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14 April 2022 
 
 
FAO: Leanne Palmer 
The Planning Inspectorate 
Room 3J Kite Wing 
Temple Quay House 
2 The Square 
Bristol 
BS1 6PN 
 
 
By email only:  leanne.palmer@planninginspectorate.gov.uk 
 
 
 
Dear Sirs 
 
PINS Ref:   APP/X2410/W/21/3287864 

Site Address:  Land East of Cossington Road, Sileby, Leicestershire 

Clinical Commissioning Group CIL 122 Justification  

 

The Development Plan for Charnwood currently consists of the Charnwood Local Plan Core Strategy 

2011-2028, Saved Policies of the Borough of Charnwood Local Plan (2004), The Sileby Neighbourhood 

Plan also forms part of the development Plan and is relevant to this application. 

 

Decision-making 

The starting point for the determination of planning applications is the development plan. Section 70(1) 

of the Town and Country Planning Act 1990 (“the 1990 Act”) provides that a local planning authority 

(LPA) may grant planning permission unconditionally or subject to such conditions as it thinks fit. Section 

70(2) of the TCPA 1990 provides that in determining an application for planning permission, the LPA; 
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“shall have regard to the provisions of the development plan, so far as material to the application, and 

to any other material consideration. Section 38(6) Planning Compulsory Purchase Act 2004 states that 

applications for planning permission should be determined in accordance with the Development Plan 

unless material considerations indicate otherwise.  

 

Whether or not a particular factor is capable of being a material consideration is a matter of law albeit 

that its factual context and weight are matters for the decision-maker. The health of communities has 

been a key element of Government policy for many years and is reflected in adopted development plan. 

 

Development plan policy  

Policy CS24 of the Charnwood Local Plan Core Strategy 2011-2028, requires support of infrastructure 

and services from development proposals and it expects all new development to provide for the 

necessary on-site and, where appropriate, off-site infrastructure requirements arising from the proposal 

 

NPPF  

Paragraph 2 of the NPPF states: 

The National Planning Policy Framework must be considered in preparing the development 

plan, and is a material consideration in planning decisions. Planning policies and decisions 

must also reflect relevant international obligations and statutory requirements. 

 

The CCG is delivering primary care services at the point of demand through General Practice, under 

the statutory requirement. Paragraph 2 of the NPPF contains an imperative upon the decision makers 

to reflect statutory obligations. 

 

In addition, the health of communities has been a key element of Government policy for many years and 

is as stated above reflected in adopted development plan. Please see NPPF Section 2 paragraph 8, 

Section 8 paragraphs 91 and 92. 

 



The developer contributions are only sought from new development applications proposals where the 

contribution requested complies with the Community Infrastructure Levy (CIL) Regulation 122 tests; 

(1) This regulation applies where a relevant determination is made which results in planning 

permission being granted for development. 

(2) A planning obligation may only constitute a reason for granting planning permission for 

the development if the obligation is— 

(a) necessary to make the development acceptable in planning terms; 

(b) directly related to the development; and 

(c) fairly and reasonably related in scale and kind to the development. 

(3) In this regulation— 

“planning obligation” means a planning obligation under section 106 of TCPA 1990 and 

includes a proposed planning obligation 

 

Health Wellbeing Board, CCG’s Role and Responsibility 

The Health and Wellbeing Boards, on behalf of CCGs and the Local Authority, have an obligation to 

prepare joint strategic needs assessments pursuant to the Local Government and Public Involvement 

of the Health Act 2007 (“2007 Act”). These strategies then inform joint health and wellbeing strategies 

to meet the assessed needs.1 Both the needs assessments and wellbeing strategies must then be taken 

into account when a CCG and the responsible Local Authority exercise their functions.  

 

The CCG plan and commission health care services from providers and has delegated responsibility for 

commissioning primary care services. CCGs exist to maintain and improve the health of their registered 

population and are, therefore, concerned with preventing as well as treating ill-health.  

 

This development will create impact on the accessibility to health services. 90% of all contacts with a 

health professional in the UK start and finish with General Practice. 

 

                                            
1 s. 116A of the 2007 Act and the Health and Social Care Act 2012  



Commissioning health care services/facilities through NHS funding 

In a given year, central government through the Comprehensive Spending Review process sets the 

level of NHS funding. The process estimates how much funding the NHS will receive from central 

sources. The NHS receives about 80% of the health budget, which is allocated in England to NHS 

England/Improvement (NHSE/I), the governing body of the NHS in England. In turn, NHSE/I allocates 

funds to Clinical Commissioning Groups (CCGs). CCGs are clinically-led, statutory NHS bodies.  

