NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
PRIMARY CARE COMMISSIONING COMMITTEE
TUESDAY 16TH JUNE 2015 AT 10AM – 12PM
BOARDROOM – ARTHOUSE SQUARE
AGENDA
Part 1: Introductions and Apologies
1.1

Declarations of Interest

All

1.2

Minutes and actions from previous meeting on
19th May 2015

All

1.3

Matters Arising

Part 2: Transition Issues
2.1

Transition Working Group Feedback

PCCC 04-15
Cheryl Mould

Part 3: Strategy & Commissioning
3.1

Enhancing Access to Primary Care 2014/15

PCCC 05-15
Rosie Kaur

3.2

Review of Older People’s Framework
introduced in 2014-15 (£5 per head scheme)

PCCC 06-15
Nadim Fazlani

Part 4: Governance
4.1

Interim Provider Policy

PCCC 07-15
Rosie Kaur

4.2

Risk Register

PCCC 08-15
Dave Antrobus

5.

Any Other Business

ALL

6.

Date and time of next meeting:
Tuesday 21st July 2015 Boardroom, Arthouse Square
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Report no: PCCC 04-15
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
PRIMARY CARE COMMISSIONING COMMITTEE

Title of Report

TUESDAY 16TH JUNE 2015
Feedback from Transition Working Group

Lead Governor

Katherine Sheerin, Chief Officer

Senior Management
Team Lead

Cheryl Mould, Head of Primary Care Quality &
Improvement

Report Author(s)

Cheryl Mould, Head of Primary Care Quality &
Improvement

Summary

The purpose of this paper is to present the key issues
discussed, risks identified and mitigating actions agreed
at the Transition Working Group.

Recommendation

This will ensure that the Primary Care Commissioning
Committee is fully engaged with the work of
committees, and reflects sound governance and
decision making arrangements for the CCG.
That Liverpool CCG Primary Care Commissioning
Committee:
 Considers the report and recommendations from the
committees

Impact on improving As per each Committee’s Terms of Reference
health outcomes,
reducing inequalities
and promoting
financial
sustainability
Relevant Standards
or targets
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LIVERPOOL CCG

CORPORATE GOVERNANCE TEMPLATE – COMMITTEE MINUTES
Meeting Date: 3rd June

Committee: NHS / LCCG Transition
Working Group

Chair: Cheryl Mould

Key issues:

Risks Identified:

Mitigating Actions:

1. Transition Plan - Premises

•

•

.Review of the transition plan was
undertaken and remaining red area
relates to Premises

•

Invite NHS Lead to next transition
working group to understand
operational, financial and national
directive of transfer to CCG

Areas highlighted as “red” not
necessarily areas of concern

•

Confirmation of current contract status
of all practices including recent
variations had still not been received
from NHSE

•

Agreement that NHSE would provide
this within the next 2 weeks

3. Clinical Quality Reporting Service
(CQRS)

•
•

•

Requested NHSE to raise this at
national level
NHSE continue to approve payments
and requests for new users

4. Primary Care Performance Report

•
•
•

No access to system
Unable to produce reports on current
performance
Unable to create / amend system users
Unable to agree payments
Limited assurance to committee on
Primary Care performance / delivery
Current directorates not triangulating
information / issues inc NHSE medical

2.

Contract Management

•

•
•
•

Draw up a framework to set out
structure and reporting requirements to
be agreed at PCCC
Provide quarterly report to the
committee

Recommendations to NHS Liverpool CCG Primary Care Commissioning Committee:
1. To note the key issues and risks.
2. To note the group is now meeting monthly with agreed actions being monitored weekly
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Report no: PCCC 05-15
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
PRIMARY CARE COMMISSIONING COMMITTEE
TUESDAY 16TH JUNE 2015
Title of Report

Enhancing access to Primary Care 2014/15

Lead Governor

Dr Rosie Kaur
Clinical Lead for Primary Care

Senior Management
Team Lead

Cheryl Mould
Head of Primary Care Quality and Improvement

Report Author

Colette Morris
Locality Development Manager
The purpose of this paper is to update the Primary
Care Commissioning Committee on the Enhancing
Access to Primary Care scheme and its impact
during the winter period 2014/15 and to propose
recommendations for the continuation of the
scheme subject to the development and
implementation of the primary care model for 7 day
working in Liverpool.

Summary

Recommendation
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That Liverpool CCG Primary Care Commissioning
Committee:
 Notes the content of the report
 Notes the findings from the evaluation
 Supports the recommendation to continue
with the Enhancing access to primary care
scheme through to 31st March 2016 or until
the new model for 7 day working in primary
care is in place
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Impact on improving
health outcomes,
reducing inequalities
and promoting
financial
sustainability
Relevant Standards
or targets

To reduce the number of AED attendances
occurring for conditions that can be treated in
Primary Care and to improve the patient experience
of accessing out of hospital care

Delivery of gold standard primary care to support
the delivery of the vision for the Healthy Liverpool
Programme

ENHANCING ACCESS TO PRIMARY CARE 2014/5

1.

PURPOSE

The purpose of this paper is to update the Primary Care Commissioning
Committee on the Enhancing Access to Primary Care scheme and its impact
during the winter period 2014/15 and to propose recommendations for the
continuation of the scheme subject to the development and implementation of
the primary care model for 7 days working in Liverpool.

2.

RECOMMENDATIONS

That Liverpool CCG Primary Care Commissioning Committee:
 Notes the content of the report
 Notes the findings from the evaluation
 Supports the recommendation to continue with the Enhancing access to
primary care scheme through to 31st March 2016 or until the new model
for 7 day working in primary care is in place

3.

BACKGROUND

Each year, the Department of Health provides additional funding to help with
relieving the pressures of winter upon the health system. Traditionally, funding
has been directed to A&E Departments to address the 4 hour wait and to tackle
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waiting lists. Liverpool CCG recognises the vital role that Primary care has to
play in helping to manage increased demand for care over the winter period and
allocated £2.36 million to enhance access to primary care during this period
from a £9 million total budget for resilience costs.
According to NHS England’s “Improving General Practice – a call to action”
evidence pack published in 2013/14:
• Since 1995 consultation rates within general practice have grown steadily.
• Data was last collected in 2008, at that time the average number of
consultations per year was estimated to be 300 million.
• Simple straight line extrapolation suggests the number could now stand at
around 340 million. Based on the population in England of 53 million this
equates to 6.4 consultations per average patient per year.
• In addition, consultation rates at different age bands have also changed
over time, with significant increases in consultation rates for older people.
The Healthy Liverpool Prospectus for Change states “GPs in particular, are
often the gateway to health and social services and the main source of advice
for patients”. This significant investment to enhance access to primary care has
helped general practice to cope with the ever rising number of patients needing
care over the year. It has also contributed to the vision for Healthy Liverpool of a
healthcare system in Liverpool which is person centred, supports people to stay
well and provides the very best in care.
4.

ENHANCING ACCESS TO PRIMARY CARE SCHEME

During 2014/15 the Enhancing access to primary care scheme was introduced
and its aim was to maximise capacity of general practice over the winter period.
Taking into consideration the lessons learnt from the previous winter schemes, a
framework was developed as outlined below which ensured there was a
consistency in the offer for all practices and the level of investment was
reflective of the current practice population:
• Increase patient access to GP/Nurse Practitioner/Telephone consultations
from the current commissioned 70 appointments per 1000 weighted
population up to 80 appointments per 1000 weighted population, in units
of 5 i.e. practices could choose to increase to 75 or 80 appointments per
1000 weighted population.
• Standard rate for a session agreed of £300 which includes 2.5 hour
consulting time plus administration and home visits
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• The extra provision was to be provided “in-hours” i.e. Monday to Friday
8am – 6.30pm in line with current contractual arrangements.

