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August 2026 

The future  
 

Imagine it’s the middle of winter, the health and care system are busy – but it feels easier 

now, easier than it was a few years ago. People are supported in their homes where  

possible, those with frailty and multiple long term conditions have targeted proactive care 

provided by a local neighbourhood team, this has reduced the number of days they 

spend in hospital.  A&E is quieter, the multi-neighbourhood provider is responsible for the 

urgent care hub which people prefer to access, knowing they get timely care, and still  

referred to a specialist if needed. The urgent 

care hub has diagnostic facilities so people are  

reassured they will get tests if needed without 

visiting A&E. 

 

GPs have time to spend with people where 

continuity of care is important, to proactively 

manage their conditions. Group clinics are held 

in practices helping people support themselves 

more where possible. Patients who need  

hospital care know the consultant has their  

information before they are seen, they are not 

being asked the same questions every time 

they see a new person, and they have already had the tests they need in the  

neighbourhood health centre before seeing the consultant. 

Insight 

Continued... 
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When people stay in hospital they feel supported to return home, they are reassured by 

the planning that starts just after they have been admitted considering their health and 

social care needs, and how they will be supported to leave hospital. Most know they will 

go back to their own home, but supported care is available for those that are well enough 

to leave hospital but not yet able to return home. 

 

Can this happen?  We think it can, and the opportunity to make this happen is  

neighbourhoods.  The conditions need to be right, commissioners need to be enablers, 

the health and care system needs to collaborate across shared areas of interest, there 

needs to be a focus on outcomes and getting the pathways right to achieve the  

outcomes. 

 

In this edition of PCC Insight we consider the conditions needed for commissioners to  

facilitate the environment to enable changes such as these. We consider how single 

neighbourhood and multi-neighbourhood providers may wish to work, we look at how to 

“work with” not “do to”, a cultural shift needed. We have a neighbourhood health story 

from South Sefton PCN and offer tips for away days to bring teams together, essential to 

support the changes needed. We also consider capital grants and share tips on getting 

started in neighbourhoods. 

 

Contact us to discuss how we can work with you to turn your vision into practice  

enquiries@pcc-cic.org.uk. 

Author 

Helen Northall 

Chief Executive, PCC 

mailto:enquiries@pcc-cic.org.uk


 

www.pcc-cic.org.uk © 2026 PCC                                                                                                                          3 

The meeting starts in a familiar way. Performance has slipped. Tension is rising. Eyes 

turn to the commissioner, as if the next move should come from the part of the system 

assumed to be in charge. 

 

That assumption is understandable. Commissioners have long been associated with 

mandate, oversight, assurance and resource allocation. So, when delivery becomes  

difficult, an old reflex quickly returns: more escalation, more updates, more pressure to 

show grip. 

 

But in complex healthcare systems, especially where  

outcomes depend on multiple organisations working across 

boundaries, that is often the wrong test of commissioner 

credibility. 

 

As we explored in our previous article, command-and-

control rarely works well in complex systems. Pushing  

harder may create movement, but it can also create  

defensiveness, reduce candour and make adaptation  

harder. Donella Meadows’ work helps explain why.  

Systems change more effectively when we intervene in higher-leverage places: goals, 

rules, information flows and the wider conditions that shape behaviour over time. 

 

That is the right lens for understanding commissioner value now. The question is not how 

far commissioners can control delivery, but what value they add so the system can  

perform better together. 

 

This is a different kind of authority. It is rooted less in hierarchy and more in usefulness. 

 

If the commissioner, or commissioning hub, is mainly experienced as the part of the  

system that sits above others and should therefore be obeyed, it may secure compliance. 

But compliance is not the same as collaboration or improvement. It may produce better 

slides and tighter performance management, but not earlier truth, stronger  

cross-boundary problem-solving or a deeper shared commitment to change. 

 

In a complex system, commissioner credibility must be earned differently. A credible  

commissioner adds value when it helps the system do what individual organisations often 

struggle to do alone: define a clear shared purpose, translate that purpose into  

 

 

Continued... 

Commissioner credibility: influence, not control — 

what value do you add now? 
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delivery, make progress and variation visible, turn data into useful shared knowledge,  

reduce friction between organisations, and support honest conversations early enough for 

adaptation to happen. 

 

That is where credibility sits now. Not: how hard did you push? But: what changed  

because you were there? 

 

Did priorities become clearer? Did organisations align around a small number of  

meaningful shared outcomes? Did data and operational insight create a more honest 

shared picture of reality? Were dependencies surfaced earlier? Did review become more 

useful? 

 

Those are better questions. 

