[image: image1.jpg]& CLEVELAND LMC

Cleveland Local Medical Committee




	Chairman: Dr J-A Birch
Vice Chairman: Dr R McMahon
Secretary: Dr J T Canning

Chief Executive: Ms J Foster

Business Manager/PA Executive: Mrs J Jameson
LMC office email: jackie.jameson@nhs.net 

Web: www.clevelandlmc.org.uk 
	First Floor

Yarm Medical Centre
Worsall Road

Yarm

Stockton-on-Tees
TS15 9DD
Tel: 01642 745811
Fax: 01642 745812


Brief note of the Meeting of Cleveland Local Medical Committee Ltd commencing at 7.00 p.m. on Tuesday, 3 July 2018 in South Tees CCG, North Ormesby Health Village, First Floor, 14 Trinity Mews, North Ormesby, Middlesbrough, TS3 6AL

Present:
Dr J A Birch


Dr V Bray

Dr J Canning


Dr K Chandrasekaran

Dr K Ellenger

Dr I Maitland
Dr R McMahon


Dr T Nadah 

Dr A Paul


Dr B Posmyk


Dr R Roberts

Dr S Selvan
Dr M Speight


Dr A Terli

Dr J Walker



In attendance:
Ms J Foster – Chief Executive

*****
03/07/1
APOLOGIES

Apologies had been RECEIVED from Dr J Grainger, Dr D White, Dr P Singh, Dr F Kwan, Dr El-Sherif, Dr A Thornley, Dr E Mansoor, Dr M Hulyer, Mrs Fiona Adamson, Mrs Tara Rose, Dr B Beeby, Dr S H M Arifulla, Dr G Chawla and Dr S Mohammed.

NOTED.
03/07/2
NOTES OF THE MEETING HELD ON 1 MAY 2018
AGREED.

· Correct record and duly signed
03/07/3
MATTERS ARISING FROM THE NOTES OF PREVIOUS MEETINGS

03/07/3.1
ACTIONS









28/03/10
NHS STANDARD CONTRACT UPDATE

· Interface meetings continue

· HaST CCG C2C final document has been circulated to practices and NTHFT

· Discussion on giving HaST CCG C2C document ‘more teeth’; change ‘permissive’ to ‘must’ where appropriate. Pathways are as described in the document but can be reviewed and new added. Particular discussion around paediatric pathways

· Still awaiting ST CCG document

ACTIONS
· CLMC to chase ST CCG for their C2C policy
· Members to raise questions/suggestions on existing pathways or suggest new pathways with HaST CCG directly and copy in CLMC for information
03/07/4
CLEVELAND LMC MEMBERSHIP
· The Chairman welcomed new members to the board

03/07/5
REVIEW OF PARTNERSHIP MODEL OF GENERAL PRACTICE

· Dr Nigel Watson, GPC member and Chief Executive of Wessex LMC, has been appointed by the Secretary of State for Health and Social Care in England to chair the independent review into GP Partnerships. He is holding an open meeting on Monday 9th July 2018 to gather views of North East General Practice on how the partnership model needs to evolve and address the issues that can lead to difficulties recruiting and retaining partners. The key lines of enquiry document and blog no 2 – The GP Partnerships are attached

· There was lengthy discussion as captured in notes at appendix 1 

ACTIONS
· CLMC to respond to the Review formally and provide initial feedback to the meeting on 9th July 2018
· CLMC to circulate the Review to all practices and encourage responses to further inform the CLMC response
03/07/6

GDPR AND DATA PROTECTION OFFICER ROLE
· CLMC advised CCG provided DPO is a temporary arrangement and practices are strongly recommended to provide their own DPO

· Discussion with regard to who are appropriate DPOs, responsibility of practices, working as clusters/multiple DPOs per practice and potential for training

ACTIONS

· CLMC to circulate DPO training details with view to practices having trained DPOs by October 2018

03/07/7
REPORT FROM ANNUAL CONFERENCES   
03/07/7.1
BMA ARM: 24/28 JUNE 2017 @ Brighton  
· Vice Chair provided verbal brief summary of debates

· Key areas debated included safe staffing levels, Capita/PCSE, referral management, rationing, over the counter products, self-care/education in schools and Brexit

