
 

 

 
 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
  

 
 
 
 
 
 
 
 
 
  
  

 
 

  
 

   
  

   

Minutes of the meeting of NHS Sheffield Clinical Commissioning Group 

Governing Body held in public on 16 July 2015 
 Aii

at the Sheffield Quaker Meeting House, 10 St James Street, Sheffield S1 2EW 

Present: 	 Dr Tim Moorhead, CCG Chair, GP Locality Representative, West 
Dr Amir Afzal, GP Locality Representative, Central 
Dr Ngozi Anumba, GP Locality Representative, Hallam and South (for part of 
the meeting) 
Dr Nikki Bates, GP Elected City-wide Representative (for part of the meeting) 
John Boyington, CBE, Lay Member, Vice Chair (Chair of the meeting from 
item 140/15 onwards) 
Kevin Clifford, Chief Nurse 
Professor Devaka Fernando, CCG Secondary Care Doctor 
Amanda Forrest, Lay Member 
Tim Furness, Director of Business Planning and Partnerships 
Professor Mark Gamsu, Lay Member 
Dr Anil Gill, GP Elected City-wide Representative. 
Rachel Gillott, Interim Chief Operating Officer 
Idris Griffiths, Interim Accountable Officer 
Dr Zak McMurray, Medical Director 
Julia Newton, Director of Finance 
Dr Leigh Sorsbie, GP Locality Representative, North (for part of the meeting) 
Dr Ted Turner, GP Elected City-wide Representative 

In Attendance: Sarah Baygot, Acting Head of Communications 
Katrina Cleary, CCG Programme Director Primary Care 
Karen Curran, Head of Primary Care, NHS England 
Dr Mark Durling, Chairman, Sheffield Local Medical Committee 
Carol Henderson, Committee Administrator / PA to Director of Finance 
Phil Holmes, Director of Adult Services, Sheffield City Council 
Dr Stephen Horsley, Interim Director of Public Health 
Simon Kirby, Locality Manager, North 
Dr StJohn Livesey, Clinical Director, Primary Care 
Gordon Osborne, Interim Locality Manager, Hallam and South 

Members of the public: 

There were 71 members of the public in attendance. 

A list of members of the public who have attended CCG Governing Body meetings 

is held by the Director of Business Planning and Partnerships. 


ACTION 
139/15 Welcome 

The Chair welcomed members of the Sheffield Clinical Commissioning 
Group (CCG) Governing Body and those in attendance to the meeting. 

The Chair welcomed Professor Devaka Fernando, CCG Secondary Care 
Doctor, to his first meeting of the Governing Body. 
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The Chair welcomed members of the public to the meeting. The CCG 
valued their input and welcomed their contributions to this process to 
support the CCG in its decision making. Members of the public were 
reminded that the CCG holds its Governing Body meetings in public to 
support transparency and accountability. 

Members of the press were in attendance at today’s meeting, and were 
advised no recordings could take place during the meeting.  However, the 
Governing Body Chair would be available for interview and comment, etc, 
following the meeting. Because of the anticipated declarations of conflicts 
of interest Mr Boyington, Vice Chair, assumed the Chair for the remainder 
of the meeting. 

140/15 Apologies for Absence 

Apologies for absence were received from Dr Marion Sloan, GP Elected 
City-wide Representative. 

Apologies for absence from those who were normally in attendance had 
been received from Dr Maggie Campbell, Chair, Healthwatch Sheffield, 
Rachel Dillon, Locality Manager, West, and Paul Wike, Locality 
Manager, Central. 

141/15 Purpose of the Meeting 

The Director of Business Planning and Partnerships reminded 
Governing Body that the purpose of the meeting was to consider further 
the options available to administer the resources released via the 
national initiative of equalisation of core GP finances, i.e. the Personal 
Medical Services (PMS) Premium. This was necessary as the 
temporary ‘sub-committee’ of the Governing Body meeting held on         
2 July 2015 had been unable to reach a decision due to insufficient 
information. 

He reminded individual members who were either partners in general 
practice or employed by general practice of the requirement to declare a 
personal interest in item 5 (paper A): Redistribution of PMS Premium 
Funding. It was confirmed that Dr Zak McMurray, Medical Director, had 
retired from general practice in Sheffield and now worked as a locum GP 
in Derbyshire, negating the requirement to declare an interest. It was 
proposed Governing Body core members declaring a conflict of interest 
would continue to make representations and give evidence during this 
item. However, their voting rights would be relinquished at the point at 
which a decision was reached. 

