NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
PRIMARY CARE COMMISSIONING COMMITTEE
TUESDAY 17TH NOVEMBER 2015 AT 10AM – 12PM
ROOMS B & C CHILDWALL NEIGHBOURHOOD HEALTH CENTRE
AGENDA
Part 1: Introductions and Apologies
1.1

Declarations of Interest

All

1.2

Minutes and actions from previous meeting on
15th September 2015

All

1.3

Matters Arising
1.3.1 Terms of Reference - membership

MA 1.3.1
Katherine Sheerin

Part 2: Updates
2.1

Primary Care Quality Sub-Committee Feedback

PCCC 19-15
Dr Rosie Kaur

Part 3: Transition Issues
3.1

Primary Care Commissioning Transition Plan
between NHS England and Liverpool CCG
6 month progress report

PCCC 20-15
Cheryl Mould/
Tom Knight

Part 3: Performance
5.1

Liverpool Quality Improvement Scheme (GP
Specification) 2014/15

PCCC 21-15
Dr Rosie Kaur

Part 4: Strategy & Commissioning
4.1

Liverpool Quality Improvement Scheme 2016-17
(GP Specification)

PCCC 22-15
Dr Rosie Kaur

Part 5: Governance
None
5.

Any Other Business

6.

Date and time of next meeting:
Tuesday 15th December 2015 Boardroom The Department
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MA 1.3.1

Liverpool Clinical Commissioning Group
Governing Body Primary Care Commissioning Committee
Terms of Reference
Role of the Committee
1. The Committee has been established to enable the members to make
collective decisions on the review, planning and procurement of primary care
services in Liverpool under delegated authority from NHS England.
2. In performing its role the Committee will exercise its management of the
functions in accordance with the agreement entered into between NHS
England and Liverpool CCG, which will sit alongside the delegation and terms
of reference.
3. The functions of the Committee are undertaken in the context of a desire to
promote increased co-commissioning to increase quality, efficiency,
productivity and value for money and to remove administrative barriers.
4. The role of the Committee shall be to carry out the functions relating to the
commissioning of primary medical services under section 83 of The NHS
Act.
5. In line with CCG statutory duty to promote quality improvement in Primary
Care, this committee will oversee all commissioning of General Medical
Services in the city. (Update 17.11.15)
6. This includes the following:
•

GMS, PMS and APMS contracts (including the design of PMS and APMS
contracts, monitoring of contracts, taking contractual action such as
issuing breach/remedial notices, and removing a contract);

•

Newly designed enhanced services (“Local Enhanced Services” and
“Directed Enhanced Services”);

•

Consideration of local incentive schemes as an alternative to the Quality
Outcomes Framework (QOF);

•

Decision making on whether to establish new GP practices in an area;

•

Approving practice mergers; and

•

Making decisions on ‘discretionary’ payment (e.g., returner/retainer
schemes).
1

17

7. The CCG will also carry out the following activities:
a) To plan, including needs assessment, primary medical care services in
Liverpool;
b) To undertake reviews of primary [medical] care services in Liverpool;
c) To co-ordinate a common approach to the commissioning of primary
care services generally;
d) To manage the budget for commissioning of primary [medical] care
services in Liverpool;
e) To drive the continuous improvement of primary care, considering
issues such as workforce, training and development and changes to
models of care in order to deliver the ambitions of the Healthy
Liverpool Programme

Geographical Coverage
8. The Committee will comprise the Liverpool CCG area only.

Membership
9. The Committee shall consist of:
Chair - Lay Member (patient engagement)
Lay member (Governance)
Chief Officer - Vice Chair
Chief Finance Officer
Chief Nurse
4 GPs
Head of Primary Care Quality & Improvement (update 17.11.15)
Co-opted non-voting members:
HealthWatch
Health and Wellbeing Board
Governing Body Practice Nurse
Governing Body Practice Manager
LMC representative
GP Advisor
Advisory non-voting members:
Head of Primary Care Quality and Improvement
Head of Contracting and Procurement
Deputy Chief Finance Officer
2
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Interim Director of Public Health (update 21.7.15)

Meetings and Voting
10. The Committee will operate in accordance with the CCG’s Standing Orders.
The Secretary to the Committee will be responsible for giving notice of
meetings. This will be accompanied by an agenda and supporting papers
and sent to each member representative no later than 5 days before the date
of the meeting. When the Chair of the Committee deems it necessary in light
of the urgent circumstances to call a meeting at short notice, the notice
period shall be such as s/he shall specify.
11. Each member of the Committee shall have one vote. The Committee shall
reach decisions by a simple majority of members present, but with the Chair
having a second and deciding vote, if necessary. However, the aim of the
Committee will be to achieve consensus decision-making wherever possible.

Quorum
11. 5 voting members the majority of which must be lay/executive members
and including 2 GPs
12. Where the chair or any member of any meeting of the Primary Care
Commissioning Committee has a personal interest, previously declared or
otherwise, in relation to the scheduled or likely business of the meeting,
they must make a declaration and the deputy chair will act as chair for the
relevant part of the meeting. Where arrangements have been confirmed
for the management of the conflict of interests or potential conflicts of
interests in relation to the chair, the meeting must ensure these are
followed. Where no arrangements have been confirmed, the deputy chair
may require the chair to withdraw from the meeting or part of it. Where
there is no deputy chair, the members of the meeting will select one.
13. Any declarations of interests, and arrangements agreed in any meeting of
the Primary Care Commissioning Committee will be recorded in the
minutes.
14. Where more than 50% of the members of a meeting are required to
withdraw from a meeting or part of it, owing to the arrangements agreed
for the management of conflicts of interests or potential conflicts of
interests, the chair (or deputy) will determine whether or not the
discussion can proceed.
15. In making this decision the chair will consider whether the meeting is
quorate, in accordance with the number and balance of membership set
out in the CCG’s standing orders. Where the meeting is not quorate,
owing to the absence of certain members, the discussion will be deferred
until such time as a quorum can be convened. Where a quorum cannot
be convened from the membership of the meeting, owing to the
3
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arrangements for managing conflicts of interest or potential conflicts of
interests, the chair of the meeting shall consult with Lay Member
(Governance) of the Governing Body on the action to be taken.
16. This may include:
a)

requiring another of the CCG’s committees or sub-committees,
the CCG’s Governing Body or the Governing Body’s committees
or sub-committees (as appropriate) which can be quorate to
progress the item of business, or if this is not possible,

b)

inviting on a temporary basis one or more of the following to
make up the quorum (where these are permitted members of the
Primary Care Commissioning Committee) so that the CCG can
progress the item of business:
i)

a member (s) of a Governing Body of another Clinical
Commissioning Group.

These arrangements must be recorded in the minutes.
17. In any transaction undertaken in support of the Clinical Commissioning
Group’s exercise of its commissioning functions (including conversations
between two or more individuals, e-mails, correspondence and other
communications), individuals must ensure, where they are aware of an
interest, that they conform to the arrangements confirmed for the
management of that interest. Where an individual has not had
confirmation of arrangements for managing the interest, they must declare
their interest at the earliest possible opportunity in the course of that
transaction, and declare that interest as soon as possible thereafter. The
individual must also inform either their line manager (in the case of
employees), or the Lay Member (Governance) on the Governing body of
the transaction.
18. The Lay Member (Governance) of the Governing Body will take such
steps as deemed appropriate, and request information deemed
appropriate from individuals, to ensure that all conflicts of interest and
potential conflicts of interest are declared

Frequency of meetings
19. The Committee shall meet monthly in the first instance and frequency of
meetings will be agreed thereafter.
20. Meetings of the Committee shall:
a) be held in public, subject to the application of 20 (b);
b) the Committee may resolve to exclude the public from a meeting that
is open to the public (whether during the whole or part of the
4
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proceedings) whenever publicity would be prejudicial to the public
interest by reason of the confidential nature of the business to be
transacted or for other special reasons stated in the resolution and
arising from the nature of that business or of the proceedings or for
any other reason permitted by The Public Bodies (Admission to
Meetings) Act 1960 as amended or succeeded from time to time.
21. Members of the Committee have a collective responsibility for the
operation of the Committee. They will participate in discussion, review
evidence and provide objective expert input to the best of their knowledge
and ability, and endeavor to reach a collective view.
22. The Committee may delegate tasks to such individuals, sub-committees or
individual members as it shall see fit, provided that any such delegations are
consistent with the parties’ relevant governance arrangements, are recorded
in a scheme of delegation, are governed by terms of reference as
appropriate and reflect appropriate arrangements for the management of
conflicts of interest.
23. The Committee may call additional experts to attend meetings on an ad
hoc basis to inform discussions.
24. Members of the Committee shall respect confidentiality requirements as set
out in the CCG’s Constitution.
25. The Committee will present its minutes to Cheshire and Merseyside Team
(NHS England) and the governing body of Liverpool CCG each month for
information, including the minutes of any sub-committees.
26. The CCG will also comply with any reporting requirements set out
in its constitution.
27. It is envisaged that these Terms of Reference will be reviewed periodically,
reflecting experience of the Committee in fulfilling its functions. NHS England
may also issue revised model terms of reference from time to time.

Accountability of the Committee
28. The Committee will at all times act in accordance with the CCG Standing Orders and
scheme of delegation and ultimately accountable to the Governing Body.

Decisions
29. The Committee will make decisions within the bounds of its remit.
30. The decisions of the Committee shall be binding on NHS England and
Liverpool CCG.
31. The Committee will produce an executive summary report which will be
5
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presented to Cheshire and Merseyside Team (NHS England) and the
governing body of Liverpool CCG each month [or longer] for information.
Date and Review
These Terms of Reference were approved by the NHS Liverpool CCG
Governing Body on 13th January 2015.

Review date: January 2016 or sooner if required.

6
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Report no: PCCC 19-15
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
PRIMARY CARE COMMISSIONING COMMITTEE

Title of Report

TUESDAY 17TH NOVEMBER 2015
Feedback from Primary Care Quality Sub-Committee

Lead Governor

Rosie Kaur

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 Primary Care Quality Sub-Committee.

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
Primary Care Quality Sub-Committee

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: 29th September 2015

Sub-Committee: Primary Care Quality SubCommittee

Chair: Dr Nadim Fazlani
Vice Chair: Dr Rosie Kaur

Key issues:

Risks Identified:

Mitigating Actions:

1. Integrated Musculoskeletal Service
Redesign Model.

•

That the clinical model does not deliver
a full integrated service.

•

To ensure that all aspects are included
in the service specification.

•

That the model is not clear regarding
triage and patient pathway.

•

Clinical Lead to review model and
provide an update at the next
committee.

That the proposed changes to the
scheme are not supported by member
practices..

•

City wide member event scheduled
October.

•

Liverpool Quality Improvement Scheme
presented at LMC in October and
November.

•

Liverpool Quality Improvement Scheme
is shared with all member practices in
advance of the event for
comment/feedback.

2. Liverpool Quality Improvement Scheme •
(GP Specification 16/17).

Recommendations to NHS Liverpool CCG Primary Care Commissioning Committee:
1. To note the key issues and risks.
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Report no: PCCC 20-15
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
PRIMARY CARE COMMISSIONING COMMITTEE
TUESDAY 17TH NOVEMBER 2015
Title of Report

Primary Care Commissioning Transition Plan
between NHS England and Liverpool CCG 6 month
progress report

Lead Governor

Katherine Sheerin
Chief Officer
Cheryl Mould
Head of Primary Care Quality & Improvement

Senior Management
Team Lead
Report Author
Summary

Recommendation

Scott Aldridge
Primary Care Co-Commissioning Manager
The purpose of this paper is to present to the
Primary Care Commissioning Committee the
progress made in the delivery and implementation
of the transition plan between NHS England and
Liverpool CCG.
It also sets out the key risks and issues that are still
to be addressed
That Liverpool CCG Primary Care Commissioning
Committee:
 Notes the content of the report
 Notes the progress made in the delivery of the
transition plan
 Notes the outstanding risks and issues

Impact on improving Primary Care Co-commissioning is a key enabler to
health outcomes,
improve Primary Care Medical Services local for the
reducing inequalities benefits of patients and local communities
and promoting
financial
sustainability
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Relevant Standards
or targets
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Next Steps Towards Primary Care CoCommissioning
NHS England Scheme of Delegation

Page 2 of 8

1.

PURPOSE

This paper sets out the progress to date of the transitional arrangements
between NHS England and Liverpool CCG for the delivery of Primary Care
Medical Services. It also sets out the key risks and issues that are still to be
addressed
2.

RECOMMENDATIONS

The Committee is asked to agree the following recommendations:
 Notes the content of the report
 Notes the progress made in the delivery of the transition plan
 Notes the outstanding risks and issues
3.

BACKGROUND

Liverpool CCG has signed a delegated commissioning agreement with NHS
England and has been responsible for the commissioning of Primary Care
Medical Services since 1st April 2015.
A Transition Working Group was established in April consisting of members
from NHS England and Liverpool CCG, its main purpose being to oversee the
implementation of the delegated commissioning arrangements in line with the
delegation agreement. The group has been providing regular updates to the
Primary Care Commissioning Committee highlighting key risks and issues and
assurance that the implementation of the transition plan is on track.
4.

TRANSITION

. The transition plan (appendix 1) which provides an overview of the functions
that have been agreed within the delegated agreement for 2015 / 16 and
progress made against each function .
The transition working group reviewed the plan at its meeting on 4th November.
There has been significant progress in the delivery and implementation across
the majority of the functions. Anti-fraud is an additional function that has been
raised in between reporting periods.
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The following table demonstrates the progress made:Reporting Period
May 2015
November 2015

Red
22
0

Amber
2
23

Green
12
14

As you can see from the transition plan contract management, procurement,
practice performance and commissioning of Primary Care Medical Services
have been successfully delegated to the CCG. NHSE and CGG colleagues
have worked collaboratively to ensure a smooth transition with no impact on
service delivery.
However, there are a small number of functions that are still outstanding and
require further work within the remainder of the transition period. These are
detailed below:4.1

Management of Delegated Funds

As at 31st October 2015 the financial position in respect of delegated Primary
Care budgets showed a year to date underspend of £162k. The total delegated
budget for the year 2015/16 totals £62.4m and the current year end forecast is
for a break even position.
The CCG Finance team will continue to work with NHS England. Ongoing work
is required to fully understand the financial pressure and the financial
information at a detailed level. This will include work around financial planning in
future years.
Financial Position as at 31st October 2015

Cost Centre

Description

Local Enhanced Services / Co-Commissioning

2015/16 growth
General Practice - APMS
General Practice - GMS
General Practice - PMS
Dispensing/Prescribing Drs
Enhanced Services
Other GP Services
Premises Cost Reimbursement
QOF
Other Premises costs

Co-Commissioning TOTAL
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YTD
budget
(£)

YTD
actual
(£)

YTD
Forecast
variance Annual budget outturn
(£)
(£)
(£)

546

0

-546

935

533

3,287
18,596
3,304
183
1,434
1,114
1,701
3,758
2,479
36,402

3,603
19,547
2,546
183
1,202
1,158
1,708
3,812
2,481
36,240

316
951
-758
0
-232
44
6
54
2
-162

5,634
31,879
5,664
315
2,458
1,910
2,916
6,442
4,249
62,403

6,177
33,201
4,352
315
2,195
1,915
2,927
6,535
4,254
62,403

Forecast
variance
(£)

Comments

Includes 0.5% contingency monies (£309) and 1% non
-402 recurrent requirement (£619)
This element includes £90k per month non recurrent
542 costs - Equitable Access Centre - N Liverpool
1,322
Reflects in year PMS to GMS transfer
-1,312
0
-264
5
11
93
4
0
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4.2

Premises

Premises remain with NHS England and there is no detail of when this function
will transfer across to the CCG. NHS England is carrying out the functions
previously carried out by Primary Care Support Services for clinical waste, water
and business rates payments.
NHS England is finalising new procedures relating to those operational estate
processes, which include the administration and instruction of rent reviews.
These operational functions fall under the auspices of delegation, but given
many facets of this work had not been undertaken by NHS England prior to the
2015/16 NHS England and NHS Liverpool CCG agreed via the joint transition
group to only handover administration of these functions when a tested and
appraised process was in place. NHS England has a small team locally refining
this work, and as soon as an output process is available for discussion prehandover it will be presented to CCG colleagues via the established transition
group.
A full paper regarding premises will be presented to the December committee.
5.

RESOURCES / STAFFING MODEL

National guidance to CCGs and NHS England described three possible options
that could be considered to manage the HR implications delegated cocommissioning responsibilities. It is important to note that the guidance also
stated that each CCG should receive their fair share of resources from NHSE to
support delegated arrangements. The three options are listed below:
Option1.
Assignment – NHS England staff remain in their current roles and locations but
provide services to CCGs that have been granted full delegation on the basis of
a service level agreement or memorandum of understanding between the CCGs
and NHS England. This approach would also be appropriate for those CCGs
that have opted for joint commissioning. In the event that delegation is
subsequently revoked, the staff remain within NHS England and can continue to
undertake their functions without any disruption to the service.
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Option 2.
Secondment – NHS England staff are seconded to CCGs that have been
granted full delegation, with the secondment being co-terminus with the
delegation. In the event of revocation, staff will return to NHS England.
Throughout the secondment staff will remain on their existing terms and
conditions of service and will continue to accrue service as NHS England
employees.
Option 3.
Direct employment - CCGs create new posts within their organisations. In order
to mitigate the risk of redundancies in NHS England, existing NHS England staff
have prior access to apply for these posts and must be appointed if deemed
appointable. Where staff are employed in these circumstances, their continuous
service with NHS England will be recognised in the CCGs; they will retain the
right to membership of the NHS pension scheme and their employment terms
will continue to be governed by Agenda for Change.
NHS England established a national HR Working group that has been leading
this work and CCGs are represented nationally on the group along with NHS
England and Staff side/Union representation. This group meets on a regular
basis but as yet nationally the HR implications for co-commissioning remain
unresolved.
CCGs were required under the terms of the delegation agreements signed in
April 2015 to agree which HR option would be implemented. To date nationally
this action has not been completed and this area of work remains ongoing with
no confirmation of national guidance being yet published. This issue of HR and
resources therefore remains ongoing at this time.
National guidance confirms that at this stage CCGs should not expect to receive
an increase in their running cost allowances in order to recruit additional primary
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care commissioning capacity under the terms of delegated commissioning
agreements.
Locally NHS England Cheshire and Merseyside primary care commissioning
team continues to work closely with LCCG colleagues to provide support with
regards to the implementation of the Primary Care Transitional Plan.
Liverpool CCG have recruited a number of posts to support delegated
arrangements, these in the main have been created from a restructure within
Primary Care and Contracts & Procurement. There have been two posts
(Primary Care Senior Project Manager, Band 7 & Primary Care Accountant,
Band 7) that have been recruited which were outside the agreed establishment.
6.

