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As the number of general practices facing  
‘Special Measures’ continues to increase, innovative 

new business models that drive integration, ease the 
financial burden and address long-term healthcare 

issues are emerging – Mark Gould investigates. 

Fighting fit 
for the future
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BUSINESS MODELS

Fighting fit 
for the future

GENERAL PRACTICE IS EXPERIENCING A SEVERE 
crisis. Morale is at an all-time low as GPs struggle with 
spiralling demand amidst a serious recruitment and 
retention crisis. And all this at a time when spending  
on primary care is in decline. Research for the Royal 
College of General Practitioners reveals that spending  
on general practice has fallen by a fifth in the last decade 
from 10.3% of the UK NHS budget in 2004-5, to 8.3%  
by 2011-12.

It is unsurprising then that some GPs, faced with an 
unequal battle between balancing their books and providing 
high quality, extended access care, hand over control to 
larger NHS organisations and become salaried employees. 

In other areas, GP practices are banding together in 
federations providing back office services, and leveraging 
discounts on locum and medical indemnity costs. These 
larger structures allow them to bid for services such as 
sexual health, dermatology, anti-coagulation, family planning 
or out-of-hours services that would be too ambitious or too 
risky to be taken on by a single practice.

Building relationships
In May 2015, Chesterfield Royal Hospital NHS Foundation 
Trust became the ‘emergency caretaker’ of the Holywell 
Medical Group, a GP practice across five sites with 24,000 
patients. Partners at the group had battled with recruitment 
problems and locum costs for the previous two years, and 
despite sustaining a Care Quality Commission (CQC) rating 
of ‘Good’, NHS England and the GP Partners deemed the 
practice unsustainable earlier this year.

Royal Primary Care – the name the Trust is operating the 
GP services under, though it is not a separate entity – has 
taken over three of the five practice branches temporarily 
and is considering the possibility of a bid to provide the 
services long term. It has been contracted to run the service 
until at least 31 March 2016, when NHS North Derbyshire 
Clinical Commissioning Group says a re-procurement 
tender will ensure a permanent solution is put in place.

Innovative solutions
Stuart Ellis, who leads the Transformation team at 
Chesterfield Royal Hospital NHS Foundation Trust, says GPs, 
receptionists and nursing staff are now employed by the 
Trust and covered by the NHS Indemnity Scheme, although 
GPs must also have their own medical indemnity insurance if 
they do any work that is not for Royal Primary Care.

With three primary care facilities under its control, Ellis 
says the Trust can test integrated working around areas such 
as outpatients, day care or community treatment. “We can 
concept-test safer ways of working. It’s all about removing 
barriers between hospitals and communities to improve care 
quality. This integrated arrangement is keeping money 
within the NHS so it is a win-win situation for patients.”

Ellis says Royal Primary Care is registered with the CQC 
and has a temporary contract with NHS England and the 
local CCG to run the surgeries. However, North Derbyshire 
CCG is reviewing its conflict of interest process as it remains 
part of the local GP commissioning federation, and without 
careful arrangements in place could be considered a provider 
and commissioner of a small proportion of services. 

“This contract is totally separate from our main hospital 
contract, with relevant performance and contractual 
measures in place for both. The caretaker role is purely an 
emergency measure from NHS England to safeguard 
services to patients and runs for a time-defined period, with 
options for limited expansion. The potential conflict of 
interest, by also being part of the GP federation, will be a 
challenge for any similar organisation, but should be perfectly 
manageable with appropriate transparency and care.

Firm foundations
We are advising a number of foundation trusts on ways in which they 
can provide assistance to primary care. Some GP practices are struggling 
and many GPs want to be able to do the clinical job they trained to do 
and feel passionate about doing – running their clinics and helping 
patients. The administrative and financial burdens they are experiencing 
can be separated with new innovative ways of working with traditional 
secondary care providers. Foundation Trusts (FT) can provide back 
office services to GP practices to ease the administrative and 
organisational burdens and create more efficient ways of working. Some 
GP Partners want to become employees again and we have seen 
significant improvements at some local practices enhanced by these 
new models of care. We have helped FTs and GP practices work with 
commissioners to come to local solutions where practices have been 
struggling for various reasons and they have improved vastly as a result. 
Relationships are key to the progress and success of these projects.