Sheffield CCG Constitution states for a Governing Body meeting to be 
quorate at least two of the following members are present: Chair, Vice 
Chair, Accountable Officer, Chief Finance Officer; one third of the whole 
number of voting members present (i.e. six members); and clinical 
Governing Body members must be in the majority (i.e. four out of six). 
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As seven of the 11 clinical Governing Body members present would be 
required to relinquish their vote due to their conflict of interest, the 
quoracy for this item had been reviewed.  The Conflict of Interest 
Protocol allows an invitation to be extended to prescribed individuals to 
ensure quoracy on a temporary basis. Dr Stephen Horsley, Interim 
Sheffield Director of Public Health and member of the Sheffield Health 
and Wellbeing Board, had accepted the offer to become a member of 
the Governing Body on this occasion. 

To ensure a clinical majority, the Director of Finance, Interim Chief 
Operating Officer, Director of Business Planning and Partnerships, and 
Lay Member, Professor Gamsu, relinquished their voting rights whilst 
retaining the opportunity to speak. 

Finally, it was confirmed, to ensure quoracy, the Governing Body for this 
item would consist of the Vice Chair (Mr Boyington), Interim Accountable 
Officer (Mr Griffiths), Lay Member (Ms Forrest), Medical Director 
(Dr McMurray), Chief Nurse (Mr Clifford), Secondary Care Doctor 
(Professor Fernando), and the Interim Director of Public Health 
(Dr Horsley). 

142/15 Declarations of Interest 

Dr Amir Afzal, Dr Ngozi Anumba, Dr Nikki Bates, Dr Mark Durling,          

Dr Anil Gill, Mr Simon Kirby, Dr Tim Moorhead, Mr Gordon Osborne, 

Dr Leigh Sorsbie, and Dr Ted Turner declared a conflict of interest in item 

5: Redistribution of Personal Medical Services (PMS) Premium Funding as 
they are all either partners in general practice or employed by general 
practice. 

Governing Body today was satisfied for the above named individuals who 
had declared a conflict of interest in this item to stay in the room and take 
part in the discussion but to relinquish their voting rights when the decision 
was being made. 

There were no further declarations of interest. 

The full Governing Body Register of Interest is available at: 
http://www.sheffieldccg.nhs.uk/about-us/declarations-of-interest.htm 

143/15 Questions from the Public 

Members of the public had submitted questions relating to paper A: 
Redistribution of Personal Medical Services (PMS) Premium Funding 
before and during the meeting. The CCG’s responses to these are 
attached at Appendix A. 
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144/15 	 Redistribution of Personal Medical Services (PMS) Premium 
Funding 

The NHS England Head of Primary Care confirmed that the equalisation 
of GP funding was a result of the national negotiation regarding the GP 
contract. This could not be reversed by CCGs but CCGs were required 
to determine how the funding released from the PMS premium should be 
used. Guidance was issued in September 2014 to support CCGs in this 
process. NHS England commissions and holds GP contracts, with 
CCGs commissioning and holding out of hours and locally 
commissioned services outside GPs core services. National advice is 
that CCGs reinvest the monies into services that supported its primary 
care plans and strategy, that all practices have equal opportunity to 
access the funding and that it is solely used for primary care services 
provided to the CCG’s population. Resources could not be used to fund 
core services or be returned to practices from which they had been 
removed in order simply to reduce the financial impact on those 
practices. On this premise, neither Option 1, distribute the money 
across all practices, without ‘strings’, to support delivery of core services 
or Option 4, use the money to directly offset the loss of funding to 
practices were permissible. 

The CCG Programme Director Primary Care presented the report. 
Sheffield CCG is required to redistribute £2.8m released over a four year 
period commencing from October 2015 from PMS premium funds. It 
was acknowledged that some practices would be affected far more than 
others but there was no apparent correlation between practice funding 
and health inequalities or location within the city. 

The presentation highlighted the significant pressures all practices are 
facing, and the risk to those services practices provided out with the core 
contract throughout the city. It was advised that practice workload had 
increased by 30% over the preceding five years. A lack of funding could 
result in the withdrawal of non-core services across all 87 practices. 
NHS England had met with all the PMS practices in the city to explore 
the similarities and differences between PMS and other practices. 
NHS England had given consideration as to each practice’s case for 
retaining some or all of the funding and the £2.8m was the final figure 
following those reviews. However, there is a consistent message 
received from practices of very significant increases in the provision of 
non-core services. 

Governing Body’s attention was drawn to the options put forward and 
reminded that NHS England had advised that two of these options were 
not permitted (Option 1 and Option 4). 