OUTSTANDING ISSUES
6.1

Counter Fraud

MIAA continue to provide anti- fraud services for Primary Medical Services. At
the time of writing no definitive guidance has been published by NHS Protect.
The latest communication from NHS Protect is that a decision as to who will
investigate i.e. MIAA or NHS England will be made on a case by case basis by
NHS Protect.
6.2

Information Governance

Independent contractors have responsibility for Information Governance issues
that may arise within their organisation, the role of the CCG is to provide
oversight and support of any issues. However, there is a need to gain greater
understanding of the roles of responsibilities around Information Governance.

7.

CONCLUSION

The transition of the functions from NHS England to the CCG has been
managed through the work of the transitional group, with individual directorates
managing their functions. Communication and cooperation has resulted with the
successful transfer of majority of functions. However, there still remain some
functions that have not yet transferred and during the final quarter of this
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financial year, we will continue to work together to progress these subject to
guidance from NHSE.
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NHS Liverpool CCG - Transitional Plan
Task ID
1

Task
Contract Management

Category
Contract Management

Commission all medical enhanced services Enhanced Services
as directed
Directed Enhanced Services (DES)

2

3

• Learning Disabilities Health Checks Scheme
• Facilitating timely diagnosis & support for people with dementia
scheme
• Extended Hours scheme
• Violent patient scheme
• Avoiding Unplanned Admissions
• Out of Area Registration
• Hepatitis B (new-born babies) - PHE
• Meningococcal C (Men C) fresher's - PHE
• MMR (aged 16 and over) - PHE
• Pertussis - PHE
• Rotavirus for infants - PHE
• Childhood seasonal influenza - PHE
• Pneumococcal Adult & At Risk - PHE
• Seasonal Influenza - PHE
• Shingles (routine aged 70) - PHE
• Shingles (catch up) - PHE
• Pneumococcal Child (PCV) - PHE

Need access to CQRS to be able to do this from 2016-17. CCG need to agree internal processes to agree this.

GP List Closures Applications

Contract Management

To follow application process

Adhoc

Process established within CCG

Currently NHSE will transfer over to CCG
April 16
CCG responsibility

Approve/reject applications at medical meetings

Adhoc

Approval and rejections will go to the Primary Care Commissioning Committee for Liverpool.

CCG responsibility

Bi Annual

LCCG practices have to be open 8am-6:30pm for 10 sessions per week. There are no half days available from UC24
in December.

CCG responsibility

CCG responsibility

Easter/Christmas opening hours

Contract Management

Opening hours of GP practices during Christmas to
be recorded by Primary Care Team

Review and renegotiate PMS contracts

Contract Management Commissioning of Services

Complete review of PMS Premium returns and agree, Adhoc- one off
where appropriate which services are to be
review
commissioned from PMS Practice(s) based on CCG
needs / decisions
Issue new PMS or GMS contracts to all PMS practices, Annual
with service specifications for additional services
required by CCGs or KPIs as defined by CCGs

PMS Reviews completed. New contracts to be issued for those staying as PMS providers from 01-04-2016.

Contract Management
Commissioning of Services
Management of Poorly
Performing Practices
Commissioning of Services
Management of Poorly
Performing Practices
Commissioning of Services Performance

Manage List size inflation - Finance
Produce Quarterly Reports to provide assurance

Annual
Quarterly

GMS is calculated quarterly automatically and PMS set annually.
CCG responsibility
Once all national amendments have been agreed a process will be established to monitor and report back quarterly CCG responsibility
to the Primary Care Commissioning Committee via the Performance Report.

Dealing with CQC reports, Practice Issues/Partners
Disputes, supporting parctices in difficulty and
working with relevant stakeholders.
Review Primary Care Web Tools against CCG PCQF

Adhoc

Contract Management Procurement

Ensure all new tenders deliver high quality value for
money services

Adhoc

Principle to move all Liverpool Practices to the Liverpool GP Specification. Adopt interim provider policy when
required.

CCG responsibility

Contract Management Procurement

Mobilisation of the new contracts, monitoring
contracts and reviewing KPIS

Annual

Primary Care Quality Sub Committee to agree the clinical model, Primary Care Commissioning Committee to ratify
and then Finance and Procurement Committee to sign off procurement plan.

CCG responsibility

Approval of rent reimbursements

Monthly

Estates strategy being developed in line with process for premises in reserved and delegated functions.

Currently NHSE

Approval of mortgage/lean/lease changes
Improvements grants approval/ scrutiny/ processing

Monthly
Annual

Currently NHSE
Currently NHSE

Leases monitoring of NHSPS progress and approvals
of reimbursements
Approval for additional rooms usage
A
d Approval
A
l off Premises
P
i
i
Assessment and
Infrastructure

Ad hoc

Currently NHSE

Manage List size inflation
Proactively performance manage
contracts

Review High performance of practices
using Primary Care Tools/
Systems/Oucomes Framework

Maximise the opportunities afforded as
the result of any new tendering /
recommissioning of services
Implement any new contracts following
procurement of APMS Contracts
Premises

13

14

Adhoc

CCG responsibility
CCG responsibility
Currently NHSE will transfer over to CCG
April 16
Currently NHSE will transfer over to CCG
April 16
Currently NHSE will transfer over to CCG
April 16
Currently NHSE will transfer over to CCG
April 16

Annual

Management of a Crisis

12

Monthly

Transition Update
CCG responsibility

Undertake year end processes regarding QOF

9

11

Review and approve achievement on CQRS

Annual
Annual
Annual

Comments
For 2015-16 GMS contracts are being updated to reflect national changes. Remaining PMS practices to receive new
contracts
Completed
No issues awaiting access to CQRS and national training programme

Contract Management

6

10

Frequency
Monthly

Complete Year End Processes for QOF

5

8

Elements & Milestones
Issuing/amending/variations of contracts for
GMS/PMS/APMS
Invite practices to participate in DESs
Collate participation responses
Inform finance team of participation to inform budget
setting following sign up on CQRS
Offer services on CQRS

Provide CQRS reports to Primary Care Commissioning Adhoc
Committee Performance Report

4

7

2015 1029

Assessment and processing of Premises
Finance - Primary Care
Improvement Grant Requests. Level of
support to CCGs Variant depending on CoCommissioning (awaiting national
directive of the transfer date) - Primary
Care Transformation fund?

33

Funding awards

CCG need to establish internal process for reviewing and contract monitoring the KPIs over and above core contract CCG responsibility
monitoring inline with current monitoring arrangements

The Primary Care Team have clinical and non-clinical leads to support practices and facilitate task and finish groups CCG responsibility
for support via action plans. The CCG will be establishing a Primary Care Quality Survailance Group regarding safety
and risk issues.
Quarterly/Adhoc Primary Care Performance Report to be reported on a quarterly basis to Primary Care Commissioning Committee. CCG responsibility
Establish a Primary Care Quality Surveillance Action Group

Ad hoc
Adh
Adhoc

LCCG could not accept this straight away. LCCG need to understand the process, financial sign off and have
resources/recruitment for this.
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Currently NHSE
C
l NHSE
NHSE
Currently

NHS Liverpool CCG - Transitional Plan

15

16

17

Ongoing reviews of GP assessed rents
Premises
(awaiting national directive of the transfer
date)

GPIT Capital bidding process (awaiting
national directive of the transfer date)

Finance - IT

2015 1029
Rent reviews and approvals

Adhoc

Rent review Dispute resolution escalation and
support
Rent Review instruction on circumstance change

Adhoc

Currently NHSE

Adhoc

Currently NHSE

Capital bids tasked of CCGs and Delivery Partners

Annual

LCCG could not accept this straight away. LCCG need to understand the process, financial sign off and have
resources/recruitment for this.

Currenlty NHSE

Currently NHSE

Bid assessment/review
Moderation Exercise with NHS England North
Contract Management - Support Contact all practices and local out of hours to ask
whether they will participate in the scheme. Where
there are gaps contact those that are providing to see
if they are interested in providing a service where
there are gaps.
Organisational Development
To approve the process for staffing model by October
2015

Annual
Annual
Annual

One off

CCG Recruited additional staff. Primary Care Team 3 new members. Finance new member of staff starting
CCG/NHSE to approve dedicated
November and Contracts team have a new member of staff who will being in January 2016. Corporate Services
resources to CCG
recruited 1 new member who will have responsibilty for complaints once transferred over to CCG. Guidance still
unclear on assignment/secondmnet of NHSE staff to support CCG's, Co-commissioning network discussing having a
small team of expertise that will provide support, resource of certain services e.g. premises

Primary Care Contract - Finance

Finance - Primary Care

Core contract payments
DES payments
Core contract calculations

Annual
Annual
Annual

As at 31st October 2015 the financial position in respect of delegated Primary Care budgets showed a year to date
underspend of £162k. The total delegated budget for the year 2015/16 totals £62.4m and the current year end
forecast is for a break even position. The CCG Finance team will continue to work with NHS England colleagues
around financial information.

Requires national change - Access to CQRS

Interpretation

Contract Management

Interpretation

Three yearly

To review the selection of the new provider from the preferred provider list and to review specification.

Needs to be done jointly

Anti-Fraud - Standard for Commissioners

Organisational Development

Service Condition 24 of the NHS Standard Contract
2015/16

On-going

MIAA continue to provide anti- fraud services for Primary Medical Services. At the time of writing no definitive
guidance has been published by NHS Protect. The latest communication from NHS Protect is that a decision as to
who will investigate i.e. MIAA or NHS England will be made on a case by case basis by NHS Protect

Yes - Will need time to embed within the
CCG and raise awareness

Complaints

Contract Management Support Management and resolution of patient complaints
relating to Primary Medical Services

On-going

Still a function of NHS England

Currently NHSE awaiting conformation of
date of transfer over to CCG's

Out of area patients (choice): Ensure In
hours on site and In hours home visiting
available

Staffing Model

19

21

22

34

Currenrly NHSE
Currently NHSE
CCG responsibility
One practice has signed up to this Directed Enhanced Service

18

20

LCCG could not accept this straight away. LCCG need to understand the process, financial sign off and have
resources/recruitment for this.
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Category
Contract Management

Contract Management - Commissioning of Services
Contract Management - Management of Poorly Performing Practices
Contract Management - Procurement
Contract Management - Support

Finance - IT
Finance - Primary Care

Organisational Development

Premises

Reporting - External Publications
Reporting - Internal Publications
Grand Total

35

Task - Pivot
339 Queens Drive
Complete Year End Processes for QOF
Contract Management
CQRS
Directed Enhanced Services (DES)
Easter/Christmas opening hours
GP List Closures Applications
Interpretation
Manage List size inflation
Merseyview
Review and renegotiate PMS contracts
Management of a Crisis
Proactively performance manage contracts
Implement any new contracts following procurement of APMS Contracts
Maximise the opportunities afforded as the result of any new tendering / recommissioned of services
Communication with GP Practices
Out of area patients (choice): Ensure In hours on site and In hours home visiting available
Support Practice Managers Meetings
GPIT Capital bidding process (awaiting national directive of the transfer date)
Assessment and processing of Premises Improvement Grant Requests. Level of support to CCGs Variant depen
Primary Care Contract - Finance
Primary Care Transformation Fund
Anti-Fraud - Standard for Commissioners
Development of Knowledge and Skills
Staffing Model
Ongoing reviews of GP assessed rents (awaiting national directive of the transfer date)
Operational Estates (awaiting national directive of the transfer date)
Relocation of the Great Homer Street Practice (under CPO) to Mere Lane NHC
CQC reports
Review High performance of practices using Primary Care Tools

36

nding on Co-Commissioning (awaiting national directive of the transfer date) - Primary Care Transformation fun

37

nd?
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The purpose of this paper is to provide the Primary
Care Commissioning Committee with an end of year
position for 2014/15 for Key Performance Indicators
within the GP Specification including a summary of
the validation committee findings.

Summary

Recommendation

That Liverpool CCG Primary Care Commissioning
Committee:
 Notes the end of year position for 2014/15
 Approves the recommendations from the
Primary Care Quality Sub-Committee in
relation to recovery of investment

Impact on improving
health outcomes,
reducing inequalities
and promoting
financial
sustainability
Relevant Standards
or targets

The programme of work has been developed to
support practices to deliver high quality primary
care services and ensure general practice plays it’s
part in realising the CCG vision to improve the
health outcomes for the people of Liverpool.

39

The delivery of Gold Standard Primary Care
Page 1 of 15

LIVERPOOL QUALITY IMPROVEMENT SCHEME
(GP SPECIFICATION) 2014/15

1.

PURPOSE

The purpose of this paper is to provide the Primary Care Commissioning
Committee with an end of year position for 2014/15 for Key Performance
Indicators within the GP Specification including a summary of the validation
committee findings.
2.

RECOMMENDATIONS

That Liverpool CCG Primary Care Commissioning Committee:
 Notes the end of year position for 2014/15
 Approves the recommendations from the Primary Care Quality SubCommittee in relation to recovery of investment
3.

BACKGROUND

The Liverpool Quality Improvement Scheme (LQIS) was implemented in
Liverpool in April 2011. It incentivised General Practice to achieve improvement
on a group of Key Performance Indicators (KPI’s). A number of KPI’s have
been operational since the Improvement Scheme was introduced including
Accident and Emergency, ACS Admissions, GP-referred outpatient
attendances, Palliative Care, Prevalence, and Choose and Book.
Key changes implemented 2014/15 as follows:• Services Removed
o Vaccinations and Immunisations
o Health Checks
o Long Term Conditions – COPD and Heart Failure
• KPI changes
o Access – removal of St Paul’s attendances and trauma and refresh
of bandings
o ACS admissions – refresh of bandings
o GP referred outpatient attendances – remove of Colposcopy,
Smears, Termination of Pregnancy, Gastroenterology investigations
and refresh of bandings.
o Medicines Management – Quality and cost element to KPI
• New KPI’s
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o Diabetes 9 Care Processes
o Significant Event Analysis
The data source for secondary care indicators - AED, ACS admissions and GP
referred first outpatient attendances - is the SUS data. The data source for
prevalence, alcohol brief interventions and Diabetes 9 Care Processes is
General Practice systems.
It is worth noting the following when considering this report:
• Where a percentage change is expressed against smaller numbers, there
is less confidence that these are statistically significant variances.
• Secondary care activity may be affected by a number of factors other than
clinical practice including, for example, the weather and stories in the
media.
• Impacts on secondary care activity are quantified based on activity
occurring at Aintree, RLBUHT, Liverpool Women’s, Alderhey and Whiston.
• Improvement or deterioration against any indicator needs to be viewed in
the context of increasing population size and within that population, an
increasing proportion of patients who have long term conditions.

4.

KEY FINDINGS

Key observations are listed below.
• There has been an increase in prevalence between March 14 and
March 15 for the registers of COPD (+2.0%, 282 patients);
Hypertension (+1.2%, 785 patients); Diabetes (+2.8, 689 patients) and
most significantly Atrial Fibrillation (+3.8%, 298 patients). Stroke
prevalence remained static, whilst CHD prevalence has seen a
reduction in for the second year running when compared to the
baseline position (-1.6%, -305 patients). Core cities have seen very
similar changes, with a reduction in CHD prevalence and increases of a
larger amount than Liverpool for Diabetes, COPD and Hypertension.
Comparatively, Liverpool prevalence is within the lowest 5 core city
CCG’s for most registers, specifically Diabetes (15/15), Hypertension
(15/15), Stroke (14/15), AF (13/15) and COPD (10/15) suggesting
either coding can be improved or more patients can be found.
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• There has been a 2.02% increase in the proportion of patients being
offered brief intervention having been identified as drinking over
recommended levels, with increase follows on from the 10% increase
that was achieved during 2013-14.
• There has been a 6.81% increase in the number of Diabetic patients
who are receiving the 9 Care Processes however; there is still
significant variance across the city.
• There has been an increase in AED attendances between 13/14 and
14/15 of 5.4% (259). The 13/14 and 14/15 position currently excludes
Aintree data due to coding issues. There is no direct benchmark
available for the GP specification AED definition, however comparator
hospital trusts to Liverpool saw a 4.5% increase in total AED
attendances also in this period.
• There has been an increase in ACS emergency admissions between
13/14 and 14/15 of 11.2% (738 admissions). Analysis shows this is
predominantly in the winter months Dec-Feb (when compared to same
period in previous year) and is predominantly respiratory related
conditions of Pneumo, Asthma and COPD. The north of England has
increased at a very similar rate to Liverpool CCG in 14/15 with
flu/pneumo admissions being an issue for other areas also. Since 09/10
Liverpool has moved from being ranked 68/68 CCG’s in the north of
England to 31/68 in 14/15.
• There has been a decrease in GP referred first outpatient attendances
to the selected specialities of 9.0% (-3807 attendances).
• Approx. 20% of this reduction is attributable to gynaecology. It is
expected that this is due to clinic coding changes in Liverpool Women’s
between the two years of evaluation. Total GP referred 1st outpatient
attendances (without clinic exclusions) have remained static.
• Approx. 70% of this reduction is due to Trauma & Orthopaedic (T&O) at
RLUBHT and SPIRE Liverpool. In 14/15 all T&O referrals were
directed through MCAS and GP’s could no longer refer directly to
trusts, which explains this reduction. MCAS attendances during this
period have increased, however not as much as demand for secondary
care has decreased. The net effect is a 4.4% reduction in GP referred
first outpatient attendances to T&O (-1471).
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• There has been an increase in choose and book referrals from 75.0%
to 81.5% between 13/14 and 14/15.
5.

ACCIDENT AND EMERGENCY ATTENDANCES

The definition of this indicator is the rate per 1000 HCHS weighted population of
in-hours, self-referred, unplanned, minor attendances where procedure code
was recorded as prescription, guidance and advice or none, and excluding
disposals to a clinic or another provider .
For 2014/15 the indicator was amended to remove attendances to St Paul’s Eye
Unit and AED attendance for Trauma.
There has been an increase in AED attendances between 13/14 and 14/15 of
5.4% (259). The 13/14 and 14/15 position currently excludes Aintree data due to
coding issues. A similar increase has been seen in emergency admissions
below.
This is a similar picture as reported in the Enhancing Access to Primary Care
2014/15 impact paper in June 2015 (PCCC 05-15), where an increase in AED
attendances between Sept-Mar 13/14 and Sept-Mar 14/15 was reported,
however practices who took part in the enhanced access scheme saw an
increase that was statistically lower than practices that did not take part.
6.

