
 
Registered as a company limited by guarantee 

Registered No. 3406619 Registered Office: Low Hagg Farm, Starfitts Lane, Kirkbymoorside, N Yorks. Tel 01751 430835 
1 

 
Primary Care Strategy and NHS Contracts Team  
england.networkscontract@nhs.net      
 

Tuesday 14th January 2020 
 
Dear Sir/Madam, 
 
Network Contract Direct Enhanced Service Draft Outline Specification Consultation 
 
The Dispensing Doctors’ Association (DDA) represents over 6,600 doctors currently working 
in 1,290 dispensing practices across the UK, which is approximately one in every six GP 
practices. It is the only organisation that specifically represents the interests of dispensing 
doctors and their 8.8 million patients. 
 
Introduction and General Review 
PCNs have been designed suddenly and developed across the country with near total 
coverage.  However, this has been underpinned by direct incentives in 2019-2020 in terms of 
payments direct to the core contract for participation, and so far, a minimum of required 
outputs, currently confined to the delivery of extended hours provision across the PCN.  
 
It should be remembered that the GPC did not ballot its members on the formation of PCNs 
and there is a significant body of discontent with their formation as evidenced by votes at 
the BMA and LMC conferences, although for now overall support in principle is maintained. 
 
Many PCNs are still in a state of formation and many have not been able to recruit the staff 
reimbursable under the Additional Roles Reimbursement (ARR scheme).  This scheme has 
proved overtly bureaucratic and inflexible in terms of the type of staff that can be 
reimbursed and the rules for so doing, which has provided the following problems, set out 
below. 
 
Clinical pharmacists are simply not available in the numbers needed for each PCN to recruit, 
and the sudden demand for these has driven the market salary above the range at which the 
70% reimbursement is a realistic sum; this problem is worse in rural areas.  Most available 
clinical pharmacists are not qualified to take on prescribing or primary care roles, and will 
require considerable training which has both financial costs, not covered by the ARR 
scheme, and opportunity cost to the employers in terms of supervision and training time 
from GPs and other staff. 
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In some areas, for example the south-west of England, there is no local pharmacy school and 
a dire shortage of pharmacists such that some PCNs have been unable to recruit a clinical 
pharmacist at all. 
  
A Freedom of Information request to NHSE, submitted by one of our members, to establish 
the workforce figures on which any modelling of supply of clinical pharmacists and the other 
reimbursable healthcare professionals was made, only elicited the response: “NHSE does not 
hold this information.”  
 
Thus, it would appear that the whole premise of funding based on reimbursement of 
selected clinical staff is not based on any evidence of sufficient supply, and it is notable that 
the NHS People Plan for workforce has still not been published. We are very concerned that 
there will be insufficient of the reimbursable staff to be available to PCNs, forcing salaries 
higher than the 70% reimbursable figure. 
 
The real problem with PCNs is that practices do not receive the staff funding unless they get 
the staff, but the service specifications means PCNs will be obliged to complete the work 
even if the staff are not available.  In addition, the draft service specifications often require 
work outside the competence of the reimbursable staff and will thus bring more work to 
overstretched GPs. 
 
It is also a mistake to believe the ARR specified staff (pharmacists, social prescribers, 
physiotherapist, physician associates or paramedics) can effectively free up GP time in the 
near future.  Quite simply, they are not trained to perform most of what GPs are required to 
do on qualification without considerable further training and investment (not covered by the 
ARR scheme) and which takes considerable time as many courses are already oversubscribed 
or simply not available (especially prescribing courses). 
 
To illustrate this, at its simplest, none of these professionals qualify with a prescribing 
qualification and two of them (social prescribers and physician associates) cannot legally 
prescribe at all. 
 
The other three all can, but only after extensive training, which requires both time and 
finance and available courses, meaning the vast majority of any such staff will not be able to 
prescribe in 2020-2021. 
 
In summary, PCNs are a house built on sand with no published supporting workforce 
capacity, or training assessment and, despite your assertions to the contrary in paragraph 
1.12, there are not enough people to do the job. Those which are reimbursable are not the 
most needed most to deliver high quality primary care as well as the PCN DES specifications. 
 
Your assessment that there will be enough capacity assumes full recruitment to these roles, 
but you cannot demonstrate the evidence that NHSE has any reassurance these 
professionals actually exist in the numbers required, let alone their willingness to work in 
PCNs! 