Option 2 proposed to fund non-core services on a weighted capitation 
basis which, if discontinued, could impact on the care of patients 
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throughout Sheffield and increase usage of secondary care.  Option 3 
proposed to utilise the money to address heath inequalities in the city to 
a limited number of practices. In addition to these options a special 
cases approach was proposed for those practices experiencing 
difficulties in meeting specific patient needs of those with the greatest 
health inequalities as a result of the funding changes.  The CCG would 
work with those practices and consider the funding options.  The 
Executive Team recommended Option 2. 

The Clinical Lead, Primary Care, advised Governing Body that, although 
the NHS would receive additional monies during the forthcoming five 
years, it was acknowledged this would be insufficient to meet demand. 
Members were reminded that the proposal today was to determine the 
process for distribution of the PMS premium. The paper was focussed 
upon equality and patients’ equal worth regardless of where their 
practitioner was based. It was recognised higher health needs exist in a 
wide range of the population and the CCG would use the national Carr 
Hill formula to vary the amount provided to each practice by taking 
issues such as age and deprivation into account. 

The Chief Nurse sought clarification regarding the relationship between 
the Carr Hill formula and the nine protected characteristics of the 
General Equality Duty. The Clinical Lead, Primary Care, stated that the 
Carr Hill formula did not take into account all the protected 
characteristics and that is why there was provision for special cases as a 
vital part of the paper. 

The Interim Accountable Officer advised that there wasn’t a fixed ceiling 
on the funding for special cases. However, once criteria were agreed, it 
was estimated that the amount may be £600,000 over the next three 
years. He noted that Option 2 in the paper proposed the CCG investing 
an additional £4m in primary care over the next four years. 

Dr Anumba joined the meeting at this stage. 

Mr Boyington asked the four locality representatives for the views of the 
GPs in each locality. 

Dr Sorsbie advised the North Locality had a wide spread of patient 
population and financial impact on individual practices and that this 
impact didn’t always match the needs of practices and their patients.  
There was an understanding of the significant workload in all practices 
and the extent of the demands being placed on them.  It was not a huge 
sum of money in terms of health care and practices were extremely 
proficient in maximising the benefits of limited sums of money. The 
predominate factor was the importance of fairness for all patients, with 
practices serving the same community receiving equal funds resulting in 
support for the share of the PMS monies across all practices using the 
Carr Hill formula. Meeting patients’ needs was paramount and it was 
imperative to avoid confusing equality impact assessment with health 
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inequalities. 

Dr Anumba advised that Hallam and South Locality practices had a 
similar view to North and, whilst sympathising with those practices that 
are losing funding, supported Option 2 along with the process to 
consider special cases. 

Dr Moorhead advised that West Locality practices had met earlier in the 
day. Two of their practices stood to lose significant amounts of funding. 
However, the outcome of the meeting was to support Option 2 as this 
was considered the fairest approach to practices as a whole. 

Dr Afzal reported that Central Locality practices had had similar 
discussions. The opinion was that a large number of their practices 
served 1% of the most deprived wards in the country. It was also 
reported there were a number of practices throughout the city struggling 
with the workload, and the Locality therefore wished the CCG to build 
resilience into the whole of primary care by supporting Option 2, in 
addition to them considering special cases. 

Dr Durling, Chair of Sheffield Local Medical Committee (LMC), advised 
the meeting that the LMC consisted of elected committee 
representatives of all GPs in the city as part of the wider British Medical 
Association (BMA) family. The role of the LMC was to inform GPs 
regarding policy changes and support them with their obligations. 
Meetings with CCG executive colleagues were held monthly. 

He reported that general practice was in crisis situation, had a 
diminishing share of the NHS England budget which had been shrunk to 
8%, and had two main contracts – PMS and GMS.  It was a national 
position that PMS contracts would be revised, and the direction of travel 
was equalisation of all services in primary care. The overall core funding 
for GPs was woeful and when equalised would provide approximately 
£78 per patient per annum. 

He stated that GPs’ achievements with the current resource are 
commendable, however, to deliver improved patient services, equitable 
additional funding is required. Inequalities relate to education, housing, 
health, social pressures rather than the delivery of core services to 
patients with chronic diseases. There were practices across the city 
seriously concerned about their viability, which did not relate to 
deprivation, and the LMC supported all of these. A special cases 
process was supported, provided it was carefully considered by the 
CCG. It was recognised the CCG had endeavoured to manage this 
national policy of formula change sensitively and the LMC supported 
Option 2 

Dr Sorsbie left the meeting at this stage. 

Professor Gamsu raised concerns regarding the proposal as the CCG 

6 



   

  

 

 

 

 

 

 

 

 

  

  

 

 

  

had invested time working to address health inequalities, which the 
paper omitted, in conjunction with the broader issues.  On this basis, he 
suggested that Option 2 be enhanced to recognise the practices in the 
city which would be significantly financially penalised.  It was stressed 
the process for consideration of special circumstances should be open 
and transparent and this was also supported by the Director of Public 
Health. 