EMERGENCY ADMISSIONS FOR ACS CONDITIONS

The definition of this indicator is the rate per 1000 hospital weighted population
for admissions for a selection of ACS conditions (Angina, Asthma, Cellulitis,
COPD, CHF, Diabetes complications, ENT, Influenza and Pneumonia,
Convulsions and epilepsy), where these conditions are coded in the primary
diagnosis
For 2014/15 the indicator baseline position was recalculated to reflect the
Liverpool average for 2012/13.
ACS emergency admissions have increased from 6590 in 13/14 to 7328 in
14/15. Increases have been seen for every condition with significant increases
for the respiratory related conditions of flu and pneumo (+28.3%, +326); Asthma
(21.7%, +118); and COPD (7.7%, +117).
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Analysis by month shows the biggest increases have been seen in the winter
months of Dec-Feb, when comparing to the same period in the previous year.
Across the north-west Pneumonia admissions also increased significantly last
winter (+1200).
All localities have increased, Liverpool, Central (+8.0%), Matchworks (+11.1%)
and North (+17.8%).

North

TOTAL

CELLULITIS

CHF

COPD

CONVULSIONS &
EPILEPSY

DIABETES

ENT

FLU & PNEUMO

TOTAL

Matchworks

ASTHMA

Liverpool
Central

Year

ANGINA

Table 1: Changes in emergency admissions for ACS conditions between
12/13 and 14/15

12/13

296

362

226

197

921

416

119

251

721

3509

13/14

340

289

301

185

841

400

109

270

525

3260

14/15
% Var 12/13 13/14
% Var 13/14 14/15

348

327

285

204

866

406

116

317

653

3522

14.9%

-20.2%

33.2%

-6.1%

-8.7%

-3.8%

-8.4%

7.6%

-27.2%

-7.1%

2.4%

13.1%

-5.3%

10.3%

3.0%

1.5%

6.4%

17.4%

24.4%

8.0%

12/13

229

138

146

153

427

154

56

111

445

1859

13/14

221

135

171

123

345

205

39

178

331

1748

14/15
% Var 12/13 13/14
% Var 13/14 14/15

246

171

149

146

360

228

44

164

434

1942

-3.5%

-2.2%

17.1%

-19.6%

-19.2%

33.1%

-30.4%

60.4%

-25.6%

-6.0%

11.3%

26.7%

-12.9%

18.7%

4.3%

11.2%

12.8%

-7.9%

31.1%

11.1%

12/13

169

120

148

120

349

114

77

108

203

1408

13/14

194

119

173

151

333

130

59

128

295

1582

14/15
% Var 12/13 13/14
% Var 13/14 14/15

198

163

225

127

410

144

67

140

390

1864

14.8%

-0.8%

16.9%

25.8%

-4.6%

14.0%

-23.4%

18.5%

45.3%

12.4%

2.1%

37.0%

30.1%

-15.9%

23.1%

10.8%

13.6%

9.4%

32.2%

17.8%

12/13

694

620

520

470

1697

684

252

470

1369

6776

13/14

755

543

645

459

1519

735

207

576

1151

6590

14/15
% Var 12/13 13/14
% Var 13/14 14/15

792

661

659

477

1636

778

227

621

1477

7328

8.8%

-12.4%

24.0%

-2.3%

-10.5%

7.5%

-17.9%

22.6%

-15.9%

-2.7%

4.9%

21.7%

2.2%

3.9%

7.7%

5.9%

9.7%

7.8%

28.3%

11.2%

This is a similar picture as reported in the Enhancing Access to Primary Care
2014/15 impact paper in June 2015 (PCCC 05-15), where an increase in ACS
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admissions between Sept-Mar 13/14 and Sept-Mar 14/15 was observed,
however practices who took part in the enhanced access scheme saw an
increase that was statistically lower than practices that did not take part.
Since 09/10 Liverpool has moved from being ranked 68/68 CCG’s in the north of
England to 31/68 in 14/15. The trend in recent years has been very similar to
peer CCG’s.

7.

GP-REFERRED FIRST OUTPATIENT ATTENDANCES

The definition of this indicator is the rate per 1000 HCHS weighted population
for GP- referred first outpatient attendances to certain specialities (Dermatology,
ENT, Gastro, Gynae, Rheumatology, T&O, Urology, Vascular Surgery).
For 2014/15 the indicator was amended to remove Colposcopy, cervical
screening, termination of pregnancy and gastroenterology Investigations. The
baseline position was recalculated to reflect these changes
There has been a 9.0% (-3807) reduction in GP referred first outpatient
attendances to the specialities above between 13/14 and 14/15. When adjusted
for increased activity within Clinical Assessment Services this falls to 4%. The
specialities that account for this reduction are gynaecology and T&O.
Gynaecology accounts for circa 20% of this reduction. The coding of individual
clinics changed between 13/14 and 14/15 and it is not possible to say to what
extent the reduction in gynae is due to changes in coding. We can observe that
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the total GP referred gynaecology first attendances (without clinic exclusions)
between the two years has been fairly static.
T&O accounts for a large percentage of this reduction with GP referred first
attendances at hospital trusts reducing by 23% (-2703 attendances) between
the two years. The main reduction has been observed at RLBUHT (-1324) and

Spire Health Care (-1248). Direct access referrals to trusts were stopped during
14/15 and in the same period GP referred first attendances to RLBUHT MCAS
increased by 1232. The net impact is a 4.4% decrease in demand for T&O.
Aintree had already stopped direct access referrals prior to this time so the
impact in the north of the city has been less.
There is no national benchmark available for the GP specification definition of
outpatient attendances.
8.

PREVALENCE

Targets for this indicator are based on the average 40+ prevalence of the
relevant conditions as at end of March 2013. (Practices must be less than 2
standard deviations below the Liverpool average).
In terms of patient counts, there has been an increase in recorded prevalence
across the city (see Table 1overleaf). However, due to a growth in the over 40
population, this has not necessarily resulted in a positive change in the
percentage prevalence overall, this is demonstrated in Table 2, overleaf.
In total, at the end of March 2015, there were over 1,799 more patients on the
registers than at the end of March 2014 (see table 2).
Substantial increases have been made to the numbers of patients on the
Hypertension (+785) and Diabetes (+689) registers in particular, compared to
the March 2014 level (see table 2).
Despite these increases, no percentage disease prevalence has actually
increased by more than around 0.21%, with a number actually seeing a slight
decrease (see table 3).
The overall picture suggests that percentage prevalence has been fairly static
(see Table 3) and the increasing numbers on the registers are therefore
attributable to a growth in the over 40 population, rather than any other factor
(with the possible exception of Diabetes).
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This is a similar picture for core city CCG’s where, with the exception of a few
outliers, prevalence has dropped for CHD, increased for diabetes but remained
fairly static for the remaining registers.
Core city CCG’s have seen changes in the same direction as Liverpool,
however they have increased by a larger amount, specifically for diabetes and
atrial fibrillation. Core cities have also seen a drop in CHD prevalence like
Liverpool. Liverpool remains within the lowest 5 core city CCG’s for 5 registers,
that being Diabetes (15/15), Hypertension (15/15), Stroke (14/15), AF (13/15)
and COPD (10/15), suggesting coding could be improved or more patients can
be case found.
Table 2: Change in prevalence from end Mar 12 to end Mar 15

End Mar 12
End Mar 13
End Mar 14
End Mar 15
Var
% Var on
13/14

LCCG

TOTAL ON
SELECTED
REGISTERS

DIABC

COPD

HYPERTENSION

AF

STROKE
TIA

HF

CHD

/

(Actual patient numbers and % change on March 12).

17406
20679
18540
18235
-305

3458
3836
3923
3924
1

7906
8516
8833
8882
49

6416
7443
7747
8045
298

58649
65289
65889
66674
785

12698
14214
14379
14661
282

19225
21940
24304
24993
689

125758
141917
143615
145414
1,799

-1.67%

0.2%

0.55%

3.70%

1.18%

1.92%

2.76%

1.24%

LCCG

9.

DIABC

COPD

HYPERTENSION

AF

STROKE
TIA

HF

CHD

/

Table 3: Change in percentage prevalence between end Mar 14 and end
Mar 15

End Mar 14

8.03%

1.70%

3.82%

3.35%

28.52%

6.22%

5.54%

End Mar 15

7.86%

1.69%

3.83%

3.47%

28.73%

6.33%

5.67%

% Var

-0.17%

-0.01%

0.01%

0.12%

0.21%

0.11%

0.13%

EXCEPTION REPORTING

This indicator measures the proportion of patients exception reported against
QOF indicators for reasons of ‘Informed Dissent’ and ‘Patient Unsuitable’, for the
disease registers measured in the GP spec prevalence indicator.
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Based on practice information reported at end of year, all practices met this Key
Performance Indicator. At the time of writing this report, it has not been possible
to view this information cumulatively at city wide level in order to report year on
year achievement.
10.

ALCOHOL BRIEF INTERVENTIONS

This indicator was introduced for 12/13. Practices were incentivised to increase
the proportion of patients receiving a brief intervention when it was identified that
they were drinking above recommended levels
Across the city, the percentage of patients (who drink over recommended levels)
being offered brief intervention has increased by about 2.02% between the end
of March 14 and the end of March 15
Unfortunately, during 14/15, it appears that alcohol intake recording has
dropped off and although the proportion of patients being offered brief
intervention has increased, there has been a drop in both the numbers of
patients recorded as drinking over the recommended levels and the number
being offered brief interventions
No national benchmark is available for this indicator
Table 4: Change in number of patients & percentage of patients offered
brief interventions

LCCG

11.

11/12
12/13
13/14
14/15
Var on 13/14

Patients Offered
Brief
Interventions

Patients
Recorded
As
Drinking
Over
Recommended
Levels

% Offered Brief
Interventions

11317
12624
11159
10347
-812

14146
14578
12393
11244
-1149

80.00%
86.60%
90.04%
92.04%
2.00%

DIABETES 9 CARE PROCESSES

This is a new indicator that was introduced into the GP Specification for 2014/15
which had a Band A threshold of 70%.
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The baseline position for the City was 58.33% at the end of March 2014. The
City achievement at the end of March 2015 was 65.14%. A total of
16,281patients received all 9 Care Processes.

It is acknowledged that there is significant variation at practice level and this is
being addressed through the implementation of a practice based support tool
led by the Diabetes team. Matchworks locality achieved the highest at 69.21%,
North 66.46% and Central 61.89%.
The trend outlines that there was a drop in achievement for a continuous period
in the middle part of the year and then achievement increased towards the end
of the financial year.
The National Diabetes Audit has not yet been published for 13/14 or 14/15 so no
recent benchmark data is available.

12.

CHOOSE AND BOOK

Choose and Book referrals have risen steadily over the period from 75.0% to
81.5% referrals through Choose and Book. All localities have shown
improvement and collectively have hit the band A target of 76.2%. The
breakdown by locality is below.
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North
Liverpool Central
Matchworks
Total

13.

13/14
14/15
73.5%
77.8%
74.7%
82.2%
76.7%
83.0%
75.0%
81.5%

MEDICINES MANAGEMENT

The CCG achieved a substantial reduction in prescribing costs in 14-15. There
was an overall 5.4% reduction in GP Specification costs. The variance outlines a
range of 8.7% growth to 25.1% reduction.
Antibiotics - Most practices have a prescribing volume of less than the national
average, or have achieved the required reduction in items. Only six practices
were required to submit evidence to the Validation Committee. The graph below
shows the trend of prescribing in antibiotics from 2013-14 to March 2015.

Metformin - The target for this KPI was the 2013/14 Liverpool average of 70%.
The range of variation between the highest and lowest practices is 98.5% to
57.9%.
The summary of each localities achievement is below:
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•
•

North 12 practices did not achieve the indicator
Matchworks 4 practices did not achieve the indicator
• Central 8 practices did not achieve the indicator
14.

VALIDATION COMMITTEE FINDINGS YEAR 4

In order to retain additonal investment, practices have to achieve Band A
against the agreed Key Performance Indicators. Within the General Practice
Specification it states that practices who fail to achieve Band A will have the
opportunity to challenge this non-achievement by providing appropriate, robust
evidence.
The validation submissions are reviewed by the Validation Committee which
consists of 6 GP’s, Lay members and representation from NHS England.
•
•
•
•
•
•
•
•

Dr Adit Jain
Dr Paul Mullen
Dr Ruth Brown
Dr Pranav Lakhani
Dr Martin Binder
Dr Christina Sendegeya
Dr Narendra Patel
Mr Dave Antrobus

Deputy Medical Director, NHSE Merseyside
Matchworks Locality
Matchworks Locality
Central Locality
Central Locality
North Locality
North Locality
Lay Member

73 practices were required to submit evidence for validation, with only one
practice not submitting any validation evidence. The validation committee sat
between 21st July and 23rd July and the key findings were:• Five submissions did not meet the standards required. The practices were
given four weeks to appeal the decision in line with the agreed appeals
process within the GP Specification and two practices decided not to
appeal the recovery of investment.
• The committee agreed that seven practices would benefit from a further
visit from Dr Ogden-Forde regarding the 9 Care Processes for Diabetes.

Lessons Learnt
• The committee identified that some inappropriate AED attendances for St
Pauls’ Eye Service, Kirkby Walk-in Centre and Liverpool Women’s
Emergency Department were still appearing in the data sets.

51

Page 13 of 15

• The committee identified that all practices would benefit from reviewing
examples of excellent submissions
Practice Appeals
For the three practices whose submissions did not meet the standard required a
visit was arranged with the practice led by the Deputy Medical Director and
Primary Care Co-commissioning manager. During the visit a detailed audit was
undertaken in relation to the Key Performance Indicator and evidence was
reviewed at the practice.
The visits took place between September and October 2015 and the findings
are shown below. The recommendations from the visits have been agreed by
the members of the Primary Care Quality Sub-Committee. The Primary Care
Commissioning Committee is asked to support the recommendations as noted
below:
1. Practice A Antibiotics - The practice decided not to appeal the decision of
the validation committee and therefore the recommendation is that
investment will be recovered to be reclaimed over a 3 month period.
2. Practice B 9 Care Process for Diabetes - The practice decided not to
appeal the decision of the validation committee and therefore the
recommendation is that investment will be recovered to be reclaimed over
a 3 month period.
3. Practice C Antibiotic Prescribing – a validation visit was undertaken with
two of the GP Partners. The practice was able to demonstrate that they
had implemented the GP Specification, undertaken clinical audits for
appropriate patients and had developed an agreed action plan for
2015/16. The recommendation is that the practice retains the investment.
4. Practice D In Hour AED Attendances– a validation visit was undertaken
with the Senior Partner and the practice manager. The practice was able
to demonstrate that they had implemented the GP Specification,
undertaken clinical audits for appropriate patients and had developed an
agreed action plan for 2015/16. The recommendation is that the practice
retains the investment.
5. Practice E 9 Care Process for Diabetes – a validation visit was undertaken
with the Senior Partner, Nurse Practitioner and the practice manager. The
practice was able to demonstrate that they implemented the GP
Specification, undertaken clinical audits for appropriate patients and had
developed an agreed action plan for 2015/16. The recommendation is
that the practice retains the investment.
15.

CONCLUSION

The Liverpool Quality Improvement Scheme is fundamental to the delivery of
high quality general practice, to improve the quality and consistency of General
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Practice across the city in order to improve the health of patients, reduce
inequalities and ensure most cost effective use of resources.
Since 2011, considerable improvements have been achieved through the
implementation, monitoring and review of the Key Performance Indicators within
the specification. The Primary Care Quality Sub-Committee are responsible for
overseeing the implementation and performance monitoring of the scheme and
in conjunction with the 3 localities will ensure that practices are working towards
improvements against the KPIs and the wider specification.
An annual review of the specification is undertaken to refresh the key
performance indicators and clinical areas of the specification in line with latest
guidance and to ensure it continues to meet the needs of patients and is aligned
to the CCG vision and ambitions.

Colette Morris
Locality Development Manager
17th November 2015
ENDS
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Summary

The purpose of this paper is to seek approval for
the proposed changes to the Liverpool Quality
Improvement Scheme 2016-17 and to support the
recommendation to the Governing Body for
additional recurrent investment. This will increase
funding by £10 per weighted patient for the city and
equates to £5.6 million recurrent investment.
That Liverpool CCG Primary Care Commissioning
Committee:
 Notes and approves the changes proposed to
the Liverpool Quality Improvement Scheme
2016/17
 Notes and approves the changes proposed to
the Key Performance Indicators from April
2016
 Notes a paper will go to Finance,
Procurement and Commissioning Committee
for confirmation of procurement route and for
assessment of value for money.
This programme of work has been developed to
support practices to deliver high quality primary

Recommendation

Impact on improving
health outcomes,
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reducing inequalities care and ensure general practice plays in part in
and promoting
realising the CCG vision to improve the health
financial
outcomes for the people of Liverpool.
sustainability
Relevant Standards
or targets

Primary Care Quality Framework
Liverpool Quality Improvement Scheme

LIVERPOOL QUALITY IMPROVEMENT SCHEME
(GP SPECIFICATION) 2016-17

1.

PURPOSE

The purpose of this paper is to seek approval for the proposed changes to the
Liverpool Quality Improvement Scheme 2016-17 and to support the
recommendation to the Governing Body for additional recurrent investment. This
will increase funding by £10 per weighted patient for the city and equates to £5.6
million recurrent investment.
2.

RECOMMENDATIONS

That Liverpool CCG Primary Care Commissioning Committee:
 Notes and approves the changes proposed to the Liverpool Quality
Improvement Scheme (GP Specification) 2016/17
 Notes and approves the changes proposed to the Key Performance
Indicators from April 2016
 Notes a paper will go to Finance, Procurement and Commissioning
Committee for confirmation of procurement route and for assessment of
value for money.
3.