· GDPR was debated and it was highlighted that the CLMC agreed motion with regard to the need to uplift the GMS contract global sum to reflect costs of GDPR was passed
NOTED.
03/07/8

REPORTS FROM REPRESENTATIVES 

No reports received
03/07/9
MEETINGS ATTENDED BY LMC SENIOR OFFICERS (since LMC Board Meeting on 1 May 2018)

	03.05.18
	GDPR Workshop @ Parkmore Hotel, Yarm – Janice Foster / Jackie Jameson

	08.05.18
	HaST & Darlington CCG Primary Care Commissioning Committee @ Billingham – Janice Foster

	09.05.18
	GP Resilience Bid Meeting @ ST CCG – Janice Foster

	10.05.18
	Primary Care Monthly Catch up with HaST CCG @ HaST CCG – Janice Foster

	14.05.18
	NE International GP Recruitment Meeting @ Newcastle – Janice Foster

	15.05.18
	111 Utilisation Working Group @ Eaglescliffe Medical Centre – Janice Foster

	17.05.18
	GP Reimagined @ Hardwick Hall Hotel – Janice Foster

	22.05.18
	ST Health & Wellbeing Executive Meeting @ ST CCG – Janice Foster

	23.05.18
	GDPR Practice Meeting – Hart Medical Centre – Janice Foster

	23.05.18
	Clinical Support to Residential Immediate Care @ LMC Office, Yarm – Janice Foster / Rachel McMahon

	23.05.18
	Primary Care Catch with ST CCG @ ST CCG – Janice Foster

	23.05.18
	Primary Care Commissioning Meeting @ ST CCG – Janice Foster

	25.05.18
	CEPN Meeting @ ST CCG – Jackie Jameson

	05.06.18
	LMC / ST CCG Meeting @ ST CCG – Janice Foster / Julie Birch

	06.06.18
	Primary Care Monthly Catch up @ HaST CCG – Janice Foster

	06.06.18
	A & E Delivery Board @ North Tees Hospital – Janice Foster

	12.06.18
	HaST & Darlington CCG Primary Care Meeting @ Piper House, Darlington – Janice Foster

	19.06.18
	GP International Recruitment Meeting @ ST CCG – Jackie Jameson

	19.06.18
	Practice Readiness Meeting @ ST CCG – Jackie Jameson

	22.06.18
	Meeting with MP Simon Clarke @ Springwood Surgery – Julie Birch 

	24 - 28.06.18
	ARM 2018 – Brighton – Rachel McMahon / Bill Beeby

	26.06.18
	Elm Alliance Meeting @ Hirsel Medical Centre – Janice Foster / Julie Birch


NOTED.
03/07/10
SUPPLEMENTARY AGENDA ITEMS

03/07/10.1
HaST CCG SUMMARY OF WORK DOCUMENT

· HaST CCG provided a document summarising all ongoing CCG work linked to primary care. This will be provided for each Board meeting and processed as a receive document unless there are elements members wish to discuss in the meeting
· HaST CCG requested that if members wish to discuss elements they are notified in advance to enable preparation of further information/appropriate response at the Board meeting

ACTIONS
· Members to advise CLMC in advance should they wish items in the document to be discussed at the Board meeting
03/07/11
ANY OTHER NOTIFIED BUSINESS



NOTED.
03/07/12R 
RECEIVE ITEMS
03/07/12.1R 
Report the receipt of:
· GPC News 8-21 May available on www.bma.org.uk 
03/07/12.2R 
Medical List

· No updates have been received 
03/07/12.3R 
Date and time of next meeting 

Tuesday, 4 September 2018: 7.00 p.m.: South Tees CCG, North Ormesby Health Village, First Floor, 14 Trinity Mews, North Ormesby, Middlesbrough, TS3 6AL
Date: …………………………………
Chairman: ………………………….
APPENDIX 1

03/07/5 Notes Submitted  
REVIEW OF PARTNERSHIP MODEL OF GENERAL PRACTICE

Verbal Summary provided to 9 July 2018 Regional Meeting 
We are in a unique position in Tees as we have a predominantly partner heavy workforce (mostly partners or locums with very few salaried) but we are losing partners fast (be it natural retirement due to our aging workforce or fear of the last man standing clause) and finding it difficult to replace them.
We discussed this Review at length in our recent meeting and will provide full notes via formal response but key areas discussed included:

