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MA 1.3.1

PRIMARY CARE

INTERIM PROVIDER POLICY

Version
Ratified by
Name of originator /author
Name of Lead
Date issued
Review date
Target audience

01
Primary Care Commissioning Committee
Scott Aldridge
Cheryl Mould
8/7/2015
8/7/2016
Primary Care Commissioning Committee
Finance, Procurement and Contracting
Committee

17

1. Purpose
NHS Liverpool Clinical Commissioning Group is committed to improving
Primary Care Medical Services for the benefit of patients and local
communities.
The purpose of this document is to outline NHS Liverpool Clinical
Commissioning Group’s approach to appointing an interim provider for
primary care medical services in situations where time limits do not allow for a
comprehensive procurement exercise to be undertaken.
2. Background
Within Liverpool there have been a number of issues when a single handed
practice has had to close and emergency cover is required. Historically for
example two single handed GPs died whilst still in service.
Liverpool PCT at the time was able to use the services of its community
service provider to caretake these practices using PCTMS GPs. However, the
separation of provider and commissioning functions as well as legal
requirements imposed by relevant procurement regulations meant that these
contracts had to be issued as APMS. As such the ability to call up existing
providers permanently has been lost.
Delegated Commissioning requirements from 1st April 2015 have meant that
NHS Liverpool Clinical Commissioning Group is responsible for the
commissioning of Primary Care Medical Services. However, NHS England
remains legally responsible for GMS/PMS and APMS core contract
requirements. NHS Liverpool Clinical Commissioning Group is still required to
work within NHS England policies and procedures for managing core contract
requirements.
For GMS practices it is a legal requirement that at least one GP is attached to
each contract. GPs can hold more than one core contract and they can also
have non-clinical partners or healthcare professionals who are not GPs listed
into the contract.
3. Requirements for an interim provider
This policy outlines the approach that will be taken by NHS Liverpool Clinical
Commissioning Group should a situation arise that requires the appointment
of an interim provider to maintain service delivery on a short term basis. This
may include, but is not limited to, the following circumstances:
•
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Single handed GPs die whilst still being the named core contract holder The
contract should be terminated within 7 days of notification of the contractor’s

death or 28 days after the end of the seven-day period if agreed. NHS
Liverpool Clinical Commissioning Group has to provide GP services until a
decision is reached to either disperse the list or procurement can be
completed to appoint an alternative provider.
•

Single Handed Practice inform the CCG they wish to terminate their contract,

•

Commissioners terminate the contract. Commissioner terminations can arise
in the following cases (without limitation):
o Breach of core conditions
o Where there is a serious risk to the safety of the contractor’s patients or
risk of material financial loss to NHS England or NHS Liverpool Clinical
Commissioning Group
o For the provision of untrue information
o On fitness grounds
o For unlawful sub-contracting
o Failure to comply with a Remedial Notice or repetition of a breach that has
already been the subject of a Remedial Notice or Breach Notice
o Upon agreement of NHS England or NHS Liverpool Clinical
Commissioning Group and the Contractor in writing
o On notice from the contractor
o If in its reasonable opinion, NHS England or NHS Liverpool Clinical
Commissioning Group considers that a change in membership of the
partnership is likely to have a serious adverse impact on the ability of the
contractor or NHS England or NHS Liverpool Clinical Commissioning
Group to perform its obligations under the contract
o The end of time limited contract periods
o Failure of practices to comply with CQC requirements if they have been
placed into special measures

4. Service Provision
It is essential that we have high quality, consistent General Practice Services
in the city therefore we will need to decide how best to serve the population of
the practice during the interim period.
There are four options listed below:
1. Provision of core contract
2. Provision of core contract plus public health initiatives e.g. vaccinations
and immunisations
3. Provision of core contract, GP specification and public health initiatives
4. Provision of core contract, GP specification, public health initiatives and
enhanced services
Option 4 is the preferred option as this will ensure that patients are not
disadvantaged to patients registered with another practice.
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5. Process
When a situation arises where an interim provider is required and the period of
service provision in respect of a particular practice or practices will not exceed 18
months NHS Liverpool Clinical Commissioning Group will need to write to all
NHS Liverpool Clinical Commissioning Group member practices ONLY inviting
expressions of interest, using the following criteria:
•
•
•
•
•

Compliance
Service Delivery
Clinical Governance and Quality
Due Diligence and mobilisation
Finance

These criteria will be applied to each expression of interest sought. However the
detail requested in respect of each of the above will be tailored to the
requirements of the interim arrangements to which the expression of interest
applies.
For the avoidance of doubt, only holders of GMS/PMS or APMS contracts
with the NHS Liverpool Clinical Commissioning Group will be entitled to be
initially invited to submit an expression of interest in respect of such practices
where required. Notwithstanding this, an individual practice, partnership,
consortium or other legal entity meeting this requirement will be automatically
excluded from consideration if the practice they are seeking to apply for is one
in respect of which the individual practice, partnership, legal entity or any
member of a proposed consortium:
•

•
•

has received its most recent CQC report which does not have an overall
rating of “good” or “outstanding”, regardless of whether a review of one or
more of the ratings has been requested and the outcome of that review may
result in a change in rating; or
has had a contract breach or remedial notice served at any time within the
previous twelve (12) months; or
has had GP Specification funding reclaimed at any time within the previous
twelve (12) months;, or (for APMS contracts only) has not had a KPI financial
penalty applied in the last contract year ending 31st March.

For the avoidance of doubt the 12 month period referred to above will start
immediately prior to the date the CCG invites expressions of interest.
Scoring principles and appropriate weightings will be applied to each of the
criteria identified. These have yet to be determined but will be notified to practices
when they are invited to bid.
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An evaluation panel of suitably qualified NHS Liverpool Clinical Commissioning
Group staff will independently score each bid submission following which a
moderation meeting will be held to agree a final score in respect of each
submission. The scores will then be weighted as advised in the published criteria
and the highest scoring submission will be the preferred provider to deliver the
interim service. This recommendation will be presented to the Finance,
Procurement & Contracts Committee for approval.
This process will be led by the Head of Contracts and Procurement.

Ends
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Report no: PCCC 14-15
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
PRIMARY CARE COMMISSIONING COMMITTEE

Title of Report

TUESDAY 15TH SEPTEMBER 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: 28th July 2015

Sub-Committee: Primary Care Quality SubCommittee

Chair: Dr Nadim Fazlani
Vice Chair: Dr Rosie Kaur

Key issues:

Risks Identified:

Mitigating Actions:

1. Development Plan for General
Practice.

•

Practice staff being released to attend
training programme.

•

Primary Care Team to offer support to
those staff who are unable to external
training programmes.

•

The need to have a robust system in
place for revalidation of nurses.

•

Be creative in how staff can access
training.

•

Secure funding to ensure a robust
system is in place to support the
revalidation..

2. Primary Care Quality/Improvement
Report.

•

That the priority areas highlighted do
not improve.

•

Each Locality to receive a report that
reflects their performance.

•

Variation across practices is not
addressed.

•

Variation to be a key area of work for
neighbourhood leads and their teams..

Recommendations to NHS Liverpool CCG Primary Care Commissioning Committee:
1. To note the key issues and risks.
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Report no: PCCC 15-15
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
PRIMARY CARE COMMISSIONING COMMITTEE

Title of Report

TUESDAY 15TH SEPTEMBER 2015
Feedback from Transition Working Group

Lead Governor

Katherine Sheerin, Chief Officer

Senior Management
Team Lead

Cheryl Mould, Head of Primary Care Quality &
Improvement

Report Author(s)

Cheryl Mould, Head of Primary Care Quality &
Improvement

Summary

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

Recommendation

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

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: 2nd September 2015

Committee: NHS / LCCG Transition
Working Group

Chair: Cheryl Mould

Key issues:

Risks Identified:

Mitigating Actions:

1. GMS Contracts.

•

•

NHS England & CCG to meet to review
the clauses that require amendment.

•

CCG to amend all contracts and issue
to practices October 2015.

•

Raise at next CCG co-commissioning
network to discuss plan to mitigate the
risks.

2. Primary Care Support – non core
services.

That practices do not have updated
contract that reflects the changes
introduced April 2015.

•

An additional list of services “out of
scope” that NHS England are now
managing.

•

Lack of resources/capacity to manage
in the CCG.
.

Recommendations to NHS Liverpool CCG Primary Care Commissioning Committee:
1. To note the key issues and risks.
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Report no: PCCC 16-15
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
PRIMARY CARE COMMISSIONING COMMITTEE
TUESDAY 15TH SEPTEMBER 2015
Title of Report

General Practice Information Technology
Investment Proposal

Lead Governor

Dr Simon Bowers, GP, Governing Body Member,
Digital Care and Innovation Programme Clinical
Director

Senior Management
Team Lead

Cheryl Mould, Head of Primary Care Quality and
Improvement

Report Author

Kate Warriner, Digital Care and Innovation
Programme Manager
Summary
The purpose of this paper is to provide the Primary
Care Commissioning Committee with a General
Practice Information Technology investment
proposal. The proposal is to address a funding
deficit and outlines the local core requirements for
consideration in this area.
Recommendation
That Liverpool CCG Primary Care Commissioning
Committee:
 Note the contents of the report
 Approve the non recurrent funding allocation
for 2015/16
 Approve the recurrent funding allocation from
2016/17
Impact on improving GP Information Technology is key to the delivery of
health outcomes,
primary care services and a core part of future
reducing inequalities advancements in digital technologies in the delivery
and promoting
of care
financial
sustainability
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Relevant Standards
or targets
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GP Contract
Primary Care Quality Framework
Gold Standards IM&T Framework
Primary Care Digital Maturity
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GENERAL PRACTICE INFORMATION TECHNOLOGY INVESTMENT
PROPOSAL

1.

PURPOSE

This investment proposal is to address the funding deficit in GPIT following NHS
England moving to a new national allocation model. The proposal is essential to
the core business of GP practices in Liverpool. The proposal is not a
transformation proposal as part of Healthy Liverpool although without it, that in
itself will be disadvantaged.
The proposal is the delivery of core Information Technology requirements in
primary care that have been in place for the past 5-10 years that are at risk due
to a decrease in allocation. The proposal provides an overview of the NHS
England GP IT Operating model, local core requirements and outlines the
funding deficit for Liverpool CCG.

2.

RECOMMENDATIONS

That Liverpool CCG Primary Care Commissioning Committee:
 Note the contents of the report
 Approve the non recurrent funding allocation for 2015/16
 Approve the recurrent funding allocation from 2016/17
3.