BACKGROUND

The Liverpool Quality Improvement Scheme (GP Specification) has been in
place since April 2011. The specification was developed in order to improve the
quality and consistency of General Practice across the city, in order to improve
the health of patients, reduce inequalities and ensure most cost effective use of
resources. In addition to this, through additional investment its aim was to
reduce the variation in general practice in Liverpool and to support the move to
a system of commissioning for improved health outcomes and better overall use
of resources. These principles remain the same some 4 years later and the GP
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Specification remains fundamental to the delivery of high quality general
practice and to ensure General Practice continues to be the first point of contact
with the NHS for the majority of patients. This is also fundamental to the delivery
of the community model of Healthy Liverpool.
Key achievements to date include:
• Prevalence – 15% increase (19656 extra patients) since March 2012
• A&E - 6% decrease on GP spec defined attendances for adults and
children combined since 2011 compared to benchmark trusts
• Prescribing - narrowed gap between Liverpool and national cost despite
pressures from high levels of deprivation and a large number of specialist
centres within the city using high cost drugs whilst maintaining a focus on
improving quality and outcomes
• ACS – moved from reporting the highest ACS admission rates in 2009/10,
ranked 68 out of 68 CCGs within North of England Region to being ranked
31 out of 68 in 2014/15
• Childhood Vaccinations – consistently achieved higher uptake rates
compared to England benchmarks 2011 – 2014; since this was removed
from the GP specification in April 2014 a slight dip in performance has
been reported
The specification provides for a range of services to be delivered by every
practice with a key element of this being the level of access practices are
required to offer. Prior to 2011, the funding provided for 50 GP appointments per
weighted 1000 population. This was uplifted from April 2011 to 70 GP/Nurse
Practitioner/telephone appointments in recognition of the array of services
practices were being asked to provide and to ensure patients were treated out of
hospital and as near to home as practically possible.
Each year, the specification is reviewed to ensure it reflects latest guidance and
clinical best practice, continues to meet the needs of patients and is aligned to
the vision and ambitions of the CCG.
Nationally, the demand for primary care consultations has grown steadily since
1995 and along with the changes planned to the local hospital services, an
ageing population, there remains a need for more capacity in primary care which
is accessible via a range of methods to the traditional face to face appointment.
The evaluation of the enhanced access to primary care scheme was reported to
the Primary Care Commissioning Committee in June 2015 (PCCC 05-15)
noting:
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• Over 90,000 extra appointments offered November 14 to March 15
• 89% appointments booked and 5% did not attend their appointment
• Across the city, A&E attendances and ACS admissions increased when
compared to the same period in 2013/14
• Practices taking part in the scheme reported
o 13% reduction in A&E attendance (all hours) compared to rest of city
o 21% reduction in A&E attendance (in hours) compared to rest of city
o 10.7% reduction in ACS admissions in under 75s compared to city
o 12% reduction in ACS admissions for over 75s compared to city
• Waiting times for GP/NP/Telephone appointment less than 1 day
Based on these findings and the continued pressures on the healthcare system,
the Primary Care Commissioning Committee approved the continuation of this
scheme until 31st March 2016 and recommended that this be incorporated into
the GP Specification from April 2016.
4.

CHANGES 2016-17

The annual review of the Liverpool Quality Improvement Scheme (GP
Specification) for 2016-17 has been overseen by a sub group of the Primary
Care Quality Sub Committee. During this process, the group has worked with
and consulted with a range of stakeholders including member practices, Local
Medical Committee and programme teams within the CCG namely Long Term
Conditions, Health Improvement, Medicines Management, Cancer and Children.
The latest version of the GP specification has also been externally peer
reviewed by a panel of GPs from outside of Liverpool. This review asked the
panel to:
• Support the clinical model to ensure it delivered continuous improvement
and high quality general practice
• Confirm that the clinical model will address health inequalities, improve
outcomes and reduce variation across the 93 general practices
A number of changes have been proposed to take effect from April 2016, all of
which have been considered by the members at a city wide event held on 22nd
October and by the Local Medical Committee on 3rd November 2015. A full
summary of the changes proposed is included in Appendix 1 along with a copy
of the full GP specification in Appendix 2.
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There are 3 areas of significant change aligned to Healthy Liverpool from April
2016 as follows:
Access
Current standard 15/16
70 GP/Nurse Practitioner/Telephone
appointments per 1000 weighted
population

New standard 16/17
80 GP/Nurse Practitioner/Telephone
appointments per 1000 weighted
population

It is widely reported that there is variation in service standards which impact on
quality and outcomes delivered in primary care, community care and hospital
services. One such area is access to general practice and from the feedback
available through for example, NHS choices, GP patient survey and patients’
use of alternative services it suggests that access could be better in some
areas. Recent feedback from the Healthy Liverpool case for change
engagement process highlighted seven key themes, one of which was GP
access and in particular concerns over availability and the process for obtaining
appointments.
The provision of extra appointments is just one way to manage the increased
demand and the GP Specification encourages practices to review and monitor
their access arrangements on a regular basis to facilitate same day access to
clinical appointments, provide access to the practice via the telephone and via
the internet. This will be supported throughout 2016 by a programme of
individual practice support to address areas for improvement and identify ways
in which this could be achieved.
Childhood Vaccinations and Immunisations
Current standard 15/16
Not included in GP specification

New standard 16/17
Practices are required to undertake to
immunise children under 5 with
relevant immunisations, including any
catch up campaigns identified and to
achieve the higher target of 95%

Plans are already underway for general practice to take on the administration of
routine vaccinations for all 0-5 year olds by April 2016. Support for this transition
is being provided to practices and includes delivery of training to practice teams,
capacity modelling and guidance relating to administration and storage of the
vaccines. In order to ensure immunisation rates are not adversely affected by
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these changes, it is proposed that the standards expected of general practice to
deliver this programme be included within the GP specification along with a key
performance indicator with a 5% weighting. Practices would be expected to:
• Develop and maintain a register of all children under and up to 5 years of
age
• To undertake to immunise children under 5 with the relevant
immunisations, including any catch up campaigns that are identified
• Achieve higher target in line with the national target of 95% for all 5
elements of the immunisation programme
Physical Activity
Current standard 15/16
Not included in GP Specification

New standard 16/17
Practices are required to record
physical activity levels for patients
aged 16 years and over and for those
who do not meet the recommended
150 minutes of physical activity per
week to receive brief advice and be
offered specialist support where
indicated/appropriate.

The vision for the Living Well programme is for Liverpool to be the most active
core city in England by 2021, inspiring and enabling people who live and work in
Liverpool to be active every day for life. Through its infrastructure, General
practice is well placed to support this priority to increase physical activity levels
amongst the inactive and under active population. By embedding this into health
care pathways this will support it to become usual practice and practices will ask
how many days per week do you engage in physical activity and for how long
and record this within practice clinical systems. This will encourage practices to
identify patients who may benefit from brief interventions and/or more intensive
support or onward referral to another service.
5.

KEY PERFORMANCE INDICATORS

In order to ensure that the additional investment in General Practice continues
to achieve the desired outcomes and improvements in the quality of care
provided, the retention of investment is dependent upon practices reaching
agreed performance levels. These are detailed within the GP specification as
Key Performance indicators (KPIs), a summary of which is contained within the
GP Specification in Appendix 2.
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There are two elements to the KPIs, the first of which is the target achieved by
each practice and the second is the level of additional investment attached to
each target, referred to as weightings.
Changes to targets
All targets have been refreshed from the 2012/13 baseline to the latest available
data for each KPI. A small number have had changes to their definitions which
has been factored into the new targets as detailed below. In relation to AED
attendances and Alcohol, the new targets are still under development at the time
of writing this report therefore the figures quoted in the table are subject to
change.
• A&E attendance – target has been stretched which means the aim is for
fewer patients to attend A&E in hours with a primary care condition
• ACS admissions – amended from 7 conditions down to 4 conditions
(COPD, Flu/pneumonia, Angina and Asthma) which account for over
60% of total ACS admissions and their associated costs
• Alcohol consumption recorded – amended from 10% uplift on practice
baseline position to a bandings approach in line with the rest of the
specification. Also time period amended from 12 months to 3 years
• Alcohol patients received a brief intervention – time period amended from
12 months to 3 years
• Outpatient attendances – activity relating to Trauma and Orthopaedics
removed from definition due to changes in referral pathway in year and
limited opportunity for general practice to influence outcomes (all
referrals triaged through MCAS before onward referral to secondary care
if appropriate)

Area/Band
A&E attendance
rate per 1000
patients
ACS
admissions rate
per
1000
patients
Alcohol
%
patients
aged
18+ with alcohol
consumption
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Current Targets 2015/16
A
B
C
7.91
11.40
12.79

New Targets 2016/17
A
B
C
6.29
7.35
10.36
TBC
TBC
TBC

9.97

7.30

8.01

9.79

38.6%
TBC

32.8%
TBC

27.4%
TBC

12.19

12.97

10% uplift on practice
baseline position up to
Liverpool average 34%
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recorded
Alcohol
brief 93.8% >93.8 to >86.9 to
intervention
<= 86.9% 75.7%
Outpatient
attendance rate
per
1000
patients

82.42

87.22

102.57

93.8%
TBC
63.48

>93.8 to >86.9 to
<=86.9% 75.7%
TBC
TBC
66.57
74.83

Changes to weightings
A number of KPIs have had their weightings revised for 2016/17:
• ACS admissions – increase in weighting to reflect a high priority area
requiring further improvement therefore more resource at risk if this target
is not achieved at year end
• Outpatient attendances – reduction in weighting to reflect the significant
progress made on this KPI to date and the limited potential for further
change
• Antibiotic use – increase in weighting to reflect a high priority area
requiring further improvement therefore more resource at risk if target not
achieved
Area
ACS
admissions
Outpatients
Antibiotic use

Current weighting
2015/16
10%

New weighting
2016/17
20%

20%
4%

10%
5%

New KPIs
There are 2 new KPIs to be introduced from 2016/17 – childhood vaccinations
and immunisations (under 2 and under 5 years) and prescribing of specialist and
high cost analgesics.

Area/Band
Childhood
vaccinations &
immunisations
under 2 years
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Current Targets
2015/16
A
B
C
N/A

New Targets 2016/17
A
95%

B
93%

C
91%
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Childhood
vaccinations &
immunisations
under 5 years
Prescribing of
specialist
and
high
cost
analgesics

N/A

N/A

95%

90.2%

85.7%

5% reduction in costs for a
combination of
pregabalin/oxycodone/buprenorphine
patches/fentanyl

Discontinued KPIs
Four KPIs have been discontinued – choose and book and 3 prescribing related.
• Choose and Book – there has been significant behaviour change in
Liverpool with good utilisation of electronic referrals systems which is
considered “business as usual”
• Heart failure - prescribing of ACE inhibitors and beta blockers for LVSD
• Kidney disease – prescribing of statins in patients with CKD 3b and 4
o Both of these indicators are intended to achieve their purpose within
2015/16 and continuation into 2016/17 is not required
• Hospital discharge – managing discharge prescriptions – practices are
required to have robust systems in place by the end of 2015/16 and the
KPI is therefore not required for the following year. The Medicines
Management Team will continue to monitor practice systems to ensure
that safe systems are embedded in practice.
Financial risk to practices
During 2013/14 it was agreed that there should be a limit on the level of funding
considered to be at risk should practices not achieve target. This amount was
set at a maximum of £15 per patient.
In light of the changes being proposed to the specification and the increased
level of investment it is proposed that this amount be uplifted to £20 per patient
from April 2016.
Validation Process
Where it cannot be demonstrated that the additional investment has been spent
on implementation and delivery of the GP specification, a process for recovery
of investment is in place and is known as the Validation Process.
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If targets have not been met by the end of the financial year, practices are asked
to submit evidence. This evidence is reviewed in line with the process
documented in the GP specification and considered by the Validation
Committee which consists of nominated GPs from each locality (2 per locality),
GP Adviser to LCCG, Governing Body Lay member and Primary Care Contract
Manager. Non-voting members are in attendance to oversee the whole process
– Head of Primary Care, Quality and Improvement, Commissioning Intelligence
Manager and Quality Manager.
Feedback is provided to practices following the committee detailing the outcome
of the review of the evidence submitted. Where the committee does not feel that
the evidence is sufficient and a recommendation is made to recover investment,
practices will be given 4 weeks to appeal this decision.
The appeals process consists of a visit to the practice by the Deputy Medical
Director and Primary Care co-commissioning manager where a detailed audit is
undertaken in relation to the specific KPI. A full report is submitted to the
Primary Care Quality Sub-Committee and recommendations for retention or
recovery of investment made to the Primary Care Commissioning Committee.
Any recovery of investment is notified to the practice in writing and taken over a
3 month period from October payment schedule.
If a practice fails to achieve a KPI, the CCG will be entitled to reclaim funding as
appropriate.
6.

INVESTMENT PROPOSAL

In order to support the additional activity outlined in this report it is proposed that
an additional £10 per weighted patient is provided for the Liverpool Quality
Improvement Scheme (GP Specification). It should be noted that the
specification is asking for more than just the delivery of an extra 10 GP/Nurse
Practitioner/Telephone appointments per 1000 weighted population. Practices
will be required to provide additional clinical sessions as well as implementing
new systems and processes to support the delivery of childhood vaccinations
and immunisations and the recording of physical activity levels. All of this will
impact on the level of clinical and none-clinical resource required. The changes
proposed to the Key Performance Indicators detailed in section 5 will also
require additional effort and a much more targeted approach by practices to
achieve the more stringent targets set. This will require robust, ongoing
monitoring and review systems to be in place at each practice to ensure that
positive progress and steady movement towards the targets is being made
throughout the year.
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An amount of £2.5 million has already been set aside for general practice
development for 2016/17 and this was agreed by the Governing Body in May
2015. A further amount will be required for this investment and approval will be
sought from the Governing Body. A paper will also be presented to the Finance,
Procurement and Commissioning Committee for confirmation of procurement
route and assessment of value for money.
7.

CONCLUSION

General practice remains the bedrock to the new model of community care and
the GP specification is fundamental to the delivery of Healthy Liverpool.
Liverpool has been in a unique position since the implementation of the GP
Specification in 2011 which resulted in a significant investment being made into
primary care whilst in other areas spend on General Practice has remained
static or in some cases reduced. This investment along with the requirement for
a consistency of standards as defined by the specification brings a real strength
to general practice in Liverpool and provides firm foundations to support future
transformation.
Clearly, there are developments happening in other areas and we need to be
mindful of the impact this could have on the availability of clinicians within the
city. CCGs in other areas are developing their own versions of the general
practice specification, vanguard sites are developing their new models of care
and the recently published evaluation of the Prime Ministers Challenge Fund will
all effect the workforce in primary care.
The changes proposed to the GP Specification for 2016/17 and associated
investment will continue to build on and strengthen the achievements to date
and improvements in outcomes. In particular the specification supports the
model to deliver a proactive approach to the health, well-being and care delivery
to people in the city from the 93 practices.

Colette Morris
Locality Development Manager
17th November 2015
ENDS
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Appendix 1 – Summary of changes proposed 2016/17
Area of specification

Current 2015/16

Access (includes A&E • 70 GP/NP/Telephone appointments
attendances and ACS
per 1000 weighted population
admissions KPIs)
• ACS admissions KPI = 10%
weighting for 7 conditions

• Includes use of electronic device

Pulse checks

Health Improvement to • Alcohol only to support recording of
include physical activity
intake levels and offer brief
intervention and advice where
drinking above recommended limits

Cancer screening
referrals

and • Practices
to
actively
support
national breast screening and bowel
cancer screening programmes

Childhood Vaccinations
and Immunisations
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N/A – new section proposed from April
2016

Changes proposed 2016/17
• 80 GP/NP/Telephone appointments per
1000 weighted population
• Refreshed bandings for A&E attendances
and ACS admissions to reflect increased
investment
• ACS admissions KPI = 20% weighting for 4
conditions (COPD, Flu/pneumonia, Asthma
and Angina)
• Reinforces the use of manual pulse checks
as the preferred method supported by
recent AF guidance from clinical networks
• Health improvement section expanded to
include physical activity to encourage
practices to identify patients current level
of physical activity and identify those who
may benefit from brief intervention and/or
more intensive support
• Amended age groups to reflect current
public health reporting arrangements and
to highlight the screening programmes are
one of a number of initiatives in place
across the city to raise public awareness
• To support practices to take on delivery of
routine childhood vacs & imms, standards
for delivery included along with a KPI (5%
weighting) to achieve national target of
Page 12 of 14

Sexual Health Services

• Expected that practices should •
provide HIV screening and HIV pretest discussion

Cancer referrals

• Expected that practices refer within •
24 hours of decision to refer being
made

Dementia

• KPI requires practices to have •
process in place for patients
diagnosed with Mild Cognitive
Impairment to have a 12 months
post diagnosis review.

Use of resources
• Outpatient attendances KPI = 20% •
(Outpatient attendances
weighting
KPI)
•
Medicines Management
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• Five KPIs covering:
•
o Monitoring of high risk drugs
o Prescribing of ACE inhibitors
and beta blockers for LVSD
o Prescribing of statins in
patients with CKD 3b and 4
o Reducing
prescribing
of
antibiotics
o Managing
discharge
prescriptions

95%
Practices asked to consider HIV testing
more routinely when ordering blood tests –
threshold for HIV testing is now much
lower and common GP presentations can
be early sign of HIV in 16-65 age group
Expanded to include arrangements for
safety netting and systems in place to
ensure adequate follow up following
referral for suspected cancer
Small numbers of patients on registers
therefore difficult to set KPI bandings.
Success will be based on provision of
assurance
that
patients
receiving
appropriate care in line with agreed
pathways
Outpatient attendances KPI = 10%
weighting
Removal of Trauma and Orthopaedics
activity
Amend to 3 indicators and redistribute
weighting:
o Safe use of high risk drugs (5%
weighting)
o Reducing antibiotic use (5%)
o Prescribing of specialist and high
cost analgesics (7%)
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Event • Promotes the use of the RCGP tool • Practices encouraged to audit all cancer
for undertaking peer reviews of
diagnoses following RCGP guidance, to
cancer diagnoses
review emergency presentations of cancer
and undertake significant event audits
Choose and book (now • KPI to support use of choose and • Wording amended to reflect the new eNHS E-referrals)
book (5% weighting)
referrals system launched in June 2015
• KPI discontinued due to good utilisation of
electronic referral systems
Relationships with other • Encourages robust communication
• Amended to include engagement with
health professionals
and information sharing amongst
practice
manager,
practice
nurse,
extended practice teams
marketplace and other city wide member
events
Workforce
and N/A – new section proposed from April • Encourages practices to consider training
sustainability in General 2016
needs and succession planning within their
Practice
business plan
• Encourages practices to access clinical
and non-clinical development programmes
Significant
Analysis
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Liverpool Quality Improvement Scheme
2016-17 v3.3

Appendix 2

Liverpool Quality Improvement Scheme (GP Specification)
Introduction
With the need to improve patient health outcomes and the increasing pressure
on health service resources, it is clear that in order to successfully implement
the Healthy Liverpool Programme, Liverpool needs to strengthen service
delivery from Primary Care.
Liverpool patients must have access to consistent GP services which are
delivered to an agreed level of quality, and ensure that patients are treated
outside of hospital whenever appropriate. This is entirely in line with QIPP
principles and will be essential to successful implementation of the Healthy
Liverpool Programme.
Key principles
The principle behind the development of this specification is to improve the
quality and consistency of General Practice across the city, in order to
improve the health of patients, reduce inequalities and ensure most cost
effective use of resources.
This is a genuine attempt to level the playing field in terms of investment in
general practice in Liverpool, and to move to a system of commissioning for
improved health outcomes and better overall use of resources.
This is therefore about fairness for practices, and fairness for patients.
This updated specification will be implemented from 1st April 2016.
Desired outcomes
The specification provides greater access to clinicians with practices to offer
80 GP / Nurse Practitioner / telephone consultation appointments per 1000
weighted population per week.
These in turn should result in improved health outcomes for the population, as
the specification sets out evidence based care pathways and standards to be
achieved. The specification is clear about the standard of care required to be
delivered by General Practice in order to achieve this.