 

One of the most important contributions a commissioner can make is strategic clarity. In 

many systems, people are working hard inside a fog of competing priorities and loosely 

connected plans. A valuable commissioner helps reduce that noise by helping the system 

orient around a small number of shared outcomes that matter to patients, to staff and  

clinicians, and to long-term sustainability and wellbeing. When that collective purpose is 

clearer, people can better understand what they are doing, why it matters and how their 

work connects across organisational boundaries. In Meadows’ terms, goals shape  

behaviour. 

 

But clarity of purpose on its own is not enough. Strategy only becomes useful when it can 

be translated into delivery in a way that is visible, shared and reviewable. 

 

Used well, outcomes, key results and stages (OKRs) help partners define the few shared 

objectives that really matter and the key results that show whether meaningful progress is 

being made. Used alongside logic modelling, they help make the mechanics of change 

more explicit: what we are trying to change, how change is expected to happen, what 

steps sit underneath delivery, and where assumptions, risks and dependencies lie across 

organisations. 

 

Their value is not that they allow commissioners to communicate change at others. Their 

value is that they give partners a shared tool for understanding change together. They 

make interdependencies visible, prompt more open and objective review, and create a 

clearer basis for collective ownership of delivery. In that sense, OKRs and logic modelling 

are practical tools for shared clarity, engagement and coordinated action across a  

system. 

 

Another source of commissioner value is the stewardship of data, variation and  Continued... 



 

www.pcc-cic.org.uk © 2026 PCC                                                                                                                          5 

knowledge. In many systems, data is plentiful but shared understanding is weak. A  

valuable commissioner does more than ask for data. It adds value to it: creating a clearer 

shared picture across pathways, places and providers, highlighting meaningful variation, 

and combining quantitative data with operational and clinical insight to turn fragments into 

knowledge that can inform change. In Meadows’ terms, information flows are among the 

highest-leverage places to intervene in a system. 

 

The next contribution is reducing friction across  

organisational boundaries. Many barriers to delivery 

sit in the spaces between organisations: unclear 

responsibilities, delayed decisions, hidden  

dependencies, weak information flows and  

unresolved tensions that nobody quite owns. A 

credible commissioner adds value when it helps  

unblock those spaces: convening the right people, 

clarifying roles, making trade-offs explicit and 

strengthening review so issues surface early 

enough to matter. 

 

This is also why psychological safety matters so 

much. If the commissioner, or hub, is  

experienced primarily as the part of the system that 

judges, catches out or escalates, risk will surface 

late, challenge becomes personal, and information 

gets curated. If, however, the relationship is  

anchored in a shared and valued purpose, the  

conversation changes. Psychological safety does not remove challenge. It makes  

challenge more usable. It creates conditions in which people can raise issues, test  

assumptions and share uncertainty without unnecessary fear. In that environment,  

accountability is strengthened through transparency, earlier truth and better  

follow-through. 

 

That is the real test. The future value of commissioning is not in policing delivery from 

above. It is in enabling collaboration that would otherwise remain too fragile, too unclear 

or too difficult to sustain. 

 

So perhaps the most useful question for commissioners now is this: when performance 

slips, what do people experience when you arrive? 

 

More fear? More reporting? More defensiveness? 

 

 

Continued... 
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Or more clarity? More useful challenge? Better use of data and knowledge? More  

practical help to remove barriers? More confidence that difficult truths can be raised in 

service of something shared and worthwhile. 

 

In a complex healthcare system, that is where credibility sits. Not in being the part of the 

system that others must obey. But in being the part of the system that adds enough value 

to be wanted at the table. 

 

We would be delighted to work with commissioners and their systems please contact  

enquiries@pcc-cic.org.uk to discuss. 

Five questions every primary care leader should  

be asking about neighbourhood health  

 

In a joint discussion paper, GGi Principal Consultant Simon Hall and Helen Northall, Chief 

Executive, PCC, argue that before creating new organisations or governance structures, 

primary care leaders should first answer some fundamental questions about purpose, 

leadership and accountability. 

 

The NHS has a long history of believing that changing organisational structures will 

change the way people work. Every decade seems to produce another iteration of the 

health service: new organisations, new partnerships and new boundaries. Some have 

brought real improvements. Others have simply rearranged responsibilities without  

fundamentally changing how care is delivered. The move towards neighbourhood health 

creates a tremendous opportunity, but it risks falling into the same trap. 

 

The NHS 10 Year Health Plan places neighbourhoods at the heart of future service  

delivery. Care is expected to move closer to people's homes, organisations are expected 

to work more collaboratively, and primary care will increasingly be asked to play a leading 

role in improving outcomes for defined populations. 

 

The temptation is to begin by asking what organisations should look like. Should PCNs 

incorporate? Should new provider organisations be established? How should  

neighbourhood providers hold contracts? They are reasonable questions. They are just  

Continued... 
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not the first questions. 