BACKGROUND

Primary Care in Liverpool has high levels of digital maturity with all clinical
information being captured by clinicians in real time. This level of digital maturity
has provided us with a clinically rich electronic primary care record that is critical
to the day to day provision of care in General Practice. The electronic primary
care record is also shared extensively in other healthcare settings to support the
delivery of joined up teams, services and care.
As part of this mature level of primary care digital maturity, significant historic
investment in Information Technology in primary care has enabled us to join up
primary care with other local services including pathology / radiology
departments of local hospitals where blood and radiology tests are routinely
requested and reported electronically and seamlessly, as business as usual.
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As an economy, all local healthcare organisations have benefitted from an
underpinning Community of Interest Network (COIN) infrastructure for over 10
years. This operates as a core part of the technical infrastructure, and enables
all health care organisations to be technically connected to one another. All local
GP practices are connected to this network which enables them to exchange
information electronically with other care providers.
The levels of historic investment in technology in Liverpool General Practices
has put Liverpool further ahead than a lot of other areas of the country
nationally.
The risks of not progressing with this investment proposal are clinical service
business continuity, access to primary care, a significant retrograde step for
Liverpool GP practices in digital developments and an organisational reputation
risk.

4.

SCOPE

The introduction of the NHS England national General Practice Information
Technology (GPIT) model means that a number of areas that have historically
been considered core and critical to delivery from a local perspective no longer
attract a national funding allocation.
The scope of this investment proposal is to continue to fund areas considered
locally as business as usual to operate GPIT in primary care. The areas that are
not considered core nationally but are a fundamental part of day to day clinical
activities in primary care are:
• Out of Hours IT Service Desk: facility for GP practices to access IT
support services between the hours of 6PM – 8AM. In Hours services
between 8AM and 6PM are covered through Core allocation
• Community of Interest Network: Local network connecting all GP practice
with local health provider organisations, providing network connections
and the flow of information across the local economy
• Internet Protocol (IP) Telephony Service: Voice over Internet Protocol
(VOIP) core GP telephone systems for patients to access GP services for
38 GP practices
• Integrated Clinical Environment (ICE) System licences: System to enable
electronic requesting and reporting of diagnostic tests between primary,
secondary and community care
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• Patient Arrivals and Touch Screen system licences: maintenance of
technology in GP practices to facilitate electronic booking in for patients
and digital health promotion screens
• Mobile Solutions: technology to enable GP practice to access systems
remotely from patients homes, care homes or other remote locations
• Gold Standards Information Management & Technology (IM&T) in Primary
Care Support: scheme to support the development of GP practices to
meet a Gold Standard level of IM&T
• EMIS Web Licences (Extended Primary Care Services): Core Clinical
system for a number of extended primary care services including minor
surgery, Ankle Pressure Brachial Index (ABPI), diabetes and others
• GP Practice Websites to enable patients to understand details about their
practice and enable access to online booking of appointments, requesting
of prescriptions and access to online GP records
The above services were clinically reviewed by the Primary Care Committee in
November 2014 and determined as a local core requirement.
The total cost of GPIT services for Liverpool is 15/16 £2,470,356 and 16/17 is
£2,280,356. The allocation from NHS England for 15/16 is £1,524,099 (including
transitional monies) and 16/17 is £1,294,099.
The LCCG funding deficit to provide the above services is:
1. 2015/2016 (short term non recurrent) - £946,257
2. 2016/2017 onwards (move to recurrent funding) - £986,257
There is a recognition that any future GPIT developments would be subject to a
separate business case.

5.

OPTIONS

Across the services at risk noted above, there are a range of options for
progression that differ slightly and are articulated in detail in the investment
proposal at Appendix 1. Broadly summarised they are:
1.
2.
3.
4.

CCG Funds Deficit
GP Practices Fund Deficit for some areas and take over some contracts
Services cease
Technology is removed
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The preferred option for progression is for LCCG to fund the deficit due to the
noted risks involved and the requirement for service resilience. It is
recommended that the recurrent funding is approved subject to a review of
telephony and websites, in particular relation to the recognition of inequity with
not all practices currently receiving these services. It should be noted that
funding for this investment is included in the overall investment plan which has
been approved in principle by the Governing Body

Kate Warriner
Digital Care and Innovation Programme Manager
September 2015
ENDS
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Appendix 1: Liverpool CCG Investment Proposal - GPIT

Programme
Primary Care: GP Information Technology (GPIT)

Outline of Proposal
This investment proposal is to address the funding deficit in GPIT following NHS
England moving to a new national allocation model. The proposal is essential to the
core business of GP practices in Liverpool. The proposal is not a transformation
proposal as part of Healthy Liverpool although without it, that in itself will be
disadvantaged.
The proposal is the delivery of core Information Technology requirements in primary
care that have been in place for the past 5-10 years that are at risk due to a
decrease in allocation. The proposal will provide an overview of the NHS England
GP IT Operating model, local core requirements and outline the funding deficit for
Liverpool CCG.
Primary Care in Liverpool has high levels of digital maturity with all clinical
information being captured by clinicians in real time. This level of digital maturity has
provided us with a clinically rich electronic primary care record that is critical to the
day to day provision of care in General Practice. The electronic primary care record
is also shared extensively in other healthcare settings to support the delivery of
joined up teams, services and care.
As part of this mature level of primary care digital maturity, significant historic
investment in Information Technology in primary care has enabled us to join up
primary care with other local services including pathology / radiology departments of
local hospitals where blood and radiology tests are routinely requested and reported
electronically and seamlessly, as business as usual.
As an economy, all local healthcare organisations have benefitted from an
underpinning Community of Interest Network (COIN) infrastructure for over 10 years.
This operates as a core part of the technical infrastructure, and enables all health
care organisations to be technically connected to one another. All local GP practices
are connected to this network which enables them to exchange information
electronically with other care providers.
The levels of historic investment in technology in Liverpool General Practices has put
us further ahead than a lot of other areas of the country nationally.
The risks of not progressing with this investment proposal are clinical service
business continuity, access to primary care, a significant retrograde step for
Liverpool GP practices in digital developments and an organisational reputation risk.
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Scope
The introduction of the NHS England national General Practice Information
Technology (GPIT) model means that a number of areas that have historically been
considered core and critical to delivery from a local perspective no longer attract a
national funding allocation.
The scope of this investment proposal is to continue to fund areas considered locally
as business as usual to operate GPIT in primary care. The areas that are not
considered core nationally but are a fundamental part of day to day clinical activities
in primary care are:
•
•
•
•
•
•
•
•
•

Out of Hours IT Service Desk: facility for GP practices to access IT support
services between the hours of 6PM – 8AM. In Hours services between 8AM
and 6PM are covered through Core allocation
Community of Interest Network: Local network connecting all GP practice with
local health provider organisations, providing network connections and the
flow of information across the local economy
Internet Protocol (IP) Telephony Service: Voice over Internet Protocol (VOIP)
core GP telephone systems for patients to access GP services for 38 GP
practices
Integrated Clinical Environment (ICE) System licences: System to enable
electronic requesting and reporting of diagnostic tests between primary,
secondary and community care
Patient Arrivals and Touch Screen system licences: maintenance of
technology in GP practices to facilitate electronic booking in for patients and
digital health promotion screens
Mobile Solutions: technology to enable GP practice to access systems
remotely from patients homes, care homes or other remote locations
Gold Standards Information Management & Technology (IM&T) in Primary
Care Support: scheme to support the development of GP practices to meet a
Gold Standard level of IM&T
EMIS Web Licences (Extended Primary Care Services): Core Clinical system
for a number of extended primary care services including minor surgery,
Ankle Pressure Brachial Index (ABPI), diabetes and others
GP Practice Websites to enable patients to understand details about their
practice and enable access to online booking of appointments, requesting of
prescriptions and access to online GP records

The above services were reviewed by the Primary Care Committee in November
2014 and determined as a local core requirement.
The total cost of GPIT services for Liverpool is 15/16 £2,470,356 and 16/17 is
£2,280,356. The allocation from NHS England for 15/16 is £1,524,099 (including
transitional monies) and 16/17 is £1,294,099.
The LCCG funding deficit to provide the above services is:
1. 2015/2016 (short term non recurrent) - £946,257
2. 2016/2017 onwards (move to recurrent funding) - £986,257
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There is a recognition that any future GPIT developments would be subject to a
separate business case.
Across the services at risk noted above, there are a range of options for progression
that differ slightly and are articulated in the investment proposal. Broadly
summarised they are:
1. CCG Funds Deficit
2. GP Practices Fund Deficit for some areas and take over some contracts
3. Services cease
4. Technology is removed
The preferred option for progression is for LCCG to fund the deficit due to the noted
risks involved and the requirement for service resilience. It is recommended that the
recurrent funding is approved subject to a review of telephony and websites, in
particular relation to the recognition of inequity with not all practices currently
receiving these services.
Liverpool CCG’s Senior Management Team reviewed this investment proposal on
17.8.15 and support the preferred option above.

Lead
Governing Body Lead

Approval (signed)
Dr Simon Bowers

Date
17.8.15

SMT Lead

Cheryl Mould

17.8.15

Programme Lead

Kate Warriner

17.8.15

Finance Lead

Alison Ormrod

17.8.15
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1. Strategic Case
1.1 Background
Liverpool has significant levels of digital maturity in primary care with all clinical
information being captured by clinicians in real time. This level of digital maturity has
provided us with a clinically rich electronic primary care record that is essential to the
day to day provision of care in General Practice. The electronic primary care record
is also shared extensively in other healthcare settings to support the delivery of
joined up teams, services and care.

As part of this high level of primary care digital maturity, significant historic
investment in Information Technology in primary care has enabled us to join up
primary care with other local services including pathology / radiology departments of
local hospitals where blood and radiology tests are requested and reported
electronically and seamlessly, as business as usual.

As an economy, Liverpool and Sefton have benefitted from an underpinning
Community of Interest Network (COIN) infrastructure for several years. This operates
as a core part of the technical infrastructure, and enables all health care
organisations to be technically connected to one another.

The levels of historic investment in technology in Liverpool General Practices has put
us further ahead than a lot of other CCGs nationally.