Process for Sign up
Practices were invited to participate in the scheme through submission of a
proforma (Appendix 1) detailing the current number of GP/Nurse
Practitioner/telephone consultations per 1000 weighted population provided per
week (currently commissioned at 70) and to indicate the level of extra capacity
they wished to provide during the period 1st November to 31st March 2015 i.e.
increase to 75 or 80. Practices were also asked to confirm the cost for the extra
capacity (based on the agreed sessional rate) and the number of additional
sessions/appointments this would provide on a weekly basis. There was also
agreement from each practice to provide the additional capacity for the entire 21
week period.
Each practice application was reviewed and submitted for approval to the CCG
Approvals panel. Throughout the period of the scheme, practices were
requested to submit invoices based on the extra capacity actually delivered on a
monthly basis. Practices were also required to complete and submit monthly
monitoring and activity information to report utilisation of the extra capacity and
any impact on waiting times for an appointment. Templates were provided to
practices for each aspect of the monitoring and invoicing process.
Scheme summary
A total budget of £2.36 million was allocated for this scheme which would
provide a sufficient level of investment for all 93 practices to participate and
deliver the upper threshold of 80 appointments per 1000 weighted population.
A total of 80 (86%) practices signed up to the Enhancing access scheme – 75
(94%) to deliver 80 and 5 (6%) to deliver 75 appointments per 1000 weighted
population.
A total budget of £2.06m was approved through the CCG Approvals Panel for
this scheme, leaving £293,978 unallocated.
Evaluation
In view of the close relationship between the Enhancing access in primary care
scheme and the older people framework, a joint evaluation was developed and
presented to the Primary Care Committee in November 2014. The evaluation
will aim to examine the quantitative impact of the scheme on key areas - waiting
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times, activity measures and outcomes. In addition to this, qualitative feedback
will be collected from practices to provide a more holistic view of the combined
success or otherwise of the scheme.
A comprehensive evaluation was planned and the findings due to be presented
in July 2015. However in order for the Committee to make a decision regarding
the future funding of this scheme beyond September 2015 and ensure adequate
notice is provided to the practices, the deadline for the completion of the
evaluation has been brought forward. This means the scope of the review will be
limited to the availability of the information at the time of writing this report. For
clarity, the evaluation covers the period September 2014 – March 2015
therefore the data presented covers the same date range unless otherwise
stated

Extension to scheme into 2015/16
CCGs received a letter on 2nd March 2015 from NHS England, the NHS Trust
Development Authority, Monitor and the Association of Directors of Adult Social
Services directing that all resilience schemes for 2014/15 should continue for
April 2015 and the decision as to which schemes should continue would be
determined locally by the System Resilience Group.
This scheme forms part of the plans which were put in place in 2014/15 for the
patients of Liverpool to support the health economy, maintain satisfaction and
delivery of services during a particularly busy period. Given the notification to
CCGs on 2nd March 2015, a pragmatic approach was taken to approve the
extension to this scheme for a further 6 months and financial approval was
received from the CCG Approvals Panel in April 2015.
This was based on a review of the activity undertaken which reported
• total number of appointments offered equated to 95% of the total expected
when the scheme was established
• 88.4% of all appointments offered were being taken up
• 4.5% DNA rate reported
All 80 practices involved in the scheme were invited to participate in the
extension and accepted therefore would continue to deliver the same level of
Enhancing access through to 30th September 2015. The budget to extend this
scheme for 26 weeks based on current costs was £2,522,832.
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5.

RELEVANT STANDARDS/TARGETS

Access to primary care continues to be widely debated across the health
economy and in the recent Queen’s speech there was a reference made to GP
access “Measures will be introduced to improve access to general practitioners”
which echoes the Conservative election manifesto pledge of providing access to
a GP from 8am to 8pm, 7 days a week by 2020.
Everyone Counts: Planning for patients 2013/14 committed the NHS to move
towards routine services being available seven days a week. This work focused
initially on urgent and emergency care services and supporting diagnostic
services (Keogh report) and more recently turned to access in primary care.
In October 2013, the Prime Ministers Challenge Fund was launched to help
improve access to general practice and encourage new ways of providing
primary care services to be considered. Across the country there are 57 pilot
sites testing out new ways of working. Liverpool CCG has recently started a
dialogue with its 93 member practices as to how seven day working could be
achieved in a sensible way whilst ensuring patient care is not compromised.
These discussions are at early stage and a city wide meeting is being planned
for 24th September to develop these plans further.
It is fully acknowledged that Liverpool needs a general practice service which is
fit for the future and overall improves the experience for the people of Liverpool.
General practice has an important role to play in supporting the ambition of the
Healthy Liverpool Programme. The case for change in relation to poor health
outcomes and population change clearly sets out the expected increased
demands on the health system, both in community and in hospital care.
One of the key programmes within the Healthy Liverpool Programme is the
Community Model of Care and it is recognised that having strong primary care is
the cornerstone of a changed health and social care system. Neighbourhood
teams are working together to design integrated ways of working in particular to
reduce emergency admissions but also to reduce variation, embed proactive
care and ensure timely access to services. Improved access to general practice
will support a more proactive approach to patient care and provide resources to
target patients to keep them well and out of hospital.
The Keogh phase 1 report “Transforming urgent and emergency care services
in England” published in November 2013 sets out five key elements which will
support the reform of the future urgent and emergency care services in England.
Three of the five elements are noted below and have a direct link to primary
care services:-
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• We must provide better support for people to self-care
• We must help people with urgent care needs to get the right advice in the
right place, first time
• We must provide highly responsive urgent care services outside of
hospital so people no longer choose to queue in A&E
Ultimately this will mean providing faster and consistent same-day, every day
access to general practitioners, primary care and community services whilst
ensuring navigation and access through the services outside of hospital is as
easy as it can be.
In 2014, Healthwatch published their report into patient’s experiences of access
to General Practice in Liverpool which highlighted difficulties in gaining timely
access to appointments.
The Enhancing access to primary care scheme in place since November 2014
has ensured extra capacity has been made available across the city to support
general practice to meet the increasing demand for routine care.
The outcome measures most likely to be influenced by this scheme are:
• Reported reductions in A&E attendance rates (in-hours) for practices
taking part in Enhancing service scheme compared to overall A&E
attendance rates
• Reported reduction in GP Spec A&E attendance rates for practices
taking part in Enhancing service scheme compared to overall A&E
attendance rates
• Reported reduction in Ambulatory Care Sensitive (ACS) Admission
rates for practices taking part in the scheme compared to overall ACS
admission rates
• Improved patient care and experience
6.

ENHANCING ACCESS TO PRIMARY CARE – REVIEW OF FINDINGS

The enhancing access to primary care scheme enabled extra capacity in the
form of face to face or telephone appointments to be provided in general
practice during routine opening hours i.e. Monday to Friday 8am – 6.30pm. It
should be noted that there are a number of difficulties in assessing the impact of
a particular scheme, namely:
• A range of resilience schemes were introduced across the health economy
at the same time including older people framework, unplanned
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admissions DES along with a number of initiatives to support emergency
departments i.e. GP in A&E and ambulance call outs, therefore it is
difficult to determine the impact of any one scheme in isolation
• The weather is a key factor in influencing seasonal demand. This winter,
the UK mean temperature was near average i.e. 3.9oC. The mean
temperature was slightly above average for December, but about the
same for January and February. The mean UK temperature was 0.20C
higher than the average over the last 29 years 1 . Given the known effects
of the cold on morbidity, these weather conditions must be given careful
consideration when analysing the success or otherwise of schemes
aimed at reducing Winter Pressures.
• Implementation dates and variation in extra capacity provided – the
majority of practices offered extra capacity for the entire 21 week period
however practices were free to deliver extra sessions up to a maximum
approved through the application process which resulted in a variation in
the level of extra capacity delivered
• Due to the different nature of the activity and coding systems between
primary and secondary care, it is much easier to quantify impacts in the
secondary care sector.
Activity and Financial Monitoring
During November 2014 – March 2015 there were over 90,000 extra
appointments offered with a take up of 89% of the appointments booked and 5%
of patients did not attend their appointment. Table 1 shows the breakdown of
this activity by appointment type. Matchworks locality reported the highest take
up of extra appointments, 90.6% and North Liverpool reported the lowest take
up rate of 83.3%.
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Table 1: Enhancing access to primary care appointment type, 2014/15

Table 2 provides a breakdown of the funding available and spend as at 31st
March 2015. Invoices submitted and approved after 1st April 2015 will be subject
to a reconciliation process to align to the appropriate financial year. This will not
be completed until the end of July 2015 therefore the final spend against this
scheme will be available after this date.
Table 2: Funding claimed to date up to 31st March 2015
Budget allocated 14/15
Invoices paid to date
Difference
£2,066,022
£1,185,864
£880,158
Practices were required to submit snapshot waiting times each week for the
different appointment types being offered. Table 3 below shows the average
waiting times reported across the 21 week period. The overall impact of this
extra capacity is noted below:
• Urgent GP face to face appointment waiting time decreased from 0.2 to
0.05 days
• Routine GP face to face appointment waiting time increased from 0.69 to
0.95 days
• GP telephone appointment waiting time remained the same at 0.45 days
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• Nurse practitioner appointment waiting time decreased from 1.33 to 0.92
days
Some individual practices reported significant improvements in waiting times as
follows:
• Routine GP face to face appointment reduced from 10 days in November
2014 to 2 days by the end of January 2015
• Same day GP appointments available for the majority of December to
March – previously 1 day wait
• Routine GP appointment reduced from 5 days to 1-2 days from January
2015
• Routine GP appointment reduced from 5 days to same day for December January 2015
• Routine GP and Nurse Practitioner appointment reduced from over 5 days
to 1 day from December 2015
Table 3: Enhancing access to primary care waiting times, 2014/15

The following activity measures were examined as part of the evaluation:
• A&E Attendance Rates All hours and In Hours
• GP Specification defined A&E attendance rates
• Ambulatory Care Sensitive Admissions by age group, <75 and 75+ years
(Rates will be calculated for all above measures using Hospital Community
Health Service (HCHS) population data, which has been adjusted by age, sex
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and need variables. The data is modelled to include things such as disability
living allowance, income deprivation, and distance to services amongst others).