Dr Bates left the meeting at this stage. 

It was acknowledged by the Director of Adult Services that the delay in 
decision making had been due to Governing Body’s understanding of the 
Equality Impact Assessment. An assessment for each option had now 
been completed providing the additional information requested at the      
2 July 2015 meeting. 

The Interim Accountable Officer summarised that the Governing Body 
had been appraised of the limitations placed on the CCG by the national 
process and the recognition of the pressure all practices were 
experiencing. As stated previously, these monies must be utilised within 
Sheffield on non-core services via an equitable process. Option 2 was 
supported, including the suggested approach to enable practices to 
demonstrate special circumstances for consideration where services are 
provided by practices for those with the highest health inequalities that 
are over and above services provided by other practices. 

In congratulating NHS England for addressing the fragmented funding of 
primary care, the interim Director of Public Health maintained Option 2 
proposed a practical solution, building on the existing work carried out in 
Sheffield, with consideration for special cases. The formula proposed for 
a relatively limited amount of funds was supported, with a 
recommendation that support to practices be limited for two years and 
that there be joint work between the CCG and Sheffield City Council to 
progress in the future. 

As commented by the Secondary Care Doctor, this issue related to 
redistribution of monies, with an element of local, equitable discretion. 
Nevertheless, inequalities in terms of need existed and it was inherent 
upon the CCG to be transparent in addressing these. Option 2 was fair 
and provided discretion to the Governing Body. 

Ms Forrest raised the concern of practices becoming misaligned, 
however, each situation had been considered reasonably. All practices 
required sufficient resources and stressed the importance of the special 
circumstance process developing nuanced criteria that addressed local 
issues. 

The Medical Director commented he was convinced that if a significant 
number of practices ‘fell over’, the whole system would ‘fall over’, and 
the CCG should have an absolute commitment to work with practice/s to 
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alleviate pressure. Option 2 was supported, with the provisos advocated 
by colleagues. 

Finally, the Interim Accountable Officer advised that the criteria set out 
for demonstrating the special circumstances cases was based around 
the ‘London criteria’, but this must be applied with flexibility to ensure 
that those practices that are widely recognised as delivering services to 
populations with the highest health needs that are over and above other 
practices will not be excluded by any excessively prescriptive use of the 
criteria. 

The Governing Body: 
 Supported Option 2 and instructed Executive Directors to take the 

necessary action to implement this Option accordingly. 
	 Supported the suggested approach to enable practices to 

demonstrate their special circumstances for consideration and ask for 
progress to be reported to Governing Body, including how it affected 
the practices identified as losing substantial funding. 

145/15 Date and time of Next Meeting 

Please note there will no Governing Body meeting in August unless 
there are exceptional circumstances 

The next meeting will take place on Thursday 3 September 2015, 
4.00 pm, Boardroom, 722 Prince of Wales Road, Sheffield S9 4EU 
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Appendix A 

Questions to the Extraordinary Meeting of the NHS Sheffield CCG Governing 
Body 16 July 2015 

The Director of Business Planning and Partnerships acknowledged the questions 
that had been received by email prior to this meeting and those that had been 
received prior to the Governing Body meeting on 2 July 2015 asking the CCG to 
support those practices that might have to close.  There had been a lot of media 
interest and interest from MPs and Sheffield City Council, promoted in part by 
interest in Page Hall Medical Centre following representation from Page Hall Action 
Group. There had also been feedback from PMS practices identifying “irretrievable” 
damage to practices, and from other practices commented that there was unjustified 
variance in the levels of funding, that money should be distributed equally in order to 
put some resilience into primary care, and asking the Governing Body to make a 
decision sooner rather than later. 

Correspondence had been received from Healthwatch Sheffield shortly prior to the 
start of the meeting, advising that they had received 22 complaints or petitions, 
largely relating to Page Hall and Devonshire Green practices. 

The CCG recognised the risk to some practices and noted that equalisation of 
funding for general practice was national policy and was not under debate as it was 
something that could not be changed. 

Question 1 (Dr Graham Pettinger): 

NHS Sheffield CCG has set out four priority aims: 
 To improve patient experience and access to care 
 To improve the quality and equality of healthcare in Sheffield 
 To work with Sheffield City Council to continue to reduce health inequalities 

in Sheffield 
 To ensure there is a sustainable, affordable healthcare system in Sheffield 

Given that failing to support ‘Deepest End’ practices to remain open (and to 
continue to provide health care to their highly disadvantaged and complex pa-
tient populations), will rapidly lead to a deepening of health inequalities and de-
terioration in access to care for many of Sheffield’s most vulnerable patients, 
and that the CCG has always stated it has ‘no access to New Money’, will the 
Governing Body recommend Option 3 of the new paper on the redistribution of 
the MPS Premium? – the only option which offers a workable structure for even 
trying to address both health and healthcare inequality across the city.  