1.2 NHS England ‘Securing Excellence in GP IT Services’
In 2012, NHS England introduced ‘Securing Excellence in GP IT Services’ with a
second edition being published in April 2014. The 2014 version of Securing
Excellence in GP IT Services outlined the approach by NHS England to manage the
funding and delivery of Primary Care IT across GP Practices.
The ‘Securing Excellence in GP IT Services’ strategy states that NHS England is
accountable for the delivery of GP IT services, but in order to support local clinical
leaders to lead service redesign they have delegated to CCGs the responsibility for
delivering GP IT services. Under these arrangements, CCGs receive a funding
allocation to enable them to ensure delivery of GP IT services for their member
practices.
Liverpool CCG, commission the delivery of some components of GPIT from
Informatics Merseyside through the shared service partnership governance
arrangements in place. Liverpool CCG also have a number of direct and indirect
contracts and therefore costs with clinical system and infrastructure suppliers for the
operation of GPIT in Liverpool practices.
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1.3 NHS England GP IT Model Allocation Timeline
To support the delivery of the updated ‘Securing Excellence in GP IT Services’
strategy, NHS England released a GP IT Operating Model and financial allocation
guidance. The approach for the new model is founded on delivering equity of GP IT
Funding across all areas nationally, which has been implemented through a new
method of financial allocation based on practice population and include transitional
funding allowance and local capital schemes. The implication of this model nationally
has meant that there is a funding deficit for Liverpool.
The timeline of allocations is as follows:
•

•
•

•

•
•
•

GPIT allocations were communicated to CCGs in December 2013. The initial
Liverpool CCG allocation was c. £2 million. This was a c.£2 million reduction
from the previous financial submissions provided to NHS England during the
transition from Primary Care Trusts to CCGs as previously £4 million of local
investment was made in GPIT in Liverpool. Following an assessment of
contracts and requirements, it was determined that with the additional
transitional monies and capital allocation of £440K (transitional) and £525K
(capital), that service could be delivered in the total allocation.
Transitional bids as above were submitted to NHS England in January 2014,
progress was requested of NHS England in March 2014
NHS England advised in March / April 2014 that the Liverpool allocation had
been further reduced by a further c. £800K to £1,263,000, meaning that the
total allocation reduction from NHS England from the original submission was
£2.8million.
Further transitional bids were submitted to NHS England and an escalation to
the regional informatics team that this reduction in allocation was not sufficient
whilst further information was received detailing that the transitional funding
allocation had also reduced further due to other pressures nationally
A response to the escalation was received in October 2014 advising that we
were not eligible for any funding from NHS England outside of the allocation
Report presented at Primary Care Committee in November 2014 outlining the
gap in service provision, recommendation from PCC that requirements were
more than those included in the core NHS England definition
A revised allocation for 15/16 was communicated to CCGs in July 15, this
included a 2% uplift in funding, meaning the revised allocation for LCCG was
£1,294,099. For 15/16, Liverpool have been allocated £230K of transitional
funding. National transitional funding ceases from 16/17.

From a local perspective the national allocation model has meant that there has
been a significant reduction in allocation for Liverpool CCG.

1.4 GP IT Operating Model
Within the revised GP IT Model there are three component parts:
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•
•

•

Core GP IT Services – GP IT Standard support services which the NHS
England allocation must fund
Add-On / Discretionary GP IT Services – GP IT provision at CCG discretion to
support local strategic initiatives and commissioning strategies to improve
service delivery. The NHS England allocation may be used for these services,
however local investment can also be used
General Practice Business Support Systems – funded by GP Practices to
support corporate practice business delivery functions.

1.4.1 Core GP IT Services
Core GP IT Services are services which every general practice must have in order to
deliver health services effectively for patients. NHS England funding allocation for
GP IT is intended to fund core GP IT services.
The high level list of Core GP IT services is:
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Service Desk
General Infrastructure service
Local clinical server support
Desktop maintenance and support
Disaster recovery and business continuity support
Asset management and software licencing service
Supplier management
GP clinical system on-going support
Technology infrastructure refresh
Clinical system training
National strategic systems implementation (eg Summary Care Record and
GP2GP transfer)
Project and change management
Relationship/Account Management
SMS messaging from GP practices to patients

1.4.2 Add-on / Discretionary GP IT services
Add-on / discretionary GP IT Services support local strategic initiatives to improve
service delivery and local commissioning priorities. These are provided to
compliment Core GP IT services and must be connected with the CCGs overall
strategic plans and service improvement initiatives. These service maybe provided to
facilitate cross-organisational initiatives e.g. to link general practice with other care
settings.
Add-on / discretionary GP IT services can be funded through NHS England GP IT
funding however these services may also be funded directly by CCGs or GP
practices if necessary.
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The services include:
•
•

•
•

•
•
•

Additional infrastructure and hardware services. For example, local CoIN, IP
Telephony and remote access solutions
Additional service provision for example, discharge and referral systems,
record sharing initiatives, diagnostic order communications (ICE), mobile
solutions and devices, patient arrival and touch screens, display screens,
prescribing decision support tools
Additional GP System services over and above those included in core
Informatics strategy support and planning – Support for CCGs to develop
CCG IM&T strategy, innovation, service development and delivery; support for
CCGs in the role of leadership of informatics across the local health
community
Estates strategy service – provision of advice and guidance to support the
development of general practice estate relevant to the provision of ICT
services and systems
Exploitation and optimisation of core clinical system – support for practices on
how to get the best out of core clinical systems
Primary care data quality service

1.4.3 General Practice Business Support Systems
General Practice Business Support Systems are systems which are associated with
the practice business and not directly related to patient care, for example:
•
•
•
•
•

Consumables (printer ink and paper)
Portable Appliance Testing
Payroll and accounting software
Managing and maintaining systems that only support the practice as a
business
Practice websites

General Practice Business Support Systems are not covered by NHS England GP IT
funding, NHS England guidance states that these systems should be funded directly
by practices.

1.5 CCG-Practice Agreement
As part of the GP IT Operating Model, there is a requirement for an agreement to be
in place between the CCG and the practices. The agreement between each practice
and the CCG which arranges its GP IT and GP Systems of Choice (GPSOC)
services is called the CCG-Practice agreement. These will need to be completed and
signed for each practice in response to the change in governance arrangements that
occurred in 2013, and will replace the PCT-Practice agreements.
NHS England will provide a standard CCG-Practice agreement template, with
associated guidance for CCGs and practices to support the exercise to complete
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signature of agreements covering every GP practice, this is expected to be
completed by December 2015.
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2. Economic/Financial Case
2.1 Liverpool CCG – Local Primary Care Context
There are a number of areas provided to Liverpool GP Practices and patients that
have historically been funded through GPIT. The move to a national GPIT services
and funding allocation model by NHS England has resulted in a funding deficit for the
provision of services for Liverpool GP practices.
This section of this investment proposal identifies the areas considered within the
national model as add on / discretionary / business services for local investment
consideration. The services and impact of removal have been reviewed by the CCG
Primary Care Committee with a recommendation that the services should continue
as they are core to the delivery of patient care.

2.2 Impact on Add-on / Discretionary GP IT Services and GP Business Support
Systems

The impact of the reduction in the GP IT allocation for Liverpool CCG is in relation to
the services defined in the national model as add-on / discretionary GP IT Services
and GP Business Support Systems. The risks of not progressing with this investment
proposal are clinical service business continuity, access to primary care, a significant
retrograde step for Liverpool GP practices in digital developments and an
organisational reputation risk. The options for managing these risks are described in
this section of the investment proposal.

The information below describes the components within these areas of the GP IT
Operating Model and outlines the impact of these not being available to GP
Practices.
The services impacted are:
•
•
•
•
•
•
•
•
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Out of Hours Service Desk
Community of Interest Network
IP Telephony Service
ICE System Licences
Patient Arrivals and Touch Screen Maintenance
Mobile Solutions
Gold Standard IM&T in Primary Care
EMIS Web Licences

•

GP Practice Websites

2.2.1 Out of Hours IT Service Desk
Scope:
The Out of Hours IT Service Desk is a facility for GP practices to access IT support
services between the hours of 6PM – 8AM. In Hours services between 8AM and
6PM are covered through the GPIT Core allocation. The Out of Hours service
currently deals with around 1700 calls per annum from Liverpool GP practices, in
addition they resolve approximately 1500 incidents in this time period.
Service is provided through shared service with Informatics Merseyside
Impact of Stopping:
The impact of this would mean that clinical services operating out of core office
hours would only be able to log IT incidents electronically, and these would not be
processed until the following working day. For clinical staff needing IT incidents
resolving in an out of hours period, the ceasing of this service would stop that from
being possible.
This may also cause further reduction in daytime service desk key performance
indicators, due to an increase in activity.
Low priority related activities such as setting up new user accounts are carried out by
the out-of-hours service desk staff during quiet hours. This activity would also cease
and provision would need to be made for these to be processed during office hours,
again resulting in increased activity for the day time service desk.
Options:
There are two options for the future of this service:
1. CCG funds deficit resulting in a continuation of service
2. Service is ceased resulting in the service not being available. Notice would
need to be served to Informatics Merseyside as part of the IM governance
arrangements. Due to this service sitting across a range of North Mersey
health organisaitons, wider implications in relation to the future viability of the
service would apply
Preferred Option:
The preferred option is for the CCG to fund the deficit. This will minimise any risk to
clinical services operating out of core office hours through ensuring business
continuity for services needing IT service desk support in an out of hours period.
Ceasing the service has been excluded as a preferred option due to the criticality of
the current service provision and the requirements for this service for future models
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of care delivery.

2.2.2 Community of Interest Network
Scope:
Community Of Interest Network (COIN) – network connecting GP practices to other
local health provider sites. The COIN provides network connections to enable
systems to operate and perform efficiently and provides network resilience. Required
for IP telephony and wifi solutions in GP practices and the flow of clinical and non
clinical information at a quick technical performance speed across the local
economy.
Service is provided through Virgin Media as an economy wide service
Impact of Stopping:
If other local organisations choose to proceed then there cannot be a dual COIN.
Practices would have to migrate back to a more restrictive N3 network where
performance of clinical systems would be poorer. The local links between
organisations would be ceased and performance at a much slower speed.
Practices with IP telephony would not have phone systems
Technical services provided centrally to GP practices such as logging onto the
network, access to email and file shares could not be delivered via N3
Remote IT support for GP practices would not be available
Shared Wi-Fi and shared Internet Access and filtering will be reduced
Options:
There are several options for the future of this service:
1. CCG funds, current service and future development work in relation to
telephony and patient would continue
2. Practices fund directly – GP practices to pick up their individual site cost of the
running of the central network
3. Terminate Contract with Virgin Media who provide the COIN. There would be
circuit termination costs to consider
Preferred Option
The preferred option is for LCCG to fund the deficit due to the absolute requirement
for the COIN to connect Liverpool GP practices to the rest of the health economy for
the flow of clinical and non clinical information, and the reliance on the COIN to
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operate GP practice clinical systems and other IT applications.
Other options have been excluded as preferred options due to the reputational
impact to the CCG and the criticality of the COIN as part of core health economy
communications.
2.2.3 IP Telephony
Scope:
38 Liverpool GP practices are connected to the centralised Voice over Internet Protocol
(VOIP) telephony system. This system provides practice phone systems for patients to
contact GP practices and is used for core day to day communications in practices that
utilise this service. This is a modern technological solution for telephone systems and
provides enhanced functionality for practices, plus enables practices to be on the same
system as community teams they are working with.
Service is provided by BT as a joint service across LCCG, Liverpool GPs and Liverpool
Community Health
Impact of Stopping:
If this service does not continue for the practices that are utilising it, in order for patients
to telephone their GP practice, the GP practice will need to procure and migrate to
another telephone system / solution. Telephone numbers for the practices using the
system will need to change and access points to those practices on the phone system
will differ than that in place now.