· Facilitate/encourage new partners – suggest state/NHS E finance scheme similar to the student loan but for capital/property investment where by the partners commences payback once stable financially and has been in partnership for a few years

· Premises – look at fall back guarantee for exiting GPs, NHS E is last man standing or underwrites lease should GPs reduce

· Premises – look at head lease assurance and provide assistance where there is a risk associated to ‘buying in’ (PCT in our area previously did this)

· The provision of/increase in business/partnership specific training for trainee GPs and salaried GPs is needed to enable them to fully understand what partnership entails; myths are busted and it is less scary as a proposition as they feel prepared and knowledgeable

· Consider legal/accounting partnership models as a potentially new way forward/alternative to traditional

· Stability for planning is critical – this is a lifetime contract but with an annual review which leaves something of a contradiction as no real assurance on what a GP may risk/gain as a partner! Life decisions based on a today contract!
· Secondary and community care need to better understand the GP business model (as do some in commissioning roles!) as the partnership model is very different to any salaried post held in larger NHS organisations. Decisions and changes being made within all sectors are a direct impact on the GP’s life (financially has a risk to take home pay, family, mortgage, rent etc)- a GP Partnership impacts their whole life not just their job
· Patient expectation is having a direct impact on workload – greater education required

· Locums, and increasingly salaried GPs, are looking for flexibility and workload/work life balance so we need to find a way to reflect this in the partnership model so GP Partner is a career option whilst giving some of the attractions of sessional life

· Will state indemnity or other indemnity cover all staff – if we move to a multidisciplinary team as a solution protection needs to be given as indemnity costs escalate when adding this mix

· Occupational health support is critical and needs to be for all staff

· The partnership model can stifle an individual GP’s development as it can be hard to be released to pursue other interests of benefit to the NHS. Funding for locum backfill needs to be found to allow development, special interest expertise that can further support the work that is now passing across from secondary care under the ‘closer to home’ agenda
Full Notes of 01/07/2018 CLMC Ltd Board Meeting Discussion  
There were full discussions as the Partnership Model Review was debated at length. Below captures a summary of the main points debated including some suggestions/comments/feedback. They have been captured as discussed rather than transposed into a formal statement.

· Last man standing clause is one of the biggest risks; exposes remaining partner to staff redundancy and premises lease costs/responsibilities which can cripple a GP (their home may be at risk dependent on financial liabilities)
· Trainees do not receive sufficient information/training on the benefits of owning property so are only aware of risks – need to sell benefits e.g. can be income generating. There is not enough finance/business training

· Can something be done to facilitate new partners coming on board until finances are in order e.g. NHS Property Services or someone within the NHS providing finance/holding capital similar to a student load type arrangement (this can be bought/paid back by the GP when stable in partnership for a few years). Plus something at the other end of the GP’s career so there is a fall  back guarantee that NHS Property Services or someone within the NHS provide a fall back guarantee whereby if a replacement partner cannot be found for the exiting partner this share will be ‘picked up’/bought back until a replacement is found
· As established partners retire there are increasing costs for the remaining. How can this be managed when the income does not match the increase in outgoings due to growing shares of responsibility/risk. An incentive to join partnerships (golden hello etc) may initially seem tempting but what will the position be in 5 years? The incentive is soon diluted by risk. Particularly relevant with the loss of seniority

· Gathering statistics on practices who are predominantly partners and those predominantly salaried to allow comparisons. This can fortify evidence but must not be skewed

· Continuity improves health outcomes – is this more prevalent and evidenced in partner heavy practices

· Compare money into practices v’s outcomes – does increased investment give better results

· New GPs do not always understand how partnerships work – greater training needed highlighting benefits rather than just risks

· Head leases assurance by PCT helped in this area in the past – why can’t it be done again in the new NHS

· Worry of ‘buying in’ to a partnership and pressure at interview outlining need to buy in leaves some worried about commitment. Some GPs definitely will not go into a practice where they need to buy in – options above re student loan type approach mitigates this need