Intellectual Property Rights –
Liverpool CCG 2015
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Constraints and assumptions
In order for this specification to have the full impact across the city all
practices need to be signed up to deliver this improvement scheme. It has
been agreed that if a practice declines to sign up to deliver this specification,
they will only be commissioned to provide their core services and any directed
enhanced service that are commissioned centrally. They will remove
themselves from being eligible for providing neighbourhood or citywide
services. It is assumed that all practices will continue to provide the full range
of additional services, that are included in their contract. For avoidance of
doubt, these are:
• Cervical Screening
• Vaccinations and Immunisations e.g. Holiday vaccinations
• Child Health Surveillance
• Maternity Medical Services, excluding intra partum care
• Minor Surgery Procedures of cautery, cryocautery and curettage
• Contraceptive Services
Definition of patients to be covered by the service
All patients registered with a Liverpool practice.
Specification outline
The specification has three distinct elements –




Services that every practice should deliver
Services to be commissioned from at least one practice in each
Neighbourhood, although may be commissioned from every practice in
the Neighbourhood
Services to be commissioned from a small number of practices in the
city where the need is

This document describes the first element set out above – that is what every
practice should deliver.
Service outline
The Liverpool Improvement Scheme will fund the following at practice level:
1.
2.
3.
4.
5.
6.

Access to practice
Prevention of disease
Manual Pulse Checks
Exception reporting
Health Improvement – Alcohol and Physical Activity
Cancer Screening

Intellectual Property Rights –
Liverpool CCG 2015
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7. Childhood Vaccinations and Immunisations
8. Sexual Health Services : (not including IUD or implant insertion and
removal, treatment of genital warts and herpes)
9. Cancer Referrals
10. Long Term Conditions : To include, but not limited to,
a.
b.
c.
d.

Diabetes
Blood Pressure control
Cholesterol control
Asthma

11. Palliative/terminal care
12. Dementia
13. Anticoagulation
14. Use of resources
15. Medicines Management
16. Medicines Management – practice delivery of robust prescribing
systems
17. Significant Event Analysis
18. NHS e-referrals
19. Relationships with other health professionals
20. Response to major incidents
21. Governance arrangements
22. Workforce and sustainability in general practice
The specification for each indicator is set out in more detail in supplementary
documents 1-22.
Funding
In 2016/17 each practice commissioned to provide this service will receive
£ TBC GMS and £TBC PMS per patient (weighted) registered, on their list.
The Liverpool Improvement Scheme will uplift in line with any nationally
agreed uplifts in core contract payments and it is the intention of Liverpool
CCG that no practices are worse off after this review.
APMS contracts were negotiated with NHS England and are paid per patient
at the levels detailed in their specification for a set number of years.
In addition to this practices will still continue to receive Quality and Outcome
Framework payments in the usual way. Any activity for the following local
quality improvement schemes (previously known as Local Enhanced
Services) and the Directed Enhanced Services will be funded in addition to
the above.
Intellectual Property Rights –
Liverpool CCG 2015
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Local Quality Improvement Schemes:
• Minor Surgery
• Near Patient Testing
• Homeless Patients
• Asylum Seekers and Refugees
• Travelling Community
• ABPI
• H Pylori
• Impaired Glucose Regulation (IGR) and Gestational Diabetes
• Gonadorelin
• Sexual Health, funded by Local Authority (under review)
• Health Checks, funded by Local Authority (under review)
• Drug Misuse, funded by Local Authority (under review)
Directed Enhanced Services Commissioned by Liverpool CCG under
delegated commissioning arrangements
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Learning Disability
Childhood Vaccinations and Immunisations
Influenza Immunisation
Rotavirus
Extended Hours
Avoidance Admissions
Hep B vaccinations
Meningitis C vaccinations
Out Of Area Patients
Violent Patients
MMR for patients aged 16 and over
Pertussis vaccinations
Shingles vaccinations for patients aged 70 and 79
Dementia Screening
Men B for infants
Men C ACWY (replace old Men C schemes)

List above accurate as at September 2015 and a full list will be published
once notified from NHS England in February 2016.
The difference between a practices core contract value and the Liverpool
Quality Improvement Scheme payment per patient will be paid to each
practice, this will be uplifted in line with national contractual uplifts, and will be
Intellectual Property Rights –
Liverpool CCG 2015
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subject to Key Performance Indicators (KPI) – please refer to section below.
This sum will be different for each practice.
These are summarised in
Appendix 1.
8.
Monitoring of the specification
Monitored through
Liverpool
Quality
Scheme moneys

Improvement Liverpool
Quality
Improvement
Scheme KPIs
(see below)
Local Improvement Scheme delivered Local contractual arrangements
at the Neighbourhood level
Local
Improvement
Schemes Local contractual arrangements
delivered at the city-wide level
Key Performance Indicators
In order to ensure that the additional investment in General Practice is
achieving improvements in the quality of care provided, the investment will be
dependent on practices reaching agreed performance levels.
These performance levels have been set out in Appendix 1, Key Performance
Indicators.
Whilst these KPIs will be actively monitored, practices will be required to
deliver all parts of the first element of the Specification, and as such, could be
asked to produce evidence for delivery of each aspect.
Each KPI is worth a stated proportion of the additional investment received by
the practice to deliver the Specification. By signing up to the Specification,
practices are committing to endeavouring to achieve all the KPIs.
Some KPIs are ‘banded’. Where this is the case, payment for this KPI will be
as follows:

Achievement of band A – 100% of KPI value



Achievement of band B – 50% of KPI value



Achievement of band C – 25% of KPI value

Intellectual Property Rights –
Liverpool CCG 2015
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From the commissioner’s perspective, there needs to be clarity that any
additional money received by the practice will be recovered if it cannot be
demonstrated that it has been spent on implementation of the specification.
Validation Process
Practices will be asked to submit their evidence on the approved validation
template no later than the last working day in June. This evidence will then be
reviewed in the first instance by a team consisting of your locality manager, an
analyst and the Head of Primary Care Quality & Improvement.
The Practice Validation Report shall:
a. identify KPIs where the Practice did not achieve Band A;
b. identify any Adverse Incidents or untoward events that have occurred
in the preceding 12 months ;
c. provide the Practice Performance Data, as in the Practice Validation
template
d. provide an explanation for and the proposed action for each KPI where
the Practice achieves a performance rating of B,C or not achieved;
e. provide an explanation for and the proposed Action Plan for each
Adverse Incident;
f. provide an explanation for and the proposed Corrective Action for any
other untoward event;
g. comment on the progress or completion of any previous Corrective
Actions/Action Plans including the Practice Development Plans;
h. provide any suggestions for the possible improvement of the delivery of
the Services.
The Primary Care Team will support practices to complete the Practice
Validation Reports.
Validation Committee -The validation committee will sit in July and will consist
of nominated GPs from each locality (Central x2, North x2 and Matchworks
x2), the GP Advisor to Liverpool CCG and the Primary Care Contracts
Manager. Non-voting members will oversee the process; Head of Primary
Intellectual Property Rights –
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Care Quality & Improvement, Commissioning Intelligence Manager and
Neighbourhood Manager.
Feedback to practices - Letters will be sent out to all practices within 10
working days of the validation committee, for any practice that the committee
does not feel the evidence submitted is sufficient and the recommendation is
to recover investment the practice will be given 4 weeks to appeal the
decision
Appeals Process - For any appeal that is received a visit will be arranged with
the practice, a validation committee member and management lead will
undertake a detailed audit and review at the practice premises. Details of this
review will be sent out together with confirmation of the date of the visit.
These visits will take place 3rd and 4th week of September
A full report will then be sent to the practice for comments before it is
submitted to Primary Care Quality Sub-Committee for ratification.
It is anticipated that the validation process will be finalised by the end of
October. Any recovery of investment will then be taken over a period of 3
months from October payment schedule.
Sanctions
If a Practice fails to achieve a KPI then the CCG will be entitled to implement
sanctions in accordance with Table 8.1 below.

Table 8.1
Practice
KPI
non- Sanction
achievement of Band A
Failure to support validation Payment based
report for a specific KPI
achievement
Falsely
or
inaccurately
represent or
report the
Practices performance against
any KPI
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Supplementary Document 1
Access to practice - Minimum Outcome / Requirement
Improving the Quality of Access in General Practice
Rationale
The aim of this specification is to improve the overall access to General
Practice for patients wishing to interact with their General Practice. This will be
subdivided into three main work streams:
•
•
•
•

To ensure that patients with primary care problems are seen in their
General Practice during core hours thus ensuring effective use of
resources.
To ensure that patients are able to contact their practice adequately by
telephone should they wish to so.
To ensure that patients are able to find up to date information regarding
their practice on the practice internet page, allowing them to access
relevant information required.
To ensure that patients with conditions that can be well managed in
primary care receive the treatment they need from General Practice,
thus ensuring effective use of resources

The practice can be contacted by the public 8.00 a.m. to 6.30 p.m. Monday to
Friday (excluding bank/public holidays), either via telephone or face to face.
Triage is available by a clinician within one hour where clinically necessary.
Children should be prioritised for same day assessment to assist with
reducing avoidable attendances at Alder Hey.
The practice has a system to allow urgent or unplanned appointments to be
available throughout the day either via walk-in, face-to-face sessions or
telephone triage.
Such telephone triage by a clinician should occur within an hour of the
patient’s request and a same-day/next day appointment offered if clinically
appropriate (or otherwise as indicated by any locally agreed pathways).
The procedure for patients joining the list is transparent and open.
Access to clinical appointments.
•

The provision of 10 bookable/accessible sessions per week, across
mornings and afternoons, Monday to Friday.
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•
•
•

•
•

•
•
•

The practice has a system to allow urgent or unplanned appointments
to be available throughout the day either via walk-in, face-to-face
sessions or telephone triage.
The practice telephone system should facilitate patient access to an
appropriate member of staff.
Practice can offer patients the choice of a bookable appointment with
either a male or a female member of the primary health care team
when requested. NHS Liverpool Clinical Commissioning Group would
expect single handed practitioners to work with neighbouring practices
to ensure appropriate availability, with a minimum of 1 session per
week.
Practices to fully comply with their core contractual requirements and
allow patients to book appointments online should they wish to do so.
As a guide, the practice offers 80 GP / Nurse Practitioner / telephone
consultation appointments per 1000 weighted patients per week, with a
minimum length per appointment of 10 minutes (face to face) and the
appropriate length for telephone consultations.
Where practices provide 15 minute appointments for a proportion of
their consultations the CCG will review the banding levels when
assessing the access KPI at validation committee
As a guide, the practice offers 25 Practice Nurse appointments per
1000 (weighted) patients per week, with a minimum of 15 minutes per
appointment.
As a guide, appointments are available for booking up to a minimum of
2 weeks in advance.

Preparation work to support Healthy Liverpool Agenda
Continuity of Care
There has been evidence from various sources to confirm the benefits of
continuity of care in the GP-Patient relationship.
These benefits include
• Better management of self-limiting conditions
• Better management of Long Term Conditions
• Reduced AED attendances
• Reduces referral to outpatients
• Improved compliance
• More efficient use of health funding
Practices should be able to demonstrate
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1.
2.
3.
4.

How they inform patients of their appointment system?
How patients can make appointments with the doctor of their choice?
What does the practice do to try and ensure continuity?
How often is continuity achieved?

Access to the practice via the telephone
Participating practices are able to:
•
•
•

Demonstrate they have a system of ensuring that patients are able to
access the practice via the telephone and to make necessary changes
if this impacts upon patient experiences.
Demonstrate changes made to telephone access to improve the
patient experience of contacting the practice.
Demonstrate they have a system for reviewing telephone handling
data i.e. call abandon rate, call waiting duration and to make
necessary changes to improve patient experience. It is recognised that
not all practices have a system which provides this information,
however practices are encouraged to manage capacity and demand.

Access to the practice via the internet
Not all patients will want and or need to contact their practice via the
telephone during core hours. A percentage of patients may be contacting the
practice to establish service provision or how to access investigation results.
It, therefore, may improve the quality of their experience if they are able to
obtain up to date and relevant information relating to the practice in and out of
hours via the internet.
•

Participating General Practice have an up to date NHS Choices site
that includes as a minimum:
o Current clinical staff
o Current clinical services provided and how to access
o Opening times
o Appointment times
o Make appointments (including patient online access)
o Telephone numbers
o How to access investigation results
o Order repeat prescription
o How to contact the out of hours provider
o Work with patients to ensure accessibility is understood

Working with neighbourhood teams
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Practices are expected to work with their neighbourhood care teams to
support the community model of care, with a view to reducing emergency
admissions.
Monitoring
Access to clinical appointments
•
•

Participating General Practices to routinely undertake capacity and
demand studies to monitor the provision of appointments against the
patient demand.
Practices to have a system in place to adjust capacity to manage their
patient demand and facilitate same day access. It is acknowledged
that there is a tension between unplanned and planned care of
patients with Long Term Conditions but practices need to support
management of these patients through timely access.

Key Performance Indicator (KPI) 1.1 & 3.1
(1.1 - 10% weighting)
The rate per 1000 hospital weighted population of in hours, self referred,
minor attendances at AED where procedure code was recorded as guidance
and advice; none (consider guidance and advice); other consider alternatives;
prescription only. Excluding since 2014-15 trauma and St Paul’s.
(3.1 – 20% weighting)
Rate per 1000 hospital weighted population for admissions for a selection of
Ambulatory Care Sensitive conditions (Angina, Asthma, COPD, Influenza and
Pneumonia) as primary diagnosis.

KPI Banding :
(1.1)
Band A: Liverpool 35th percentile Jul 14 – Jun 15 (6.29 per 1000 patients)
Band B: Liverpool median (7.35 per 1000 patients)
Band C: Liverpool 75th percentile (10.36 per 1000 patients)
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(3.1)
Band A: Liverpool 35th percentile Jul 14 – Jun 15 (7.30 per 1000 patients)
Band B: Liverpool median (8.01 per 1000 patients)
Band C: Liverpool 75th percentile (9.79 per 1000 patients)

Data Collection/submission:
1.1 & 3.1:
1.1 & 3.1
Data will be submitted monthly by each hospital trust to the national
‘Secondary Users service’ (SUS) and then extracted by Liverpool CCG at GP
practice level.
Non achievement of KPI band A
(1.1)
Peer reviewed evidence of systematically understanding and addressing this
KPI will be considered where a practice does not achieve band A. For
example; a practice that can demonstrate that contact has been made with all
patients who fall into this category to educate them regarding appropriate
service choices; and have the appropriate access arrangements in line with
the specification would qualify for payment.
(3.1)
Peer reviewed evidence of systematically understanding and addressing this
KPI will be considered where a practice does not achieve band A. For
example; a practice that can demonstrate they have invested in additional
appropriately skilled staff to undertake systematic chronic disease
management.
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Supplementary Document 2
Prevention of disease – Minimum Outcome / Requirement
Rationale:
To ensure that disease registers are comprehensive and fully validated in
order that patients receive effective care and management of long term
conditions
Aim:
The practice works actively with its population to prevent disease and disease
complications and to detect disease at its earliest stage
The practice undertakes annual register validation and proactively “case-finds”
patients with existing disease and those at risk of developing a long term
condition.
Evidence of increase in prevalence and reasons for anomalies must be
presented.
Key Performance Indicator (KPI) 2.1:
% of registered patients for CHD, HF, Stroke, AF, Hypertension, COPD and
Diabetes registers. Ranges will be measured by standard deviations from the
Liverpool average.
KPI Banding:
Payment will be based on practices being above 1 standard deviation of the
Liverpool mean for each register.
Coronary Heart Disease
Heart Failure
Stroke
Atrial Fibrillation
Hypertension
COPD
Diabetes
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READ codes
For the current READ codes to be used, please see the Read Code guidance
document.
Data Collection/submission:
Practice submission
Non achievement of KPI band
Where practices are outside of the range specified they must provide peer
reviewed evidence of systematically understanding why. Example: practices
can demonstrate they have systematically reviewed registers and undertaken
steps to proactively case find these patients with long term conditions.
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Supplementary Document 3
Pulse Checks – Minimum Outcome/Requirement
Patients aged over 65 who have been seen will have a pulse taken annually
to determine AF and to be appropriately treated and monitored.
Manual pulse checks are the preferred method and this is supported by the
Cheshire and Merseyside Clinical Networks guidance on Atrial Fibrillations.
Patients who are already known to have AF or are fitted with a pace-maker
are excluded from this. If there are validated electronic methods which can
detect if the pulse is irregular, these can be used.
READ code:
For the current READ codes to be used, please see the Read Code guidance
document.
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Supplementary Document 4

Exception reporting – Minimum Outcome / Requirement
Rationale:
To ensure that patients with long term conditions are clinically managed in the
most effective and appropriate way.