Options:
There are several options for the future of this service:
1. CCG funds – current service would continue
2. Practices fund, contract – current service would continue, overheads would need
consideration in relation to splitting bills and cross charging them to individual
practices
3. Practices take up direct contracts with the service provider and fund directly.
Economies of scale would be lost and some termination charges would be likely
4. Practices move to other phone systems – cross economy benefits would be lost
and termination charges would apply
Preferred Option
The preferred option is for LCCG to fund the deficit due to the risk to primary care
access for patients and service continuity should this service cease to continue.
Other options have been excluded as preferred options due to the absolute requirement
for current levels of service to continue in the immediate period. Due to the current
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inequality with not all GP practices using this service, it is recommended that the
strategy and policy in relation to the opportunities of IPT telephony for future service
models is reviewed further over the next 12 months.
2.2.4 ICE System Licences
Scope:
ICE is used extensively for GP practices to electronically order diagnostic tests for
patients and to gives practices a complete view of diagnostics records for their
patients. This includes tests that are requested directly by GP practices and also
tests that are requested by other care providers. All local hospitals and community
teams are linked up to provide joined up diagnostics care for patients.
Service is provided through a contract with Sunquest ICE
Impact of Stopping:
If this service was to cease there are significant implications in relation to the delivery
of care
Practices would need to revert to paper requesting of diagnostics tests
Practices would not have a complete electronic picture of pathology records and
have to revert to ringing labs for pathology tests not requested by primary care or
duplicate the tests they send their patients for
Other healthcare providers would not be able to access the results requested by GP
practices
Options:
There are several options in relation to this service moving forward:
1. CCG funds – current service would continue
2. Practices fund – current service would continue, contracts would need to
move to GP practices
3. Acutes fund - current service would continue, contracts would need to move
to Acute Trusts
4. Cease service: Practices revert back to paper requesting and would not have
access to patient diagnostic tests electronically
Preferred Option
The preferred option is for the CCG to fund the deficit. This is due to the clinical
reliance on the ICE system in General Practice and the advancements that have
been made with this technology to join up healthcare organisations over the past 5
years.
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Other considered options have been excluded due to the risk of service continuity,
quality and a significant risk to take a retrograde step in digital developments.

3. Patient Arrivals and Touch Screen Licences
Scope:
Patient arrivals and touch screen licences – maintenance contract for the touch
screen technology used in GP practices for patients to check in and for practices to
display key health care communications to patients
Service is provided through a contract with EMIS
Impact of Stopping:
Patient arrivals and screens in practices will not be able to operate as the
maintenance with the supplier will be ceased.
Options:
The options for the future of this service are:
1. CCG funds – current service would continue
2. Practices fund – current service would continue, contracts would need to
move to GP practices
3. Removal of technology – exit costs may be applicable with suppliers
Preferred Option
The preferred option is for the CCG to fund this service due to the reliance on this
technology to support access in GP practices for patients to check in electronically.
Other considered options have been excluded due to the risk of service continuity
and a risk to take a retrograde step in digital developments.

2.2.5 Mobile Solutions
Scope:
Mobile Solutions: technology to enable GP practices to access their clinical systems
remotely from home, patients homes, care homes or other remote locations
A number of GP practices use this software to enable them to access key systems
remotely through local terminal services
Service is provided through shared service with Informatics Merseyside
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Impact of Stopping:
Practice staff will not be able to access their systems (clinical and non clinical)
remotely from the practice
Options:
The options for the future of this service are:
1. CCG funds – current service would continue
2. Practices fund – current service would continue, contracts would need to
move to GP practices
3. Removal of technology – exit costs may be applicable with suppliers
Preferred Option
The preferred option is that the CCG funds this deficit due to the reliance of some
GP practice staff to access their clinical systems outside of the GP practice.
Other considered options have been excluded due to the risk of service continuity,
and a risk to take a retrograde step in digital developments.

2.2.6 Gold Standards Programme IM&T Support
Scope:
Continued improvement in the use of informatics across general practice to support
the achievement of CCG priorities
The Gold Standards in IM&T scheme was launched to support the development of
GP practices to meet a Gold Standard level of IM&T. The programme is part of
continuous improvement which contributes to a high level of digital maturity within
Liverpool GP practices.
The framework developed for Gold Standards in IM&T Scheme was agreed with the
Governing Body during November 2013. The initiative encompasses a number of
key IM&T projects which GP practices have to implement over a 2 year period from
April 204-16. Each project has a number of key requirements which need to be
achieved in order to reach a level of Gold Standard IM&T.
As part of the scheme each GP practice was required to submit a practice plan
detailing how they will achieve each project requirement, including a list of their
development requirements and needs.
To support GP practices with their plans, a baseline assessment document was
provided by their Development Coordinator, detailing current progress against all
project requirements which encompass the Gold Standard IM&T Scheme. The
baseline assessment document was then used by each GP practice to complete a
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practice plan to detail how they would achieve the remaining/outstanding
requirements over the 2 year period. The plan that GP practices were required to
submit, forms part of the CCG General Practice Delivery and Development Plan. The
Gold Standards in IM&T plans were agreed and signed off in April 2014.
The programme is part way through completion.
Service is provided through shared service with Informatics Merseyside
Impact of Stopping:
Practices will not receive support to progress with priority areas and the pace of
technology developments supporting primary care will decrease
Areas identified as priorities such as online access to GP records for patients, data
quality initiatives, paperlight practices and other IM&T initiatives would not receive
the level of support that is currently in place, and objectives of the programme would
not be met.
Options:
There are several options in relation to this programme moving forward:
1. CCG funds – CCG continues to fund the support for the Gold Standards IM&T
Programme
2. Practices fund – funding moves from CCG to individual practices. IM SLA
would be required for each GP practice
3. Support for practices stops – there are implications on IM SLA and resources
delivering this work
Preferred Option
The preferred option is for the CCG to fund this service due to the programme of
work being part way through completion and the impact on future developments
should this work cease.
Other options have been excluded as preferred options due to the CCG prioritisation
of the initiatives within this portfolio of work. It is recommended that the strategy in
relation to the opportunities for future service models is reviewed further over the
next 12 months.
2.2.7 EMIS Web Licences
Scope:
EMIS Web licences for EMIS web used as a core clinical system and to share
information with extended primary care services and for interoperability of primary
care information with community and secondary care settings.
Services include minor surgery, ABPI, diabetes, H-Pylori and Royal/Aintree
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Emergency Department access to primary care records.
Service is provided through contract with EMIS
Impact of Stopping:
Extended primary care services that are not part of Core GPIT systems will have no
clinical system in place to operate their services
Current sharing initiatives with EMIS web will cease to continue
Options:
The options for the future of this service are:
1. CCG funds – current service continues
2. Service providers fund – current service continues, contracts would be moved
from EMIS to the services
3. Removal of technology – services revert to paper systems, contract exit costs
may be applicable
Preferred Option
The preferred option is for LCCG to fund the deficit due to the clinical reliance on the
system in the delivery of day to day care.
Other options have been excluded as preferred options due to the business
continuity risk to the delivery of care.
2.2.8 GP Practice Websites
Scope:
GP Practice Websites to enable patients to understand details online about their
practice and enable access to online booking of appointments, requesting of
prescriptions and access to online GP records
Service is provided through shared service with Informatics Merseyside
Impact of Stopping:
Practice websites will become out of date and online information for patients will not
available
Options:
The options for this service moving forward are:
1. CCG funds – current service continues
2. Practices fund – funding moves from CCG to individual practices self funding.
IM SLA would be required for each GP practice
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3. Practices transition to alternative website and self fund – implications with IM
SLA
Preferred Option
The preferred option is for the CCG to fund the deficit due to the business continuity
for patients to access online GP practice services.
Other options have been excluded as preferred options due to the requirement for
current levels of service and patient online access to continue. Due to the current
inequality with not all GP practices using this service, a review of this service will be
undertaken in the next 12 months.

2.3 Financial Breakdown
The table below demonstrates the cost of the GP IT services split into the three
areas within the operating model. The table below highlights the costs of the current
services and the NHS England allocation for 15/16 & 16/17. It also demonstrates the
funding deficit gap.

Liverpool CCG GPIT Finances

Core GP IT
Services - IM
Services

Core GP IT Supplier and
Infrastructure
Costs
Total
Core
GP IT Costs
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CORE

15/16

16/17
(Recurrently
Required)

Service Desk

£130,313

£130,313

Desktop
Technical Services
Voice & Data
Service Delivery Management
Systems Support
Account Management
Technical Infrastructure Project
Management
Primary Care Training
Primary Care Programme and
Project Management
Shared Service Costs
Infrastructure Costs
GP Clinical System licences, core
infrastructure maintenance, data
centre
maintenance,
SMS
messaging

£178,223
£97,716
£124,949
£27,586
£54,426
£56,743

£178,223
£97,716
£124,949
£27,586
£54,426
£56,743

£119,147

£119,147

£140,540

£140,540

£182,865

£182,865

£106,309
£128,858

£106,309
£128,858

£200,000

£200,000

£1,547,675

£1,547,675

ADD ON
/ Out of Hours Service Desk

Add-on
Discretionary
GP
IT
Services - IM Gold Standards Support
Costs
Community Of Interest Network
(COIN) Licences for 93 GP
Add
on
/ Practices
Discretionary COIN One off Payment (migration to
GP
IT new circuits)
Services
Supplier and
IP Telephony, ICE licences, patient
Infrastructure
arrivals software, EMIS Web
Costs
extended services licences
Total Add On
/
Discretionary
GP IT Service
Costs

£20,003

£20,003

£74,000

£74,000

£416,030

£416,030

£190,000

£0

£200,000

£200,000

£900,033

£710,033

£22,648

£22,648

£22,648

£22,648

BUSINESS SUPPORT
GP Business Web Hosting and Support
Support
Systems
Total

Total Cost
15/16
Core GP IT Services
£1,547,675
Add On / Discretionary GP IT
£900,033
Services
Business
£22,648
Overall Total
£2,470,356

16/17
£1,547,675

Income
NHS England GP IT allocation
GP IT Transitional Funding
Total Income

15/16
£1,294,099
£230,000
£1,524,099

16/17
£1,294,099
£0
£1,294,099

Gap

15/16

16/17
(recurrent)
£1,547,675

Core GP IT Services
£1,547,675
Add On / Discretionary GP IT
£900,033
Services
GP Business Support Systems
£22,648
Total GP IT Cost
£2,470,356
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£710,033
£22,648
£2,280,356

£710,033
£22,648
£2,280,356

NHS England Income 15/16
GAP

£1,524,099
£946,257

£1,294,099
£986,257

From this analysis, the majority of Core GP IT Services components as specified
within the NHS England GP IT Operating model guidance can be funded within the
NHS England allocation. There is however a gap in relation to the add-on /
discretionary / business support GP IT Services.
The funding requested is recurrent from 16/17. It is expected to manage within this
budget allocation, however there may be wider opportunities to further modify
technology in primary care as part of the wider digital agenda which would be subject
to further investment proposals in future.