Below is a summarised list of the measures where a statistically significant
reduction was reported in rates for practices who took part in 2014/15
Enhancing access scheme compared to general 2014/15 admission/attendance
rates.
Activity Type Analysed
A&E attendances - All hours
A&E attendances - IN hours
GP-Spec A&E attendances <75s
GP-Spec A&E attendances >75s
GP-Spec A&E attendances - all ages
ACS admissions <75s
ACS admissions >75s
*significance is compared to 14/15 activity

Results for practices with
enhanced scheme*
Yes
Yes
Yes
no
Yes
Yes
no

A&E Attendances for ‘conditions’
All hours Activity
During 2014/15 (September-March) there was approximately 30,000 A&E
attendances with a rate of 53 per 1,000 population. This is a third (33%) more
when compared to the same period in the previous year, with 22,435
attendances (2013/14) (Figure 1). A list of conditions diagnoses included in
A&E analysis is included in Appendix 2.
Figure 1: Number of A&E attendances,2012/13 -2014/15

Number of A&E attendances for 'conditions' at
local providers, 2012/13-2014/15

35000

Number
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Number of attendances

25000
20000
15000
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0
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Although overall an increase in A&E attendances was reported during 2014/15,
practices taking part in the Enhancing access scheme reported a 13% reduction
in rates, 46.1 per 1,000 population compared to the A&E attendance rate in
2014/15 of 53.0 per 1,000 population. (Figure 2)
Figure 2: A&E attendances – all hours, 2014/15
A&E Attendance Rate for 'Conditions' at local provider:
practices taking part in enhanced access scheme compared to all activity, 2014/15
60

14/15 Rate

2013/14 baseline

Rate per 1000 HCHS Population

50

40

30

20

10

0
14/15 Rate
2013/14 baseline

14/15 All Activity
53.0
39.6

14/15 enhanced access scheme
46.1
39.6

In-hours activity
As the 2014/15 scheme only took place during ‘in-hours’ i.e. 8am -6:30pm it was
necessary to explore whether the Enhancing access scheme had an impact on
A&E attendance activity during this time.
• Between September to March 2014/15 Accident and Emergency
attendances during in-hours increased by a third (33%) with 12,247 (21.6
per 1,000) attendances compared with 9,254 (16.3 per 1,000) the previous
year (2013/14)
• Monthly data shows variation in activity through the winter period with the
highest activity observed during March 2014/15 with a rate of 348.8 per
100,000 population* (Figure 3).
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Rate per 100,000 HCHS population

Figure 3: A&E attendances by month, in hours 2013/15 & 2014/15 activity
Rate of A&E attendances 'conditions' at local provider: (in hours) by month,
Sep-Mar 13/14 & Sep-Mar14/15
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*rates have been expressed as per 100,000 due to the small number in the monthly breakdowns

• Although overall an increase in activity was reported during the winter
months in 2014/15 compared to 2013/14, practices taking part in the
Enhancing access scheme observed a 21% reduction in attendance rates
• Practices taking part in 2014/15 Enhancing access scheme observed
rates of 18.8 compared to general attendance rates of 21.6 per 1,000
population (Figure 4)
Figure 4: A&E attendances – in hours, 2014/15 compared to scheme rates

GP-Specification Defined A&E Attendances (Split by age)
GP-specification A&E attendances are those which occur in-hours, are selfreferred, have no procedures and either no treatment or a prescription only and
are classed as ‘minor’ HRGs. It is recognised this target group could initially
have been assessed in primary care.
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Under 75 Years
• Between September to March 2014/15 GP Spec type activity for people
aged <75 years showed an increase of 28% with a rate of 278.3 per
100,000 population* compared to the same period for 2013/14.
• The highest A&E attendance rate by month was observed in March 14/15
with a rate of 55.5 per 100,000 population. This was 20% more
attendances compared with the same period in 2013/14 (Figure 5).
Figure 5: GP-Spec A&E attendances: by month, under 75s, 2013/14 & 2014/15

Rate per 100,000 HCHS Population
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*rates have been expressed as per 100,000 due to the small number in the monthly breakdowns

Over 75 Years
• Between September to March 2014/15 GP Spec type activity for people
aged >75 years showed an increase of 29% with a rate of 138 per
100,000 population compared to 107 per 100,000 reported in 2013/14
• Due to the small numbers of this cohort seen in A&E each month rates
should be interpreted with caution hence wide confidence intervals (Figure
6)
Figure 6: GP-Spec A&E attendances: by month, over 75s, 2013/14 & 2014/15

Rate per 100,000 HCHS Population
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Figure 7 below illustrates GP Spec A&E attendance activity for the winter period,
September to March 2014/15. Practices who took part in 2014/15 Enhancing
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Access Scheme observed a reduction (approx. 20%) in attendance rates for all
three age cohorts (under 75 years, over 75 years and all ages) compared to
general GP specification attendance rates. However for patients aged over 75
years, the reduction was not statistically significant with a rate of 1.2 per 1,000
for practices taking part in any scheme compared to the baseline average of 1.4
per 1,000 population.
Figure 7: GP-Spec A&E attendance rates in 2013/14 and 2014/15 compared to rates for
practices taking part in Enhancing access scheme during 2014/15
Rate of GP-Spec A&E Attendances for practices taking part in enhanced access scheme , 2014/15
3.5

Rate per 1000 HCHS Population

3.0
2.5
2.0
1.5
1.0
0.5
0.0
13/14 activity
14/15 activity
Enhanced access scheme

<75
2.2
2.8
2.3

>75
1.1
1.4
1.2

All ages
1.7
2.2
1.9

Ambulatory Care Sensitive Admissions
Most practices involved in the scheme believed they would demonstrate a
reduction in emergency admissions - in particular Ambulatory Care Sensitive
(ACS) admissions. These are admissions for conditions which are regarded as
amenable to treatment in the primary care setting. There are two definitions in
use for identifying these admissions, one locally agreed for the purposes of GPSpec and another national definition used in the NHS Outcomes Framework.
The locally agreed definition is narrower and felt to be more representative of
activity that is most susceptible to GP interventions therefore this analysis has
been carried out using the locally agreed definition. In addition, for the purposes
of this report, children and adults have been combined and analysed together
due to the numbers of admissions in children being so small.
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Activity for Under 75’s
• Between September 2014 – March 2015, ACS admissions in under 75s
increased by 11% with a rate of 1,440 per 100,000 population compared
to 1,301 per 100,000 for the same period in 2013/14
• In 2014/15 December observed the highest rate of admissions when
compared to the previous year (242.4 per 100,000 population) and is the
highest rate when compared with all winter months (Figure 8)

Figure 8: Rate of ACS admissions, by month under 75s 2013/14 & 2014/15

•

Although overall an increase in activity was reported in 2014/15 compared
to 2013/14, those practices who took part in the Enhancing access
scheme during 2014/15 reported a statistically significant reduction
(10.7%) in admission rates with a rate of 1,286 admissions per 100,000
population compared to the overall rate of ACS admissions (<75 years) of
1,440 (Figure 9).
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Figure 9: Rate of ACS admissions, under 75s 2013/14 and 2014/15 compared to Enhancing
access scheme rates

Activity for Over 75’s
• Between September 2014 – March 2015, ACS admissions overall in over
75s increased by 17% with a rate of 8,154 per 100,000 population
compared to 6,975 per 100,000 for the same period in 2013/14
• Monthly activity broken down below shows both December and January
observed significantly higher ACS admission rates and March observed
lower rates in 2014/15 compared to 2013/14 (Figure 10)
Figure 10: Rate of ACS admissions, by month over 75s 2013/14 & 2014/15

•

Although overall an increase in activity was reported in 2014/15 compared
to 2013/14, those practices who took part in the Enhancing access
scheme during 2014/15 reported a statistically significant reduction (12%)
in admission rates with a rate of 7,185 admissions per 100,000 population
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compared to the overall rate of ACS admissions (<75 years) of 8,154
(Figure 11).
Figure 11: Rate of ACS admissions, over 75s 2014/15 compared to Enhancing service scheme
rates

