider partners in health and care through the ICS. 

 

We’ve distilled this experience and learning into ‘seven habits’ for effective integration of 

the VCSE into integrated care systems:  

 

1. Equal means equal  

The NHS England guidance talks a lot about equal relationships. But saying it is easy. 

How will this be achieved in reality? What are the systemic barriers to achieving this? 

How can we remove those? It’s not just about seats at tables – it’s real sharing of power. 

Equal really means: 

• equal voice and representation  

• equal influence  

• equal opportunity  

• equal access to information  

• equal support  

• equal investment  

• equal expectations.  

Continued... 
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2. Tear up the rule book  

 

Integrated care is a new way of working for the NHS. ICSs are intended to be true  

partnerships of the NHS, local government, communities and the VCSE sector, focusing 

on local issues, local needs and local determinants of health.  

 

True, the NHS has been focused on the new structure lately, but to think that integrated 

care is just about NHS staff having a new name badge is completely missing the point. 

Integrated care is about system thinking and working and bringing all stakeholders  

together in a less competitive and more collaborative way of working. For example,  

non-competitive contracting models, such as alliance contracting, exist and can work.  

 

3. Relationships matter  

As we’ve learnt through working in this area for several years now, the basis of good  

partnerships is relationships, and this is even more the case when moving a to a more 

system based and less transactional model. This is about people FEELING like they are 

part of a team with shared values, mission and goals, and the tools to make that  

teamwork translate into successful work. Relationships need investment and nurturing.  

Continued... 

“They’re not like anything that’s gone before – they’re a novel construct in a novel 

world where things are really changing.  

“So take away all of your perspectives, all of the patterns people will want to put 

on to things so we understand them. This isn’t the way this is going to work.”  

 

                   Rob Webster, West Yorkshire Health and Care Partnership, May 2022  

VCSE sector leaders from Suffolk and 

Northeast Essex ICS meeting with the 

Secretary of State for Health in February 

2022.  

https://beta.ncvo.org.uk/ncvo-publications/creating-partnerships-success/component-1-building-relationships/
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4. Walk the talk  

Who sets the narrative in an ICS? What opportunities are there for VCSE sector leaders 

not just to listen in to conversations led by the NHS or local government? VCSE sector 

leaders must be able to bring their issues to the table.  

 

Equal relationships also require ‘adult to adult’ transactions which are open, honest and 

direct. Working these out together as a partnership is an important aspect of building  

sustainable relationships. In brief:  

• Keep it simple 

• Respect my time  

• Match my effort 

• Keep your word 

• Always be honest 

• Stay consistent. 

 

 

5. Lead and cede  

“People don’t ‘buy’ what you do, they buy why you do it. Martin Luther King gave 

the ‘I have a dream’ speech, not the ‘I have a plan’ speech.” (Simon Sinek, author 

and inspirational speaker)  

 

It’s important to start with the ‘why’, then go on to the ‘how’, and only then the ‘what’. 

When time is short it’s far too tempting to start with the ‘what’ – in other words a plan or a 

strategy, before working out why we’re in the room, and what the problem is that we are 

seeking to fix. Then who should be in that conversation?  

 

 

6. Strength lies in diversity  

The VCSE is complex, it’s messy, it’s poorly coordinated. But this is for very good reason. 

VCSE organisations have grown to meet a need in the community, or to campaign on an 

issue, or to prevent a tragedy from recurring, or whatever. There’s no master plan. That 

diversity is what makes it great, makes it agile, and responsive, as we saw during the 

COVID pandemic. The task is for that diversity to be celebrated and harnessed. The 

VCSE sector has been challenged to make this happen by forming VCSE alliances, and 

these are at varying levels of maturity across England. One of the biggest challenges 

these alliances face is representing the full diversity of community interests and health 

and care needs.  Continued... 

https://simonsinek.com/


 

www.pcc-cic.org.uk © 2022 PCC                                                                                                                          24 

Through our work we’ve found some amazing examples of how diversity is harnessed, 

and  marginalised communities are given voice at place level. Now we must challenge the 

systems to capitalise on this and build on existing successes.  

 

7. The future is in our hands  

Ok, some of us have been around a long time, and have seen lots of restructures and 

promises that “This will be the game changer”. But with integrated care there really is an 

opportunity for us all to do things differently, not for the sake of it, but because it has the 

potential to really deliver better for our communities. COVID gave us the chance to  

remove barriers and get things done. Now let’s build on that, let’s “feel the fear and do it 

anyway”. Let’s be the change.   

 

Lev Pedro is a freelance consultant, specialising in the role of charities in public service 

transformation and delivery, currently working as an associate to NAVCA on the  

programme ‘Embedding the VCSE in ICS’, funded by NHS England. 

Author 
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Suffolk and North East  

Essex Integrated Care System  
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The Community Pharmacist Consultation Service (CPCS) was launched in 2019 to  

integrate community pharmacy into provision of local NHS urgent care services. Patients 

are provided with a confidential consultation and assessment for the management and 

treatment of minor illness, reducing pressure on GP appointments and emergency  

departments. The service was offered as an option to patients needing urgent care who 

had contacted NHS 111. The CPCS is now being utilised by GP practices. The  

Pharmaceutical Services Negotiating Committee (PSNC) has developed an animation to 

explain how the service works https://www.pcc-cic.org.uk/cpcs/. 