From a capital perspective, this process is dealt with separately with NHS England.
LCCG are a core part of this process, however, all GPIT capital assets are NHS
England capital assets and therefore not on CCG held balance assets.

GPIT support staff are currently based at Bevan House. Currently, accommodation
for support staff are dealt with via the NHS Property Services recharge system. This
component will be addressed through a broader estates review separately to this
work. In the short term, it is anticipated that the support staff will remain in Bevan
House.

The preferred option for progression is for LCCG to fund the deficit caused by the
implementation of the national GPIT funding allocation model.
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3. Commerical Case
The provision of services and infrastucture through the gap in GPIT allocation are
provided through current CCG contracts with a range of providers/suppliers as noted
below:
Provider / Supplier
Informatics
Merseyside

Sunquest

Services
Contract Arrangements
Out
of
Hours Delivered through Service Level
Service Desk
Agreement with Shared Informatics
Service, service hosted by Merseycare
Gold
Standards NHS Trust
Scheme
Practice Websites
ICE System

Contract held as part of Acute Trust
(Royal/Aintree) Sunquest contract, GP
licence costs picked up through primary
care
EMIS
EMIS
Web Licences – 5 Year contract due for
Licences
and review in 2018
Touch
Screen
Technology
Touch Screen Technology – part of
national GP Systems of Choice
Contract reviewed annually by the
Health and Social Care Information
Centre
Virgin Media
COIN
Contract held by Merseycare NHS
Trust, end date of 2020
British
IPT Telephony
Contract managed through relationship
Telecommunications
with Informatics Merseyside, to be
reviewed in 2016
Some of these contracts are held directly by the CCG (eg Informatics Merseyside
and EMIS) and some are held by other NHS organisations on behalf of the CCG
although CCG pays invoices directly to those companies. (eg Sunquest, Virgin
Media).
This proposal and process is solely about a funding gap for existing services to
establish approval for funding and is therefore not a commercial case.

Any market decisions in the future will be based upon the end dates of existing
service contracts identifying the optimum time to review those. This would be part of
a wider CCG strategy and require appropriate capacity and capability internally to
undertake.
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4. Management Case
The purpose of this case is to approve funding and establish a consistent platform to
move forward. Existing contract and performance management of the providers and
suppliers in scope of this proposal will apply.

These arrangements are as follows:
4.1. Informatics Merseyside:

4.1.1 Governance / Monitoring arrangements:
-

-

Monthly performance reports provided and discussed with lead in primary
care quality service
Formal quarterly update and performance report to Primary Care Quality Sub
Committee which will in turn report into Primary Care Commissioning
Committee
Quarterly contract review to be established from September 2015

4.1.2 Key Performance Indicators
Service Level Agreement with a number of Key Performance Indicators reported
through the above governance noted below:
Service Desk:
KPI
% Incidents Breached SLA

Service
Desk
5%

% Incidents Resolved Within 1 Day

80%

% Incidents Resolved within 5 Days

95%

% Incidents Resolved within 20 Days

99%

Average Incident Fix Time (days)

0.5

Average Phone Call Wait Time (seconds)

<120

% Answered within 30 Seconds

>50%

% Phone Calls Abandoned

<15%

% Incidents First Time Fix

95%

% Incidents Resolved as First Level, FCF

70%

% Customer Survey Response as Good+

90%
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P1 Fix Time (Target 90% within SLA)

4 Hours

P2 Fix Time (Target 90% within SLA)

10 Hours

P3 Fix Time (Target 90% within SLA)

2 Days

P4 Fix Time (Target 90% within SLA)

5 Days

P5 Fix Time (Target 90% within SLA)

10 Days

P5 Service Requests (Target 90% within SLA)

20 Days

Web Service Technical Support:
KPI

% Incidents Breached SLA*

Technical
Services
Web Support
10%

% Incidents Resolved Within 1 Day

50%

% Incidents Resolved within 5 Days

80%

% Incidents Resolved within 20 Days

95%

Average Incident Fix Time (days)

4

% Incidents First Time Fix

95%

% Customer Survey Response as Good+

90%

P1 Fix Time (Target 90% within SLA)

4 Hours

P2 Fix Time (Target 90% within SLA)

10 Hours

P3 Fix Time (Target 90% within SLA)

2 Days

P4 Fix Time (Target 90% within SLA)

5 Days

P5 Fix Time (Target 90% within SLA)

10 Days

P5 Service Requests (Target 90% within SLA)

20 Days

Gold Standards Scheme
Gold standards support is delivered in the form of 2 x Development Coordinators,
who provide continued improvement in the use of informatics across general practice
to support the achievement of CCG priorities. This support is key to facilitate the
development and maintained levels of clinical information systems within GP
Practices to support the delivery of patient care. The role also involves supporting
practice teams to improve the quality of recording its clinical data and facilitate
training and behaviour change regarding information management.
The Development Coordinators have a key role in supporting practices in achieving
Advancing Standards in IM&T including;
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o
o
o
o

Information Management & Security Standards.
Paper Light Accreditation.
Data Accreditation
Paper light & Data Reaccreditation – where appropriate

Activity is reported through the monthly report for the number of practice visits and
accreditation sessions are held with practices. There is also reporting of practices
progress in achieving their Gold Standards in IM&T Commitments through quarterly
PCQSC updates.
4.2. Sunquest
Contracts are held with the Royal and Aintree. Reporting and escalation processes
are undertake through the Trust. Informatics Merseyside team supporting Liverpool
GP practices with ICE have direct contact with Sunquest.
4.3. EMIS
Monthly EMIS Review meetings are held with EMIS representatives to review
monthly progress, outstanding issues and developments.
A strategic Pathfinder Programme Board is in place in terms of partnership working,
to monitor delivery, manage risks and issues and hold the supplier to account. This
is chaired by LCCG Digital Programme Lead and attended by LCCG Digital Clinical
Lead, IM team supporting LCCG and EMIS Managing Director. There are also
Product Management meetings with EMIS to ensure we are working closely with
them and input in the strategic priorities and direction for development of the primary
care system.
Quarterly Managed Service Reviews take place with the EMIS Account and
Customer Management Team to review the following:
o
o
o
o
o
o
o
o
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EMIS Support
EMIS Fault Tracker
Key Performance Indicator Review
Major Incident Managemnet
Documentation Updates
SLA Reports
Incident Management
Customer Experience Feedback

4.4 Virgin Media (COIN)
Monthly services and regular contractor governance meetings are included as part of
the Virgin Media COIN Contract. In addition, local governance arrangements are in
place in terms of the management of the COIN system.
Key service levels for the COIN are:
Incident Severity
Level 1
Level 2
Level 3
Level 4

Max Resolution Time
Four elapsed hours
Five elapsed hours
Eight elapsed hours
By the end of the next working day

Service availability KPIs are:
Service availability
Resilient Fully Diverse
Resilient Diverse
Resilient
Non-Resilient
Standard Data Line

Service Level Targets
99.99%
99.97%
99.95%
99.75%
99.50%

Other performance and technical metrics included within the full contract are
available as required.
4.5 BT (IPT)
The contract with BT is managed through the relationship with Informatics
Merseyside. Key Performance Indicators are:
Description
Full Resilience
Network and Router Resilience
Network Resilience – Single Router

Target
100%
99.9%
99.8%

The target is 100% availability for Liverpool practices with a Primary and a Disaster
Recovery system.
In advance of the end dates of current contracts, a review will be undertaken to
establish future requirements and procurement routes.
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5. Summary
The services identified in this investment proposal were clinically reviewed by the
Primary Care Committee in November 2014 and determined as a local core
requirement.

The total cost of GPIT services for Liverpool is 15/16 £2,470,356 and 16/17 is
£2,280,356. The allocation from NHS England for 15/16 is £1,524,099 (including
transitional monies) and 16/17 is £1,294,099.

The LCCG funding deficit to provide the above services is:
•
•

2015/2016 (short term non recurrent) - £946,257
2016/2017 onwards (move to recurrent funding) - £986,257

There is a recognition that any future GPIT developments would be subject to a
separate business case.

Across the services at risk noted above, there are a range of options for progression
that differ slightly and are articulated in the investment proposal. Broadly
summarised they are:
•
•
•
•

CCG Funds Deficit
GP Practices Fund Deficit for some areas and take over some contracts
Services cease
Technology is removed

The preferred option for progression is for LCCG to fund the deficit due to the noted
risks involved.
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Review, Approval and Feedback
Approval Body
Date
Approved
Y/N

LCCG
Senior 17.8.15
Management
Team

Primary
Care 15.9.15
Commissioning
Committee

Finance
and 22.9.15
Procurement Sub
Committee

Governing Body
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13.10.15

Y

Comments (to include whether the
proposal is transformational or
continuous
improvement/business
as usual)

Investment
proposal
supported,
proposal is business as usual and
required
for
service
resilience.
Recognition of issues of inequality in
two services, to be addressed in a
subsequent review
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PRIMARY CARE COMMISSIONING COMMITTEE PERFORMANCE REPORT
1.

PURPOSE

The purpose of this paper is to report to the Primary Care Commissioning Committee
key aspects of the CCG’s performance in delivery of Primary Care Medical services
quality, performance and financial targets for 2015/16.

2.

RECOMMENDATIONS

That Liverpool CCG Primary Care Commissioning Committee:
• Notes the performance of the CCG in delivery of Primary Care Medical
commissioned services and the recovery actions taken to improve performance
3.