Patient Experience
As detailed within the original evaluation framework, General Practice patient
experience for this period would be measured through the 2014/15 GP Survey
results detailing performance against the following metrics compared to previous
years;
• Experience of making an appointments (Access)
• Experience of waiting times
The 2014/15 GP Survey results are due to be published in July 2015. As the
deadline for the Enhancing Access to Primary Care Scheme evaluation has
been brought forward it has not been possible to provide analysis of patient
experience during the winter period.
Qualitative Feedback
Practices were invited to feedback about the process, implementation, delivery
of the scheme and the impacts felt in practice by both staff and patients. Full
details are included in Appendix 2 and the key points of note are:
• Less than 50% practices utilised their own staff to deliver the extra
capacity with the remainder relying on locums or a combination of the two
• Practices were able to meet demand for appointments on the same day
• Fewer complaints to practice staff (clinical/non-clinical) regarding
appointments
• Increased use of telephone triage which offered more face to face
appointments for those whom it was considered clinically appropriate
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Summary of Findings
The evaluation of the Enhancing access to primary care scheme in isolation and
demonstrating its impact on the wider healthy economy is a difficult task and
further compounded by the issues outlined earlier in this report.
Despite more than 4000 extra appointments per week being made available in
primary care, the data suggests that there was an increase overall in demand
for A&E attendances which were in hours, self-referred minors where there was
no treatment and where the reason for attendance was not an injury. The data
does however suggest that for those practices who took part in the Enhancing
access scheme a reduction in A&E attendance rates was reported.
The wait for an urgent face to face appointment with a GP has reduced to no
more than 2 hours, routine nurse practitioner or GP appointment available in
less than 1 day and GP telephone appointment available in less than half a day.
The qualitative feedback indicates that the extra capacity has provided
significant support for general practice to enable them to meet the demand for
appointments from their registered population and has contributed to improved
levels of satisfaction for patients and staff alike.
As stated earlier, the rate of consultations in primary care is on the increase
therefore in order to meet this increasing demand, new ways of working must be
explored and the answer may not solely be to provide more and more
appointments. Through the Liverpool Quality Improvement Scheme, practices
are encouraged to improve the overall access to General Practice by:
• Understanding their demand for appointments and undertake routine
capacity and demand studies to monitor the provision of appointments
against the patient demand
• Have a flexible approach to meeting that demand through the use of
telephone triage, availability of same day appointments/assessment
especially for Children and facility to book an appointment up to a
minimum of 2 weeks in advance
• Practice telephone system which facilitates patient access to an
appropriate member of staff
• Providing up to date and relevant information relating to the practice in and
out of hours via the internet
The model for delivery of seven day working is in the early stages of
development and any change to the system working is not anticipated to be in

31

Page 19 of 23

place any earlier than April 2016. As there is no control group of patients for this
analysis, it will not be possible to categorically state that changes in any of the
measures (A&E attendances/ACS) are directly attributable to the scheme in
place, however the practices who took part in the Enhancing scheme reported
lower rates of admissions/A&E attendances compared to general A&E
attendance/admission activity rates.
In light of this and the continuing pressures on the health care system it is
recommended that the Enhancing access to primary care scheme continues for
a further 6 months (until 31st March 2016) until such time as the new model for 7
day working in primary care is in place.
Colette Morris
Locality Development Manager
16th June 2015
ENDS
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Appendix 1
Enhancing Access to Primary Care Application
Winter Pressures 2014/15
Please complete this proforma and return
to your Locality Development Manager
Practice Name

Lead Clinician
Date of submission
Practice weighted population
(latest data available on LCIP)
Current number of GP/Nurse
Practitioner/Telephone consultations
per 1000 weighted population
provided per week (minimum 70 in
line with commissioned Liverpool
Quality Improvement Scheme)
Additional capacity to be provided
per week i.e. 75 or 80 (Monday to
Friday 8am – 6.30pm 1st November
2014 to 31st March 2015 inclusive)
Cost for additional capacity per week
Please specify number of additional
sessions to be provided per week
Please confirm your agreement to
provide additional capacity for entire
winter period 1st November 2014 to
31st March 2015

33

Page 21 of 23

Appendix 2: List of ‘Conditions’ Diagnoses Included in A&E Analysis and Population data
Code
03
17
18
20
22
23
24
25
26
27
28
29
30
31
32
33
34
35
37
38
39

34

Diagnosis
Soft Tissue Inflammation
Infectious Disease
Local Infection
Cardiac Conditions
Other Vascular Conditions
Haematological Conditions
Central Nervous System Conditions (Exc
Strokes)
Respiratory Conditions
Gastrointestinal Conditions
Urological Conditions
Obstetric Conditions
Gynaecological Conditions
Diabetes
and
other
Endocrinological
Conditions
Dermatological Conditions
Allergy
Facio-maxillary Conditions
ENT Conditions
Psychiatric Conditions
Social Problem
Diagnosis Not Classifiable
Nothing Abnormal Detected
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Appendix 3 Qualitative Summary – Enhancing Access Scheme
•
•

80 practices took part in the Winter Pressure scheme
49 practices provided feedback (61%)

1. How did you deliver the extra capacity for the Enhancing access scheme?
• 45% (22) Own staff
• 35% (17) Own staff/locum staff
• 20% (10) Locum staff

2. Overall has scheme benefited patients
96% (47) of practices felt the schemes had benefited their patients for the following
reasons;
• Able to meet demand and not turn patients away
• Shorter waiting times for on the day and drop in appointments
• Noticed a drop in A&E attendances
• Increased access has meant patients have attended that they don’t see very often
• Increased capacity on Mondays felt to be helpful to cope with demand after the
weekend
4% (2) felt the scheme hadn’t benefited their patients for the following reasons;
• The practice were already delivering the increased capacity so patients would have
got the care anyway
3. Should the scheme continue?
• 100% of practices feel the scheme should continue
4. Overall has scheme benefited the practice staff?
80% (39) of practices felt the schemes had benefited their staff for the following reasons
• Fewer complaints from patients as they had appointments available
• Capacity for telephone triage allowed doctors to better decide which patients
needed to be seen
• Less pressure/ stress for doctors and reception staff

35

Page 23 of 23

36

Report no: PCCC 06-15
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
PRIMARY CARE COMMISSIONING COMMITTEE
TUESDAY 16th JUNE 2015
Title of Report

Review of Older Peoples Framework introduced in
2014-15 (£5 per head scheme)

Lead Governor

Dr Fiona Ogden-Forde
Clinical leads Matchworks: Dr Lucy Joyes, Dr
Rachel Disley, Dr Andrea Watt, Tracey Carver
(LCH), Dave Jones (LCH), Libby Horridge(LCH)

Senior Management
Team Lead

Tony Woods, Head of Strategy & Outcomes

Report Author

Michelle Urwin, Transformational Change Manager
Jacqui Campbell, Intermediate Care Lead

Summary

The purpose of this paper is to brief the Governing
Body on the delivery and impact of the introduction
of the Older Peoples Framework scheme during
2014-15 across general practice and to provide
recommendations for consideration for how future
funding should be invested.
That Liverpool CCG Primary Care Commissioning
Committee
consider
the
following
recommendations:

Recommendations

 Note the contents of the report
 To end the current Older Peoples Framework
scheme at 31st July 2015
 That instead the national funding
recommendation of £5 per head population to
support older people, be allocated in principle
to support delivery of the older people
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component of the Community Model of Care.
Impact on improving The report provides a review of the scheme on
health outcomes,
specific measures.
reducing inequalities
and promoting
financial
sustainability
Relevant Standards
or targets
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Review of the Older Peoples Framework introduced in 23014-15 (£5 per
head scheme)
1.

PURPOSE OF THE REPORT

To provide a review of the £1.76m investment within general practice as part of
the Older Peoples Framework introduced in September 2014-15.
2.

RECOMMENDATIONS

That Liverpool CCG Primary Care Commissioning Committee consider the
following recommendations
 Note the contents of the report
 To end the current Older Peoples Framework scheme at 31st July 2015
 That instead the national funding recommendation of £5 per head
population to support older people, be allocated in principle to support
delivery of the older people component of the Community Model of Care.

3.

INTRODUCTION/CONTEXT

The national planning guidance ‘Everyone Counts’ 2014/15 set out the national
commitment and asked CCGs to identify up to a maximum of £5 per patient
from their budgets for 2014/15 to transform the care of patients aged 75 plus.
For Liverpool this equated to approximately £2.5m city wide.
Subsequent guidance (Proactive Care Programme: CCG support for
Implementation) suggested ‘that CCGs should use this funding to pay for new
primary care or community health services. Where the resource is used for
services in general practice, CCGs should ensure these services are clearly
over and above those which should be delivered through the basic GMS or PMS
contract or within the enhanced service’.
To prevent potential duplication with core contract and the newly introduced
Unplanned Admissions Directly Enhanced Service (UADES) the CCG
established a framework against which general practice could select from four
options to attract up to a maximum of £5 per head of their practice list. The four
areas within the Older Peoples Framework were;
1) Extended Health Checks for vulnerable patient groups aged 75+