Aim:
Practices apply the locally agreed protocol, (detailed below) with levels
actively monitored and explained.
Liverpool Exception Reporting Protocol
Introduction
This section of the paper sets out the Exception Reporting Policy for Liverpool
CCG. It is based on the national guidance issued by the BMA.
Evidence should be recorded in each case that an appropriate clinician has
had an input into the decision to exception report a patient.
It is preferable to only exception report towards the end of the year, not at the
beginning. Practices should be aware that some clinical systems will remove
alerts when an exception report is added to a patient’s record.
All practices are expected to produce their own protocol based on this
protocol.
Definitions
Exclusions are patients on a particular clinical register, but who for
definitional reasons are not included in a particular indicator denominator. For
example, an indicator (and therefore the denominator) may refer only to
patients of a specific age group, patients with a specific status (e.g. those who
smoke), or patients with a specific length of diagnosis, within the register for
that clinical area.
Exceptions are patients who are on the disease register, and who would
ordinarily be included in the indicator denominator. However they are
Intellectual Property Rights –
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exception reported from the indicator denominator because they meet at least
one of the exception criteria set out in the Statement of Financial Entitlements.
Although patients may be exception reported from the denominator, they
should still be the recipients of best clinical care and practice.
Detailed guidance on exception reporting
A. Patients who have been recorded as refusing to attend review who
have been invited on at least three occasions during the preceding
twelve months.
Invitations to attend must be patient specific and can be in writing, face to face
or by telephone. They can take the form of an individual note at the foot of the
patient's prescription requesting them to attend for review.
The three invitations must have taken place within the year in question. Thus
invitations must have been made in the period 1st April 2016 to 31st March
2017 if applying to the year 2016/17. There must be three separate invitations
at three unique periods of time, which are at least 28 days apart.
The telephone call invitation may lead to the application of exception criteria
G, informed dissent, if the patient refuses to take up the invitation to attend.
The following are examples that are not acceptable as an invitation:
(i) A generic invitation on the right hand side of the script to attend for eg flu
vaccination.
(ii) A notice in the waiting room inviting particular groups of patient to attend
(eg for flu immunisation).
For the QOF, payment is based on the percentage of patients immunised in
each relevant disease area. Exception reporting rules apply and patients need
to have been personally invited on at least 3 occasions that year to be
excluded from the denominator for achievement under criterion A.
B. Patients for whom it is not appropriate to review the chronic disease
parameters due to particular circumstances e.g. terminal illness,
extreme frailty.
The overriding principle is that blanket exception reporting is not acceptable
and that individual decisions based on clinical judgment should be made.
Thus it is not acceptable to exclude all patients above a certain age or all
those with a particular diagnosis, e.g. dementia or cancer. However, age,
diagnosis, co-morbidity, health and functional status should be taken into
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account when deciding whether to exception report patients under this
criterion.
In each individual case there is a question of degree which requires clinical
judgement to be exercised.
C. Patients newly diagnosed within the practice or who have recently
registered with the practice, who should have measurements made
within three months and delivery of clinical standards within nine
months e.g. blood pressure or cholesterol measurements within target
levels.
Exception reporting is done automatically through the national achievement
analysis systems.
D. Patients who are on maximum tolerated doses of medication whose
levels remain sub-optimal:
Again, the over-riding principle is that blanket exception reporting is not
acceptable and each case is to be considered on its own merits, making a
clinical judgment (see 4.2 above).
Thus it is not acceptable to exclude all patients who are under the care of a
consultant. Each case needs to be carefully considered and all reasonable
efforts made to provide optimal care.
Even if the patient is under consultant care only, the practice must ensure it
has evidence that all the requirements of the contract have been carried out. If
this evidence is not available, the practice must assume that the action has
not been carried out. The patient should not be exception reported on the
basis that they are under consultant care. The practice should either fulfill the
requirements or obtain evidence from secondary care that the particular
test/check has been carried out. Where the secondary care clinician, in
agreement with the primary care clinician, has exercised clinical judgment and
decided further action or testing is inappropriate, exception reporting will be
allowed. This should be noted in the patient record.
E. Patients for whom prescribing a medication is not clinically
appropriate e.g. those who have an allergy, another contraindication or
have experienced an adverse reaction.
The nature of the contraindication, allergy or adverse drug reaction should be
recorded in the patient's notes as well as the exception reporting code.
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F. Where a patient has not tolerated medication:
The nature of the intolerance should be recorded in the patient's notes as well
as the exception reporting code.
G. Where a patient does not agree to investigation or treatment
(informed dissent), and this has been recorded in their medical records.
A personal contact or discussion should be documented in the patient records
for this criterion to apply. This can include either face to face or telephone
contacts between a health professional and the patient.
Patients not responding to invitations to attend or failing to arrive at
appointments cannot be exception reported under G, i.e. DNA alone does not
fulfill the criterion for informed dissent. Patients failing to respond after 3
invitations can be exception reported under criterion A.
H. Where the patient has a supervening condition which makes
treatment of their condition inappropriate eg cholesterol reduction
where the patient has liver disease.
The nature of the supervening condition should be recorded in the patient's
notes as well as the exception reporting code.
I. Where an investigative or secondary care service is unavailable.
In the event a practice indicates an investigative or other specialist service is
not available, agreement should be reached through the office of the Medical
Director that exception reporting is appropriate.
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Key performance Indicator (KPI) 2.2:
The average % of patients exception reported (patient unsuitable and
informed dissent only) against register list size on the key registers of CHD,
HF, Stroke, AF, Hypertension, COPD and Diabetes.
KPI Banding:
Practices must be within 1 standard deviation from the Liverpool Mean or
understand why they are outside this range
1 standard deviation is greater than or equal to 0.45% or less than or equal to
2.88%
READ codes
For the current READ codes to be used, please see the Read Code guidance
document.
Data Collection/submission:
Data will be extracted from the CQRS payment system
Non achievement of bands A-C
Peer reviewed evidence of systematically understanding and addressing this
KPI will be considered where a practice does not achieve within the range.
For example; a practice can demonstrate adherence to the local exception
reporting policy.
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Supplementary Document 5
Health Improvement
1. Alcohol

Rationale:
Alcohol is a significant and growing health problem for the city. The indicator
will encourage practices to identify patients who may benefit from brief
interventions and/or more intensive support.
Aim:
Promotion of health lifestyles with effective advice on key risk factors
(smoking, obesity, alcohol) and referral into appropriate services in line with
agreed pathways / guidelines.
Alcohol services – the delivery of readily accessible brief interventions for
people identified as drinking too much alcohol.
Ensuring effective signposting to services which enable people to remain in
work and workless people to return to work.
The KPI is aimed at identifying patients who drink more than the
recommended limits of 14 units a week for females and 21 units a week for
males, and using the AUDIT C and AUDIT tools to identify the most
appropriate interventions.

Key Performance Indicator (KPI) 2.3:
The percentage of patients aged 18 years and over who have had their
alcohol consumption recorded in the last 3 years.
Band A: Liverpool top quartile 38.6%
Band B: Liverpool median 32.8%
Band C: Liverpool bottom quartile 27.4%

Key Performance Indicator (KPI) 2.4:
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The percentage of patients aged 18 years and over who are drinking more
than recommended units per week, have their alcohol intake recorded using
the AUDIT-C or AUDIT Tool and received a brief intervention in the last 3
years (i.e. those who score 8 and above receive brief advice and those
scoring 16 and above are offered specialist support, e.g. referral to LCAS)
Band A: Liverpool top quartile 93.8%
Band B: Liverpool median >93.8 to <=86.9%
Band C: Liverpool bottom quartile >86.9% to 75.7%

Alcohol Pathway: Please refer to the localised Alcohol Pathway on Map of
Medicine for guidance in relation to referral into local alcohol services.
Alcohol Consumption as recorded via AuditC or Audit Tool

Brief Intervention

Audit Score between 8-16

Brief Advice

Audit Score more than 16

Brief Advice and offer referral to alcohol
treatment services

Recommended safe limits of alcohol
•

•

•

Men should drink no more than 21 units of alcohol per week, no more
than four units in any one day, and have at least two alcohol-free days
a week.
Women should drink no more than 14 units of alcohol per week, no
more than three units in any one day, and have at least two alcoholfree days a week.
Pregnant women. Advice from the Department of Health states that
"pregnant women or women trying to conceive should not drink alcohol
at all. If they do choose to drink, to minimise the risk to the baby, they
should not drink more than 1-2 units of alcohol once or twice a week
and should not get drunk".

READ code:
For the current READ codes to be used, please see the Read Code guidance
document.
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Data collection/submission:
Practice submission
2. Physical Activity
Rationale: Physical inactivity has become an epidemic and is now perceived
to be the greatest threat to our physical and mental health. Only 14% of
people in Liverpool aged 16+ are regularly participating in the recommended
150 minutes of physical activity per week by participating in active recreation
or sport. 49.5% of residents aged 16+ do not take part in any regular physical
activity in a typical week. As a result Liverpool is the seventh most inactive
core city in England, with only Birmingham below.
The priority for the Healthy Liverpool Programme over the next two years is to
increase physical activity levels amongst the inactive and under active
population. The implementation of the Liverpool Active City: Physical activity
and Sports Strategy is the vehicle for delivery. A key objective of the
programme is to embed physical activity into health care pathways and is
crucial if a significant step change is to be achieved to engage the Liverpool
population in living a more active lifestyle. Therefore, if we are to change the
culture, we need to begin to ask the question and record physical activity
levels within general practice. Any member of the practice can record this
opportunistically. This is a good example of how LCCG can align priorities,
aims, objectives and processes to ensure that the desired outcome is
achieved.
The proposed indicator will encourage practices to identify patients who may
benefit from brief interventions and/or more intensive support.
Base Line
1. The percentage of patients aged 16 years and over who have had their
physical activity levels recorded.
Physical activity level will be recorded by asking the following
questions:
• how many days per week do you engage in physical activity (like
brisk walk, gardening, dancing, cycling etc)
•

On those days, how many minutes on average do you engage in
physical activity?
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2. The percentage of patients aged 16 years and over who had their
physical activity levels recorded and do not meet the recommended
150 minutes of physical activity per week receive brief advice and
offered specialist support where indicated/appropriate.
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Supplementary Document 6
Cancer Screening
Cancer is our biggest killer and we must set a more challenging target.
There are a number of initiatives in place in the city in relation to Cancer which
aim to raise public awareness and key in supporting this work.

Breast Screening
Practices are required to actively support the national breast screening
programme in order that at least 70% of women aged 50 - 70 have had breast
screening within the last 3 years.
Bowel Cancer Screening
Practices are required to actively support the national bowel cancer screening
programme in order that at least 60% of eligible people age 60 – 74 have
participated in bowel cancer screening in the last 2.5 years.
If bowel cancer is detected early, before symptoms appear, it's easier to treat
and there's a better chance of surviving it.
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Supplementary Document 7
Vaccinations and Immunisations – Minimum Outcome/Requirement
The overall purpose of the national immunisation programme is to protect the
population against vaccine-preventable diseases. Immunisation is one of our
most successful and cost-effective public health measures. A robust
systematic approach to delivery is critical to achieve and maintain high uptake
rates. The GP specification covers all immunisations as set out in the Green
Book : “Immunisation against infectious diseases”. See updated version online
at: http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/Publication
sPolicyAndGuidance/DH_079917
The following standards are expected of practices to deliver the national
immunisation programme:
• Identify a healthcare professional in every practice who is responsible
for immunisation.
• Adhere to national immunisation policy by following the Green Book.
• Ensure that all staff involved in immunisation services have received
core training and annual update as set out in the HPA national
minimum standards for immunisation training and RCN guidance.
Ensure staffs maintain their immunisation knowledge and competency
supported by access to national resources: online green book and PHE
vaccine update immunisation newsletter.
• Ensure enough immunisation appointments are available and
accessible so that patients can receive the recommended vaccinations
on time. Waiting lists require management and delays are
unacceptable.
• Establish robust call and recall systems, preferably using the
supporting CHIS system..
• System for follow-up of non-attenders (reminder and recall, follow up by
phone or text message; consider home visits, opportunistic
immunisation).
• Provide parents and young people with tailored verbal and written
information, advice and support
• Active targeting of those who are at risk of not being fully immunised in
order to reduce inequality (e.g. looked after, special needs, non-english
speakers, children with chronic illness, younger children from large
family, vulnerable families (travellers/asylum-seekers/new entrants/
drug misusers /homeless/offenders), those who have missed previous
vaccinations
• Each GP practice to have named person (and deputy) responsible for
cold chain. In addition there needs to be a clinical lead for this to
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•

•

oversee training and adherence to protocol. Practices must ensure the
cold chain is maintained and that all vaccines are stored in accordance
with the manufacturer’s instructions; all practices should have a cold
chain policy which reflects the national cold chain protocol, (attached).
Report all immunisation incidents to the PHE Screening &
Immunisation Area Team, contacts below), who will offer clinical
support. Report vaccine breaches/losses to immform. To reduce
incidents by appropriate length of appointments, learning from
significant
events/incidents.
Have
appropriate
resuscitation
equipment/drugs on site in case of anaphylactic reactions. Staff to be
up to date with annual CPR/anaphylaxis recognition & treatment for
both children and adults.
Keep patient record and personal child health record (parental held red
book) up to date of immunisation history. , this includes timely
communication of scheduled and unscheduled childhood vaccinations
to the child health team to update the Child Health Information System
for young people up to 18 years. Follow local protocols on recording
and maintaining vaccination data.

•

Record should include:
Any refusal of vaccination or contraindication
Consent details (where consent given on behalf of a child this must
be someone with parental responsibility; their relationship to the
child must be recorded); batch number, expiry date and brand, date
of administration, adverse reactions.
Schedule or unscheduled immunisation is also useful

•

Vaccine supplies:
o NHS supplies via immform, for the child immunisation
programme and some adult programmes.
o GP procurement of other vaccines, such as Influenza and
travel/at risk vaccines.
o Stocks should be no more than 2 to 4 week supply to minimize
wastage and maintain space in vaccine fridge.

.
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Vaccinations and Immunisations – Minimum Outcome/Requirement

(i)

Childhood Immunisations
(a)
(b)

Immunising children aged two years and under; and
Pre-school age immunisations for children aged five years and
under.

Aim:
To protect all children from vaccine-preventable diseases though effective
delivery of the routine childhood immunisation programme.
GP practices are required to:
• Develop and maintain a register of all children under and up to five
years of age
• Undertake to immunise children under five with the relevant
immunisations, including any catch-up campaigns that are identified.
This specification specifies the higher target of 95% as follows:Age 12 months: (due between two and four month)
o 3rd primary completion of DTaP/IPV/Hib
o PCV 2 doses
o Men C one dose
o Rotavirus two doses
o Meningitis B two doses
•

Age 24 months: (due at 12-13months)
o PCV booster and Hib/MenC booster
o MMR1 at 2 years
o Meningitis B booster (from May 2016)

Age 60 months (due from age 3yr. 4months)
o DTaP/IPV pre-school booster
MMR2 at 5 years
Exception reporting only applies for informed dissent where practices have
challenged parents and recorded refusals.
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Key Performance Indicator (KPI) 2.5 (5% weighting)

(a)

The combined percentage achievement (rolling 12 months) for
DTaP/IPV/Hib at 1 year,
MMR1 at 2 years, PCV booster at 2 years, Hib/MenC booster at 2
years

Band A: 95% (National Target and Liverpool median)
Band B: 93%
Band C: 91% (Liverpool bottom quartile)

(b)

The combined percentage achievement (rolling 12 months) for MMR2
at 5 years and DTaP/IPV preschool booster.

Band A top quartile: 95%
Band B median: 90.2%
Band C bottom quartile: 85.7%
READ codes:
For the current READ codes to be used, please see supporting guidance
Data collection/submission:
Data to be taken from the Child health System – HSW (Health System Wales)
Non achievement of KPI bands A-C:
Practices can submit peer reviewed evidence to support patient exceptions.
Resources, links;
Summer 2015 complete immunisation schedule
https://www.gov.uk/government/publications/the-complete-routineimmunisation-schedule
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PHE Vaccine update
https://www.gov.uk/government/publications/vaccine-update-issue-233september-2015
Cold chain protocol
Protocol for ordering storing and handling vaccines - Gov.uk
PHE Screening & Immunisation Team Mersey Area:
Mersey.scrimms@nhs.net
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Supplementary Document 8
Sexual Health Services: (not including IUD or implant insertion and
removal, treatment of genital warts and genital herpes)
Sexual health and wellbeing remains a high priority for the Government.
Although excellent progress has been made in some areas (teenage
pregnancy rates, high-quality HIV treatment, access to GU services,
increased long acting contraception usage, etc), it is still a key public health
issue.
The Framework for Sexual Health Improvement in England (DH 2013) sets
out a number of ambitions for sexual health, including the need for:
• A fall in the number of unwanted pregnancies
• Greater efforts to prevent HIV and STIs
• An increase in the number of people in high-risk groups being
tested for HIV
• Making sure that all people have rapid and easy access to
appropriate sexual health services
• Offering counselling to all women who request an abortion so they
can discuss the options and choices available with a trained
counsellor
This Framework is underpinned by the Public Health Outcomes Framework
which has the following indicators:
• Continued reduction in rates of Under-18 conceptions
• Increased Chlamydia diagnoses (15-24 years) through screening
• Reduction in people presenting with HIV at a late stage of infection.
The practice shall work jointly with other sexual health service providers; a
process that is seen as critical in achieving the following list aims, as part of
the wider sexual health strategy:
•

To reduce the rates of teenage pregnancies

•

To reduce the rates of terminations of pregnancy

•

To reduce the rates of new cases of Sexually Transmitted Infections
(STIs) and HIV by providing better sexual health promotion and
improving access to STI services.

•

To support the National Chlamydia Screening Programme by offering
opportunistic screening to all of those in the target range 15-24 years
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•

To ensure the full range of contraceptive methods is offered and
prescribed accordingly

•

To improve the referral and signposting to other integrated sexual
health services.

•

To reduce health inequalities by providing better access, better range
of services, more integrated services, delivered by the most
appropriate member of the primary health care team.

•

To ensure that services are developed in line with patient need,
including locations and timings of services

It is expected that Practices will be able to provide the following services:•

Detailed sexual history taking (as per BASHH 2013 Guidelines);

•

Chlamydia screening, treatment and partner notification of patients
aged 25 and over.

•

Provision of condoms as appropriate. This will be funded separately at
£500 per average practice of 5,800 patients. Paid on invoice to
Liverpool CCG, following the purchase of condoms.

•

Opportunistic Chlamydia and gonorrhoea screening of 15 – 24 year
olds.