 
Registered as a company limited by guarantee 

Registered No. 3406619 Registered Office: Low Hagg Farm, Starfitts Lane, Kirkbymoorside, N Yorks. Tel 01751 430835 
3 

 
Without the staff, the new investment in terms of reimbursable salaries falls and yet any 
specified work remains meaning many PCNs which cannot recruit are likely to resign the PCN 
DES to avoid the extra work and concentrate on delivering their prime contractual 
responsibility of the core GMS/PMS/APMS contract.  To avoid this scenario, any PCN DES 
specifications must be sensitive to the workforce supply and be timely, phased and 
proportionate so they are actually achievable. 
 
We also recommended that the PCN DES is not considered an ‘all or nothing DES’ with CCGs 
allowed flexibility to fund PCNs, who for workforce capacity issues (both in ARR scheme and 
other GP or Nursing staff) cannot deliver all of the specifications, perhaps allowing opt-in or 
opt-out of each separate specification. 
 
It is further recommended that the ARR scheme is abandoned in its current form and 
simplified to be 70% reimbursement of any new clinical staff that a PCN can recruit and 
including HCA, GP, Nurse and nurse practitioner staff. 
 
Most importantly of all, many of these specifications seem designed principally for densely 
populated urban and metropolitan areas.  The DDA represents practices in remote and rural 
areas where the geography is large and the population sparse.  It could take a GP, or other 
healthcare-professional, nearly two hours to undertake a round trip of a PCN’s area in some 
instances.  There is no evidence that any of these specifications have been ‘rural proofed1,’ 
and we would request that you read the footnoted documents and apply them to all future 
policy developments; there is a world far beyond Skipton and Quarry Houses.   We would be 
more than happy to arrange practice visits for members of your team, in order to gain a 
deeper understanding of remote and rural general practice.  
 
Specific Comments on each Outline Specification 
 
Structured medication Reviews. (SMRs) 
In paragraph 2, you state that “better prescribing will also ensure better value for money for 
the NHS, reduce waste and improve its environmental sustainability, for example by reducing 
the use of short acting beta agonist inhalers (SABA) and switching to low carbon alternative 
inhalers.” 
 
You cite the metric for this is the prescribing rate of low carbon inhalers.  Clearly, you have 
read the BMJ article2 on pressurised inhalers and carbon footprint and decided to include 
this as part of the DES.  
 

 
1 Independent Rural Proofing, Lord Cameron of Dillington, DEFRA, January 2015 
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/400695/rural-proofing-imp-review-2015.pdf  
Rural Proofing, DEFRA, March 2017 
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/600450/rural-proofing-guidance.pdf  

 
 
2 Switching patients to greener inhalers could be cost effective, study indicates BMJ 2019; 367:l6334 
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From the recent BMJ article “Switching patients to greener inhalers could be cost effective, 
study indicates” BMJ 2019;367:l63343, it is clear we need to do something to reduce the 
carbon footprint of inhalers. 
 
However, it is our view that by tagging this on to the Structured Medication Review, and 
Medicines Optimisation of the Primary Care Network Contract Direct Enhanced Service Draft 
Outline Service Specifications, section 2.6 and the Proposed Metric 4, will create a huge 
amount of extra work and will cost the NHS a lot more.  In addition, because of the dangers 
of different dosages in the different inhalers, this will potentially cause some harm to 
patients, unless this is introduced slowly over a number of years. The cost implications of 
this do not seem to have been fully thought through. 
 
Using the author of the BMJ article’s assumptions, England uses 70% of MDIs (monitored 
dosage inhalers) or BAIs (Breathe-Actuated Inhalers), both of which have a significant carbon 
footprint. If we assume that when SABAs are prescribed a greater proportion of MDIs and 
BAIs will be prescribed, than for the Long acting beta agonists (LABAs), Long acting 
antimuscarinics (LAMAs) and combinations of these two. This certainly seems to be the case 
when looking at the comparative data on www.openprescribing.net  
 
If England tries to reduce the proportion of SABAs to 50%, in line with Sweden, then there 
will be cost implications, including extra time needed to ensure that patients’ inhaler 
technique with the new devices is adequate. 
 
According to QoF prevalence data for 2018/19, there are a total of 4,736 000 patients who 
are diagnosed with either Asthma or COPD in England. If 30% of them are seen by a nurse to 
ensure adequate inhaler technique, assuming a 15-minute consultation for this, this adds up 
to an extra 355,000 hours of patient contact time. This would mean an extra 184 respiratory 
nurses will be needed across England. 
 