39

Page 3 of 22

2) Anticipatory Care Plans for appropriate patients aged 75+ with a
particular focus on patients in nursing care beds
3) Comprehensive Medication Review for vulnerable patient groups
aged 75+
4) Proposals around addressing social isolation and supporting
vulnerable older people in the community
2.1 Aim of the Scheme
To incentivise general practice to proactively review patients aged 75+ utilising
either an agreed comprehensive geriatric assessment or a comprehensive
medication review.
In addition patients considered at high risk, being either in a nursing care homes
or housebound, were to be targeted for consideration (where appropriate) of
establishing an anticipatory care plan by the patients GP.
2.2 Process
Practices were required to submit a spreadsheet containing their planned
expected activity to be undertaken against the Older peoples Framework
(Appendix 2). This established an expected budget line which was then
reviewed and approval sought via the CCG Approval Panel.
Once approved practices were required to submit monthly claim forms for the
activity undertaken similar to existing DES schemes.
Templates were established on the practice system for recording and collecting
information. Monthly monitoring was established by the CCG of the claims.
2.3 Scheme Summary
• A total of 80 practices (86%) across the city signed up to the Older
People’s framework scheme.
• These practices covered approximately 29.5K patients aged 75+ years
accounting for 88% of the overall 75+ Liverpool population. However
not all patients were necessarily included in the planned activity as this
was dependant on the practices capacity/resources.
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• In addition, three neighbourhoods (Anfield, Gateacre/Woolton and
Everton) were approved to undertake schemes to tackle social isolation.
The implementation of these 3 schemes was delayed whilst governance
and assurance arrangements were established. As a result these
schemes were implemented in Feb/March 2015 for a 12 month period and
are NOT included in this review.
• In total £1.76m budget was approved via the CCG Approvals Panel for
the project.
Table 1: Budget Allocation

Approval Status
Unallocated
Approved
Social isolation Approved
Grand Total

Budget
Notional Budget
allocated
based on £5 per
based on
List Size
submission
Difference
£277,985
£277,985
£2,216,820
£1,659,510
£557,310
£97,404
£2,494,805
£1,756,914
£835,295

2.4 Evaluation
An evaluation framework for the Older Peoples Scheme and the Winter
Resilience - Primary Care Access Scheme was established and presented to
the Primary Care Committee in November 2014. The full evaluation of these
schemes was planned to be completed by July 2015. However this date has
since been brought forward which has meant that not all data is available as per
the initial plan and consequently the review considers a limited range of data
than originally planned.
2.5 Scheme Extension in 2015-16
Approval to extend funding for the scheme for a further 6 month period into
2015-16 was agreed at the March Governing Body.
A decision was taken to extend the timeframe for delivery to 31st July 2015, for
practices to complete their agreed plans. This followed a review of the funding
claims, which showed the majority of practices had only claimed for up to half of
the activity they planned to undertake at February 2015.

4.

RELEVANT STANDARDS/TARGETS
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The framework of options available to general practice to access this funding
have been established to fit firmly in with the planned programme of work
underway as part of the Healthy Ageing Programme. The key national outcome
measures that this funding was expected to contribute are:
• A reduction in emergency admissions to hospital for people from care
homes by 40% (985 admissions) by 18/19
• A reduction in emergency admissions for people at the end of life of 29.3%
(738) by 18/19
• Reduction in people dying in hospital from 56.5% to 40% by 18/19 &
increase in those dying at home from 22.9%
• An increase in the estimated diagnosis rate for people with dementia from
58% to 64% by March 2015 and 70% by March 2016
• Improvements in patients experience of primary care
4.

REVIEW FINDINGS

The review has focussed on the key standards and targets that the scheme was
expected to deliver as set out in section 3 above. Although data on deaths in
hospital data was not available for the time period reviewed so this Is excluded.
A number of caveats should be noted:
A) Cause & effect – a number of different schemes were introduced over
winter 2014-15, including the Winter resilience primary care access
scheme, the older peoples framework, the unplanned admissions DES
and a variety of winter resilience schemes across the wider health
economy. The analysis does not attempt to show cause and effect but
merely shows of picture of what happened to the indicators considered
during the period observed.
B) Weather - the weather is a key factor in influencing seasonal demand.
This winter, the UK mean temperature was near average i.e. 3.9oC. The
mean temperature was slightly above average for December, but about
the same for January and February. The mean UK temperature was 0.20C
higher than the average over the last 29 years 1 . Given the known effects
of the cold on morbidity, these weather conditions must be given careful
consideration when analysing the success or otherwise of schemes aimed
at reducing Winter Pressures.
C) Implementation dates and delivery variation - Not all practice schemes
commenced or ended at the same time, practices had a choice of three
schemes to opt in and practices could determine how they would deliver
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the schemes making possible change in demand due to the Winter
Pressures harder to assess.
4.1 Activity Undertaken and Financial Claims
Activity and claims are shown below for the period September 2014 through to
end of March 2015. This shows that activity was well below plan at the end of
March. This is likely a result of practices putting in the maximum expected plan
for the scheme with a view that they would then be paid for the activity actually
undertaken.
At March 2015, 42% (14,142) of the population aged 75+ had received either a
Comprehensive Geriatric Assessment or a comprehensive medicine review.
Table 2: Summary of Activity planned and Delivered by March 2015
Planned

Actual

Difference %
-3237
66%
-6286
26%
-£442,980
56%
-864
41%
-1068
19%
-£122,540
39%

1st CGA
Follow Up
£ - Budget / Claims
Anticipatory Care Plan
Follow Up
£ - Budget / Claims
Comprehensive Medicine
Reviews
£ - Budget / Claims

9495
8526
£1,005,690
1467
1322
£199,980

6258
2240
£562,710
603
254
£77,440

15128
£453,840

7884
£259,530

-7244
-£194,310

52%
57%

Total £ - Budget / Claims

£1,659,510

£899,680

-£759,830

54%

4.2 Emergency Admissions
•

Emergency
admissions to patients
aged 75+ rose by 15%
in 2014/15 compared
to 2013/14, with an
additional
1285
emergency admissions
(Liverpool
CCG
registered
patients,
period September –
March)
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•

The emergency admission rate for people aged 75+ increased significantly
between 2013/14 and 2014/15 rising from 212.8 to 245.6 per 1000
population aged 75+

•

Practices which took part in the 2014/15 Older Peoples scheme (14/15
Rates represented as a dotted line) showed no growth in the rate of
emergency admissions in 2014/15 compared to the 2013/14 total
emergency admission rates.

4.3 Emergency Admissions from Care Homes
• Emergency
admissions from care
homes for patients
aged 75+ rose in
2014/15 compared to
2013/14 by 9.8%
(+156). During
2014/15 there were
1,753 emergency
admissions from care
homes.
• The highest number of
emergency admissions from care homes were reported between December
2014 and March 2015
4.4 Hospital Admissions due to Injuries due to Falls Aged 80+ Years
• Emergency
admissions for injuries
due to falls for patients
aged 80+ rose by
37% in 2014/15
compared to
2013/14, with an
additional 254
emergency
admissions (Liverpool
CCG registered

44

Page 8 of 22

patients, period September – March)
• The rate per 100,000 population for the mentioned cohort increased
significantly in 2014/15 compared to 2013/14, rising from 3111.4 to 4260.1
• For practices taking part in any of the 2014/15 winter pressure schemes the
rise in admissions for this cohort was less pronounced at 3468.7 compared to
4260.1 per 100,000.
4.5 Dementia Diagnosis
• The diagnosis rate for
dementia has shown
continual improvement,
rising from 50.9% in April
2013 to 64.95 in March
2015.
• Liverpool successfully
met the agreed dementia
diagnosis rate of 64% at
the end of March 2015.
4.6 Qualitative Review of Older Peoples Scheme
A qualitative review was undertaken of the ‘Primary Care Access Winter
Resilience scheme’ and the ‘Older Peoples Framework’. To do this, practices
were asked a series of questions over the telephone and the response collated.
The qualitative review aimed to understand how practices had delivered the
scheme, what they thought of the scheme and how it was managed. The full
report is available in Appendix 1.
In total 45 (56%) practices completed a telephone review for the older
peoples framework.
The key findings were:
• The extra capacity for the scheme was delivered predominantly by
the practices own staff 82% (37) and by GPs, with 87% of CGAs and
82% of medication review being conducted by GPs
• Predominantly the extra capacity for the scheme was delivered in
hours - 88% (40) In hours
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• 91% (41) of practices felt the schemes HAD benefited their patients
for the following reasons;
o Able to have contact with vulnerable patients who might not
otherwise been in touch with practice
o More contact with care home patients and housebound patients
o Works hand in hand with gold standards
o Patients had more 1-2-1 time with GP/Nurse, Improved patient care
o Prevents hospital admissions
• 9% felt the scheme HADN’T benefited their patients for the following
reasons;
o Patients would have got the care anyway
o Unrealistic timescales to set up
o Coding issues in practice
• When asked if the scheme should continue 93% of practices were positive
whilst just 7% felt funding could be better used
4.7 Summary Review of Older Peoples Scheme
During the winter period emergency admissions and those from care homes for
people aged 75+ and admissions due to injuries/falls increased on the previous
year. From the data reviewed some difference was observed for the practices
involved in the Older Peoples scheme with predominantly less growth in
emergency activity observed than for all practices. This shows some potential
positive impact although as noted previously this cannot be attributed solely to
the introduction of the scheme. The diagnosis of dementia rate improved over
the period however again it should be noted that the diagnosis rate was already
on an upward trajectory and so is likely the result of a number of factors and not
simply as a consequence of the Older Peoples scheme implementation.
It should be recognised that the introduction of the Older People’s framework
was in response to the national requirement set out in ‘Everyone Counts’. The
introduction of the scheme enabled the CCG to fulfil the national requirement in
a timely manner and to put funding to the front line to deliver change. It was
introduced at a time when the Healthy Ageing programme of work was in its
infancy and had not determined the community model of care for older people.
Since this time there has been significant development both in terms of thinking
and planning on the future redesign of the health system in Liverpool with the
launch of the Healthy Liverpool transformation Programme and in particular the
development of a proposed future model of care within the community.
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Progress has also been made in developing a model of care to meet the needs
of frail older people.
A short SWOT analysis has been completed for the Older Peoples scheme to
support decision making.
Table 3: SWOT Review of Older Peoples Framework

