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Response from Leeds GP Confederation on behalf of 19 PCN Clinical Directors, supported by Leeds 

Local Medical Committee to the consultation on the Network Contract Direct Enhanced Service: 

draft outline service specifications. 

------------------------------------------------------------------------------------------------------------------------------------ 

Dear NHSE / I  

It should be fully noted that our response is based on a collective view from 19 Primary Care 

Networks across the city of Leeds – the second most populated city in the UK, with a population of 

over 800,000 - supported by Leeds Local Medical Committee. 

We currently have some 96 individual general practices co-commissioned by NHS Leeds CCG. 

Feedback re Introduction Section 

1.1 This paragraph explicitly states ‘…a five-year GP contract framework which aimed to alleviate the 

workforce pressures on general practice..’ 

We fundamentally disagree that any element of the draft service specification will alleviate 

workforce pressures in general practice, in fact believing the exact opposite. 

 

1.2 The paragraph sets out the description of ‘….groups of general practices working together…… 

offering more personalised, coordinated care to their local populations’  

This is welcomed as an overall vision. We believe GPs and their practice teams are well placed 

to ensure this but cannot do so without further investment and capacity in core general 

practice. 

 

1.3 The paragraph sets out that you are ‘…seeking views … on the draft outline requirements…. Plan 

to phase and support implementation … with feedback shaping the final version of the service 

requirements for 2019/20.’  

We are grateful for the opportunity to respond but we now urge that you listen, hear and act 

on the views expressed by ourselves and others. There is significant risk to PCNs if you 

continue to go ahead with the DES as it currently stands or even in a form with only limited 

modifications. The final versions of the specifications need to be comprehensively amended in 

response to the feedback you have received. 

 

1.4 You state that you ‘recognise that PCNs are at the early stages of development and capacity-

building and that there are concerns about limiting their chances of success by overburdening 

them at an early stage with unrealistic expectations for new service delivery’. 



 

 

This is exactly what you are doing. It takes time to establish networks – building the necessary 

relationships and trust between practices. This represents structural and cultural change in the 

way services are delivered that will not happen without the investment of time. 

 

Paragraph 1.4 also states the proposed phasing-in of the service requirements in a way that is 

‘commensurate with the capacity available to PCNs… expecting that the Network Contract DES 

will both reduce the workload pressures and support improved services..’ 

We fundamentally believe that your assessment and modelling, in relation to the capacity of 

the additional workforce, is seriously flawed. Even in forward-thinking and innovative PCNs 

such as those in our city, it has not been possible to recruit to 100% of the additional roles so 

far and where staff has been recruited, they are far from ready to take away the workload 

from GPs. Most of the recruitment has been from outside of primary care so there is a 

considerable training, development, supervision and mentoring burden which is likely to last 

between 1 – 2 years. Your assumptions seem to be based on having 100% of the additional 

capacity available from 1st April 2020 at 100% of competency to work in these roles in primary 

care. This is a totally unrealistic assumption. 

 

Feedback on developing the outline service specifications Section 

1.7 The service requirements set out in the specifications focus on interventions and cohorts where 

there is significant scope to improve outcomes and people’s health and wellbeing. 

This cannot be realised without additional capacity into core general roles – GPs and nurses – 

and the additional roles will have limited impact without the added value of the core primary 

care team. 

 

1.8 Regarding the proposed metrics. 

We strongly recommend the development of ‘outcomes’ that PCNs can agree how to deliver is 

based on the local context as opposed to nationally determined metrics for activity or targets 

and numbers. 

 

Feedback on Funding and Additional Roles Section 

1.12 The draft specification states that there will be significant additional capacity within primary  

care in 2020/21 to deliver the specifications with ‘… more than sufficient capacity to deliver 

the requirements across all five service with significant capacity remaining for these 

additional roles to provide wider support to GP workforce pressures..’ 

As at 1.4 above, you are assuming 100% capacity from the additional roles and 100% 

competency. These staff will need a significant period of training and development to be 

fit for purpose in primary care working in ways that deliver these services and reduce GP 

workload. For example, the delivery of the structured medication review requires 

competent prescribers, and most of the recruited clinical pharmacy workforce are as yet 

unable to prescribe. 



 

 

Additionally as practices are paying 30% of the salaries and taking the risk of employment 

and redundancy costs, it is reasonable to expect that not only 30% of the new capacity is 

directed at practice rather than PCN work, at least a further 30% of the additional 

workforce’s time should also be focused on alleviating the existing workload pressures and 

supporting our practices attempts to improve access for our patients. It is essential that 

this happens for practices to have confidence that the investment in time, funding and risk 

is worthwhile.  In reality a further 10% of time should be reserved for training, annual 

leave and to cover future sickness and parental leave. Therefore the available hours to 

deliver new PCN services is probably 30% of the total available time. 

 

1.15  Details on the Investment and Impact Fund (IIF). 

The detail on how to access this and the focus for the investment remain unclear and still 

being developed. The amounts work out on average around £1 per patient rising to £5 per 

patient with a suggestion this will be badged against delivery of certain elements. 

Payments should not be made retrospectively as this important resource will be needed  

up-front to support core activity, not least in covering the cost of a growing workforce. It is 

also imperative that this fund is achievable and the goals do not widen inequalities.  

 

Feedback on Phasing of service requirements  

 

1.17  NHSE/I is proposing to phase in the requirements over time. 

It is our very clear view that this has to be linked intrinsically with the available capacity.  

It can only be as recruitment takes place and staff reaches the required competency, that 

there can be a plan to phase-in the delivery of the new services. The capacity to deliver 

these services has to match the additionally available capacity in the PCN and not rely on 

the core general practice staff existing in the PCN. It must link to available capacity AND 

capability. It must also be recognised that should staff leave or have prolonged periods of 

absence, their work and the goals related to it, should pause and it should be explicit that 

this will not default to GP contract holders to do. 

 

Feedback on Relationship with existing locally commissioned services Section 

 

1.22-1.24  Where locally commissioned services exist there should be a transition of local  

    arrangements to ‘avoid unwarranted destabilising of existing provision’. 

                   

This is crucial and we would like to see a guarantee that investment in primary care is      

       consistent across the next 4 years of this contract in line with locally commissioned    

 services. 

 

 

 

 



 

 

Summary  

 

Rather than offer further detailed feedback on each element of the outline service specification, 

recognising that it needs to change fundamentally, we would wish to summarise as follows: 

 This process for implementing the specified services needs to PAUSE; 

 Investment needs to focus on recruiting additional capacity with the flexibility to 

determine what the locally needed capacity is; 

 Time is needed for significant organisational development activity as the foundation to 

effective functioning PCNs; 

 Only after this can you set out what the additional roles can do. The new services need 

to be delivered by an additional workforce and not default to core existing primary care 

staff; 

 Existing local investment must be maintained for this financial package to be considered 

extra investment in primary care. 

 

We do not support these draft specifications and do not believe they are deliverable as they 

currently stand. We are particularly opposed to the suggested timescales which are divorced 

from any sense of reality being experienced by practices and PCNs. 

 

NHS Leeds CCG is aware of the significant risk of local practices pulling out of the DES as it 

currently stands, leaving large patches of the population without access to the range of services 

and support described in the NHS Long Term Plan. 

 

 

Yours sincerely 

         

DR RAJ SATHIYASEELAN  DR CHRIS MILLS 

Leeds LMC, Medical Secretary  Chair, Leeds GP Confederation 

 

 