 

Our experience, combining PCC's practical work with primary care organisations and 

GGi's experience of governance and organisational development across the NHS,  

suggests that the organisations most likely to succeed will not necessarily be those with 

the most sophisticated legal structures. They will be those that develop the capability to 

work together effectively. 

 

Put simply, function should determine form, not the other way round. 

 

Five questions every neighbourhood should answer 

 

1. Who can actually make decisions? 

 

Many collaborations fail for a simple reason: everyone agrees, but nobody has the  

authority to commit their organisation. 

 

Neighbourhoods need clarity about where decisions can be made, what authority  

representatives hold and how accountability operates across organisations. Without this, 

collaboration quickly becomes consultation. 

 

2. What belongs at practice, neighbourhood and multi-neighbourhood provider  

    level? 

 

Not everything should happen within individual practices and not everything should be 

organised across large provider organisations. 

 

General practice will continue to provide continuity of care and coordinate support for  

registered patients. Neighbourhoods create opportunities to organise community  

services, prevention and local partnerships differently. Some functions, such as urgent 

care, workforce development or business continuity, may be better organised across  

larger populations. 

 

The starting point should always be the same question: what arrangement will produce 

the best outcomes for patients? 

 

3. How do we lead when nobody is in charge? 

 

Neighbourhood leadership depends less on hierarchy and more on influence. 

 

It requires people who can build trust, work across organisational boundaries and balance 

the interests of individual organisations with those of the wider population. 

 
Continued... 
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Those skills do not just appear. They require deliberate investment in leadership  

development and organisational maturity. 

 

4. How will we know whether we are succeeding? 

 

As neighbourhoods mature, responsibility becomes shared. Outcomes, patient  

experience and operational performance increasingly depend upon organisations working 

together. 

 

Neighbourhoods therefore need shared approaches to assurance, agreed outcomes, 

meaningful data and a willingness to learn collectively rather than simply monitoring  

performance organisation by organisation. 

 

5. How will communities shape neighbourhoods? 

 

Neighbourhood health will only succeed if services are designed with communities rather 

than simply delivered to them. 

 

Primary care already has strong foundations to build upon through patient participation, 

social prescribing and local partnerships. The opportunity now is to combine those  

relationships with population health data, community organisations and local insight to 

ensure that neighbourhood priorities genuinely reflect the needs of local people  and build 

on the strengths of local communities. 

 

Building organisations, not simply structures 

 

Perhaps the biggest challenge facing primary care is not deciding which organisational 

model to adopt but developing organisations capable of leading neighbourhood services. 

 

Whether organisations eventually incorporate, utilise lead providers, become community 

interest companies or adopt other legal forms matters less than whether they have  

developed the leadership, governance and organisational capability to succeed. 

 

Winning contracts is only the beginning. Organisations increasingly need to demonstrate 

strong governance, effective partnerships, quality assurance, confident leadership and 

the ability to work alongside integrated care boards, NHS providers and local authorities. 

 

Strong organisations remain strong whatever structures emerge. 

 

A joint offer from PCC and GGi 

 

Neighbourhood health presents primary care with an opportunity not simply to respond to 

Continued... 
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NHS reform but to help shape it. 

 

PCC and GGi bring complementary expertise to support that journey. PCC contributes 

extensive practical experience of supporting practices, PCNs, federations and provider 

organisations to develop services, strengthen collaboration and navigate the realities of 

financial viability, as well as on leadership. GGi brings expertise in governance,  

organisational development, leadership, board effectiveness and neighbourhood health.  

 

Together we can support organisations from their earliest conversations about  

collaboration through to becoming confident provider organisations. Our joint offer  

includes leadership and board development, governance reviews, neighbourhood  

development, organisational design and development, business planning, procurement 

and bid support, CQC readiness, contract development, and quality governance. 

 

Neighbourhood health should not be viewed simply as another organisational reform. It is 

an opportunity for primary care to shape how care is delivered for the next generation.  

 

Those organisations that invest now in relationships, leadership, governance and  

organisational capability will not simply be ready for whatever structures emerge. They 

will help create them. 

 

 

Author 

Helen Northall 

Chief Executive, PCC 

Author 

Simon Hall  

Principal Consultant, GGi 
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The leadership and culture shift needed for true collaboration 

 

To build on a recent article featuring some of Mark Carneys ideas (on a global stage) and 

the idea of ‘doing with’ not ‘doing to’ requires a look at what needs to happen to realise 

effective collaboration across health and social care.  While structural changes and  

integrated systems are important, lasting collaboration ultimately depends on a series of 

fundamental cultural shifts. 

 

First, we need to establish what working together will 

look like – for instance who does what and how do 

we make decisions and then agree to collaborate to 

find the most effective ways of investing in health 

services for the population. Its probably worth a  

conversation about what we understand  

collaboration to look like. 