 Strengths
•
•
•
•

Quick to implement
Funding direct to the front line
Some limited change in activity
has been observed but this cannot
be attributed directly to the scheme
Provided a framework to deliver
against so offered some
standardisation in respect of
templates

X Weaknesses
•

•
•
•
•

•

 Opportunities
•

The scheme allowed practice
innovation as to how they would
deliver the scheme
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Variation in delivery and coverage
e.g. Not all practices were involved in
the scheme and for those involved
some practices covered all their 75+
population and some didn’t
Potential to increase health
inequalities
No standardisation with different
methods of delivery - no clear
standards of operation
Funding to individual practices
Did not encourage integrated /
joined up working – funding was for
the practice and not how they might
work with the wider community
resources e.g. from LCH or Mersey
Care
The resources required to
implement the scheme were
significant both from the practices in
terms of organisation, set up,
management, review, claims and
also from the CCG to set up and
monitor

X Threats
•

The scheme does not fit with the
long term planned model of care
being developed for delivery of the
Health Liverpool Programme
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4.8

Recommendation from the Review

In light of the lack of clear evidence of impact of the Older Peoples
scheme and the development of the CCGs strategic plans under the
Healthy Liverpool programme it is recommended that the current scheme
ends at 31st July and is not continued.
It is proposed that instead the funding be utilised to deliver a city wide
new model of community care for older people, as part of the Healthy
Liverpool transformation programme.

5. PROPOSED COMMUNITY MODEL TO SUPPORT FRAIL OLDER
PEOPLE
Over the last 12 months Liverpool CCG has set out the long term vision and
strategic plan for the health care system in the city – the Healthy Liverpool
Programme. This has involved scoping out and developing a future model of
care to transform services within the community. Alongside this, the Healthy
Ageing team has been working with clinical leads from Matchwork Locality in
developing a proposed future community model of care to meet the needs of
frail older people.
The PCCC is asked to consider the model of care presented below and
approval is sought for the team to continue to develop this model of care
with a view that the national funding recommendation of £5 per head of
population to support older people, be allocated in principle to deliver a
city wide model of care within the community.
5.1 Proposed Frailly Model developed with Matchworks Locality Leads
The following sets out the current thinking for a community service to meet the
needs of frail older people.
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5.2 Community Model Features
The diagram below sets out the key principles on which the model is to be
delivered and the high level features of the proposed model with narrative
below.
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o Urgent/Rapid response for patients identified by GP / community health
care professional – Emergency Response Team. This service available
as is - via UCD. However this service needs review of capacity, expected
response requirements, feedback to GP, handover and how the service
interacts with wider teams – step up requirements. Expected response
time for assessment < 2 hours/same day.
o Reactive Response – referral from GP/community health care
professional – clinical decision. Referral via agreed point of access
(details to be agreed in line with development of community model).
Response for patient to be assessed < 48 hours.
o Proactive Response - Introduction of simple screening tools within the
community to identify people at risk of frailty. Evidence based tools
agreed – 4 metre Gait speed and PRISMA 7.
Still to determine where the proactive identification should focus as this
could focus initially on where patients are already seeing health/care
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professionals e.g. annual health checks, practice nurse, district nurse or
perhaps targeting key outpatient clinics such as gerontology/orthopaedics
(‘every contact counts’) or it could be a dedicated service working on GP
practice lists to identify those at risk. This initial screening could be
undertaken by non clinicians as the tools are simple, non clinical and easy
to administer. These tools are the initial screen and would then need to be
considered by MDT, the format of which to be agreed. If there are 2 frailty
conditions present then these cases would be referred for Comprehensive
Geriatric Assessment.
o Assessment - The Comprehensive Geriatric Assessment (CGA) is the
agreed standard assessment recommended for older people by the British
Geriatric Society. A local version of the CGA is to be the cornerstone of
the frailty model providing a standard assessment across care settings for
older people – community, intermediate care, care homes, acute care.
The CGA is used in the frailty unit at RLBUHT and work is underway to
create one document which can be used across all identified care settings,
with some core pages and perhaps colour coded pages dependant on the
setting of care. Training and education programme would be required for
all staff groups involved e.g. Community Matrons.
o Consideration to be given for how the CGA could be integrated in the
statutory assessment process for CHC/FNC eligibility.
o The CGA will incorporate Anticipatory care Plans for all people in care
home settings and will incorporate a strong focus on palliative
care/management and Urgent Care. Plans for crisis management to avoid
unnecessary admission to hospital at end of life.
o Governance and MDT – Governance infrastructure and Multidisciplinary
Team working to be established which will adhere to a common framework
of quality standards to drive up quality patient care, provide assurance of
timely response and enable escalation of non-compliance and risk within
the system.
5.3 Community Beds: Intermediate Care Beds and the care of People in
Care Homes
To deliver Comprehensive Geriatric Assessment (CGA) to all people in
community care homes and Intermediate Care beds on a locality footprint and
within their own homes on a neighbourhood footprint.
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Intermediate (bed based) Care will be provided in community residential care
hubs within localities and the clinical needs of the patients following CGA will be
met by a MDT.
CCG to commission high quality integrated/collaborative clinical service that
specifies;
• General Practitioner as responsible clinician for
o Patients/care home residents
o Multidisciplinary Team clinical leadership
o Clinical Governance Framework assurance
o And will ensure the MDT uses clinical judgment and personalized
goals in applying disease based clinical guidance
• Medicines Management - Skilled Pharmacist and/or GP will work together
to deliver personalised medication reviews using evidence based criteria
• Advanced Nurse Practitioner responsible for
o CGA/case management/care co-ordination
o development of a personalised shared care and support plan that is
regularly reviewed and documents treatment goals, management
plans, urgent care plans and End of Life plans where appropriate
• Consultant Geriatricians/Psychogeriatricians to provide
o Clinical Expertise
o Education & Training
o Clinical Governance framework Leadership
To provide robust risk assurance, deliver outcomes and value for money and
provide care closer to home it is proposed that the number of commissioned
intermediate care beds is reduced. To do this, it is proposed that the CCG looks
to decommission the sub acute care beds provided on hospital sites, this is
expected to release some funding which could be better utilised to support a
new community model of care. The need for sub acute care will be required for
some patients however this significantly complex care requires a robust model
of consultant led care and should therefore be provided through the clinically
safe infrastructure of an Acute Care Trust.
5.3 Post Acute Care / Acute Care:
The community integrated frailty service e.g. Nursing/AHPs/ Social
Workers/Mental Health and Care staff would be required, to respond to meet
identified medical, functional, psychological and social needs for people to step
down from post acute care and across intermediate care and care homes.
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CGA is the assessment used within the acute frailty unit and provides the care
plan to enable safe transfer of care across care settings. The planned
development of ‘discharge to assess’ processes from acute care is reliant on the
use of the CGA to provide the robust governance framework which will enable
older people to leave hospital safely.
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5.4 Commissioning & Delivery
The integration of health and care services across organisational boundaries is
essential for the model to be delivered successfully. This can only be achieved
through provider collaboration to wrap care around the person bringing together
the GP, Liverpool Community Health, the local authority, Mersey Care and the
third sector.
To generate collaboration across providers it is essential that these services are
jointly commissioned across health and social care, ideally with one
commissioner. This will engender an integrated provision, more efficient use of
public funding and resources to achieve joint agreed patient outcomes.
To do this a Provider Collaborative group will need to be convened with joint
dedicated project management support to speed implementation towards
delivery of the Frailty model of care and a Frailty Steering Group with Clinical
leadership and oversight of implementation will ensure robust System
Governance and Performance.