BACKGROUND

The CCG is held to account by NHS England for performance and delivery of Primary
Care Medical services. Since 1st April 2015 the CCG has taken delegated
commissioning responsibilities for Primary Care Medical Services. The delegated
agreement sets out the functions that have been delegated and included the
commissioning of local quality improvement schemes, delivery and commissioning of
Directed Enhanced Services, delegated funds and premises.
The CCG has established robust governance processes and committee structures in
order to monitor performance and provide assurance to the Governing Body that key
risks to the organisation are being identified and effectively managed.
The Performance Report for the financial year 2015/16 will report on all aspects of
Primary Care Medical Services to assure the committee and Governing Body that the
services we commission are delivering the required quality standards and that any
risks and issues relating to service quality and patient safety are identified, with
positive action taken to rectify.
The report details the assurance measures to deliver the national performance
measures detailed in the Governing Body reports, core contract requirements and
locally commissioned Primary Care Medical services.
The report is based on the published and validated data available as at 18th August
2015 and will be refreshed bi-monthly.
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4.

REPORT OUTCOME

This report provides performance information against the following areas:
Area
Target
National Performance Measures
NHS Constitution – To be in the top 5 performing
Experience
of practices
General
Practice.
General
Practice
Patient Surgery
GP
contractual 100% of practices to submit
requirement - GP each month
Friends and Family
Test
Local
Quality A reduction in prescribing
Premium – Antibiotic
items
Local
Quality A reduction in prescribing
Premium
–
Reduction in the
proportion of broad
spectrum antibiotics
Local
Quality The bottom 25% of practices
Premium - Physical to improve from 25.3% to
checks for people 40.7%
with mental health
conditions

Current Performance
In the top 7 grouping of
CCGs

30% of practices have not
submitted data across April
to June 2015
2.4% growth in 2014/15
compared to 2013/14
16% reduction in 2014/15
compared to 2013/14

No practice in the bottom
25% of practices has
achieved the indicator.

Current range for the bottom
25% of practices is 6.06% to
28.57%
Local
Quality The bottom 25% of practices No practice in the bottom
Premium - Diabetic to improve from 45.2% to 25% of practices has
63.8%
achieved the indicator.
9 Care Processes
Current range for the bottom
25% of practices is 19.90%
to 57.85%
Local Quality Improvement Schemes – GP Specification
GP Specification In Band A <7.91 rate per 1,000 49 practices achieving
Hours Attendances weighted population
GP
Specification Band A <9.97 rate per 1,000 15 practices achieving
ACS Admissions
weighted population
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GP
Specification Band A <82.42 rate per 47 practices achieving
Outpatients
1,000 weighted population
Referrals
Local Quality Improvement Schemes – Enhanced Services
Service delivery of To comply with the clinical To develop training for the
specifications
audit requirements
ABPI service
NHS Health Checks 20%
of
the
eligible End of quarter 1 1.7%
population to have a NHS
Health Check
Finance
Finance Budget
Achieve balanced budget
FOT £113,000 over spend

5.

NATIONAL PERFORMANCE MEASURES

NHS Liverpool CCG is committed to ensuring that patient rights under the NHS
Constitution are consistently upheld. National Performance Measures are reflective of
the key priority areas detailed in the NHS Outcomes Framework 2015/16 and include
measurements against Quality (including Safety, Effectiveness and Patient
Experience) and Resources (including Finance, Capability and Capacity). In addition to
analysing local performance against these indicators, CCGs are expected to achieve
improvements against indicators across the five domains as detailed in the NHS
Outcomes Framework and NHS Operational Planning Measures 2015/16 which
represent the high-level national outcomes the NHS is expected to be aiming to
improve. Each month the Governing Body are provided with an updated Performance
Report with data published by the CSU.
The Primary Care and Quality team are able to provide more frequent data than the
CSU is able to report and this report will outline the assurance measures in place.
Headline commentary is provided below to draw the committee’s attention to specific
areas of performance which represent risks to delivery, and to the relevant assurances
on internal control measures in place to mitigate those risks

5.1 NHS Constitution – Experience of General Practice
5.1.1 General Practice Patient Survey
The GP Patient Survey (GPPS) is an England-wide survey, providing practicelevel data about patients’ experiences of their GP practices. The data is based
on the July 2015 GPPS publication and combines two waves of fieldwork; from
July to September 2014 and January to March 2015, providing current position
compared to previous period (same period in 2013/14).
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Overall, Liverpool CCG performed well during 2014/15; reporting higher rates
than the England average (and core city average) for all but two of the measures.
However, Liverpool CCG’s performance reduced slightly when compared to the
previous reporting period, which is reflective of a national trend.
The key findings can be summarised as follows:
In Liverpool CCG, 37,992 questionnaires were sent out, and 9,737 were returned
completed. This represents a response rate of 26%, 1% reduction compared to the
previous period;
The overall experience of GP surgery is reported in percentages with “Good” being the
aspirational position.
NHS Liverpool CCG aspires to rank within the top 5 high performing CCGs within
England.
Results for Liverpool CCG
87.4% of respondents recorded their overall GP surgery experience as being “Good.”
While this is above the England average of 84.8% (England Min. 71%, England Max.
95%), it ranks in the 7th best grouping of the 209 CCGs across England.
Group

Percentage achieved

Number of practices

1

95

1

2

92

1

3

91

7

4

90

11

5

89

9

6

88

23

7

87

26

Additional detail relating to the results of the GP Patient Survey, July 2015, can be
found in APPENDIX A – GP Patient Survey, July 2015.
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5.1.2 Friends and Family Test
Indicator
Friends and Family Test

RED

Narrative
Since April 2015 the CCG has been responsible for monitoring the
implementation of the GMS/PMS and APMS core contract
requirements. It is a requirement that each month GP practices
submit their previous months Friends and Family Test results onto
CQRS by the 20th. E.g. June’s data had to be entered onto CQRS by
the 20th July.

Each month a number of practices have not submitted their figures by
the deadline:
Every practice should be
• April 29 / 93
providing data every month
• May 33 / 93
• June 24 / 93
The caretaker practice has not been able to use CQRS until July,
whilst national changes were amended to access rights following the
retirement of the previous provider.
Assurance on CCG control measures
The Primary Care Team have been following the national guidance to send practices reminders of their
requirements if they have failed to submit their results. Practices have been reminded that they have to
submit their results onto CQRS by the 20th of each month.
The newly appointed Primary Care Support Manager is attending the NHS England webinar sessions
which have been developed to improve the national delivery, as issues are not limited to NHS Liverpool
CCG member practices.
The Primary Care team will provide support and guidance to each member practice and those
members who consistently fail to submit their data will receive more responsive support to address the
root cause.

5.1.3 Patient Participation Groups
The GMS/PMS and APMS core contract requirements ensure that practices are
required to have a Patient Participation Group by the end of March 2016. It is required
that all 93 practices have a Patient Participation Group either individually or in
collaborative. Patient Participation Groups can be virtually or face-to-face, however,
practices must ensure that a cross section of their population is consulted with.
50 practices signed up to the Patient Participation DES for 2014/15.
Assurance CCG control measures
At the June 2015 Market Place event the CCG provided an educational session to
support practices to develop and retain patients for their patient participation groups.
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The Primary Care Team will engage with members at the end of October to ensure
that every member will be able to achieve their core contract requirements.

5.2 Antibiotic Prescribing
Reduction in the number of antibiotics prescribed in primary care

7.00%

1,340

6.00%

Antibacterial items per STAP PU

% Chamge on Previous Year

Antibacterial Items per Antibacterial STAR PU - Last 4
Financial Years
1,360

1,320

5.00%

1,300

4.00%

1,280

3.00%

1,260

2.00%

1,240
1.00%

1,220

0.00%

1,200
1,180

-1.00%
Financial 2011/2012

Financial 2012/2013

Financial 2013/2014

Financial 2014/2015

The blue line indicates the number of items.

Total
Items

Total Act
Cost

329,077

£1,389,522.30

Items Per
Denominator

% Change on last
year
1,238.60
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353,793

£1,594,974.84

1,319.52

356,203

£1,671,559.41

1,312.44

367,073

£1,644,867.44

1,343.78

6.5%
-0.5%
2.4%

Reduction in the proportion of broad spectrum antibiotics prescribed in primary
care

Ceph and Quin etc Items as % All Antibacterial Items Last 4 Financial Years

Ceph Quin % Change on
last years Items
% Ceph & Quin Liverpool
10.00%

Antibacterial items per STAP PU

% Chamge on Previous Year

14%

12%

5.00%

10%

0.00%

8%

-5.00%

6%

-10.00%
4%

-15.00%

2%

-20.00%

0%
Financial 2011/2012

Financial 2012/2013

Financial 2013/2014

Financial 2014/2015
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Antibacterial
Items

Period Name

BNF Name

Financial 2011/2012

Antibacterial Drugs

329,077

Financial 2012/2013

Antibacterial Drugs

353,793

Financial 2013/2014

Antibacterial Drugs

356,203

Financial 2014/2015

Antibacterial Drugs

367,073

Ceph Quin
Items

% Ceph &
Quin Liverpool

39,814
40849
43471
36386

12.1%
11.5%
12.2%
9.9%

Ceph
Quin %
Change
on last
years
Items
2.6%
6.4%
-16.3%

Ceph Quin
National
for 14/15
10.8%
10.8%
10.8%
10.8%

Assurance CCG control measures
The Medicines Management Committee monitor the progress of these indicators and
updates are reported to the Primary Care Quality Sub Committee. The inclusion of
antibiotic prescribing is a Key Performance Indicator for the Liverpool Quality
Improvement Scheme and commissioned support from the NHS Liverpool Community
Health’s Medicines Management Team is provided regarding advice and audit for
practice members.
The CCG are in discussions with Liverpool John Moores University regarding research
regarding the use of antibiotics.
5.3 Local Quality Premium
5.3.1 Physical checks for people with mental health conditions
Indicator
Physical checks for people with mental
health conditions

Narrative

The recommended level of ambition would be
again to close the gap between the bottom 25% of
practices and the top 25%. This will increase the
average of the bottom 25% of GP practices by
‘The % of patients aged 40 and over who have
75% from 25.3% to 40.7% by March 2016.
schizophrenia bipolar affective disorder and
other psychoses who have a record of Alcohol The current city average delivery from Primary
consumption, BMI, blood pressure, total Care at the end of June 2015 is 39.07% with a
cholesterol and blood glucose in the previous variation of 8.33% to 80.95%.
12 months’.
The baseline position for the bottom 25 practices is
7.5% to 33.3%. The current Primary Care delivery
RED
at the end of August is 6.06 % to 28.57%.