If option 3 is not chosen, will the CCG Governing Body please explain why not to 
my patients, and how else it proposes to ensure that their health, and their ac-
cess to healthcare will not suffer disproportionately as a result.  

CCG Response: We try to make decisions to satisfy all of our four principles. We 
acknowledge and largely agree with your point of view.  However, some of the most 
threatened practices are in some of the areas where this is no deprivation and it is 
not in our interest as a CCG to see the whole city falling over.  The perception that 
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the risk is wholly to the most needy parts of the city is not correct, as this is not the 
case. Option 3 does not necessarily give us sustainability of the whole system. 

Question 2 (Robert Bennett): 

After at least two studies which have shown that one of the greatest problems 
facing the NHS in Sheffield is the inequalities in health across the city, how can 
a funding regime which downplays that be at all relevant to the needs of the 
people? 

CCG response: The CCG does not intend to downplay the health inequalities in 
Sheffield, and has in fact committed to addressing them through both the city’s health 
inequalities plan (agreed at the Health and Wellbeing Board) and our own plan, set 
out in our commissioning plan for 2015/16. 

Question 3 (Mike Simpkin): 

Sheffield has a much higher proportion of PMS practices than the reported 
national average (56% against 40%) which probably contributes to the high 
proportion of practices which will be losers under the proposed redistribution.   

a) How many of the 11 practices suffering the largest losses under the CCG's 
original proposal (now option 2) are based in disadvantaged areas or serve 
special communities and how is it equitable that these practices should 
now face the greatest pressures? 

b) What measures has the CCG undertaken to identify and protect innovatory 
work (including the provision of culturally appropriate services) which has 
been introduced at the losing practices through the use of PMS 
(something encouraged by the NHS England redistribution criteria)? 

CCG response: 

a) Of the 29 practices in Sheffield which have an Index of Multiple Deprivation (IMD) 
score of 35 or higher (the score highlighted within the ‘London Criteria’ on which we 
will base special cases submissions as signalling significant deprivation levels) 3 of 
the 11 practices which are subject to the largest losses are in this category. 

b) The special cases process that we propose to introduce will identify and protect 
those services to patients. We will need to identify the most cost-effective way of 
protecting services, which might not be a continuation of the current funding 
arrangements for them. 
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Question 4 (Mike Simpkin): 

How can we be confident of the CCG's commitment to address health 
inequalities when on the one hand it tells practices working with protected 
groups that they will have to cut services and even risk closure, whilst on the 
other it produces Equality Impact Assessments for all four options which fail to 
identify any negative impacts or even risks for protected groups? Para 5.5 of 
the current report does refer to a negative impact on all patients from the 
cessation of non-core services, but fails to recognise that the impact on 
protected groups may well be disproportionate. 

CCG response: The CCG has not told practices they will have to cut services and risk 
closure. The aim of the proposals discussed on 16 July is to protect services and 
prevent closure. The EIAs assessed the impact of the four options, not of the national 
policy, and we believe those assessments to be fair. 

Question 5 (Mike Simpkin): 

If the CCG proceeds with the recommended Option 2, will it consider the 
possibility of setting up a smaller version of the Health Inequalities Fund as 
outlined in Option 3? 

CCG response: The CCG did not explicitly consider this option, as it would have 
taken funding away from the protection of services for all patients in the city. 

Question 6 (Anne Gregory): 

A recent survey of patient use of urgent care within PHMC showed 
approximately 90% of our patients would attend A+E for their problem if nurse 
triage was not available, thus based on Page Hall Medical Centre statistics this 
would be a cost implication of £1,512,000 per annum for secondary care 
services. 

Has the CCG considered the wider implications of losing cost effective services 
which are funded by PMS premiums, for example nurse triage at Page Hall 
Medical Centre. 

CCG response: The CCG will be considering the wider implications of losing cost 
effective services which are funded by PMS premiums as part of its wider thinking. 

Question 7 (Mike Fitter): 

Sheffield is currently renewing the city's Cohesion Strategy. 
A key research finding that influences the strategy is that cohesion is 
undermined by inequality (economic, health, social). Therefore promoting 
cohesion in the city requires us all to seek to address issues of inequality where 
ever possible. 
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The options paper makes clear that Option 3 is the one that explicitly addresses 
this concern. In relation to Devonshire Green with its two sites in Broomhall, the 
practice’s survival is essential. Its contribution to the local community has 
many elements - beyond basic healthcare, it is a vital community resource.  If 
the practice were forced to close by economic deprivation, many patients with 
substantial health and social care needs would be cast adrift – whilst the safety 
net that would need to pick them up is getting smaller and thinner. 