Michelle Urwin / Jacqui Campbell
Healthy Ageing
9th June 2015
ENDS
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APPENDIX 1
Qualitative Summary of Schemes
Older Peoples Scheme
•
•

79 practices took part in the older peoples scheme
45 practices provided feedback (57%)

1. How did you deliver the extra capacity for the older peoples work?
• 73% (33) Own staff
• 16% (7) through agency staff
• 9% (4) Own staff/locum staff
• 2% (1) Locum staff

2. Overall has scheme benefited patients
91% (41) of practices felt the schemes had benefited their patients for the following reasons;
• Able to have contact with vulnerable patients who might not otherwise been in touch with practice
• More contact with care home patients and housebound patients
• Works hand in hand with gold standards
• Patients had more 1-2-1 time with GP/Nurse, Improved patient care
• Prevents hospital admissions
9% felt the scheme hadn’t benefited their patients for the following reasons;
• Patients would have got the care anyway
• Unrealistic timescales to set up
• Coding issues in practice
3. Should the scheme continue?
• 93% of practices feel the scheme should continue
• 7% feel it shouldn’t continue and funding could be better used
4. How did practices select patients for review for CGAs/ACP?
From the qualitative data provided the main themes are as follows;
• All eligible patients >75 Years
• 2% register
• Practices running searches to review patients who are in a care home/housebound
• Opportunistically when patients visited practice

57

Page 21 of 22

5. Who undertook CGAs?
• 87% of practices stated their GP undertook reviews
• 7% of practices stated the practice nurse undertook reviews
• 3 practices didn’t provide an answer
6.

Meds reviews - If a practice undertook meds reviews were these done by?
44 practices undertook the meds reviews;
• 82% (36) were undertook by GP
• 7% (3) by Independent Pharmacy agency
• 9% (4) Meds management pharmacist
• 2% (1) Practice Nurse

7. How were they done?
• 61% (27) of practices done a mixture of reviews over the phone and face to face
• 39% (17) practices just done face to face reviews
8. How did your practice deliver extra capacity?
• 88% (40) In hours
• 12% (5) In hours with some out of hours
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1.

PURPOSE

The purpose of this paper is to present to the Primary Care Commissioning
Committee an interim provider policy for consideration and approval
2.

RECOMMENDATIONS

That Liverpool CCG Primary Care Committee:• Adopts the policy that has been developed
• Approves option four for service provision
• Approves the process and exclusions listed that would exclude a
provider to apply
3.

BACKGROUND

Within Liverpool there have been number of issues when a single handed
practice has had to close and emergency cover is required. Historically for
example two single handed GPs died whilst still in service.
Liverpool PCT at the time was able to use the services of its community
service provider to caretake these practices using PCTMS GPs. However, the
separation of provider and commissioning functions as well as legal
requirements from EU Procurement exercises meant that these contracts had
to be issued as APMS . As such the ability to call up existing providers
permanently has been lost.

Delegated Commissioning requirements have meant that NHS Liverpool
Clinical Commissioning Group is responsible for the commissioning of
Primary Care Medical Services. However, NHS England remains legally
responsible for GMS/PMS and APMS core contract requirements. NHS
Liverpool Clinical Commissioning Group is still required to work within NHS
England policies and procedures for managing core contract requirements.

For GMS practices it is a legal requirement that at least one GP is attached to
each contract. GPs can hold more than one core contract and they can also
have non-clinical partners or healthcare professionals who are not GPs listed
into the contract.
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4.

REQUIREMENTS FOR AN INTERIM PROVIDER

This paper looks at the options available for NHS Liverpool Clinical
Commissioning Group should a situation arise that requires an interim
provider to ensure service delivery is maintained.
Situations that may occur include the following:• Single handed GPs die whilst still being the named core contract holder
The contract should be terminated within 7 days of notification of the
contractor’s death or 28 days after the end of the seven-day period if
agreed. NHS Liverpool Clinical Commissioning Group has to provide
GP services until a decision is reached to either disperse the list or
procurement can be completed.
• Single Handed Practice inform the CCG they wish to terminate their
contract,
• Commissioners terminations can occur because:
o Breach of core conditions
o Where there is a serious risk to the safety of the contractor’s patients
or risk of material financial loss to NHS England
o For the provision of untrue information
o On fitness grounds
o For unlawful sub-contracting
o Failure to comply with a Remedial Notice or repetition of a breach
that has already been the subject of a Remedial Notice or Breach
Notice
o Upon agreement of NHS England and the Contractor in writing
o On notice from the contractor
o If in its reasonable opinion, NHS England considers that a change in
membership of the partnership is likely to have a serious adverse
impact on the ability of the contractor or NHS England to perform its
obligations under the contract
o The end of time limited contract periods
o Failure of practices to comply with CQC requirements if they have
been placed into special measures
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Service Provision
It is essential that we have high quality, consistent General Practice Services
in the city therefore we will need to decide how best to serve the population of
the practice during the interim period.
There are four options listed below:
1. Provision of core contract
2. Provision of core contract plus public health initiatives e.g. vaccinations
and immunisations
3. Provision of core contract, GP specification and public health initiatives
4. Provision of core contract, GP specification, public health initiatives and
enhanced services
Option 4 is the preferred option as this will ensure that patients are not
disadvantaged to patients registered with another practice.
5.

PROCESS

When a situation arises where an interim provider is required and the period
of service provision will not exceed 18 months the CCG will need to write to
all NHS Liverpool CCG member practices ONLY inviting expressions of
interest, using the attached form. Please see Appendix 1.
Submissions can be received from either an individual practice or a group of
practices working collaboratively and who currently hold a GMS/PMS or
APMS contract except in the following circumstances:• Contract holders most recent CQC report do not have an overall rating
of “outstanding” or “good”
• Contract holders who have a contract breech or remedial notice in the
last 12 months
• Contract holders who have had GP Specification funding reclaimed in
the last 12 months

Scoring principles and appropriate weightings will be applied to each of the
criteria identified in appendix 1. These have yet to be determined but will be
notified to practices when they are invited to bid.
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An evaluation panel of suitably qualified CCG staff will independently score
each bid submission following which a moderation meeting will be held to
agree a final score in respect of each submission. These scores will then be
weighted and the highest scoring submission will be the preferred provider to
deliver the interim service. This recommendation will be presented to the
Finance, Procurement & Contracts Committee for approval.
This process will be led by the Head of Contracts and Procurement.

Scott Aldridge
Primary Care Manager
ENDS
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Subject

Questions

Response

Comments

1. Service Experience/Delivery
Experience a. Tell us your experience of delivering a GP service?

Delivery

64

a. How will you deliver the services for the duration of the interim
contract?
Your response should include, but not be limited to, details on
the following:• Your home visiting policy and how you implement it, for both
proactive (planned) and reactive (acute) visiting?
• Delivery of 70 GP face-to face/Telephone/nurse practitioner
appointments per 1000 weighted population
• Delivery of 25 Practice Nurse appointments per 1000
weighted population
• Delivery of 9 Care Processes
• 2 year old vaccination rates
• 5 year old vaccination rates
• Flu over 65 vaccination rates
• Flu under 65 vaccination rates
• All other vaccinations including rotavirus, hep b
• QOF
• Dementia Prevalence
• Exception reporting
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Questions
Response
• LTC disease prevalence
• 2014-15 GP Specification medicines management indicators
• Cervical screening up take rates, excluding exceptions for
failure to attend
• Friends and Family Test
• Process to engage with heard to reach groups and reduce
the variation in clinical delivery

Comments
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Subject

Questions
b. Tell us about your business continuity plan?

Response

Comments

2. Clinical Governance
a. Define your Clinical Governance Framework?
Examples of policies (but not limited) are:
Confidentiality, chaperoning, choose and book, pathology links
and investigation/results, cervical cytology, breast screening,
read coding, summarising, dissemination of cascaded medical
and other alerts, cold chain, DNAs, care home patient reviews,
safeguarding.
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Subject

Questions

Response

Comments

b. Who is your Clinical Governance Lead?

67
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Subject

Questions

Response

Comments

c. How do you plan to undertake a validation review of medical
records, systems and processes?
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Subject

Questions

Response

Comments

3. Policies and Procedures
a. Detail the operational policies and procedures you implement in
your Practice? Can you demonstrate that your staff are aware
of the policies and procedures and detail how training is
provided, where applicable?

4. Due Diligence and Mobilisation
a. Tell us your plan on how you would your Practice (with the
support of LCCG undertake the due diligence and mobilisation
process? Examples (though not limited) are:
Security, accommodation, suppliers, equipment, IM&T,
telephony, utilities.
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Subject

Questions
b. How much transitional support would you require from NHS
Liverpool CCG?