•

To ensure the full range of contraceptive methods is offered and
prescribed accordingly

•

HIV screening/ HIV pre-test discussion and testing (BHIVA
national guidelines 2008)

•

Practices should consider HIV testing if ordering blood tests, the
threshold for testing for HIV is now much lower and there has been
agreement from the insurers that having a test will not influence risk
premium. Common GP presentations can be an early sign of HIV
infection in the 16-65 year old group.
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Supplementary Document 9

Cancer Referrals – Minimum Outcome / Requirements
The practice has a system to ensure that where a decision is made to urgently
refer a patient with suspected cancer, the referral is undertaken within 24
hours. The practice has a system to check for confirmation of receipt.
GPs to document safety netting advice in patients notes - consider referral
after repeat consultations for the same symptoms.
Practice to ensure it has:
•
•

Up to date contact details for patients undergoing tests,
investigations and referrals
A system to document referrals; that patients attend
investigations/referrals for suspected cancer and receive the
results; and that all results are acted on including following up
tests/investigations ordered by locums

The practice would ensure that any patient referred under ‘2 week rule’ is
aware of the significance of the referral and available to attend an
appointment within the 2 week timeframe.
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Supplementary Document 10
Long Term Conditions – Minimum Outcomes / Requirements

(a)

Diabetes

Structured care of all patients with Diabetes in accordance with Liverpool
model of care, including individualised care plan for patients.
Practices to increase the number of patients who receive the complete 9 care
process for Diabetic Care achieving at least 70% within the financial year. The
9 care processes are detailed below:
•
•
•
•
•
•
•
•
•

BMI
Blood Pressure
Blood creatinine level
Blood cholesterol
HBA1c level
Foot check
Eye check
Microalbuminuria
Smoking status, including those who have never smoked to be
recorded annually.

It is recognised that the call and recall programme for Diabetic Eye Screening
is not within the GP’s control, but practices should put in place measures to
raise awareness and encourage patients to attend.
(b)

Blood Pressure control

Overall management to NICE guidelines for BP across all LTCs.
Control of blood pressure is set for the named disease groupings as set out in
CG127 – primary care management of hypertension in adults (2011)
Recommendations
Aim for a target clinic blood pressure below 140/90 mmHg in people aged
under 80 years with treated hypertension.
Aim for a target clinic blood pressure below 150/90 mmHg in people aged 80
years and over with treated hypertension.
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When using ABPM or HBPM to monitor the response to treatment (for
example, in people identified as having a ‘white-coat effect’ and people who
choose to monitor their blood pressure at home) aim for a target average
blood pressure during the person’s usual waking hours of:
• below 135/85 for people aged under 80 years
• below 145/85 in people aged over 80 years and over

CKD (UPDATED July 2014)
Blood pressure control – no change from 2008
In people with CKD aim to keep the systolic blood pressure below 140 mmHg
(target range 120–139 mmHg) and the diastolic blood pressure below 90
mmHg[3]. [2008]
In people with CKD and diabetes, and also in people with an ACR of 70
mg/mmol or more, aim to keep the systolic blood pressure below 130 mmHg
(target range 120–129 mmHg) and the diastolic blood pressure below 80
mmHg[3]. [2008]

Cholesterol
CG181 ( UPDATED July 2014) recommends:
Measure both total and high-density lipoprotein (HDL) cholesterol to achieve
the best estimate of CVD risk.
Before starting lipid modification therapy for the primary prevention of CVD,
take at least 1 lipid sample to measure a full lipid profile. This should include
measurement of total cholesterol, HDL cholesterol, non-HDL cholesterol and
triglyceride concentrations. A fasting sample is not needed. [new 2014]
Use the clinical findings, lipid profile and family history to judge the likelihood
of a familial lipid disorder rather than the use of strict lipid cut-off values alone.
[new 2014]
Exclude possible common secondary causes of dyslipidaemia (such as
excess alcohol, uncontrolled diabetes, hypothyroidism, liver disease and
nephrotic syndrome) before referring for specialist review. [new 2014]
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Consider the possibility of familial hypercholesterolaemia and investigate as
described in Familial hypercholesterolaemia (NICE clinical guideline 71) if
they have:
•a total cholesterol concentration more than 7.5 mmol/litre and
•a family history of premature coronary heart disease. [new 2014]
Arrange for specialist assessment of people with a total cholesterol
concentration of more than 9.0 mmol/litre or a non-HDL cholesterol
concentration of more than 7.5 mmol/litre even in the absence of a
first-degree family history of premature coronary heart disease. [new 2014]
Refer for urgent specialist review if a person has a triglyceride concentration
of more than 20 mmol/litre that is not a result of excess alcohol or poor
glycaemic control. [new 2014]
In people with a triglyceride concentration between 10 and 20 mmol/litre:
•repeat the triglyceride measurement with a fasting test (after an interval of 5
days, but within 2 weeks) and
•review for potential secondary causes of hyperlipidaemia and
•seek specialist advice if the triglyceride concentration remains above 10
mmol/litre. [new 2014]
In people with a triglyceride concentration between 4.5 and 9.9 mmol/litre:
•Risk assessment tools should not be used in these patients as they
underestimate risk
•optimise the management of other CVD risk factors present and
•seek specialist advice if non-HDL cholesterol concentration is more than 7.5
mmol/litre. [new 2014]
The LMC recommends that, where patients have a ten-year risk of CVD
between 10 and 20%, there should be a discussion to consider both lifestyle
advice and use of statins.
Asthma
Adults - all newly identified patients with asthma are diagnosed and treated in
accordance with BTS guidelines.
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Children – all children recorded with asthma have been diagnosed and treated
in line with BTS guidelines.
All patients with asthma to have individualised care plan.

READ codes:
For the current READ codes to be used, please see the Read Code guidance
document.
Data Collection/submission:
Practice submission
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Supplementary Document 11
Palliative/terminal care – Minimum outcomes / requirements
Rationale:
To ensure that palliative patients receive the appropriate, co-ordinated care at
the end of their life.
Aim:
The Practice will maintain a Supportive Care Register and fully participate in
the Gold Standards Framework approach.

Key Performance Indicator (KPI) 2.6 (5% weighting):
Full participation and adherence to the gold standards framework. In order for
practices to understand if this is effective then the following measures will be
provided to them.
1.
2.

The % of patients on the palliative care register with preferred
place of care recorded on their notes.
The % of patients on the palliative care register who have died in
their preferred place of care.

KPI Banding:
Demonstrable adherence to the Gold Standards Framework.
Success will be based on provision of assurance that patients are receiving
appropriate, co-ordinated care and the end of life plan pathway is being
followed. For example, evidence of regular multi-disciplinary meetings.
READ codes:
For the current READ codes to be used, please see the Read Code guidance
document.

Data collection/Submission:
Evidence of regular multi-disciplinary meetings, individual feedback from
District Nurses and Palliative Care Nursing team.
Intellectual Property Rights –
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Supplementary Document 12
Dementia
Rationale
Dementia is recognised by the World Health Organisation as a global public
health challenge (World Health Organisation, 2012). With improvements in
health care and better standards of life people are living for longer and the
number of people affected by dementia is rising. Globally, the WHO indicates
that the number of cases will double by 2030 and triple by 2050. The impact
of dementia is significant both on those who have it and for their families and
care givers.
Improving diagnosis and care of patients with dementia has been prioritised
by the Department of Health through the NHS Mandate and by NHS England
though its’ planning guidance for CCGs. For patients with dementia their
carers and families, the benefits of timely diagnosis and referral will enable
them to plan their lives better, to provide timely treatment if appropriate, to
enable timely access to other forms of support and to enhance quality of life.
There is a national Enhanced Service for Dementia sets out the proactive
approach to timely identification and assessment of at risk groups alongside
the dementia elements within the Quality Outcomes Framework (QOF), this
LQIS builds on and complements these and creates the local pathway for
dementia services.
Mild Cognitive Impairment (MCI) is the currently recommended term for the
group of people who have complaints of memory problems, but for who these
do not fall into realms of dementia at the present time. About 10% of people
with MCI will develop dementia after a year, but at 5 years 33% of people will
have made a full recovery to normal memory.
Specification
This local specification builds on the national Enhanced Service for Dementia
and complements the Quality Outcomes Framework (QOF) which aim to;
1) identify patients at clinical risk of dementia
2) offer an assessment to detect for possible signs of dementia in those at
risk
3) offer a referral for diagnosis where dementia is suspected
Intellectual Property Rights –
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4) For people with a diagnosis of dementia to take responsibility for the
onward prescribing of dementia medication.
Secondary care
consultants will initiate, titrate and stabilize patients on the medication
and general practice to provide repeat onward prescribing.
This specification is to
a) Identify a practice lead for dementia (not necessarily clinical)
b) Provide a one off 12 month review of patients with a diagnosis of mild
cognitive impairment.
c) Guidance on the approach to this review is currently being developed
by mental health specialists.
d) to participate in the North Mersey shared care agreement for the
treatment of dementias with cholinesterase inhibitors taking
responsibility
for
the
onward
prescribing
of
dementia
medication http://www.northmerseyammc.nhs.uk/Library/publications/s
hared_care/FINAL_-_Dementia_Shared_Care_March_2011.pdf
e) Support identification of carers for people with dementia

Requirements
•

Establish a dementia lead within the practice (not necessarily clinical).
The dementia practice lead will support improvements within the
practice environment for dementia care e.g. awareness of the condition
and services available, coding, point of contact for support services and
to work with the CCG and specialist services in the development of
dementia services.

•

Establish a register for patients diagnosed with mild cognitive
impairment.

Mild Cognitive
Impairment

READ Code
28E0

This code should be reserved for patients diagnosed by the specialists who
are part of the clinical network for dementia (Memory/Cognitive Clinics at
Merseycare, Walton Centre and RLBUHT).
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Patients will be diagnosed by an appropriate Secondary Care clinician.

These consultants will include the Read Code detailed above in the discharge
letter
This specification covers patients identified by the above consultants within
2015-16. Practices will need to review the patient after 12 months, which will
be in 2016-17 and the KPI requirement is to have a process ready in advance
of April 2016.
Guidance on the process and criteria used for the twelve-months review is
being developed and will be circulated to GPs once approved.
Key Performance Indicator 2.7
The practice needs to have a process for patients diagnosed with Mild
Cognitive Impairment (readcode 28E0). These patients should be recalled
once at 12 months post diagnosis to see if this was a transient state which
has resolved or is progressing to dementia. There will be small numbers of
patients on the register and a KPI itself would not add value.
Success will be based on provision of assurance that patients are receiving
appropriate, co-ordinated care and the dementia pathway is being followed.
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Supplementary Document 13
Anticoagulation – Minimum Outcome / Requirement
Aims
To ensure safe and effective treatment with oral anticoagulation drugs and to
minimise the risks and complications associated with oral anticoagulant
therapy. To optimise the therapeutic control of oral anticoagulant therapy and
to provide, or to ensure all patients receive, comprehensive monitoring. Such
monitoring must comply with the guidelines on oral anticoagulation: third
edition issued by the British Committee for Standards in Haematology.
Definition of patients to be covered by the service
All patients prescribed oral anticoagulant drug therapy with warfarin,
nicoumalone or phenindione. Usually patients will be initiated on oral
anticoagulant therapy in a secondary care anticoagulation clinic and will be
stable before transfer to a primary care based monitoring service. Where
patients are initiated on oral anticoagulant therapy in a primary care based
service strict treatment protocols must exist and be adhered to. Certain
unstable patients or those at particular risk of thromboembolic event or
haemorrhage may need to be monitored in a secondary care anticoagulation
clinic.
Process
• Patient attends a warfarin clinic, blood sample is taken and clinic staff
adjust patient’s anticoagulant dose, anticoagulation book is completed
and returned to patient.
• Patient takes anticoagulation book to GP to order prescription.
• Administration staff completes prescribing template.
• GP checks prescribing template and prescribes appropriately each time
a warfarin prescription is recommended.
Additional Requirements
Practices should be able to produce an up-to-date register of all anticoagulation monitoring service patients, indicating patient name, date of birth,
the indication for, and length of, treatment, including the target INR.
The provider call and recall service will be used for relevant patients, but the
practice will check patients are being correctly monitored each time a
prescription is issued and at medication reviews.
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All health professionals in the practice will be appropriately trained in practice
protocols and local guidance. Specialist staff at anticoagulation clinics will be
called upon for advice were appropriate. Local shared care guidelines will be
followed with regard to referring patients to haematology when required.
Indication for warfarin will be clearly indicated in patients’ records. Record of
the patients INR results will be made and kept each time a prescription is
issued. The patient’s health will be reviewed at least annually at a medication
review.
READ code:
For the current READ codes to be used, please see appendix
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Supplementary Document 14
Use of resources – Minimum Outcome / Requirement
Rationale:
To ensure patients with conditions that can be well managed in primary care
receive the treatment they need from General Practice thus ensuring effective
use of resources.
Aims:
The Practice / neighbourhood utilises NHS resources for its patients in an
Evidenced-based manner in-line with agreed local and national clinical
pathways and guidelines.
It will ensure:
Appropriate resource usage across the health economy.
Full adherence to agreed North Mersey and locally agreed Clinical Pathways,
thereby resulting in reduced inappropriate use of secondary care and other
services.
Key performance Indicator (KPI) 3.2 (10%):
Rate per 1000 hospital weighted population for GP referred first Outpatient
attendances to certain specialties (Dermatology, ENT, Gynaecology,
Rheumatology, Urology and Vascular Surgery).
Referrals to be removed when compared to previous years:
• Termination of Pregnancy
• Colposcopy
• Gastroenterology diagnosis investigations
KPI Banding:
Band A: Liverpool 40th percentile Jul 14 – Jun 15 (63.48 per 1000 patients)
Band B: Liverpool median (66.57 per 1000 patients)
Band C: Liverpool 70th percentile (74.83 per 1000 patients)
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Supplementary Document 15
Medicines Management – Minimum Outcome / Requirements
Rationale:
To improve the safety of treatment with medicines and improve the costeffectiveness of prescribing.
Aim:
To support practices in addressing the risks involved with prescribing
medication with potentially serious side effects.
Background
Prescribing is associated with a number of clinical risks, most frequently the
adverse effects of the medication. For some drugs, effective systems and
processes to monitor patients are put in place to manage

Key Performance Indicators
In line with the patient-focussed vision and values of the CCG, the KPIs for
2016-17 concentrate on improving the quality of prescribing and treatment
rather than reducing costs.
Prescribing accounts for 17% of the PCQF KPI funding. This is split across
three indicators.

Key performance Indicators

KPI 3.3 Safe use of high risk drugs (5%):
High risk drugs require regular monitoring and for the monitoring to be
recorded in the clinical system. These indicators have been in place since the
start of 2015-16 specification and the current data is available to practices via
CMIP and through the Medicines Management Team.

Target
standard
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Patients on warfarin have an INR result in last 4 months
Patients on lithium should have a lithium level in the last
4 months
(Lithium levels should be within a therapeutic range
appropriate to the individual patient)
Patients on lithium should not be prescribed a thiazide
Patients with dementia should not be prescribed an
antipsychotic
Patients with asthma should not be prescribed a noncardio specific beta blocker
Patients with Addison’s disease should not be prescribed
a thiazide
Prescribing for type 2 diabetes should avoid risk of Practices
will
hypoglycaemia
ensure that all
- T2D on insulin with 2 or more hypo in 12 months
hypoglycaemic
- T2D on SU with 2 or more hypo in 12 months
attacks are coded
Resulting in a hospital admission
Target
Band A 1 breach of standards allowed
Band B 2 breaches of standards
Band C 3 Breaches of standards

KPI 3.4 Reducing antibiotic use (5%):
Antibiotic resistance is a public health issue of national and international
importance. There are currently no new antibiotics in clinical trial
development. The prevalence of resistant organisms continues to increase
and the time between launch of a product and the development of resistance
is decreasing.
Target – 5% reduction in weighted volume of antibiotic prescribing against the
practice’s 2015-16 baseline, or achievement of national average volume.
Practices that are below national average will not be required to make further
reductions.
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KPI 3.5 Prescribing of specialist and high cost analgesics (7%)
Prescribing of specialist analgesics has risen substantially in the last 4 years.
Initially use was driven by the specialist pain clinic, however use by general
practice has increased.
Pregabalin
Total
Items

Fentanyl
Total Act Cost

Total
Items

Total Act Cost

Buprenorphine patches

Oxycodone

Total
Items

Total
Items

Total Act Cost

Total Act Cost

11/12

31,444

£1,893,721.66

7,337

£401,664.13

15,012

£440,330.53

16,759

£659,192.19

12/13

36,747

£2,108,104.00

8,018

£384,148.10

17,525

£516,842.19

18,128

£650,536.28

13/14

45,235

£2,534,865.55

8,337

£400,516.53

20,021

£592,969.37

20,492

£732,925.71

14/15

56,344

£2,985,014.29

8,328

£319,063.08

22,201

£656,951.80

20,855

£725,394.99

Total

169,770

£9,521,705.50

32,020

£1,505,391.84

74,759

£2,207,093.89

76,234

£2,768,049.17

Data collected by the MHRA through the Yellow Card scheme shows that
these agents are associated with a high level of serious adverse effects
including sudden death, overdose and dependence. Of particular concern are
the potential abuse of pregabalin and the reports of mistakes when converting
patients to non-oral products such as fentanyl and buprenorphine patches.
With patches in particular, the effects of an overdose remain for many hours
as a reservoir effect is created in the skin.
Where an opioid is required, oral morphine remains the drug of choice as
most clinicians have experience in using this.
This indicator is about practices having processes to optimise analgesics and
the following are helpful approaches:
•
•
•

Increased use of morphine products for initial treatment (OptimiseRx
intervention)
Selection of lowest cost appropriate brands of specialist products and
pregabalin (OptimiseRx intervention)
Regular medication review - Many patients are already prescribed a
specialist product, however many will not be receiving adequate pain
relief and require face to face review to ensure that they are getting
benefit from the treatment – this workload is reflected in the allocation
of 7% of GP specification funding.

Target - 5% reduction in costs for a combination of pregabalin / oxycodone /
buprenorphine patches / fentanyl
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As with KPI in previous years, although a quantifiable target has been set,
practices should be able to demonstrate that a process to review patients has
been put in place.
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Medicines management Appendix – Supplementary Document 16
Practice delivery of robust prescribing systems
One of the key areas for introduction of risk is the transfer of patients between
different settings of care. The CCG recognises that timely and complete
information may not be sent to a practice when a patient is discharged from
hospitals.
Practices should put in place, and be able to demonstrate, a robust process to
review and reconcile patients' medication following discharge from hospital.
Safety / risk
Monitoring for all high risk drugs is carried out regularly, coded and patients
without recent monitoring are reviewed
All safety audits identified by the Medicines Management C will be carried out
at the required interval (eg NSAID audit)
All actions from MHRA / NPSA / local prescribing error alerts will be
implemented within the required timeframe
All MHRA / NPSA standards will be met
No patients will be prescribed more than one medication from within a
therapeutic drug class without a review and direction from a GP
Adverse effects of new (black triangle) drugs will be reported to the national
monitoring system
Clinical effectiveness
Patients who are not collecting medication with the expected frequency (over /
under * 1) will be contacted to identify reasons and, where appropriate, will be
reviewed by the MMT or GP
All patients not meeting the medication-related requirements of clinical
pathways will be identified and reviewed:
• Diabetes care processes - HbA1c, cholesterol, blood glucose
• Atrial fibrillation – anticoagulation offered for patients with appropriate
CHADS2 and CHA2DS2VASc scores
1

appropriate frequency / high priority medication will be defined by the Medicines Management Team
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•

Heart failure – medication not titrated to appropriate dose or coded as
maximum tolerated dose.