 

Then think about the ‘who’. It’s not just organisations 

that need to collaborate. Involve communities too, to 

co-produce and deliver their public services. Equal 

and reciprocal  

relationships between professionals, people using 

services, their families and neighbours need to be 

built and maintained. When co-producing in this way services and  

neighbourhoods can become agents for change, supporting people closer to home –  

getting real needs met in real terms, reducing the need for A&E attendances/unplanned 

admissions and supporting earlier hospital discharge. 

 

Perhaps the most significant cultural shift is moving towards a population health  

approach, where all stakeholders focus on the needs of the population rather than the  

priorities of individual organisations. 

 

This requires recognising that collaboration often involves compromise rather than  

negotiation. Partners may need to move beyond a traditional focus on organisational gain 

and adopt a broader perspective that considers the collective impact of decisions across 

the system. 

 

Such a shift requires a genuine commitment to understanding and mitigating the  

 
Continued... 

From ‘doing to’ to ‘doing with’ 
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unintended consequences of decisions for others. It also involves recognising and valuing 

initiatives that may not deliver immediate benefits to a particular organisation but  

contribute to wider system improvement. Over time, this approach strengthens trust,  

fosters reciprocity and creates the conditions for sustainable partnership working. 

 

Historically, commissioners have negotiated with providers, and providers have  

negotiated with other stakeholders. The emerging landscape requires something  

different: leadership that actively creates and sustains environments where collaboration 

can flourish. 

Shifting the culture of leadership is about looking at behaviours, engaging with people 

and moving towards a more relational style.  Leaders must be able to adapt their  

communication styles, create inclusive conversations and inspire collective action around 

shared goals. 

 

How to get started 

 

• Consider setting aside time to get to know people. Think creatively about how to 

reach out to other parts of the system and across the community, how to have 

meaningful meetings and how to build and maintain excellent working relationships. 

• Think about your workplace culture. Then consider the culture of other stakeholders 

and partners and how they can co-exist whilst also creating a new, collaborative 

way of working. Imagine if all concerned could articulate the purpose and aims of 

the collaboration. Think about how to agree and socialise this vision. 

• Look to your community to map community assets and try to find out who is doing 

what, what services are thriving and why and how can your services support further 

development.   

 

PCC leadership development support provides facilitation and training to help develop 

your collaborative working. How do we do that? 

Training – we run programmes and workshops providing ideas and theories to build 

knowledge and confidence to change cultures, work together, manage transition and lead 

with influence. 

 

PCC provides action learning sets to bring groups together to talk through both general 

and topic specific issues and reach agreed outcomes.  It’s a great way to learn  

collectively and we offer bespoke sessions to get collaboration working in your area.   

 

Our leadership development offer includes programmes that provide a safe space for  

Continued... 
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groups to share concerns and experience in a supportive environment. We run  

workshops looking at subjects like how to improve and influence workplace culture.  

 

These programmes create valuable opportunities for reflection, challenge and shared 

problem-solving, helping participants build the skills and confidence needed to lead  

effectively in collaborative settings. 

 

We also offer one to one coaching to look further into individual development and for  

instance areas such as culture, change and confidence. We can work with you to look at 

your role in realising the cultural shift. 

 

At PCC, we recognise that culture change does not happen by chance. It requires  

deliberate investment in leadership development, relationship building and shared  

learning.  We facilitate conversations that bring together stakeholders from across  

neighbourhoods, organisations and communities. By creating safe and productive spaces 

for dialogue, we help participants build relationships, develop shared priorities and learn 

from one another. 

 

Contact helen.ellis@pcc.nhs.uk to find out more or book on one of our workshops. 

 

Author 

Helen Ellis 

Head of development, PCC 

From uncertainty to impact: a neighbourhood  

health story 

 

The thing that gets people most excited when I talk about our work in South Sefton PCN 

is the Adverse Childhood Experiences (ACEs) Recovery Programme. It’s a 10-week, 

group-based programme using the Rockpool Toolkit to help people understand the  

impact of early-life experiences on their health, relationships and behaviours - particularly 

coping strategies, self-esteem, and resilience. For many participants, it’s life changing. 

 

We’ve seen people abstain from alcohol where previous rehabilitation hadn’t worked. 

Others have moved into employment or volunteering, returned to education, taken up 

physical activity, stopped smoking, and reduced their reliance on medication. Colleagues 

in NHS Talking Therapies say patients who complete ACEs engage better and  Continued... 

mailto:helen.ellis@pcc.nhs.uk
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achieve improved outcomes. 

 

It’s a brilliant programme. But it isn’t what I planned. 

 

Creating the Conditions for Something Different 

 

I originally applied to the Complete Care Communities Programme (CCCP), which was 

designed to tackle health inequalities; and for us the start of our neighbourhood health 

journey. It came with a relatively small amount of funding, but something much more  

valuable: freedom to innovate. 