My understanding is that it would require only 4.6% of the PMS premium to keep 
Devonshire Green open. I urge you to find a way to do this – by carefully and 
accurately deploying the CCG’s resources to address inequalities across the 
city, and to provide high standards of care. 

Will the Governing Body find a way to do this?  It is an important issue for the 
whole city. 

CCG response: Option 3 was the only one to explicitly address health inequalities. 
However, that is not the only problem that needed addressing and it was felt that 
action needed to be taken to protect services across the city.  The special cases 
process should enable to Devonshire Green practice remaining open and the CCG 
will be working with the practice to achieve this. 

Question 8 (Greg Fletcher): 

It has been reported that the health inequalities between the lower income group 
and the higher income group has increased over the years as has areas such as 
north east Sheffield in comparison to the South West.  Why can’t all the money 
be targeted to option 3 so this gap is lessened? 

CCG response: Option 3 was the only one to explicitly address health inequalities. 
However, that is not the only problem that needed addressing and it was felt that 
action needed to be taken to protect services across the city. 

Question 9 (Councillor Hussain): 

I want to register my objection on this issue and would request that this practice 
be changed and open and transparent system is set up like Sheffield city 
council, for general public to participate in question and answer session on 
agenda item and please review your system and proper scrutiny process is put 
in place too so general public has full confidence in the system and how tax 
payers money is spent. 

I want the advisory board to consider fairer distribution of existing PMS funding 
for practices within Sheffield, and consider health inequalities across the city 
and practices which provides very focused and targeted services ie interpreters, 
urgent all day care, homelessness etc. 

A proper risk assessment is carried out and effects it could have on health 
inequalities, possible closures and BME communities within the city. 
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Proper consultation with stakeholder is carried in an open and transparent 
process ie SCC, Local Cllr's, MP's and patients and BME Community. 

I represent a very deprived area and it has come to my knowledge to date that 
pagehall medical practice funding is under threat and if you take as proposed 
£258,000 per year away over 4 years then the practice will be badly affected and 
possibility of closure is not ruled out that's my understanding. 

Page Hall area is facing many challenges at present and multiple issues and 
your board and good officers never contacted any local politician to discuss 
your proposals and it effects even with local practice as I understand that's 
appalling to say the least this process of consultation needs improving with all 
stakeholders please for future. 

Please consider what I have suggested above and let's work for a fairer system 
that takes in need and deprivation and health inequalities and local community 
need. 

It is important that there are four options today but was supporting option 3. 
He represents Page Hall on which there will be a huge impact as he had not 
seen much in the paper about fairer distribution of the funding.  They now have 
multiple issues with the influx of black and ethnic minority ethnics (BME) into 
the community. He did not see a risk assessment in any shape or form being 
carried out. Deprivation in that area was massive, it would have a huge impact 
on the Northern General Hospital so it was not as simple as the four options. 
Equal distribution of resources is in simplicity fairer, but the CCG needed to 
look further as there are different needs in different areas.  The need is much 
more greater at Page Hall practice and the challenges it faces are massive and 
not to be underestimated. 

CCG response: A number of the points made refer to the national policy, which was 
not determined locally and therefore there was no local engagement with 
stakeholders. With regard to the options put forward in the paper, they do not 
represent significant service development requiring formal consultation, but we hope 
the questioner will acknowledge that we have taken steps to ensure people’s 
concerns are heard and understood by the Governing Body of the CCG before taking 
a decision. The CCG recognises the risk to services at Page Hall Medical Centre 
that the loss of funding creates and will work with it through the special cases 
process to ensure the practice remains open and services are protected.  We will 
keep Cllr Hussein informed. 

Question 10 (Lizzie Mussel): 

A commitment to attempting to address the shocking health inequalities 
between communities has informed the decisions around primary care and GP 
practice funding for many years. The Sheffield Director of Public Health Report 
2011 found that life expectancy still fell by over eight years in the most deprived 
parts of Sheffield compared with some other areas.  Higher levels of morbidity 
and co-morbidities accompany this lower life expectancy. 
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1. What will be the impact of the proposed redistribution of funds on our city’s 
shameful inequalities? 

2. Has the CCG considered the well known phenomenon of the “inverse care 
law” when drawing up plans for the redistribution of funds? 

CCG response: 

1. The redistribution of funds will have some impact on health inequalities in the city, 
as some of the practices that will benefit serve deprived populations, and as the 
money will be distributed using the Carr-Hill formula that recognises, to some 
extent, factors affecting health inequalities. 