NHS-funded primary care services are delivered by independent contractors, usually GP partnerships, 

through GMS (General Medical Services), APMS (Alternative Provider of Medical Services) or PMS 

(Personal Medical Services) Contracts. GMS and PMS contracts are in perpetuity whereas APMS are 

a fixed term, generally 5-10 years. 

 

General Practice is funded using a weighted capitation formula based on existing registered patients. 

This is updated quarterly in arrears. In addition, practices get income from achieving quality indicators 

as part of the Quality Outcomes Framework (QOF) and participating in nationally commissioned 

Enhanced Services (DES) and CCG commissioned Locally Commissioned Services (LCS).  

 

The projected CCG allocations by NHS England makes an allowance for growth in number of people 

registered with GP practices. This population growth is based on midyear estimates from the ONS age-

sex specific population projections. Local housing projections, local housing land supply or existing 

planning permissions are not taken into consideration. The population projections only consider natural 

trends based upon births, deaths and natural migration and make a number of assumptions about future 

levels of fertility; mortality and migration based previously observed levels. The funding for CCG is 

reactive and the funding received from the Central Government is a limited. The NHS England does 

not routinely allocate any additional funding to the CCG in the form of capital or revenue towards 

infrastructure projects to cater for the impact from new residential developments. 

 

Within the GP contracts, practices are required to provide premises which are suitable for the delivery 

of primary care services and meet the reasonable needs of patients in their catchment area. 



 

The Regulations governing GP contracts require CCGs to reimburse the practices for their premises 

through rents payable for lease property or pay a “notional rent” (a market rent assessed by the District 

Valuer on the assumption of a “notional” 15 year lease) in respect of a GP-owned building.2 For new 

builds or extensions, the CCG needs to agree the additional rent from a limited revenue budget. If the 

CCG has no ability to reimburse then the project will be at risk. 

 

Premises development in primary care 

For any GP services to be delivered in a new location represents a challenge for the CCG in that no 

new GMS service contracts are now available and therefore for the a new location to operate, either: 

1.  the existing GMS service providers will have to relocate/expand or  

2. a new contract (APMS or PMS) contract created and procured for the new premises location.  

 

As the CCG does not hold capital and cannot own buildings, new premises procurement is either by: 

-  a 3rd Party development (where a 3rd party developer funds the capital to build a new building, 

owns it and charges a commercial rent via a normally 25-year lease that represents the 

developer’s return on capital, with the CCG reimbursing that rent) or  

- by a GP owner-occupied scheme (where the GPs own and develop but receive a notional rent, 

as described above, to fund the cost of the build.  

 

Either way, such developments are most likely to occur for occupiers who hold an existing GMS or PMS 

contract, as APMS contract holders will not have a sufficient contract term to either enter a 25- year 

lease or invest in a new GP premises development. 

 

Necessary to make the development acceptable in planning terms & direct Impact of new 

development on GP practices 

It is estimated that the final population within the development is 411.4 based on household size of 2.42.  

                                            
2 https://www.kingsfund.org.uk/publications/gp-funding-and-contracts-explained 



 

The High Gate Medical Centre and the Banks Surgery are the closest GP surgeries to the proposed 

development and it is envisaged that the vast majority of the residents of the proposed development will 

register as patients of these practices.  

 

The current medical centres providing primary care are up to their capacity contrary to the statements 

made and have no ability to absorb the level of population increase as a direct result of this development. 

This has been clearly demonstrated in the Consultation response. The only way to mitigate the impact 

is to increase the physical capacity of the surgeries as/per the consultation response. 

 

In response to Ben Hunter’s Education proof of evidence: 

 

Paragraph 12.2  

The CCG is responsible of commissioning primary care as explained above. 

 

Paragraph 12.3  

It is true that the patient has a choice to choose their own GP practice. However, most patients usually 

join the closest GP practice to their home as if attending a practice outside the catchment area, that 

particular practice does not need to provide all those services which would be available to the patient in 

their own catchment area due to the funding arrangement with the CCG. Registering with a practice 

further away from home can affect decisions about referrals for hospital tests and treatment, or access 

to community health services. 