All changes to medication during hospital admissions are implemented on the
practice prescribing system – discontinued medication removed and new
medication added. These changes will be communicated to care homes for
appropriate patients
All medication queries from hospitals, pharmacies and nursing homes will be
managed within an appropriate timeframe
All patients will have a clinical medication review every 12 months, carried out
by a pharmacist or GP and coded* 2
Patients on relevant medication but not coded / on disease registers will be
identified and reviewed
Cost reduction / waste
All requests for duplicate prescriptions will be confirmed with the patient
before issue. All early requests via a pharmacy or dispensing appliance
contractor will be reviewed before issue
Cost savings projects that have been agreed by the practice will be
implemented – patients identified by audit and called for review or letters sent
All practices will follow the Mersey CCG’s formulary – regular audit to identify
patients prescribe drugs outside of formulary and GP review
Specialist prescribing
Patients on Black or Red drugs will be identified and returned for specialist
prescribing unless agreed by the practice and in exceptional circumstances
Information requested by specialists as part of appropriate shared care
agreements will be collated and supplied. Information required by general
practice will be obtained from specialists and recorded on practice systems

Supplementary Document 17

2

(proactive review system in place and patients who are not reviewed within the 12 month period
identified and followed up)
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Significant Events
Rationale
Significant event audit or analysis (SEA) is an increasingly routine part of
general practice. It is a technique to reflect on and learn from individual cases
to improve quality of care overall.
SEA team discussions should be a routine part of your practices quality
improvement and clinical governance and is an opportunity for the team to:
• discuss each stage in detail
• identify any learning needs
• identify actions to be taken and changes to be made and agree how these
will be progressed
By including this as a KPI the aim is to improve the quality of SEA undertaken
in General Practice.
3

Significant event audits should form part of your individual and practice
based learning and quality improvement.
An account of a significant event audit should not allow patients to be
identified and should comprise where appropriate:
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

title of the event
date of the event
date the event was discussed and the roles of those present
description of the event involving the GP
what went well?
what could have been done differently
reflections on the event in terms of:
knowledge, skills and performance
safety and quality
communication, partnership and teamwork
maintaining trust
what changes have been agreed:
for me personally
for the team
changes carried out and their effect

3

RCGP Guidance http://www.rcgp.org.uk/clinical-and-research/clinicalresources/clinical-audit/significant-event-audit.aspx
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Guidance to support practices can be found at:
http://www.rcgp.org.uk/clinical-and-research/clinical-resources/clinicalaudit/significant-event-audit.aspx
http://www.rcgp.org.uk/clinical-and-research/clinical-resources/clinicalaudit/significant-event-auditpilot/~/media/Files/CIRC/SEA/SEA%20Pilot%20amended%20docs%2024%2
0sept/NPSA_Detailed_Guide_to_SEA.ashx
Liverpool CCG is also promoting the use of the RCGP tool for undertaking
peer reviews of cancer diagnoses. Practices are encouraged to audit all
cancer diagnoses following RCGP guidance, to review emergency
presentations of cancer and undertake significant event audits.
Details are found below:
http://www.rcgp.org.uk/clinical-and-research/clinicalresources/~/media/Files/CIRC/Cancer/Improving%20Cancer%20Diagnosis%2
0-%20A%20Toolkit%20for%20General%20Practice%20(2).ashx
Key Performance Indicator 4.1
Practices with a list size below 3,500 (weighted) to complete 3 clinical
significant events using the above format.
Practices with a list size above 3,500 (weighted) to complete 5 clinical
significant events using the above format.
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Supplementary Document 18
NHS e-Referrals – minimum outcome/requirement
Rationale
NHS e-Referrals is a national service that combines electronic booking and a
choice of place, date and time for first hospital or clinic appointments.
NHS England has made it clear in SECURING EXCELLENCE IN GP IT
SERVICES: OPERATING MODEL 2ND EDITION (2014-16) that we must
make use of national strategic systems, such as e-Referrals, to enhance
patient care, enable integrated care across all care settings and achieve
operational benefits to both the general practice and patients.
Patients should have access to NHS e-Referrals for planned treatments and
that commissioners should take all reasonable steps to offer the patient a
quicker appointment at a range of alternative providers, if the patient makes
such a request. All patients referred for a first consultant-led outpatient
appointment will be able to choose a named consultant-led team.
Practices will
•
•
•
•
•

•

Offer choice of provider following an initial discussion between the GP and
patient utilising NHS e-Referrals whenever possible to identify and list
suitable services.
Raise patient awareness of choice using appropriate material in the
practice e.g. posters, practice leaflets, etc.
Ensure that the patient is supported to make an informed decision about
their choice of provider and to book their appointment.
Patients should leave the practice with a minimum of a Unique Booking
Reference Number (UBRN) and password.
For suspected cancer, ensure that an appointment is booked. The referrer
can delegate this task to other members of the practice team if need be. If
the service is Directly Bookable, the practice should assist the patient to
confirm an appointment with the 2WW service before they leave the
practice. If the service is Indirectly Bookable, the conversion of a request
into a confirmed appointment will require the practice to make a phone call
to book the patient into the selected 2WW service.
Letters for 2WW and urgent referrals should be added within 1 working
day, and for routine referrals within 3 working days. Clinical Reference
Group referral templates should be used to generate referral letters
whenever available.
Intellectual Property Rights –
Liverpool CCG 2015

121

page 53 of 66

Liverpool Quality Improvement Scheme
2016-17 v3.3

Practices should be aware that referrals created by a member of the
administrative team remain the responsibility of the referring GP and, until
a patient is accepted by a provider, the GP remains responsible for the
patient’s care.

Supplementary Document 19
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Relationships with other health professionals – Minimum Outcome /
requirement

The Practice will have robust communication mechanisms in place, including
team meetings, with involvement of attached staff.
Procedures for sharing and recording information about patients between
members of the extended primary healthcare team are agreed, transparent
and made known to staff.
Engagement with practice manager, practice nurse, marketplace and other
city wide member events.
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Supplementary Document 20

Response to major incidents – minimum outcomes / requirements
The practice will participate in emergency response in the event of major
incidents as required by the Local Health Care economy – e.g. pandemic flu –
with robust business continuity arrangements in place across neighbourhood
practices.
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Supplementary Document 21

Governance arrangements – minimum outcomes / requirements
The practice will actively participate in audits with action taken on results.
The practice will undertake Serious Untoward Incident Reviews as
appropriate.
The practice will participate in child death / adult suicide audits.
The practice will demonstrate awareness of NICE guidance.
The practice will satisfy all Care Quality Commission (CQC) requirements.
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Supplementary Document 22
Workforce and sustainability in General Practice
•
•

Practices need to include in their business plan
o Training needs analysis
o Succession plans for clinical and non-clinical staff
CCG will support practices to access the clinical and non clinical
development programmes
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Appendices

Appendix 1:

Summary of Key Performance Indicators

Appendix 2:

Payment Schedule
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Appendix 1
DRAFT
KPI Summary sheet
Glossary of all KPIs, bandings and exceptions
No
1

KPI

Access

10%

1.1

Access

10%

2

Quality/Prevention

38%

2.1

Description

Weighting

Early Identification

2.1.1
2.1.2
2.1.3
2.1.4
2.1.5
2.1.6
2.1.7

10%

Band A

128

Band C

Comments

Rationale

To ensure that patients with
primary care problems are seen
in their General Practice during
core hours thus ensuring
effective use of resources

The rate per 1000 weighted population of
in hours, self referred, minor attendances
where procedure code was recorded as
guidance and advice; none (consider
guidance and advice); other (consider
alternatives); prescription only.

To ensure that registers are
comprehensive and fully
validated in order that patients
receive effective care and
management of long term
conditions

% of registered patients for CHD, HF,
Stroke, AF, Hypertension, COPD, Diabetes
registers. Ranges will be measured by
standard deviations from the Liverpool
Mean
Coronary Heart Disease
Heart Failure
Stroke
Atrial Fibrilation
Hypertension
COPD
Diabetes
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6.29 per
1000
patients

7.35 per
1000
patients

10.36 per
1000
patients

Practices must be above one standard
deviation below the Liverpool Mean
("within range") for each register or
understand why they lie outside this
range (see comments). Calculated using
2012/13 prevalence
greater than (=) 6.84 %
greater than (=) 1.10%
greater than (=) 2.89%
greater than (=) 2.29%
greater than (=) 24.16%
greater than (=) 4.22%
greater than (=) 7.89%

Peer reviewed evidence of systematically
understanding and addressing this KPI will be
considered where practice does not achieve bands AC. For example; a practice who can demonstrate that
contact has been made with all patients who fall into
this category to educate them regarding appropriate
service choices; and have the appropriate access
arrangements in line with the specification would
qualify for payment

Where practices are outside of the range specified
they must provide peer reviewed evidence of
systematically understanding why. For example;
practices can demonstrate they have systematically
reviewed registers and undertaken steps to
proactively case find patients with these long term
conditions

2.2

2.3

2.4

Exception Reporting

Alcohol

Alcohol

10%

1%

1%

To ensure that patients with long
term conditions are clinically
managed in the most effective
and appropriate way

Alcohol is a significant and
growing health problem for the
city. This indicator will
encourage practices to identify
patients who may consume
levels greater than
recommended

Alcohol is a significant and
growing health problem for the
city. This indicator will
encourage practices to identify
patients who may benefit from
brief interventions and/or more
intensive support

Average Exception Reporting Percentage
(patient unsuitable and informed dissent
only) against register size on the key
registers of CHD, HF, Stroke, AF,
Hypertension, COPD and Diabetes

The percentage of patients aged 18 years
and over who have had the alcohol
consumption recorded in the last 3 years

The percentage of patients aged 18 years
and over who are drinking more than
recommended units per week, have their
alcohol intake recorded using the AUDIT-C
or AUDIT Tool and received a brief
intervention in the last 3 years (i.e. those
who score 8 and above receive brief advice
and those scoring 16 and above are offered
specialist support, e.g. referral to LCAS)
a)

2.5

Childhood
Vaccinations and
Immunisations
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5%

To protect all children from
vaccine-preventable diseases
through effective delivery of the
routine childhood immunisation
programme

b)
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The combined percentage
achievement (rolling 12 months) for
DTaP/IPV/Hib at 1 year, MMR1 at 2
years, PCV booster at 2 years,
Hib/MenC booster at 2 years
The combined percentage
achievement (rolling 12 months) for
MMR2 at 5 years and DTaP/IPV
preschool booster.

Practices must be within one standard
deviation from the Liverpool Mean or
understand why they are outside this
range (see comments)
greater than (=) 0.45% or less than (=)
2.88%

38.6%

32.8%

Peer reviewed evidence of systematically
understanding and addressing this KPI will be
considered where practice does not achieve within
the range. For example; practices can demonstrate
adherence to the local exception reporting policy

27.4%

Where practices are outside of the range specified
they must provide peer reviewed evidence of
systematically understanding why. For example;
practices can demonstrate they have systematically
reviewed registers and undertaken steps to
proactively case find patients with these long term
conditions

Where practices are outside of the range specified
they must provide peer reviewed evidence of
systematically understanding why. For example;
practices can demonstrate they have systematically
reviewed registers and undertaken steps to
proactively case find patients with these long term
conditions

93.8%

>93.8% to
<=86.9%

>86.9% to
75.7%

95%

93%

91%

95%

90.2%

85.7%

Peer reviewed evidence of systematically
understanding and addressing this KPI will be
considered where practice does not achieve bands AC. For example, practices can submit evidence to
support patient exceptions and demonstrate they
have undertaken all steps to vaccinate children.

2.6

Palliative/terminal
care

5%

2.7

Dementia

6%

3

Use of Resources

30%

3.1

3.2

3.3

ACS admissions

Outpatients

Medicines
Management
Safe use of high risk
drugs
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To ensure that palliative patients
receive the appropriate, coordinated care at their end of life

To establish processes to annual
assessments for patients with
Mild Cognitive Impairment

20%

To ensure that patients with
conditions that can be well
managed in primary care receive
the treatment they need from
General Practice thus ensuring
effective use of resources

10%

To ensure that patients with
conditions that can be well
managed in primary care receive
the treatment they need from
General Practice thus ensuring
effective use of resources

Full participation and adherence in the gold
standards framework. In order for practices
to understand if this is effective then the
following measures will be provided to
them 1) The % of patients on the palliative
care register with preferred place of care
recorded on their notes 2) The % of
patients on the palliative care register who
have died in their preferred place of care

Demonstrable adherence to the Gold
Standards Framework

Success will be based on provision of assurance that
patients are receiving appropriate, coordinated care
and the end of life pathway is being followed. For
example, minutes of monthly multi-disciplinary
meetings

The practice to establish a process to
ensure that appropriate Read Codes are
included into the patients medical record
upon diagnosis with Mild Cognitive
Impairment and to develop an annual recall
and review system for people identified
with MCI; to review patients with MCI once
only at 12 months post diagnosis

Success will be based on provision of
assurance that patients are receiving
appropriate, co-ordinated care and the
dementia pathway is being followed

Peer reviewed evidence of systematically
understanding and addressing this KPI will be
considered For example; a practice who can
demonstrate they have invested in additional
appropriately skilled staff to undertake systematic
chronic disease management

Rate per 1000 hospital weighted population for
admissions for a selection of ACS conditions
(Angina, Asthma, COPD, Influenza and
Pneumonia,) as primary diagnosis.

Rate per 1000 hospital weighted population for
GP referred first Outpatient attendances to
certain specialities (Dermatology, ENT, Gastro,
Rheumatology, T&O, Urology, Vascular Surgery)

7.30

8.01

9.79

Peer reviewed evidence of systematically
understanding and addressing this KPI will be
considered where practice does not achieve bands AC. For example; a practice who can demonstrate they
have invested in additional appropriately skilled staff
to undertake systematic chronic disease
management

63.48 per
1000
register
population

66.57 per
1000
register
populatio
n

74.83
per
1000
register
populati
on

Peer reviewed evidence of systematically
understanding and addressing this KPI will be
considered where practice does not achieve within
bands A, B or C. For example; a practice who can
demonstrate consistent adherence to agreed
pathways and use of appropriate primary care based
services

1 breach of
standards

2
breaches

3
Breache

Peer reviewed evidence of projects implemented to
address this KPI

17%
5%

High risk drugs require regular
monitoring and for the
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Current
results

Target
standard

monitoring to be recorded in the
clinical system. These indicators
are already available to practices
via CMIP and through the
Medicines Management Team.

Patients on warfarin
have an INR result in last
4 months

allowed

Patients on lithium
should have a lithium
level in the last 4
months
(Lithium levels should
be within a therapeutic
range appropriate to the
individual patient)
Patients on lithium
should not be
prescribed a thiazide
Patients with dementia
should not be
prescribed an
antipsychotic
Patients with asthma
should not be
prescribed a non-cardio
specific beta blocker
Patients with Addison’s
disease should not be
prescribed a thiazide
Prescribing for type 2
diabetes should avoid
risk of hypoglycaemia
T2D on insulin
with 2 or more
hypo in 12 months
T2D on SU with 2
or more hypo in
12 months
Resulting in a hospital
admission
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Practices
will
ensure
that all
hypoglyca
emic
attacks
are coded

of
standards

s of
standar
ds

Statement of fact / support from Medicines
Management Team

3.4

3.5

4

4.1

Reducing antibiotic
use

Prescribing of
specialist and high
cost analgesics

Improving Quality

Significant Event
Analysis
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5%

7%

Peer reviewed evidence of projects implemented to
address this KPI

This is a public health issue of
national and international
importance and will be a Quality
Premium target in both primary
and secondary care

A target of 5% reduction in weighted volume of antibiotic prescribing against the
practice’s 2015-16 baseline or achievement of national average volume.

Prescribing of specialist
analgesics has risen substantially
in the last 4 years. This was
initially driven by the specialist
pain clinic, however use by
general practice has increased.

A target of 5% reduction in costs for a combination of
pregabalin/oxycodone/buprenorphine patches/fentanyl

Analysis of external and unavoidable pressures by the
CCG Prescribing lead
Peer reviewed evidence of projects implemented to
address this KPI

including this as a KPI the aim is to improve the quality of SEA undertaken in General
Practice

Practices with a list size below 3,500
(weighted) to complete 3 clinical
significant events using the above
format.
Practices with a list size above 3,500
(weighted) to complete 5 clinical
significant events using the above
format.
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Statement of fact / support from Medicines
Management Team

Analysis of external and unavoidable pressures by the
CCG Prescribing lead

5%

5%

Statement of fact / support from Medicines
Management Team

Payment schedule

DRAFT

Appendix 2

GP SPECIFICATION PAYMENTS – 2016/17
PMS
PMS Contract
GP Spec funding
GP Spec Funding - rebased for April XX
Lists
Q4 Local Enhanced Services XX
Q4 Enhanced Services XX
GP Spec Funding - rebased for Jul XX Lists
Local Enhanced Services Q1
Q1 Directed Enhanced Services
GP Spec Funding - rebased for Oct XXLists
Local Enhanced Services Q2
Q2 Directed Enhanced Services
GP Spec Funding - rebased for Jan XX Lists
Local Enhanced Services Q3
Q3 Directed Enhanced Services
Q4 Direct Enhanced Services
Key:
PMS Contract
GP Specification
Local Enhanced Services
Directed Enhanced Service payments
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Based
on
List size

Q1

Q2

Q3

Q4

GP SPECIFICATION PAYMENTS – 2016/17
GMS
Global Sum
GP Spec funding
GP Spec Funding - rebased for April XX
Lists
Q4 Local Enhanced Services XX
Q4 Enhanced Services XX
Global Sum
GP Spec Funding - rebased for Jul XX Lists
Local Enhanced Services Q1
Q1 Directed Enhanced Services
Global Sum
GP Spec Funding - rebased for Oct XX
Lists
Local Enhanced Services Q2
Q2 Directed Enhanced Services
Global Sum
GP Spec Funding - rebased for Jan XX Lists
Local Enhanced Services Q3
Q3 Directed Enhanced Services
Q4 Direct Enhanced Services
Key:
GMS Contract
GP Specification
Local Enhanced Services
Directed Enhanced Service payments
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Based
on
List size

Q1

Q2

Q3

Q4