 

There were no KPI frameworks, or rigid outcomes, just a commitment to try something, 

stay connected, and learn. There wasn’t a penalty for getting things wrong. That  

experience shaped my approach to innovation in primary care.  

 

Three things stand out: 

• It takes time 

• The freedom to fail enables innovation 

• Simplicity matters 

 

It takes time 

 

I started in my role in March 2021, while general practice was still focused on the  

Covid-19 vaccination programme. Our clinical director protected my time – although it felt 

uncomfortable then, as everyone was so busy but it proved invaluable. I had time to read, 

to think, and to reflect. 

 

When we started out with CCCP, I was reminded of that. We knew the scale of  

deprivation in some of our neighbourhoods and its impact, but not what more we could do 

upstream. 

 

Progress felt slow. I’d develop an idea, test it, refine it—then realise there was someone 

else we needed to involve. The cycle repeated, reflecting both the complexity of the  

challenge and the number of people committed to solving it. Coming from the private  

sector, this felt frustrating. 

 

In hindsight, it was exactly what was needed. We were building relationships, testing  

ideas, and reshaping our thinking. That’s how we found ACEs, through a local authority 

connection, which proved to be the right solution, and allowing us to adopt a whole  

neighbourhood approach. 

 

 

Continued... 
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Freedom to fail 

 

In primary care, we are used to being paid for success - QOF, local contracts, enhanced 

services. Either we succeed, or we don’t get paid. That creates a system where failure 

carries real financial risk - and that limits innovation. 

 

What was transformational about the CCCP was the freedom to fail. We monitored risk, 

captured learning, and reflected regularly, but there was no penalty for trying something 

that didn’t work. There was an understanding that learning from failure still leads to  

improvement. That created a sense of freedom that was liberating. 

 

It meant we could test ideas, adapt quickly, and improve as we went. Supportive  

challenge and critical friends helped refined our thinking and led to a much stronger  

service. 

 

It's an approach I’ve tried to hold on to.  We now use a “fail fast” mindset, loosely based 

on Plan–Do–Study–Act cycles. Rather than over-designing, we test small pilots. For  

example, starting with a single community health event rather than committing to a series, 

defining success in advance, gathering feedback, and deciding what to do next. It’s  

simple and pragmatic, allowing us to learn quickly without overcommitting resources. 

 

Keep It simple 

 

My first service idea was so complicated it was undeliverable, and impossible to explain 

clearly. I wasn’t alone in this.  At one of our CCCP action learning sets, it became  

obvious: if you can’t explain it in one or two sentences, it’s too complicated. 

 

We moved from a complex, hard-to-visualise idea to something much clearer: People 

with multiple adverse childhood experiences are more likely to experience poor health 

outcomes, including mental illness, addiction, and reduced life expectancy. The ACEs 

programme helps people understand these experiences, build resilience, develop  

healthier coping strategies, and strengthen relationships. 

 

Being able to say what we were doing in two sentences meant anyone could understand. 

It’s why the most common pathway for ACEs is now self-referral. 

 

Final thought 

 

Looking back, ACEs wasn’t the starting point—but it was the outcome. 

 

We got there because we had time to think, freedom to test and fail, and the discipline to 

simplify. The real lesson isn’t designing the perfect service—it’s creating the  

 

 

Continued... 
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conditions to develop something meaningful by listening, reflecting, adapting, and working 

with others. 

 

And that, ultimately, is what neighbourhood health is about: not delivering solutions in  

isolation, but building relationships, understanding communities, and working together to 

create something that genuinely meets local need. 

 

 Author 

Rachel Stead 

Managing director, South Sefton PCN  

Team away day tips and ideas 
 

A well-facilitated away day can yield incredibly positive outcomes from getting to know 

one another and improving relationships to making decisions. Time and energy is so  

precious – you want to be sure to get it right so its worth thinking things through early on.  

Here’s some ideas: 

 

• Its important to be clear why you want to have a team away day/get-together. Think 

about the purpose and consider the mood of the team. 

• When communicating with the team, think about the language you use. Perhaps 

avoid phrases like ‘role-play’ and ‘games’ which sometimes make people feel  

apprehensive. You can talk about group discussions, trying things out and activities. 

• Its also important to share news about an upcoming away day in a positive way – 

describe why you are planning it and what the desired outcomes are. 

• The most effective away days are a careful blend of a pleasant time (fun, even) and 

an outcomes focussed session. At the very least, even if the aim is purely to get to 

know each other and/or have fun, for the group to come away with a plan.   

• Think about the mix of people. Is it appropriate to have everyone, all senior  

leadership, present all the time?   

• An experienced facilitator can bring energy, help manage behaviours and create a 

safe space. They are likely to facilitate the group to agree what and how the  

 

Continued... 
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 day should be, including for instance, what we want to have achieved at close of  

 play. 