The greater tangible cost will be the actual cost of the inhalers. The table below shows the 
current SABA inhalers available and highlights the ones with the lower carbon footprint. As 
you can see the choice of inhaler is down to 4.  There is only one choice for terbutaline, and 
those patients who are on terbutaline will not need to change. 
 
The Salbutamol inhalers will provide a choice of 3, one of which comes with a refill. To 
complicate matters, the Easyhaler comes in 2 strengths and the Ventolin accuhaler is double 
the strength of the Ventolin Evohaler. All the more reason, to ensure this particular metric is 
not rushed out.  
 
 

 
3 Ibid. 
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Prescribe Manufacturer Doses 
Basic 
Price 

SALBUTAMOL       
MDI CFC free 100       
Salbutamol Generic 200 £1.50 
Airomir Teva 200 £1.97 
Salamol Teva 200 £1.46 
Ventolin evohaler GSK 200 £1.50 
        
Breathe Actuated CFC free 100       
Airomir autohaler Teva 200 £6.20 
Salamol Easi-breathe Teva 200 £6.30 
        
Dry Powder inhalation cartridge       
Salbulin Novolizer refill Mylan 200 £2.75 
        
Dry Powder inhalation cartridge with 
device 

      

Salbulin Novolizer Mylan 200 £4.95 
        
Salbutamol dry powder inhaler 100       
Easyhaler salbutamol 100 Orion 200 £3.31 
        
Salbutamol dry powder inhaler 200       
Easyhaler salbutamol 200 Orion 200 £6.63 
Ventolin accuhaler 200 GSK 60 £3.60 
        
TERBUTALINE       
Terbutaline dry powder inhaler 200       
Bricanyl Turbohaler AZ 120 £8.30 
  
We have looked at the cost of Salbutamol MDIs over the previous 12 months in the East of 
England. Changing Salbutamol MDI to the cheapest more carbon friendly alternative, 
Salbulin novolozer refill, will cost an extra £1.25 per item.  
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Total prescribing for Salbutamol Inhaler 100mcg (200 D) CFF across East of England 
Commissioning Region: 
 
Last 12 months (Nov '18—Oct '19) 
Cost (£)               2,333,545 
Items                   1,415,764 
  
If 30% of items were changed, that would amount to 425,000 items a year, which amounts 
to an extra £531,000, just for the East of England. Changing to Easyhaler 100, will cost an 
extra £769,250.  Changing to Ventolin Accuhaler will cost an extra £892,000. 
  
Please do not rush to implement this, much needed, change.  Perhaps you could look at 
starting to be more cost effective with some of the Combination inhalers. 
 
Paragraph 2.5 assumes full recruitment and your later definition in paragraph 2.10 states 
SMRs must hold a prescribing qualification.  So, in fact, for any PCN who have been unable 
to recruit a pharmacist at all, or train one to have a prescribing qualification this work will 
fall to GPs and prescribing nurse practitioners diverting them form other core work e.g. early 
recognition of cancer. 
 
We suggest that you survey PCNs to see how many have such qualified pharmacists actually 
in place and then review your outline specification. 
 
In addition, we suggest that you detail what you expect an SMR to cover, the time taken for 
this and price this in pharmacist time, and then agree with the BMA a proportionate number 
to be performed per weighted capitation to be fair to all. 
 
Metrics: these metrics appear reasonable as quality indicators, but great care must be taken 
not to adopt these directly into any performance fund as, for example, local situations can 
make major difference to prescribing rates.  The impact of local care homes, or hostels, on 
the need for antibiotics and prescribing of drugs of addiction would be a good example. 
Availability of local alternatives to GP services (walk-in centres) can also influence antibiotic 
prescribing. 
 
Enhanced Health in Care Homes 
It is fundamentally unacceptable for an enhanced service to the core GMS/PMS/APMS 
contract to be reliant on the activity and performance of others not parties to those 
contracts. This would mean that the income of the GP practices in the PCN could be 
compromised (or indeed the whole PCN DES contract) by the action or lack of action of 
others. This is unsound. The responsibilities for each party should be clearly defined in 
contracts and the performance of the PCN should not be judged or affected in any way by 
the performance of the other party. 
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Variability in Numbers 
Residents of care homes, especially nursing homes, require significantly more input and 
activity, (usually as home visits), from practices and as such are not currently adequately 
reimbursed by the core contract. 
 