Stuart Ellis
New models aim to  
remove barriers between 
hospitals and communities 
to improve care quality
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“We will have to tender for the contract after the 
caretaker period ends. If anything, it is almost the reverse 
[of a conflict of interest] as it provides additional 
accountability over the GP contract by bringing it fully into 
the NHS. And it is not as though the patients at the surgeries will 
have any priority of access to services from the Trust – the main 
hospital services are equally accessible to all of the practices and 
community we serve.”

Ellis says that given the importance of maintaining a service for 
patients, formal CQC registration processes had to be fast 
tracked. “If this becomes a growing trend then more work will 
need to be done over how the CQC registration process works. 
A change was required to our registration as Chesterfield Royal 
Hospital but this can take around 10 weeks to make. Yet the 
existing practice’s registration is terminated overnight – in 
theory leaving the practice without a CQC registration and 
therefore meaning it is not able to treat patients. We worked 
closely with the CQC to keep them informed and to come to a 
temporary arrangement, but this will need looking at in the 
future if other practices are to follow.”

The tight deadline also meant that the transfer of undertakings 
(TUPE) process was more problematic in terms of consulting 
with staff and ensuring they were happy with terms and 
conditions to transfer to NHS employment.

Financial liability
Property leasing is another area that requires consideration. The 
GP Partners had taken out 20-year-plus head leases on their 
premises, but Ellis highlights that as caretakers the Trust cannot 
take on these leases on behalf of the former partners given the 
short-term contract arrangement. “NHS England is negotiating 
with NHS Property Services (NHSPS) to see if the latter can take 
on responsibility for the head leases and sub-let back to us or any 
other provider that comes after us if we don’t win the contract 
once tendered.”

This poses a risk for NHSPS as it could theoretically have a 
lease but no service operating from the building at some point in 
the future – but still be liable for rent. “This can be overcome by 
a ‘license to assign’ from the landlord to the former partnership 
– enabling a sub-lease from the partnership to us as the new 
provider – which would require a new contract with the Trust. 

This remains a point of contention as the former partners still 
have the risk of the lease payments – and therefore financial 
liability – hanging over them should services stop being provided 
from the premises.

A hundred miles south, Berkshire Healthcare NHS Foundation 
Trust, which already runs out-of-hours GP services for a 
substantial portion of the county, has taken over another troubled 
GP practice. The 7,600-patient Priory Avenue Surgery in 
Reading was previously run by Specialist Health Services Ltd 
under an Alternative Provider Medical Services (APMS) contract. 

The CQC put the practice into ‘Special Measures’ in January 
2015 following an inspection that identified problems with access 
and a shortage of clinical and non-clinical staff. The Trust was 
appointed following a “process to determine which provider could 
best fit the urgent needs of the patient population at the surgery”, 
said commissioners. The Trust’s involvement has certainly paid off 
because after a repeat CQC inspection in August 2015, Priory 
Avenue Surgery has now been taken out of ‘Special Measures’. 

Sharing the load
Administrative and financial 
burdens can be separated 
with new innovative ways 
of working 

Dr Jeremy Lade 
Salaried status brings 
stability and continuity  
to GP services in the  
local community
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 The Trust is already running another practice in Reading with 
10,300 patients and hoping to extend its Primary Care presence.

Salaried employees
General practitioner Dr Jeremy Lade, Medical Director of the 
WestCall OOH service at the Berkshire Healthcare NHS 
Foundation Trust, has been involved in out-of-hours care since 
1996. The Trust has run out-of-hours services for 550,000 people 
since March 2013 when Primary Care Trusts were abolished. 
“The Trust went from a purely mental health Trust with 2,000 
employees to a community and mental health Trust with some 
4,000 employees and a budget of £220 million,” explains Dr Lade.