Target – the bottom 25 practices to be
delivering 40.7%
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Assurance on CCG control measures
The clinical leads within the CCG have worked with a Practice Manager to develop a clinical system
search, template and monitoring process in line with the tool developed for the 9 Care Processes for
Diabetes. The tool kit identifies each individual patient and what steps are required, the 9 Care
Processes for Diabetes tool kit saw increases in achievement once practices were trained and
understood the process.
Locality Leadership and Primary Care Teams will be monitoring variation bi-monthly to identify trends
and concerns in a timely manner to mitigate risks highlighted.

5.3.2 Diabetic 9 Care Processes
Indicator
Diabetic 9 Care Processes

Narrative

The recommended level of ambition would be
again to close the gap between the bottom 25% of
Patients with Diabetes who have had all 9 care practices and the top 25%. This will increase the
average of the bottom 25% of GP practices by
processes in the previous 12 months;
75% from 45.2% to 63.8% by March 2016.

RED

The current city average delivery in Primary Care
at the end of June 2015 is 60.15% with a variation
of 22.5% to 82.74%

The baseline position for the bottom 25 practices is
10.83% to 53.81%. The current Primary Care
Target – the bottom 25 practices to be delivery at the end of August is 19.90% to 57.85%.

delivering 63.8%

Assurance on CCG control measures
Following on from the GP Specification validation committee 7 practices submissions for the KPI for the
9 Care Processes were identified for a clinical support visit from Dr Fiona Ogden-Forde, whilst two
practices will receive a visit from Dr Adit Jain regarding their validation submission and action plans for
2015-16.
Locality Leadership and Primary Care Teams will be monitoring variation bi-monthly to identify trends
and concerns in a timely manner to mitigate risks highlighted.

6. Primary Care Quality
6.1 Primary Care Quality Framework (PCQF)
A full version of the report is attached in Appendix B, which was presented to the
Primary Care Quality Sub Committee in July 2015.
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The PCQF was established in 2013/14 to standardise the delivery of quality indicators
across the CCG. In previous years practices had been requested to look at the quality
of their core contract, QOF and PCT/PBC quality indicators. At times some practices
were required to develop three different actions plans. The PCQF brought together all
the CCG identified standards as was approved by the Primary Care Quality Sub
Committee.
This report compares Primary Care Quality Framework Performance between the
PCQF reporting period June - March 2013/14 and the PCQF reporting period June March 2014/15.
At CCG level there has been an improvement in 21 (44%) of the 48 indicators included
in this report between March 2014 and March 2015.
Of those, 8 (17%) have demonstrated a statistically significant improvement (Table 1).
Indicator
The % patients aged 15 years and over who’s latest smoking status
is recorded as being a smoker in the last 24 months
The % of patients aged 40-74 with Hypertension, CKD (all stages),
BMI>30 who have had a risk score ever (excluding those with
established CVD)
The % of patients with COPD and MRC Dyspnoea Scale >=3 who
have been offered a pulmonary rehab programme
The % of patients with CHD whose latest blood pressure reading
(measured in the previous 12 months) is 150/90 or less
The combined% achievement (rolling 12 months) for DTaP/IPV/Hib
at 1 year, MMR1 at 2 years, PCV booster at 2 years, Hib/ManC
booster at 2 years
% of choose and book GP referrals to consultant led clinics out of
total GP referrals to consultant led clinics
The percentage of patients on lithium therapy with a record of
lithium levels in the therapeutic range within the previous 4 months
No of patients who are 18+ who have alcohol intake recorded over
indicated levels who have been offered brief interventions

Change
-1.93%
1.99%
25.66%
0.20%
2.13%
3.32%
4.70%
1.98%

18 (38%) of the 48 indicators have shown a deterioration in performance.
Of those 7(15%) have demonstrated a statistically significant decrease (Table 2).
Indicator
Change
The % of patients aged 15 years and over with a smoking status -3.37%
recorded in the last 24 months
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The % of patients with Hypertension whose latest blood pressure
reading (measured in the previous 9 months) is 150/90 or less
The % of patients with CHD whose latest total cholesterol
(measured in the previous 12 months) is 5mmol or less
The % of patients with Diabetes in whom the latest HbA1c is 7.5
(58mmol) or less in the previous 12 months
The % of patients with Asthma who have had a asthma review in
the last 12 months that includes assessment of Asthma control
using the 3 RCP questions (i.e. Asthma disturbs sleep, Asthma
daytime symptoms,Increasing exercise wheeze).
The combined % achievement (rolling 12 months) for MMR2 and
DTaP/IPV preschool booster at 5 years
The % of patients aged 40 and over who have schizophrenia
bipolar affective disorder and other psychoses who have a record
of Alcohol consumption, BMI, blood pressure, total cholesterol and
blood glucose in the previous 15 months

-5.35%
-6.64%
-0.70%
-0.58%

-2.06%
-18.30%

Planed actions to mitigate risks
• Practices would benefit from using the searches available on EMIS Web to
support them to case find patients and increase their prevalence.
• Mental Health Practitioners will use practice lists to identify patients with mental
health conditions to ensure physical health checks are carried out. Encourage
practices to use the tools available that will support coding of data. This includes
9 Care Processes Tool and Mental Health Tool. The audit tools support practices
to identify areas that they need to focus on. Practices that have used this tool
have seen their data improve.
• Further support is required for practices to reduce the massive variation that has
been identified in some areas of the PCQF.
• Ensuring all appropriate staff are read code training will be of benefit to the
practices
• Localities to take the lead to reduce variation.
6.2 Local Quality Improvement Scheme (GP Specification) 2014 / 15
Executive Summary
There have been substantial increases in the numbers of patients on the disease
registers which form part of the prevalence indicator. 7 prevalence indicators saw an
increase when compared to the baseline position. Stroke and hypertension prevalence
remained static, whilst CHD prevalence has seen a reduction in prevalence when
compared to the baseline position.
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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 patient who are receiving
the 9 Care Processes. However, there is a variance rate of 85.21% between across
the city.
Overall performance against 12 indicators has improved in the last 12 months.
Changes in secondary care data over the time period make it difficult to precisely
quantify the improvements seen in some indicators.
Improvements made should not be underestimated where they appear small, as extra
work will be involved just for practices to maintain their position due to the increasing
population and increasing prevalence of long term conditions.
Validation Committee for Year 4 (2014/15)
In order for you to retain additonal investment practices have to achieve Band A
against the agreed KPI’s. Within the General Practice Specification it states that
practices who fail to achieve Band A will have the opportunity to challenge this nonachievement by providing appropriate, robust evidence.
Practices were asked to submit evidence for the following indicators:
• 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.
• The percentage of patients who have a recorded intervention of all 9 care
processes recorded within the financial year
• Rate per 1000 hospital weighted population for admissions for a selection of ACS
conditions (Angina, Asthma, Cellulities, COPD, CHF, Diabetes complications,
ENT, Influenza and pneumonia, convulsions and epilepsy) as primary diagnosis
• Rate per 1000 hospital weighted population for GP referred first Outpatient
attendances to certain specialities (Dermatology, ENT, Gastro, Gynae,
Rheumatology, T&O, Urology, Vascular Surgery)
• To ensure most effective (cost and quality) use of medicines in the treatment of
patients
The validation submissions are reviewed by the Validation Committee which will
consist of 6 GP’s, Lay members and representation from NHS England.
• Dr Adit Jain

Deputy Medical Director, NHS Merseyside
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•
•
•
•
•
•
•

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

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 five practices submissions did not meet the standards required. The
practices were given four weeks to appeal the decision and two practices have decided
not to appeal the recall of funding.

6.3 Performance in 2015/16
6.3.1 In Hours AED Attendances
Indicator
In Hour AED Attendances

Narrative
The GP Specification outlines the current bandings
for this KPI.

The rate per 1000 weighted population of in
Band A
hours, self referred, minor attendances
where procedure code was recorded as
<=7.91
guidance and advice; none (consider
guidance and advice); other consider
alternatives; prescription only.

AMBER

B

C

<=11.40

<=12.79

The current performance, June 14 – May 15, is
8.55 for the City with a range of 3.10 to 20.29.
A&E
Band A
Band B
Band C
Not Achieved

49
23
7
14

Assurance on CCG control measures
A Primary Care Quality paper was presented to the Primary Care Quality Sub-Committee on the 28th
July 2015, which highlighted clinical variation across the CCG. The committee requested that Dr Rosie
Kaur and the Locality Leadership and Primary Care Teams monitor variation each month to identify
trends and concerns in a timely manner to mitigate risks highlighted.
The CCG has extended the Winter Pressure scheme for 2014/15 throughout 2015/16, which has
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increased the number of GP appointments per 1,000 weighted population over and above the GP
specification level of 70 up to 80.
80 out of the 93 GP practices have signed up to the initiative to provide appointments over and above
the GP Specification requirements of 70 per 1,000 weighted population. A further 3 GP practices have
submitted applications to provide extended access, and await formal approval to commence.
April 2015 – July 2015

86,796 Appointments approved
64,403 Delivered*
74.2%
*Delivered total are the sum of those appointments claimed by
practices. Please note that some practices are yet to submit for part of
this period.

April 2015 – July 2015
MINUS non-submitted
practices

56,677 Appointments approved
57,204 Delivered**
99.08%
**Delivered total based on 48 practices (from 80) who had returned
data up to, and including, week ending 2nd August 2015.

6.3.2 GP Specification ACS Admissions
Indicator
ACS Admissions

Narrative
The GP Specification outlines the current bandings
for this KPI

Rate per 1000 hospital weighted population
for admissions for a selection of ACS
Band A
conditions (Angina, Asthma, Cellulites,
COPD, CHF, Diabetes complications, ENT,
<=9.97
Influenza and Pneumonia, convulsions and
epilepsy) as primary diagnosis.

B

C

<=12.19

<12.97

The current performance, June 14 – May 15, is
13.30 for the City with a range of 6.62 to 24.61

RED

Angina, Asthma, Cellulitis, Epilepsy and
Convulsions and ENT are the specialities that are
currently showing as Red on the CMiP data set
provided by the CSU.

Band A
Band B
Band C

ACS
15
18
9
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Not
Achieved

51

Assurance on CCG control measures
A Primary Care Quality paper was presented to the Primary Care Quality Sub-Committee on the 28th
July 2015, which highlighted clinical variation across the CCG. The committee requested that Dr Rosie
Kaur and the Locality Leadership and Primary Care Teams monitor variation each month to identify
trends and concerns in a timely manner to mitigate risks highlighted.