• Talk to the facilitator to co-design the session. They are likely to ask for some  

background and context but they will also be a valuable neutral support both at  

design stage and on the day. 

 

PCC facilitators have years of experience designing and delivering team away days. We 

facilitate carefully using the coaching approach to ensure maximum benefit and value.  

We are adept at guiding teams through times of change and restructure, building trust 

and looking at core values. 

 

“I found it interesting/thought provoking from a personal perspective and enlightening 

from both a team member and manager perspective! Lots to take away and reflect 

on” (PCN manager). 

 

We can discuss the use of psychometric tools to enhance the session. We have qualified 

and experienced Myers Briggs (MBTI) and Belbin Team Roles practitioners which can 

add the creative thinking and team planning opportunities. 

 

Get in touch to talk through possible options to see how we can support the further  

development of your team. Helen.ellis@pcc.nhs.uk. 

Getting ready for NHS capital funding: key  

considerations for GP premises improvements 

 

2025/26 saw a welcome boost to the capital funding available for GP premises with 

£102million for premises improvements through the Utilisation and Modernisation Fund. 

Reflecting on the process during 2025/26 we consider what have been the lessons learnt, 

so that we can take onboard for future years. 

 

One of the most common themes we heard while 2025/26 was delays in the process due 

to issues relating to ownership, lease arrangements and property rights. 

 

A clear and robust understanding of the legal status of the premises is essential before 

any NHS capital funding is approved. Issues relating to ownership, lease arrangements 

and property rights are among the most common causes of delay in GP capital  
Continued... 
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schemes. Both practices and integrated care boards (ICBs) need confidence that the  

organisation receiving funding has the legal authority to deliver the project and meet the 

ongoing obligations attached to it. 

 

Ownership structure 

 

The starting point is to establish who owns the  

property. GP premises can fall into several categories: 

• GP partner-owned (freehold or long leasehold) 

• Third-party landlord-owned (leased premises) 

• NHS-owned estate (e.g. NHS Property Services 

or Community Health Partnership buildings) 

 

For example, in leased premises, the GP practice may 

not have full control over the building, which can limit 

what works can be carried out. 

 

Lease arrangements and security of tenure 

 

Where a practice occupies a leasehold property, the 

length and terms of the lease are particularly important. 

ICBs will expect assurance that: 

• The lease is long enough to cover the required 

minimum use period of the grant 

• The practice has security of tenure - the legal right for a tenant to continue  

occupying a property for a specified period, with protection against eviction or  

non-renewal except under defined conditions. 

• The lease permits the proposed works for example structural alterations or  

extensions 

 

Short or restrictive leases can present a significant risk, as they may not provide sufficient 

certainty that the NHS will benefit from its investment over time. 

 

Landlord consent 

If the premises are leased, formal landlord consent is usually required before any capital 

works can proceed. This may include approval of the design and scope of works and 

agreement to structural changes. Without this consent, projects cannot move 

 Continued... 
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forward. It is therefore essential to engage landlords early and ensure their  

cooperation. 

 

Title checks and site constraints 

 

For both freehold and leasehold properties, appropriate title checks and due diligence 

must be undertaken. This helps identify: 

• Restrictive covenants, for example limitations on use or development 

• Rights of access 

• Boundary issues 

• Planning or zoning constraints 

 

Unresolved issues can impact the viability or cost of the project and may prevent funding 

approval if not addressed. 

 

Ability to grant a legal charge 

 

Any capital funding over £144,000 require a legal charge over the property to protect  

public investment. This means the funding body has a secured interest in the property 

and there is a mechanism to recover funds if conditions are breached (e.g. sale, change 

of use). 

 

To facilitate this, the practice must have sufficient legal interest in the property and obtain 

consent from any existing lenders or landlords. If a legal charge cannot be granted,  

funding may not proceed. 

 

Alignment between legal and operational responsibility 

 

It is important that the organisation responsible for delivering the project also has  

appropriate legal control of the premises. In general practice, this alignment can  

sometimes be complicated by historic arrangements, particularly where former GP  

partners remain named on leases or property titles. This misalignment, where individuals 

no longer involved in the practice still hold legal interests can create challenges around: 

• Decision-making (e.g. who has authority to approve works) 

• Accountability (e.g. who is responsible for obligations under the lease or funding 

agreement) 

• Compliance with grant conditions (e.g. entering into legal charges or meeting mini-

mum use requirements) 

 

 

Continued... 
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Before progressing a capital scheme, practices should ensure that legal documentation 

reflects the current partnership structure, and that all parties with a legal interest are  

identified and engaged. This may require: 

• Updating lease arrangements or partnership agreements 

• Securing consent from former partners or removing them from the title/lease where 

appropriate 

• Putting in place clear agreements between all relevant parties 

 

Addressing these issues early helps avoid delays during approval and ensures the NHS 

investment can be properly secured and managed. 