Practices and PCNs can have vastly differing numbers of such residents so this DES should be 
designed on a cost per case remuneration of actual residents to avoid any unfairness. 
It is perfectly conceivable for a PCN to have no residents (e.g. perhaps GP at Hand) yet still 
receive reimbursement for staff who are not required to do anything for this service 
specification. 
 
NHSE needs to agree with the BMA how this issue is handled or most likely PCNs with many 
residents will resign the DES. 
 
Requirements for Weekly Rounds and MDTs 
Although this may seem highly desirable and supported by evidence from the care home 
collaborative, this simply creates a lot more work for GPs, both in their physical presence on 
the ward rounds and also in MDT team meetings.  
 
The ARR staff, apart from an appropriately trained, prescribing pharmacists are largely 
unqualified to take on the lead roles here and as explained earlier will not be able to free up 
enough GP time (even if appointable) to perform these new specifications. 
 
This specification would be better specified as a separate enhanced service based on actual 
numbers of residents and priced according to the actual GP time envisaged (e.g. minutes per 
care home resident per week) and funded from monies diverted from secondary care. 
 
It should stand alone from the rest of the PCN DES, such that if a PCN feels it does not have 
the staff to perform the DES it can decline that part of the DES and leave for the CCG to 
commission elsewhere, and priced such that it could be! 
 
In pilot areas, often a GP or nurse practitioner were specifically funded and recruited to 
perform these roles - these are the professionals needed here not the ARR staff (excluding 
pharmacists). 
 
Transfer of Out of Hours Responsibility to PCNs 
“3.12 Given the significant progress already made across the country in implementing these 
model elements, we expect this service to be delivered, in full, during 2020/21. In future years 
we will consider whether and how to bring out of hours provision under the authority of 
PCNs, to ensure more effective and coordinated out of hours support for care homes.” 
 
It would appear the covert agenda may be to make PCNs responsible for 24-hour GP care 
and without enough GPs to currently provide the core GP contract, let alone the vastly work 
intensive PCN DES, there are simply not enough GPs to provide this. 
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If you implement this, we would expect (and we would advise) most practices to resign the 
PCN DES, which does remain voluntary and many GPs will retire, thus compounding the 
problem you believe PCNs are supposed to be assisting to solve.  
 
There is still the threat of transferring responsibility for the Improved Access scheme to GPs 
in 2021, which was unanimously rejected at the recent LMC conference. 
 
Personalised Care and Support Plans 
These should be the responsibility of the care home provider with suitable input from 
relevant health professionals, not the responsibility of the PCN. 
 
Information Governance 
The complexities of establishing data sharing agreements with other NHS and non-NHS 
providers should not be underestimated here, which gives particular difficulty for GPs as 
data controllers of the shared record.  
 
A national template should be forged by NHSE for PCNs and private providers to use and 
delivered on time to save multiple local difficulties. 
 
Metrics  
You need to think how they are measured, and by whom, to avoid unnecessary bureaucracy. 
 
Anticipatory care 
Evidence from previous analysis of anticipatory care schemes does not show that they 
produce a reduction in workload for either primary, or community care, or indeed secondary 
care in any consistent manner.  
 
The evidence suggest it is the quality of the team work sitting behind the model rather than 
the application of any particular model. However, patients appreciated the process. 
 
The responsibility for producing the model for risk assessment should lie with the CCG or 
ICS, so that there is a constant local process.  There should be flexibility then for local teams 
to interpret this data clinically and intelligently and target interventions at appropriate 
individuals. 
 
It must be recognised that the process of care planning and case management requires more 
work in primary care and the need for sufficient financial and human resources to deliver 
this. The skills required for the lead roles in case management again are not evident in the 
staff in the ARR scheme and are more likely found in community healthcare teams. 
 
The funding as currently outlined in the PCN DES will not be sufficient for all this work, there 
will need to be considerable human and financial investment in community care teams and 
core General Practice as well. 
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The specifications for PCNs here should be to engage with the process and provide input and 
appropriate core GP care but not to provide the risk assessment tools or actually do, or be 
responsible for all the work, as it currently appears. 
 
Much of the specified activity in this DES is actually the core responsibility of other parties, 
namely social care and community health and therapy services and as before it is unsound 
for GPs through a DES to be reliant on the performance of others for income and the whole 
PCN DES. 
 