2. The CCG understand the “inverse care law”. However, that does not alter the fact 
that services to patients across the city need to be protected. 

Question 11 (Dr Will Carlile): 

As a GP who comes from a deprived community he would challenge that Page 
Hall Medical Centre is not the only practice that it would affect, as his practice 
income is 30% less than Page Hall and is not receiving a fair share. The CCG 
needs to make it a fair share, whilst catering for disadvantaged communities. 

CCG Response: We recognise the point made. 

Question 12 (John Chapman): 

How does the CCG intend to ensure that Deep End practices such as Page Hall, 
can continue to provide their services? Such as translation for their patients? 
This issue will not disappear and if not supported,  sections of the community 
will find it increasingly difficult to access services. 

People find it difficult enough describing symptoms, without the added barrier 
of not having English as their first language. 

CCG response: The special cases process should ensure that Page Hall patients 
continue to receive such services, and in particular we recognise the need for 
translation and interpreting services. 

Question 13 (Vicky Seddon): 

It is clear that the funding for GP practices has been in decline over the last 10 
years, with an impact on both how practices can maintain standards, and on the 
health and exhaustion levels of the staff who work in them. It is widely 
acknowledged that the funding formulae have been inadequate and the 
promised re-balancing of that formula has never taken place. This puts 
yourselves in a difficult position, with a huge responsibility to consider how best 
to make use of the monies that are available for re-distribution. They are not new 
monies, of course; they are monies which are currently used in particular ways – 
and especially to make sure that practices which meet the needs of particular 
patient communities are met. 
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It is ironic the very people amongst you who are most familiar with these 
practices are not able to vote on the current proposals because of “conflict of 
interest“. (It seems to me that this is an inherent flaw in the very concept of the 
Commissioning Group as currently constituted but that is an argument for 
another day). The responsibility then falls to the rest of you. It is a heavy 
responsibility. 

I am glad that at your previous meeting you did not agree to distribute those 
available monies on a flat fee basis, rather than on a needs basis. I had been 
very concerned that practices like the one I use, Hanover Medical Centre, which 
serves a diverse community, and whose patients have complex health needs, 
would have been badly served by the proposal, with the possibility of closure. I 
have been a patient at that practice for 43 years. . 

Dr David Geddes promised me, when he replied to my letter of concern in 
February this year, that “Our aim is to provide the right funding for GP practices, 
which takes into account their communities and their patients’ needs“. 
Distributing these monies on a flat fee basis would not do this, so I did not 
understand why this particular proposal was being made at you last meeting. 

Sheffield has a proud tradition of standing up for its poorest citizens, and as a 
City of Sanctuary, of welcoming and supporting different migrant groups. As the 
Commissioning Group acts on behalf of the people of Sheffield, I hope it can 
play it part in respecting this tradition. That money is of course money raised 
through national insurance and other taxation; it is public money which you will 
be deciding how to distribute; the public’s traditions and preferences should be 
respected. 

An un-thought-through proposal that has not been consulted on will serve no 
one and only lead to controversy and negativity. My question is to ask you to 
consider as a key priority how to address health inequalities across the city, and 
to take into account the implications of your decisions on practices who will be 
critically affected by funding loss and may be at risk of closure. Some but not 
all practices need to provide interpreters etc and these are additional costs that 
should be taken into account. 

I ask you to decide in the best interests of the people of Sheffield  

CCG response: We believe that the decision taken is in the best interests of all the 
people of Sheffield, and that the special cases process will address the risk to 
services at practices such as Devonshire Green. 

Question 14 (Colin McCulloch): 

I am a resident of west Sheffield and a patient of a GP practice in what might be 
called a relatively well-off suburb, but I am very concerned at the impact of the 
imminent funding changes, the possible closure of inner-city practices such as 
Devonshire Green and Hanover Street that work at the 'deep end' of needs and 
deprivation in our city and the consequences of such closure for their patients. 
If this practice closes, where do the members of the CCG imagine that their 
former patients will go? Isn't it a founding principle of the NHS, to provide 
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medical care for all on an equal basis and free at the point of need; and 
shouldn't this be the over-riding consideration in the decision-making about 
allocating these extra resources? Isn't it Option 3 of the report which is the right 
choice, to do what is possible within the current constraints to aim for those 
noble goals? I urge the CCG to choose Option 3." 

CCG response: We do not expect Devonshire Green practice to close and have no 
plans for their patients to go elsewhere. The special cases process should ensure 
that. In supporting option 2, we have chosen to support services for all patients in 
Sheffield. 