 

Find out more about how PCC can support with the development of capital bids, and  

other primary care estate matters enquiries@pcc-cic.org.uk  

 

Author 

Helen Simmonds 

Adviser, PCC 

Developing Neighbourhoods - Getting Started 

Paul Thomas, in collaboration with the Journal of Holistic Healthcare &  

Primary Care Commissioning 

This blog can be seen as a video podcast at  

https://youtu.be/QWZVszeRhcs 

 

As a leader of Neighbourhood development, you will know (or you soon will) that linear 

thinking and direct actions are inadequate on their own. They help to address specific 

problems, but processes that develop a positive sense of joy are also needed. As the  

Dalai Lama & Desmond Tutu said in The Book of Joy: “Joy is a by-product; the person 

who wakes up in the morning and grits their teeth saying ‘today I'm going to be happy’ is 

the person who misses the bus”. Joy, like trusted relationships, happiness, health, fun, 

love, are co-created, not given. They are good markers of progress – like the jumping 

salmon is a marker of the health of Canadian rivers - but policy must create the conditions 

that make that salmon want to jump. 

 

 

 

Continued... 

mailto:enquiries@pcc-cic.org.uk
https://youtu.be/QWZVszeRhcs
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Effective Neighbourhoods use cycles of collaborative learning and coordinated action to 

motivate participants to make positive changes about shared concerns. In these, people 

with different perspectives share experiences, contribute to shared projects, and witness 

the positive effects of their collaborations. Then, joy, trust, caring communities have a 

chance to develop…. as ‘by-products’. 

 

Neighbourhoods need a vision for Primary Health Care (PHC). Not primary medical care, 

but PHC as envisaged in the 1978 Alma Ata Declaration, approved by 134 countries. It 

says that Health is Everyone's Business. As John Ashton & Howard Seymour put it: “… 

the New Public Health is an approach which brings together environmental change and 

personal preventive measures” (p21)… “Health promotion depends particularly on public 

participation” (p25). Medical services are needed, but so too are environments where joy 

and trust have a chance to develop.  

 

Difficult situations can be good places to start, because people in them often want 

change, and are ready to contribute. But you must judge where it is best to start. Early 

wins help everyone to see that good things are happening, and be encouraged to do 

more. Having said that, rather than making a big splash in one place, it is often better to 

start a lot of small things in different places and encourage creative interaction between 

them - developing momentum for change throughout your Neighbourhood, and across 

boundaries. 

 

Many methods help people to believe that system-wide change is possible, engage in it, 

and reduce fear that they are being too adventurous. My two books give examples – 

whole system events, backwards mapping, complex power diagrams, rapid appraisals, 

local multidisciplinary facilitation teams…. But methods are of little use on their own. They 

need to be used to facilitate long-term conversations and interlinked improvements -  

helping participants to coalesce around issues they care about, learn to appreciate  

others, think deeply about the issues, and act in concert to improve things.  

 

This five-minute video of the Southall Initiative for Integrated Care – a 2009 initiative that 

developed an area of 80,000 – shows the powerful energy for change when this  

approach is used: www.youtube.com/watch?v=aM1nAAODa1E. 

 

To help you sleep at night, develop these multidisciplinary teams around you: 

• A planning and implementation team(s) 

• A team(s) for your personal support 

• A network of policy-makers to support you politically 

Continued... 

http://www.youtube.com/watch?v=aM1nAAODa1E
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• A database of people & projects that matter, and those you want to keep engaged. 

 

Like a gardener, you need to nurture new plants that may not flower for years, as well as 

those that are immediately beautiful for just one day. You may need to plant new trees - 

but more powerful is to position the trees so they cross-pollinate and develop themselves. 

And you need to fix broken things. You need to ensure that data appears at the right time 

to evidence success (or not), both to stimulate discussions about the future, and also to 

ensure that policy-makers, enthusiasts and various constituencies remain involved. 

 

You need to engage key people early in the process, so they can get used to the  

approach, take their parts in timely ways, and see the need to ‘make haste slowly’ - so 

people have time to internalise what is happening and think for themselves. People often 

don’t trust things outside of their immediate vision; they want to see change more quickly 

than is realistic; they imagine that things happen from direct force. You must find ways to 

keep them engaged in this persistent, strategic, learning-oriented approach that may not 

be what they (think they) want to see. 

 

So, when developing Neighbourhoods, routinely develop: 

 Multidisciplinary Teams in most things 

 Cycles of Collaborative Reflection & Coordinated Action in most things 

 Senior Level Support 

 Personal Support 

 Long-Term Vision AND Short-Term Wins 

 Principles of Action accepted by your key people 

 

Make the processes and vision clear to everyone you are working with. It takes time for 

people to understand the process; they often need to see it work again and again before 

they stop thinking of success as a fluke, or ‘caused’ by one person. 