· There are different partnership models, which one is being reviewed and considered – traditional, super partnership, accountant partnership model – all have different issues and benefits
· Can and should the accounting/legal partnership model apply to medicine? They have no problem recruiting partners as it is a career move and people want to become a partner as it brings high rewards. This is a business target driven model and will it work in medicine where there is risk of conflict of interest – best care v reasonable care and income

· Look at Partnership Act and considering LLP as potential model which is how accounting/legal  partnerships often operate

· Want stability and long term planning – perhaps a 5 year cycle rather than yearly cycle of negotiations and change. It is a lifelong contract so it does give some stability but this also lacks ‘get out clause’ and risk as long term/lifelong commitment based on ‘today/this year’ contract and information

· Model contract of employment gives generous redundancy to salaried staff which increases risk in practices with diminishing partners
· A Cost+ Contract is ideal as it guarantees income to partners that reimburses costs so they are not out of pocket and have some stability of income

· Workload increase – secondary care and community colleagues do not appreciate the business set up of general practice. They need to understand who works for whom, who is paid through whom. NOT necessarily NHS paid – it is self-employed basis. Yes NHS contract but does not mean NHS paid entirely
· Is there a desire for a salaried service? Do not believe this to be the case, the Review appears to be to try to make the partnership model work as the salaried model is not affordable within the NHS purse. Locally run salaried services have proven this to be the case

· Patient expectations add to workload, this needs to be changed

· Would it help partnerships if there is a multi-disciplinary workforce? Where workforce is the issue potentially this could help BUT how do partners fund the growing workforce and how do they grow this with the lack of suitable candidates? Additionally, who employs the diversified workforce as employment brings risks and costs – Scottish model is that they are provided via the state BUT there is the risk that if they are employed by the NHS they can be deployed elsewhere with no notice or can call in ill and you have no knowledge/cover if you are relying on them

· CCGs can’t provide workforce but is there potential through Federations? One local federation (H&SH) would like to look at a workforce to help practices (particularly nurses who can move around practices) BUT some of the barriers need addressing/removing first e.g. VAT indemnity, funding

· New state indemnity may solve some indemnity issues but will it cover all staff and ‘floating staff’ to allow sharing etc

· Recognise that funding sis outside the remit of the review BUT it is a critical element

· Does the partnership model stifle personal development? If partners want to carry out additional roles/specialities it is difficult to do this whilst maintaining the balance within the partnership. Funding for research time, special interest development needs to be found as the partnership model makes it hard to release people. Much of the additional workload falls to partners as they rea not bound by the same employment contracts so backfill needs ot be found otherwise the workload increases for others or is unmet

· Need to be clear of the purpose of partnership – to provide care or provide professional support?

· GP leadership roles need to be funded – often GPs need to do this in their own time, if in practice time then backfill is needed. Funding of other roles (e.g. leadership, CCG engagement) is not comparable to locum or GP
· Could a DES be developed for practices to get resource/funding for signing to leadership, development roles?

· Mechanisms needed to develop the next generation – training does not develop/provide knowledge of non-clinical roles that are linked to GP work

· Environment experienced as a training practice has a big influence as to what a trainee may go on to do and what they want/expect

· Partnership does tie a GP to a practice more tightly BUT having the freedom of a trial period is attractive to tempt interest

· Maternity leave/children/family is often an area that leads GPs often feeling the need to take salaried roles

· Newly trained want experience prior to taking on partnerships

· Uncertainty of the future is leaving younger GPs nervous in committing to partnership. What if it goes wrong, how do you get out? They may be joining an established and good partnership but are very aware that they will be the youngest partners and therefore carry great risks (last man standing!)

· It is not necessarily financial reward that will drive young GPs to partnerships as they are more likely to move towards urgent care centres etc if they are financially driven; workload and life balance is critical
· People historically wanted partnerships but couldn’t get them, now they don’t want them and there are lots available – what has caused the shift and can this be redressed? GP partner role is now seen as a greater risk, greater responsibility and less financially lucrative

· Management element is off putting – as a partner you need to step in a do all of this (recruitment, HR, finance etc) if the practice manager is not around or ill. The business side must be better understood or back up support available. Larger partnerships can help as they may have non-clinical partners but how facilitate for all

· Locums take on this career path mostly due to flexibility and workload rather than money. How can the same workload and flexibility be worked into the partnership model?[image: image2][image: image3]
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