Question 15 (Councillor Jackie Drayton): 

I live in and represent the Burngreave War.  The CCG has worked extremely 
hard to address inequalities, through work being done in joint commissioning 
with Sheffield City Council, and she would not like people to think the CCG 
does not take very seriously the inequalities in the city. The level of 
demographic change that has happened in our city has not been recognised, 
and this has placed massive pressure on public services, and has not been 
recognised by the government cuts that we’ve had.  We now have to gather the 
evidence that challenges the criteria that has been gathered in the past, to get 
more money into the areas that have been experiencing the cuts in the past 
and so we need to look at how best we can resource those pressures that we 
are all facing. We have to work together on this to make a real difference to 
ensure that those people in greatest need get what they should.   

CCG response: Thank you for the points made. The CCG will continue to work with 
Sheffield City Council on this, and specifically recognise that such an approach might 
inform national changes to the formula used to allocate funding to CCGs and to 
practices. 

Question 16 (Tom and Maureen Spencer): 

Myself and my wife have used the practice for over 50 years. It has been a life 
line especially in the last few years and we find ourselves using the service 
more frequently than ever. 

I would like to urge you to seriously consider cutting the budget as I feel this 
surgery is providing essential services to myself and over 7000 patients locally. 
I am currently using the INR clinic which has saved me from long trips to the 
Hallamshire Hospital. This service is invaluable to me. Please reconsider this 
decision and think seriously about how these cuts will affect the ageing and 
disadvantaged local population. 

CCG response: The CCG cannot reverse the national policy that has led to the 
reduction in funding for Page Hall Medical Centre.  However the special cases 
process should ensure we protect services to patients and the CCG will work with the 
practice to achieve this. 
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Question 17 (Councillor Iqbal): 

I have been working with CCG colleagues for over 12 months and together we 
believe we are trying to do our level best to reduce the inequalities in the city. 
We are making some change, but it is not enough to make a difference.  We 
have agreed as a Council, working with the CCG chair, to have a public health 
review, which will include our GPs. As a city we do not wish to see any 
practices close. There are exceptional circumstances  for people to submit on 
a case by case basis that will make sure nobody loses out.  One of the flaws on 
the Carr Hill formula is that it does not pick up ethnicity. He has been 
reassured by this paper and hoped that the presentation alleviates some 
people’s fears. 

CCG response: Thank you for the points made. The CCG will continue to work with 
Sheffield City Council to tackle health inequalities and recognise that we need to do 
more to make a difference. 

Question 18 (Elizabeth Mills): 

The leafy suburbs have more affluent people, do they need this additional 
funding? All practices are different, serving different numbers of people in 
different circumstances – shouldn’t the way the funding is distributed 
recognise this? 

CCG response: The proposals is not that each practices receives an equal share 
(i.e. 1/87th) of the funding, but that it is used to commission services on a per patient 
basis, weighted (using the Carr-Hill formula) to recognise differences in populations. 

Question 19 (Page Hall Medical Centre patient): 

If the practice is closed, where are the patients going to go, especially those 
that are very old, have no transport, etc. 

CCG response: The CCG cannot answer that as there is no plan to close Page Hall, 
and the CCG wants to work with the practice to stop that happening. We will commit 
to working with the practice to avoid that risk. 

Question 20 (Abbey Lane GP): 

Abbey Lane has the support of 24 other practices and have been asking for 
non core work to be paid. It is the amount they have got a problem with but 
the press release says that £4m is going to be invested in primary care. 

CCG response: That is correct. The £4m, over the next four years, is in addition to 
the £2.8m redistrubtion of the freed up PMS premium funds, and is described in the 
option on page 5 of the report. 
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Question 21 (Dr John Cornell): 

There is not actually any direct correlation in the amount of money that goes 
into a practice and the outcomes. Inequalities that affect people’s health are 
much more than providing services. Does the CCG have any appetite for 
looking at primary care over the whole of Sheffield so that resources can be 
distributed to those practices as well as where people need it.  Practices are 
competing with each other and so there is money to be saved by them working 
together. There needs to be a primary care strategy to provide care over the 
whole of Sheffield and with practices working in this way it would be very 
beneficial. 

CCG response: There is increasing working togetherness between practices, it is 
leading to improved care and greater efficiencies, however, practices are working 
under a significant amount of pressure due to workload. It is really important to 
provide a high standard of care, and it does need a different way of working, which 
the CCG is keen to support. 

A petition was also handed in by Dr Trish Evans on behalf of Page Hall Medical 
Centre. The petition had been signed by over 500 of their patients in one week. 
The petition read: “We do not want our surgery to lose more than half its staff, 
and face closing down, or being replaced by staff who do not know us”. 
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