 

Further Resources: 

Dalai Lama and Desmond Tutu. The Book of Joy 

John Ashton & Howard Seymour. The New Public Health 

Paul Thomas. Integrating Primary Health Care – leading, managing, facilitating 

Paul Thomas. Collaborating for Health 

Southall Initiative for Integrated Care – www.youtube.com/watch?v=aM1nAAODa1E 

http://www.youtube.com/watch?v=aM1nAAODa1E
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PCC is supporting neighbourhood development. We provide action learning sets for 

groups to work through challenges and learn with and from one another; facilitated  

sessions to help establish and develop collaborative working and leadership development 

training to increase confidence and competencies in the skills required to work together 

differently. Additionally, we’ve developed a new training programme for those working 

across neighbourhoods to focus on recognising the value and strength of collaboration 

and the behaviours required. Our coaches are also on hand to work with you – providing 

a space to explore new ways of working and your place in the changing environment.  

 

Message helen.ellis@pcc.nhs.uk today to find out more. 

Neighbourhood offer 
 

Questions from our primary care helpdesk  
 

- Do you know the answers? 

Premises 

Landlord disputing current market rent valuation   

Q: We have received correspondence from the landlord of one of our GP practices. He is 

unhappy with the current market rent valuation (CMR) and wishes to challenge this.  Do 

we take this through the dispute process?  

 

Dental 

 

Q: If a contractor has been suspended from the Care Quality Commission (CQC) register 

can they terminate the contract? 

Q: Can I disperse the activity on a dental contract where there has been a sudden closure 

of a GDS/PDS contract? 

 

For answers to these questions download the helpdesk FAQ here.  

Our contracting helpdesk is open to commissioners who are annual contract holders with helpdesk included 

in their contract. For details on annual contracts visit https://www.pcc-cic.org.uk/annual-contracts/. Our  

experts can work with ICBs to manage contracting issues. To discuss contact enquiries@pcc-cic.org.uk.   

 

 

mailto:helen.ellis@pcc.nhs.uk
https://pcc-cic.org.uk/download/helpdesk-faq-august-2026/
https://www.pcc-cic.org.uk/annual-contracts/
mailto:enquiries@pcc-cic.org.uk
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Author 

Helen Northall 

Chief Executive, PCC 

Upcoming PCC Events 
 

Action learning set for neighbourhoods  
 

Thursday 10 September 2026 to Tuesday 23 

February 2027  
 

Online training session 
 

https://www.pccevents.co.uk/3565 

Primary medical care contracts – contract 

variations  
 

Thursday 10 September 2026  
 

Online training session 
 

https://www.pccevents.co.uk/3577  

Understanding GP premises: a practical 

introduction  
 

Tuesday 15 September 2026  
 

Online training session  
 

https://www.pccevents.co.uk/3590  

Building the future: premises planning 

for neighbourhood health centres  
 

Thursday 17 September 2026 
 

Online training session  
 

https://www.pccevents.co.uk/3589  

Full events calendar https://www.pccevents.co.uk/calendar  

https://www.pccevents.co.uk/3565
https://www.pccevents.co.uk/3577
https://www.pccevents.co.uk/3590
https://www.pccevents.co.uk/3589
https://www.pccevents.co.uk/calendar
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PCC Insight is supported by 

PCC and NHS Networks  

www.pcc-cic.org.uk 

www.networks.nhs.uk 

Contact enquiries@pcc-cic.org.uk   

PCC welcomes your news for future editions of PCC Insight—if you have something to 

share or would like to contribute an article please let us know enquiries@pcc-cic.org.uk  

PCC case studies 
 

 

 
PCC has just published new case studies. These include: 

 

Business case development for GP surgery relocation 

 

https://pcc-cic.org.uk/business-case-development-for-gp-surgery-relocation/  

 

Support to an integrated care board primary care team 

 

https://pcc-cic.org.uk/support-to-an-integrated-care-board-primary-care-team/ 

 

Read more case studies on our case study page. Contact enquiries@pcc-cic.org.uk to 

talk about how we can help you. 

 

http://www.pcc-cic.org.uk
http://www.networks.nhs.uk
mailto:enquiries@pcc-cic.org.uk
https://x.com/pcc_nhs
http://www.linkedin.com/company/primary-care-commissioning
mailto:enquiries@pcc-cic.org.uk
https://pcc-cic.org.uk/business-case-development-for-gp-surgery-relocation/
https://pcc-cic.org.uk/support-to-an-integrated-care-board-primary-care-team/
https://pcc-cic.org.uk/case-studies/
mailto:enquiries@pcc-cic.org.uk