 

  



Paragraph 12.4 

To operate effectively, the provision of primary health care with in the community is divided into 

catchment areas. It would be wholly ineffective way of providing care if all patients would be pepper 

potted around various practices without a catchment area. This development will have an adverse 

impact on the ability to provide primary care as both close practices are already at full capacity. It is 

wholly unfair approach to take that those people who are coming from this development would need to 

seek an alternative GP practice outside the designated catchment area. This would also make it 

impossible to plan an effective primary care within the CCG’s commission area. The purpose of Primary 

Care is that it is provided locally. It is therefore absolutely necessary that that the developer will mitigate 

the impact by creating patient space allowing more GPs operating within the catchment area. 

 

Paragraph 12.5  

It is already recognised by Mr Hunter in paragraph 5.6 of his report that the average house hold is 

currently 2.49 and only decreasing during the 25 year period to 2.37. It is likely that this development 

will be built faster rate than 25 year period. In those circumstances the 2.42 per household is a 

reasonable estimate. 

 

Paragraphs 12.5-12.13 

The advertisement referred to in these paragraphs are just standard NHS guidance as to how to register, 

not an indication as to available patient capacity in the stated surgeries. The proof of evidence merely 

makes a statement and is without actual evidence. The closing of practice list would only take place in 

extreme circumstances – this is to ensure that wherever possible patients have access to their practice 

of choice, which is normally their local practice. Where a development brings increased demand on a 

practice the CCG would apply, like in this case, for this to be mitigated by the developer. This is entirely 

in line with planning policy and should not result in a practice having to close its list and the patients of 

the new development not being able to register with a local practice. 

 

  



Paragraph 12.14 

The comparison with schools is misconceived. It is well known fact that pupils also have a choice of 

schools.  

 

Paragraphs 12.15-12.17 

It is not for the planning system to dictate the GP opening hours as suggested without having no actual 

understanding and/ or evidence the practicalities and management of a particular GP practice and the 

impact that any increase on workings hours would have on the primary care health providers.  

  

We can confirm the following. 

1) The surgery cannot accommodate new patients. 

2) New patients would mean that the waiting times accessing the GP would become unreasonably 

long. This in turn will create a further impact on the local acute hospital as the patients who are 

not able to attend their own GP usually seek help from the A &E of the local acute hospital. The 

impact that the new population will create on the provision of primary health care service is not 

only on the new population but it would affect the existing population. This is clearly against the 

Development Plan Policy and the NPPF. 

3) The capital funding from NHS does not follow each patient as explained above and therefore the 

increase in capacity for the new population from this proposed development is absolutely 

necessary in the amount requested to mitigate the impact of the new population affecting the 

delivery of primary care of the new population from this proposed development and the existing 

community. 

 

The appeal decision is case sensitive and therefore is not related to this particular appeal. 

 

  



Paragraph 12.18  

This statement has no substantial evidence. Statistically18–64-year-olds account for over half of clinical 

staff contacts3. The other half is taken by younger children, babies and elderly population. 

 

Paragraph 12.19 

This is incorrect, please see above explanation. There is no direct funding as suggested and therefore 

there is no double funding. In any event, the case of Tesco Stores Ltd and Secretary of State for 

Environment [1995] 2AER 636, the Court took the view that Government has accepted that the market 

forces are distorted if commercial developments are not required to bear their own costs and developer 

should contribute towards costs which normally be responsible of the public sector 

 

Paragraph 12.20 

The argument that that the NHS is funded from taxation is an argument that could be used against other 

contributions like, highways, education, monitoring s 106 officer, management of open space to name 

a few. Please also see the answer to paragraphs 12.15-12.17 above.  

 

The contribution is to be used either for reconfiguration and refurbishment and/or extension of the two 

said GP premises to create the additional space required as per the consultation response. 

 

Conclusion 

As explained, the contribution is absolutely necessary to mitigate the impact that this proposed 

development will create on primary care in the local community. It is clearly demonstrated that the 

contribution is directly linked to this development and that it is fairly and reasonably related in scale and 

kind to the proposed development. Without the requested contribution, the access to adequate health 

services is rendered more vulnerable thereby undermining the sustainability credentials of the proposed 

development due to conflict with NPPF and Local Development Plan.  

 
 

                                            
3 The Kings Fund, Understanding pressures in general practice May 2016 



 
Yours faithfully 
 
 

 
 
 
Sarah Prema 
Executive Director of Strategy & Planning 
 