 

PCC is delighted to be providing a  

national programme of support to GP 

practices. The support consists of access 

to an online community and resource on 

NHS Networks; case studies and the  

sharing of good practice and experience; 

training sessions on related personal  

development skills such as influencing 

and is all focussed around our offer to 

work with individual practices and primary 

care networks (PCNs). This direct support 

is delivered virtually and is designed to 

suit the practice or PCN.  Our team has worked closely with the regional and integrated 

care system (ICS) CPCS leads to align the support to any work they’ve previously  

undertaken or that they’re currently offering locally so that we can work efficiently and 

avoid duplication.  A highly experienced facilitator builds a relationship with the team  

involved in making referrals to the service to help them identify and work through the 

challenges. They’ll then work together to develop and implement a plan to increase the 

numbers of referrals. Whilst this work is very specific and about supporting the practice 

making the referrals, we will also be signposting them to further support from other  

partners and stakeholders such as the local pharmaceutical committee (LPC). 

 

In the first few weeks of contact with practices, we’re hearing that the challenges are 

largely around confidence both in the practicalities of the process and in the personal  

responsibilities and skills required.  As always, new systems can be daunting especially 

to teams already feeling stretched and we listen to concerns and work to make the  

 Integrating community pharmacy into local urgent 

care services 

Continued... 

https://www.pcc-cic.org.uk/cpcs/
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transition to a new process or new way of working as painless as possible.   

 

To counter that, in training sessions we’re seeing a positive approach and lots of sharing 

of ideas and experience.  Ideas such as running reward-based competitions in the care 

navigation and reception teams, or across the PCN to stimulate the referral numbers.   

 

For more information see www.pcc-cic.org.uk/cpcs/   

 Newsletters 

PCC produce a range of newsletters to help keep you  

informed, please sign up to as many as you like:  

https://www.pcc-cic.org.uk/newsletters/   

 

PCN News - Stay up to date with primary care networks 

PCN News is our weekly bulletin for general practice teams 

and primary care networks. Published on a Thursday, it  

includes the latest policy news, tips and helpful resources. 

 

PCC News - All the latest developments and resources 

Our weekly newsletter for contracting and commissioning teams covering policy news, 

latest tools and resources, strategy and operational issues and anything else of interest 

to health and care commissioners. 

 

PCC Insight  

Bimonthly longer read including case studies, opinion and news analysis on primary care 

and wider system issues. 

 

PCC Insight Wales edition  

Bimonthly longer read including case studies, opinion and news analysis on primary care 

and wider system issues. 

Author 

Helen Ellis 

Head of development, PCC 

http://www.pcc-cic.org.uk/cpcs/
https://www.pcc-cic.org.uk/newsletters/
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It is a time of change for commissioners, and change is often uncomfortable and holds 

uncertainties. As integrated care boards (ICBs) develop and will take on commissioning 

responsibilities, staff need to know where they can go for support. Whether its technical 

questions on primary care contracts, which can be answered by our helpdesk, or the  

ability to attend personal development sessions on areas such as interview skills, to  

access workshops on primary care contracts, or a wide range of personal development 

areas, PCC is able to help. 

 

Our flexible contract packages have been designed to enable commissioning  

organisations to access the support needed, for their staff, and on the primary care  

contract areas that its crucial they get right. 

 

Our packages include our technical primary care 

helpdesk, ask the expert surgery sessions –  

enabling commissioners to get current advice 

across all primary care contractor areas; access to 

workshops that can be run just for your teams, as 

well as our extensive national workshop  

programme. Our contracts can be novated at the 

time when this is needed. 

 

Ensure you get the support in place for your team, 

and smooth the transition period that is ahead.   

For more information:  

https://www.pcc-cic.org.uk/annual-contracts/ or enquiries@pcc-cic.org.uk. 

 

 

“The workforce have developed or refreshed the skills that they have learned through 

sessions, events  and helpdesk – help desk is a brilliant function that is invaluable to a lot 

of the teams across the primary care disciplines.  Most definitely I feel that what PCC  

offer is invaluable due to the in depth knowledge and insight with primary care,  

development and wider working.” 

 

Lauren Sibbons, Senior Contract Manager – General Practice (BLMK System), NHS  

England and NHS Improvement – East of England  

Secure support your team deserve 
 

https://www.pcc-cic.org.uk/annual-contracts/
https://www.pcc-cic.org.uk/annual-contracts/
mailto:enquiries@pcc-cic.org.uk
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Upcoming PCC Events 

Leadership development programme for 

pharmacists  
 

July 2022 to November 2022 (18.30-20.30)  
 

Online training programme  
 

https://www.pccevents.co.uk/2649  

Effective interview skills  
 

Thursday 23 June 2022 (13.00-16.00)  
 

Online training session 
 

https://www.pccevents.co.uk/2704  

Introduction to the management of the 

primary care estate  
 

Tuesday 19 (14.00-16.00), Wednesday 20 

and Thursday 21 July 2022 (10.00-12.00)  
 

Online training session  
 

https://www.pccevents.co.uk/2761  

Dealing with difficult situations -  

courageous conversations  
 

Wednesday 15 June and Wednesday 22 

June 2022 (09.30-11.30)  
 

Online training session  
 

https://www.pccevents.co.uk/2658  

Full events calendar https://www.pccevents.co.uk/calendar  

 

https://www.pccevents.co.uk/2649
https://www.pccevents.co.uk/2649
https://www.pccevents.co.uk/2704
https://www.pccevents.co.uk/2761
https://www.pccevents.co.uk/2658
https://www.pccevents.co.uk/calendar
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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_nhs  

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  

https://twitter.com/pcc_nhs
mailto:enquiries@pcc-cic.org.uk
http://www.linkedin.com/company/primary-care-commissioning