Response

Comments

c. Would you require financial support during the transition from
NHS Liverpool CCG?
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Subject

Questions

Response

Comments

5. Medicines Management
a. Describe how you will undertake initial prescribing audits
whilst delivering services?

6. TUPE
a. Staff may be entitled to TUPE. Tell us what you are bound to
deliver under the TUPE rules and/or regulations?
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Subject

Questions

Response

Comments

b. What will be your approach be to the management of staff
transferred under TUPE?
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Subject

Questions

Response

Comments

7. Other
a. Is there anything you would like to tell us or discuss?
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Report no: PCCC 08-15
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
PRIMARY CARE COMMISSIONING COMMITTEE
TUESDAY 16TH JUNE 2015
Title of Report

Primary Care Co-Commissioning Risk Register

Lead Governor

Dave Antrobus, Lay Member

Senior Management
Team Lead

Cheryl Mould
Head of Primary Care Quality & Improvement

Report Author

Cheryl Mould
Head of Primary Care Quality & Improvement
The purpose of this paper is to present to the
Primary Care Commissioning Committee the
Primary Care Co-Commissioning Risk Register for
June 2015

Summary

Recommendation

That Liverpool CCG Primary Care Commissioning
Committee:
 Notes the risks and agrees that the risk
scores accurately reflect the level of risk the
CCG is exposed to given the current controls
and assurances
 Adds any additional risks identified at the
meeting

Impact on improving
health outcomes,
reducing inequalities
and promoting
financial
sustainability

The report provides evidence of the progress being
made across the organisation to ensure robust and
effective risk management arrangements are in
place

Relevant Standards
or targets

To ensure the CCG meets the standards and
responsibilities as set out in the Delegated
Agreement
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LIVERPOOL CCG: Head of Primary Quality and Improvement
Description of Risks

Current Controls

Assurance in
Controls

Co-Com
01

Effective Provision of
commissioning of
01/06/2015 Primary Care
services Transitional Plan

Transfer of services from NHS
England to NHS Liverpool
Clinical Commissioning Group
is not safe and CCG is not able
to fulfil its statutory functions.

Regular monthly
meetings were
established and
monitoring of the
transfer has been
managed by NHS
Liverpool CCG and NHS
England.

Transitional plan
is regularly
monitored and
reports directly
to The Primary
Care
Commissioning
Committee.

Co-Com
02

01/06/2015 APMS Procurement

13 Practices will require a full
procurement exercise to be
completed, to ensure
continuity of provision

Co-Com
03

Co-Com
04

Ref

Organisational
goal

Co-Com
05

Date Entered

Objective

C

Current
Risk
(score)

Current
risk
accepted

Management Actions re gaps in
controls and assurance or
unacceptable risk rating

L

C

Residual
Lead Completion
Risk
Officer
Date
(score)

Senior NHS England Primary Care
Commissioning and Finance
Managers along side Senior NHS
Liverpool CCG monitor compliance.
Issues highlighted for Premises

CM /
KMc /
DR

2

2

4

ongoing discussions at
Primary Care
Commissioning
Committee

3

4

12

01/06/2015 Staffing Model

It is a requirement that all
delegated commissioning CCGs
and NHS Engalnd must agree a
staffing model by October
2015. There is currently no
national staffing model
available.

Transitional Group is
reviewing this on a
monthly basis and will
conveien additional
meetings should this be
required.

4

1

4

01/06/2015 Finance

Practices switching from PMS
to GMS with no additional
funding provided by NHSE.

Assurance from NHSE
C&M DoF that funding
will be sufficient for
known liabilities.

4

3

12

On going discussions with NHSE re
appropriateness of funding
alloction.

4

3

12

01/06/2015 Finance

Assurance from NHSE
Insufficient allocation to cover
C&M DoF that funding
committed expenditure in
will be sufficient for
2015/16.
known liabilities.

12

On going discussions with NHSE re
appropriateness of funding
alloction.
Other CCG budgets under review
to identify potential vierment of
funding.

4

3

12

Co-Com
06

To improve quality
and reduce variation
01/04/2014 in General Practice,
including GP
sepcification

Risk of capacity and
engagement within practice
teams to deliver
improvements to quality and
reduce variation.

4

Quarterly review
of improvement
trajectories by
Quarterly meetings (as
Locality
minimum) with
Leadership
practices to support
Teams. Variation
progress with Practice
forms part of all
Development Plans.
3 locality 2 year 3
Locality leadership team
plans for areas
available to support
identified from
practices. Locality Plan
PCQF. Action
in place identifies
and
priority areas.
improvements
are reported to
the LLTs.

Co-Com
07

Develop strong
working
relationships with
01/06/2015 NHSE to support
quality agenda,
medical and contract
variations.

Framework for practice
support fragmented and
unclear and impact on quality
of services delivered. Unclear
over the responsibilities for
issuing contract variations

Regular meetings with
Primary Care Contracts
manager to identify
opportunities to work
together

Co-Com
08

Potential for retirement of a
number of single handed
01/06/2015 GP Service Provision contract holders, which could
result in a numberof contract
terminations.

Develop of Interim
Provider Policy for
terminations that
require without notice.
Localities to work with
members regarding
succession planning.
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L

Monthly review
and update of
current work
streams through
primary care
committee

3

3

9

2

3

6

3

4

12

Collation of Practice Development
plans will enable an assessment of
training and development needs.
CCG lead in each practice to be
identified and remunerated to
support planning, ownership and
delivery of the PDP. OD plan for all
disciplines will be offered to the
PCC October 2014.

Co-commissioning contract agreed
with NHS England and first
Committee due in April.

3

2

2

3

6

6

CM/JW

CM

Ongoing

Review
Date

Progress

########

Ongoing

Practice development plans
submitted by all practices
quarterly and practice support
visits taking place. Non-clinical
education programme pilot
phase of e-learning modules has
commenced. Each practice has
a remunerated CCG lead delivery against role being
reviewed at practice/NBH level.
Joint PM and PN OD action plan
to be produced before Xmas. LLT
OD/leadership project initiated
and will report to PCC Feb
2015►

Ongoing

NHSE Lead Manager for General
practice meets bimonthly with
Head of Primary Care Quality
and Improvement and Locality
Manager to share intelligence
and agree support needs for
practices identified. New
transitional group establish and
meeting monthly

LIVERPOOL CCG: Head of Primary Quality and Improvement
Ref

Organisational
goal

Date Entered

Objective

Description of Risks

Current Controls

Assurance in
Controls

L

Change to new GP
Contract

Primary Care
Quality
Reduction in overall clinical
Support package for all Framework.
Locality
achievements. Reduction in
practices
services delivered to patients. (information/points of management
infrastructure.
Lack of member practice
contact). Lead
Primary Care
engagement.
Manager.
Quality
Committee

Prescribing within
budget - Primary
Care driven
prescribing

Unable to meet budget.
1. Increased demand on
primary care prescribing from Monthly review by
MOC of cost growth at
improved LTC treatment.
practice level
2. Prescribing costs not
included as KPI in 2015-16 GP
specification

Co-Com
11

Prescribing
outcomes

Increased volume of
prescribing for LTCs not
resulting in improved
acheivement of clinical
indicators and substantial
variation across practices

Quarterly review
by MMC. Report
Prescribing quality / risk
to locality
2
dashboard. Quality
leadership
indicators in PCQS.
boards and
PCQC

Co-Com
12

Non-medical
prescribing

No robust governance and
support system in place

Included in ePact
monitoring.

Issues reported
to PCC

Practices may be rated as
special measures. Reputation
of CCG at risk

Pre CQC visits offered to
practices to support
them. Post inspection
visits carried out to
support practices with
actions required.

Updates
provided to
Primary Care
Quality
Committee

Co-Com
09

Co-Com
10

Co-Com
13

09/04/2015 CQC Inspections

Monthly review
by MMC.
Reporting to
locality
leadership
boards for
action

C

Current
Risk
(score)

Current
risk
accepted

Management Actions re gaps in
controls and assurance or
unacceptable risk rating

L

C

Residual
Lead Completion
Risk
Officer
Date
(score)

Review
Date

Progress

6

New core contract requirements
have been released from
01/04/15. Support package for
practice managers to be shared
with practices. Support/training to
be provided by LMC and CCG

15

OptimiseRx (replacement for
Scriptswitch) monitoring
prescribing trends to identify low
volume-high impact interventions manage costs whilst retaining GP
engagement

3

3

9

PJ

End of year figures for
prescribing costs show increase
of 2.1%. MOC consider
Apr-16 Quarterly
successful outcome compared
to other local CCGs and national
trends

4

12

Development of further indicators
linked to risk and outcomes.
Publication of benchmarking data.
Feedback to lowest quartile
practices

2

3

6

PJ

Apr-16 Quarterly

Indicators agreed and system of
managing data into intelligence
and action being developed by
working group

2

2

4

Commissioning of fixed term
support to establish governance
and training systems

1

2

2

MC

Apr-16 Quarterly

Provider selected and
governance in place

2

3

6

2

2

4

LJ

2

5

3

3

2

3

6

CM

GP Contract changes achievement is discussed as part
of the practice visits. LMC event
held. Action plan to be
developed to support practices.
▲

Ongoing

Practices offered support
regarding their CQC inspection

ongoing

▼
►
▲

Risk reduced
Risk unchanged
Risk increased

Updated by Scott 09/06/15

NEED TO ADD OUT OF HOURS SCHEME
GP SPEC VALIDATION
QUALITY
CQC
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