Metrics 
We believe this works but you must have outcome, not process measures, to show whether 
all these risks assessments and care plans actually make a difference, or might possibly 
divert clinical time away from actually providing good responsive care to planning for things 
that may never happen. 
 
Personalised Care 
This specification would seem to give PCNs responsibilities beyond the scope of an enhanced 
service e.g. promotion of personal health budgets. 
 
Although the aims appear honourable, and the numbers involved achievable (1% to have 
care plans), it is wrong to give targets for social prescribing referrals as these must include 
an element of patient choice. 
 
Shared decision making is all about core General Practice anyway, but we must avoid the 
extra bureaucracy of having to add a code every time we do it, and how on earth do you 
plan to record the quality of those as a metric? 
 
Once again, the issue is: who writes and agrees the care plans? We do not see that the 
additional staff reimbursed under the ARR scheme are the right ones to do this with the 
training and qualifications they have, or are likely to have.  Personalised care is all about 
that, not using prescribed tools like patient activation measures which may not be 
appropriate to each patient, and then setting metrics on how often they are used. 
 
This specification seems likely to bureaucratise clinical practice more than the QOF, and 
reduce holistic patient centred care to a series of tick boxes on tools used.  Again, there are 
no outcome measures just process ones. 
 
Metrics  
These should not require extra work in coding and recording data just for the sake of the 
metric e.g. social prescribing referral declined! These are process, not outcome metrics, so 
could reward good coding, but bad service delivery. 
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Supporting Early Cancer Diagnosis 
This specification, though very well meaning, will result in a large increase in referrals, 
swamping an already struggling secondary care. A lot of healthy people are going to be 
made very worried, which can cause stress and depression, and will thus compound 
workload problems on the NHS. 
  
One real reason for poor survival is the under investment in UK compared to other European 
countries. Paragraph 6.1 of the NHS Long Term Plan (LTP) sets an ambition that, by 2028, the 
proportion of cancers diagnosed at stages 1 and 2 will rise from around half now to three-
quarters (75%) of cancer patients. Achieving this will mean that, from 2028, 55,000 more 
people each year will survive their cancer for at least five years after diagnosis.  Is this  
statement evidenced based? 
 
The document at the link below makes it clear that England’s poor outcomes are 
multifactorial. Poverty appears to be a major determinant of poor outcome. 
 
Figure 6, page 9, shows all the areas where there is delay: 
  
https://www.kingsfund.org.uk/sites/default/files/How-to-improve-cancer-survival-
Explaining-England-poor-rates-Kings-Fund-June-2011.pdf 
  
One of our members offered their personal experience of current cancer diagnosis in their 
family, which we thought would be of interest to you: 
  
“Every doctor I see looks frazzled.  They spend more time interacting with the computer than 
the patient, presumably because there are lots of codes to be entered.  Most doctors seem to 
have stopped physical examination, and if they do it is cursory.  I have seen abdominal 
examinations that would have failed at third year medical school frequently. Honestly, I am 
not being reactionary here, it is of great concern. 
  
Early cancer diagnoses require a good consultation and examination. If you cannot get this 
right, everything else does not matter. 
  
Current cancer services are struggling and failing to meet targets and deadlines. Processes in 
secondary care for ensuring patients are dealt with promptly are not good where I live. My 
wife had a Virchow’s node investigated and a PET scan suggested metastases; it was sat on 
for 35 days. It took 6 weeks from the scan to seeing breast surgeon, without ’phone calls it 
would have been 8 weeks. She was listed for urgent skin excision for what proved to be a 
SCC. When we called 2 weeks after listing, no one knew anything about it, if we hadn’t 
chased it up, she would have waited and waited.” 
 
Understanding why cancer outcomes vary is very complex, to suggest that a PCN will have 
such a dramatic change in outcome is fatuous. If practices have to perform on cancer 
outcomes, what other health problems will have to wait even longer to see a GP?  What will 
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you say to the patients with diabetes, COPD and multiple co-morbidities when they 
complain that they are waiting longer for appointments, test results and referrals? 
 
It is more GPs, nurses and nurse practitioners who will make the difference through shorter 
waits for appointments, swifter diagnoses, more screening tests etc.  When did you last see 
a physiotherapist, paramedic, pharmacist, social prescriber, or physicians associate, do a 
smear test?   
 
Your sincerely, 
 

 
 
Dr Richard West MBE 
Chairman 
 


