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HUK Trustee Network Call Notes, 21/04/22:  
24/7 SPOC - Context and Questions Framing Delivery, Annette Alcock 
(Notes to be read in conjunction with Slides) 

 

PRESENTATION 
1. Annette has recently joined Hospice UK as Head of Health and Care Systems Relationships, following a 

career in the NHS. The slides used in the presentation are clear and explicit and these notes are intended 

to complement rather than replicate the slides and to include key points from discussion and questions and 

should be read in conjunction with the slides. Annette explained that the topics she would cover are what 

the concept of SPOC (Single Point of Contact) means, how it relates to grants/statutory income, how this 

sits in the context of the wider H&SC system restructure and the implications of all this for collaboration 

across the sector. 
 

2. Wider context - slide 2 sets out the intended/evolving Integrated Care System regional structure under the 

Health and Care Bill, with Integrated Care Boards (ICB) providing statutory NHS governance and 

Integrated Care Partnerships (ICP) bringing together all of the parties engaged in planning and delivering 

wider health and social care services. The intention is that these arrangements will be more about 

population health and less about ‘who provides and who pays’. The Place Based Partnerships (PBP) will 

to a great extent reflect and maintain current relationships between all these parties (Local Authority, GPs, 

NHS providers, voluntary sector including hospices) and the intention is ensuring that their contributions 

are (more) ‘joined up’. 
 

3. PEoLC context - slide 3 the three priorities for end of life care: improving access, improving quality and 

improving sustainability through a structure under a NHSE National Programme Board and 7 Regional 

Strategic Clinical Networks. Annette commented that the themes of the work streams under this structure 

- clinical excellence, data and intelligence, commissioning and contracting - overlap very much with our 

‘9 Principles’ of sustainability which is encouraging in indicating that we have the same/similar agenda. 
  

4. Commissioning and Grants - slide 4 references that PEoLC features in the H&SC Bill (for the first time) 

and will be reemphasised in the Long Term Plan and with the new ‘Commissioning and Investment 

Framework for Palliative and End of Life Care’. The concept of 24/7 specialists advice and care for those 

requiring PEoLC to improve ‘equality of access’ is being pump primed through the 24/7 SPOC grants to 

improve access to and coordination of 24/7 advice and services. 
 

5. 24/7 SPOC Grants - slide 5 summarises by region the themes from the initial grant applications where 

single point of contact/access and overnight workforce feature strongly. There is clear overlap and 

consistency with the ‘9 Principles, again encouraging from the perspective of integration with and hospice 

positioning in the evolving H&SC system. 
 

6. What do we mean by SPOC/SPA, what are we trying to achieve - slide 6 the importance of understanding 

what we are trying to achieve and the degrees of effort and impact: contact/access/coordination. This 

point was discussed by the group and in Zoom Chat following the presentation in the context of the 

appropriate role for hospices and whether we are participants/contributors, as currently, or take on the 

coordination role and whether this role aligns with our charitable purpose. 
 



  

7. Purpose of Collaboration  - slide 7 sets out the multiple levels of collaboration and parties in the 

collaboration process. Annette emphasised importance of being clear on what we are trying to achieve and 

on the appropriate parties to collaboration to achieve this. Are we working across hospices in a geography 

to improve delivery of care to our patients? Are we working across our PEoLC network to coordinate 

delivery of care, optimise our workforce? Are we coordinating our efforts across the VCSE/Voluntary 

community to achieve scale in our representation with the Health System/ICP in making the case for 

funding? If the objective is to integrate, who/what are we integrating with, who we are seeking to 

influence at which level - Primary Care/Place/ICS  
  

DISCUSSION/CHAT 

  

1. The thought process and structure which Annette set out enabled a good discussion with participants our 

position within the H&SC system, how this might change as the new arrangements unfold and what we 

are trying to achieve in terms of improving care, increasing access and our need for a more sustainable 

operating and financial model as partners/leaders in the PEoLC system. Key Points from this discussion 

are summarised in the following: 

 

2. NHS Contracts and Grants, the pros and cons of both models. Annette commented that the NHS does hold 

standard contracts with non-NHS organisations where they are for fully commissioned, discrete and 

reportable services while grants have to be used for any other type of funding arrangements. The 

likelihood is a move to larger scale and more formal commissioning arrangements, hence considerations 

of service value, provider partnerships, scale of delivery and the balance of NHS/charitable funding and 

responsibilities. 

 

3. Collaboration in Hillingdon (H4ALL) between local hospices, Age UK, Mind and other local 

VCSE/Voluntary organisations as an example of collaboration to ’influence’ where H4ALL are equal 

members of the Hillingdon Health and Care Partnership with the GP federation, acute and community 

services. They led the way for ‘Third Sector Together’ a wider voluntary sector partnership across NW 

London ICS with representation all the way up the governance structure including the ICB. (Future Case 

Study for the Trustee network?)  
 

4. How does new structure relate to sustainable funding? Both a threat and an opportunity. On the one hand 

the possible threat to local funding but on the other hand the opportunity for hospices/hospice 

collaborations to position ourselves within the PEoLC system as partners/leaders/coordinators enabling 

the fulfilment of what the system is designed to achieve and to obtaining the funding associated with this 

in the same way as other participants in the system are funded. 

 

5. Is taking the role of coordinating SPOC/SPA across the system consistent with our charitable purpose and 

appropriate use of our charitable funds? There are different views on this point, some participants seeing 

this role as a logical extension of what we already do and an opportunity to position ourselves 

appropriately within the PEoLC system provided associated with appropriate funding; others seeing this 

as a stretch to our charitable purpose adding reputational risk where things go wrong in parts of the 

system we coordinate but do not control and a risk to charitable funds if donors see this as deviating  from 

what they expect us to do with their donations. This came across as something to manage with care. 
 

6. The cost of coordination - in taking on the role, hospices would be taking on responsibility for governance 

and risk management across the parties which would increase our overheads and presumably need to be 

covered by  NHS/H&SC. 
 

7. Bureaucracy/Reporting- a number of comments and questions on closer engagement/ integration with 

NHS with add to reporting requirements, performance indicators associated with such arrangements and 

reference to delay and ‘buck-shifting’ where several parties are engaged in delivery. Again, a number of 



  

views on this including some who have successfully navigated this and have been supported well by their 

CCG others who have had a different experience.  
 

8. SPOC/SPA - optimum size and geography for such arrangements. Does it make sense for this to be place-

based with a population of 3-500,000? Topic to be discussed. 

 

9. The ‘GP Model’ - is the GP/NHS relationships model applicable to the Hospice/NHS relationships? On 

the one hand this retains ‘independence’ of GPs, on the other in the latest NHS restructure, GPs must still 

co-ordinate to have an equal voice to NHS Trusts in the overall governance of the system. Topic for 

further discussion. 
 

10. Finally, to close on the challenges of SPOC/SPA coordination - one participant reported personal 

experience of the challenges of coordinating across the different local services and even to know what all 

the services are - ’So just to say a single point of contact of access/coordination is much easier to say than 

do!’  
  
This session generated great interest and discussion and participants thanked Annette for her thought-provoking 

presentation. 

 