The service has 16 salaried GPs who work Monday, Tuesday 
and Wednesday evenings and overnight, working 39 hours per 
week on rotation. It runs around 700 shifts per month. “Salaried 
doctors do 55% of the work and sessional doctors do the rest. 
We offer triage doctors, doctors working in primary care centres 
in Newbury and Reading and mobile doctors working five- or 
six-hour shifts,” he adds.

Salaried employees earn a six-figure income, they get holiday 
and sick leave and their medical indemnity is paid by the Trust – a 
big saving according to Dr Lade. “Normally they would have to 
spend £8,000 per year on their own indemnity. They do pay a 
contribution – about £1,100 – but being salaried with the Trust 
enables this substantial saving for them.”

Dr Lade says the arrangement “works very well”. He also says 
salaried status has brought stability and continuity to the service. 

“We have employees who have worked here for many years; 
they know the patients, they know the area. Traditionally GPs are 
notoriously independent but we have monthly clinical meetings 
and we have just introduced a new ‘Clinical Guardians’ system, 
which uses software to anonymise clinical data of each patient 
that is then looked at by an independent panel of GPs and 
marked. Not many mistakes are revealed but if someone has got 
things wrong it usually also comes up as a complaint.”

Dr Lade feels that negative CQC inspections will trigger more 
Trust ‘takeovers’. “Inspections will identify failing practices and a 
lot of them will decide that they can’t go on. NHS England will 
put them out to tender. There is a framework of primary care 
providers out there who are seen as preferred providers – so 
things can happen very quickly.”

To discuss the issues raised in this article, please contact Louise Watson-

Jones on +44 (0)191 404 4093 or lwatsonjones@dacbeachcroft.com i

The federation model
Suffolk GP Federation believes that general practice is the last of 
the cottage industries with an independence from government 
and a “deep commitment to the values of the NHS and the 
culture of public service”.

The Federation, a not-for-profit Community Interest Company 
(CIC), is an association of 61 practices covering some 540,000 
patients. CIC status means any surpluses derived from winning 
contracts in areas such as sexual health, dermatology,  
anti-coagulation, family planning or out-of-hours services are 
reinvested in patient care. 

The Federation is completely separate from the local CCG. 
Indeed Federation governance excludes GPs on the CCG from 
the Federation Board, and neither are they permitted to act as 
practice representatives to the Federation. It is clinically led with 
a board of GPs and practice managers and has an infrastructure 
of senior managers, IT officers and a data centre. 

Members remain independent organisations, whilst 
collaborating in the further development of local primary care. 
The Federation is designed to overcome the weaknesses 
inherent in an industry with a large number of small providers. It 
brings practices together to address issues which cannot easily 
be resolved by individual practices and offers skills and expertise 
that an individual practice would find uneconomic to employ, for 
example improving services for patients, bidding for contracts 
and sharing best practice and providing a management 
infrastructure. It also uses the power of bulk buying to cut 
medical indemnity or locum costs. 

The Federation is one of the prime movers behind a Fellowship 
scheme to attract more GPs to work in the area. A recent job 
advertisement for a surgery in Stowmarket attracted no 
applicants. The Suffolk GP Fellowship Programme offers 
overseas placements in New Zealand and Africa for up to a year, 
and offers GPs hospital placements to widen their skills in areas 
such as cardiology, accident and emergency or gastroenterology.

Inspections will identify failing practices and a 
lot of them will decide that they can’t go on. NHS 
England will put them out to tender. There is a 
framework of primary care providers out there who 
are seen as preferred providers – so things can 
happen very quickly.  

Dr Lade says increasingly GPs do not want the headache of 
owning small businesses. “When I was a young GP we used to get 
applications from hundreds of doctors wanting a job, now we are 
pleased if we get one. Young doctors often don’t want to get 
involved financially. They want to see if it’s a nice area to live in 
before they commit themselves and that may well be very 
sensible. GP partners have to be in it for the long term. If there 
are patients still in the practice late it is the partners who will see 
them long after the locum has gone home, then they will stay on 
to do the paperwork.”  
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