6.3.3 GP Specification Outpatient Referrals
Indicator
Outpatient Referrals

Narrative
The GP Specification outlines the current bandings
for this KPI.

Rate per 1000 hospital weighted population
Band A
for GP referred first Outpatient attendances
to certain specialities (Dermatology, ENT,
<= 82.42
Gynae, Rheumatology, T&O, Urology,
Vascular Surgery)

AMBER

B

C

<= 87.22

<= 102.57

The current performance, June 14 – May 15, is
85.28 for the City with a range of 36.97 to 134.05.
Urology is the only speciality that is currently
showing as Red on the CMiP data set provided by
the CSU.
OP
Band A
Band B
Band C
Not
Achieved

47
8
20
18

Assurance on CCG control measures
A Primary Care Quality paper was presented to the Primary Care Quality Sub-Committee on the 28th
July 2015, which highlighted clinical variation across the CCG. The committee requested that Dr Rosie
Kaur and the Locality Leadership and Primary Care Teams monitor variation each month to identify
trends and concerns in a timely manner to mitigate risks highlighted.
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6.4 Enhanced Services (LQIS)
LQIS are commissioned over and above the GP core contract activity to meet the local
requirements of patients. The CCG has 14 specifications and collects data for 3
services commissioned by the Local Authority.
Each specification outlines clinical requirements for safety and treatment as well as the
process for data collection and payment. These were approved by the Primary Care
Quality Sub Committee in October 2013, for commissioning throughout 2014-15.
The clinical audit assessed the clinical service specifications outlined in each of the
Local Quality Improvement Schemes for 2014-15. Each of the specifications has
clinical requirements, which are over and above the data that is collected each quarter
for payment.
Key issues from the clinical audit have been identified as follows:
6.4.1 Ankle-Brachial Pressure Index –
The clinical audit results from the Ankle-Brachial Pressure Index scheme showed that
142 Diabetic patients had tests performed in Primary Care; this is against the clinical
evidence in the specification for the Local Quality Improvement Scheme.
Practices that undertook five or more Diabetic screenings have been requested to
submit Significant Event Analysis to the CCG for Dr Adit Jain to review. Education
training is being planned and a copy of the service specification and pathway will be
shared to all practices. A 6 month audit is planned to review the service.
A summary of the key themes will be reported back to this committee.
6.5 Health Checks
Indicator
Health Checks
Patients aged 40 years and over who do
not have a long term condition to be invited
for a health check

Narrative
A Local Quality Improvement Scheme has been
established for a number of years and the CCG
collect the data from the GP surgeries on behalf of
the Local Authority.
At the end of Quarter 1 the following:
1. Eligible Population, 118, 148
2. Invites Sent. 3026 (2.6%)
3. Health Checks completed.1607 (1.7%)

RED
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20% (23,629) of 118,148 eligible patients to
have a health check.

Assurance on CCG control measures
The Local Authority completed an Insight review into the patients of Liverpool to identify how to increase
the uptake of Health Checks. As a result of the review a new invitation letter was developed by the Local
Authority and shared with each practice when they signed up for the service for 2015/16.
The Local Authority has requested that each practice is given a targeted number of health checks that
need to be completed each year. However, the RCGP are indicating that invitations should be targeted
rather than a blanket appointment.

7. Complaints
General Practice complaints have not transferred from NHS England to the CCG as
part of the transitional programme; therefore, there is nothing to report at the time of
this report.
8. Contractual Themes
Each of the 93 Liverpool GP practices hold either a General Medical Services (GMS),
Personal Medical Services (PMS) or an Alternative Provider Medical Services (APMS)
contract. GMS contracts are negotiated nationally and are issued for unlimited time
periods; PMS contracts are negotiated locally and include additional KPIs these are
issued for an infinite period however they do have more clauses then GMS. APMS
contracts are commissioned locally for time limited periods.
In Liverpool there are:
• GMS 70 contracts
• PMS 11 contracts
• APMS 12 contracts
The 12 APMS contracts were commissioned until 31-03-2016 with the option for the
committee to extend each contract for up to two years. The CGG determined two
contracts should not be extended following the framework that was developed by the
CCG. The provider has decided not to accept the offer of a one year extension for a
further five practices. The CCG will now look to procure interim providers as per the
Interim Provider Policy.
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8.1 Contract Variations
8.1.1 Contract Extensions
NHS Liverpool Clinical Commissioning Group has agreed a 12 month extension for five
APMS contracts to allow the full procurement to be completed by April 2017.
Those five APMS practices will be contractually monitored in line with the national
APMS core contract requirements with bi-monthly contract meetings. The practices will
receive the same level of support as all other CCG member practices to continue to
drive up the delivery of first class Primary Care.
8.1.2 Interim Providers
NHS Liverpool Clinical Commissioning Group is required to implement eight interim
provider contracts between August 2015 and March 2016.
1.
2.
3.
4.
5.
6.
7.
8.

The Surgery Queens Drive
SSP Breeze
SSP Princes Park
SSP Kensington
SSP Garston
SSP Robson Street
SSP Childwall
SSP West Speke

Each of these interim providers will be in place until March 2017 whilst a full
procurement is undertaken.
The first interim provider procurement is currently underway. Applications have been
invited from NHS Liverpool CCG member practices, assessments will be undertaken
and the contract will be awarded in October 2015 with planned go live date 2nd
November 2015. The practice currently has a caretaker provider following the
retirement of a single handed practitioner in March 2015.
The application process for the remaining practices will begin in November 2015, once
lessons learnt from the ongoing procurement have been completed. The Interim
Providers will be in place from 1st April 2016. NHS Liverpool CCG member practices
will be invited to apply through NHS Shared Business Services who are managing the
procurement process on behalf of the CCG, following the process for securing Interim
Provider arrangements agreed by Primary Care Commissioning Committee in July
2015.
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8.1.3 PMS to GMS
NHS England began a national process to review the variation between core contract
values for GMS and PMS providers, with a view to introducing a new contract for PMS
providers from April 2016. Local practices were requested if they wished to switch from
PMS to GMS or to remain PMS.
NHS Liverpool CCG had 11 PMS practices at the start of 2015-16 with five practices
having a PMS Premium that is funding over and above GMS core contract values. On
the 1st October 2015 four practices are switching to GMS, four practices have indicated
that they do not want to switch mid-year for accounting purposes as the process
requires three months to complete. The remaining practices are still discussing their
options with their accountants.
8.1.4 Partnership Changes
Since April 2015 the CCG has approved four contract variations for new partnerships
and one contract variation for a practice when a partner left.
• Edge Hill Health Centre
• Dovecot Health Centre
• Green Lane Medical Centre
• Grassendale Medical Centre
• Fairfield Medical Centre
One practice partner has taken 24 hour retirement, but has returned to the practice.
• Jubilee Medical Centre
8.1.5 Boundary Changes
None to report
8.1.6 Practice Mergers
None to report
8.2 Contract Sanctions
None to report
8.3 Practices asking to close list size
None to report
8.4 Practices asking to close
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None to report
9. CQC Reports
To date 29 practices have received CQC visits. In total three practices have been
identified as being placed into Special Measures, for which the CCG is working with
NHS England and the providers to agree and implement action plans.
From October 2015 the CQC will be changing the support to each CCG. Liverpool will
have two dedicated inspectors who will be responsible for undertaking GP inspections
within Liverpool. The CCG has a good working relationship with the CQC lead
manager.
9.1. CQC Inspection Updates – August 2015

The CCG has provided the CQC with the support information requested for the five
practices that will be visited in the current inspection period.
• SSP Marybone
• SSP Netherley
• SSP Park View
• SSP Stanley
• SSP The Fiveways
Stanley Medical Centre also received a registration visit after Dr Harvey left the
partnership. The CCG was not asked to provide any pre-inspection data.
9.2 Dr Dharmana Special Measures Inspection
In July 2015 Dr Dharmana’s practice received a two day inspection to review the
implementation of the action plan developed following the CQC placing the practice
into Special Measures. At the time of writing this report we are awaiting the outcome of
the visit.
9.3 SSP Princes Park
The CQC undertook a planned, comprehensive inspection on the 16th April 2015 at
Princes Park Surgery. The report was published in the public domain on the 6th August
2015. The practice received an overall rating of ‘Inadequate’; therefore, the CQC
placed them into Special Measures. The summary of the key findings of the CQC
report are as follows;
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•
•
•
•
•

Are services safe?
Are services effective?
Are services caring?
Are services responsive to people’s needs?
Are services well-led?

Inadequate
Requires improvement
Requires improvement
Inadequate
Inadequate

The CCG will be working with the practice and CQC to develop and implement an
action plan to move the practice out of special measures over the next 6 months.
Updates of this implementation plan will be reported back to this committee.
10. Finance
Co-Commissioning budget is forecasted for an over spend of £113,000 in the quarter
four reporting timeframe. This is predicted because of the additional staffing costs of
employing the GP advisor, the increases in the GP Specification and Minor Surgery
Local Quality Improvement Scheme due to a number of practices switching from PMS
to GMS and for greater than expected quarter four 2014/15 Local Quality Improvement
Schemes achievements against the forecast position put into the accruals.
Figures £'ks

Spend

Budget

Variance

In The Month

6,542

6,340

202

So Far This Year

25,679

25,361

318

Full Year Forecast

77,133

77,020

113

Conclusions
The delivery of first class Primary Care is instrumental to the success of Liverpool
CCG’s Health Liverpool Programme. Therefore, it is vital that performance is monitored
on a regular basis to provide assurance to the Governing Body. It is proposed that the
Primary Care Performance Report is presented on a quarterly basis to the Primary
Care Commissioning Committee.
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APPENDIX A – GP Patient Survey, July 2015
Source: https://gp-patient.co.uk/surveys-and-reports
Overall Experience Assessing Your GP Services Assessing Your GP Services Assessing Your GP Services
Ease of getting through to
Overall experience someone at GP surgery on
Helpfulness of
Have a preferred GP to see
the phone
of GP surgery
receptionists at GP surgery
or speak to
CCG
code

01F
01J
01T
01V
01X
99A

CCG name
Results for England as a whole
England MAX
England MIN
NHS HALTON CCG
NHS KNOWSLEY CCG
NHS SOUTH SEFTON CCG
NHS SOUTHPORT AND FORMBY CCG
NHS ST HELENS CCG
NHS LIVERPOOL CCG

% Good (total)
85%
95%
71%
82%
86%
79%
88%
84%
87%

% Easy
71%
88%
47%
50%
75%
63%
65%
66%
72%

% Helpful (total)
87%
93%
76%
79%
90%
83%
89%
86%
88%

% Yes
52%
68%
42%
53%
48%
49%
58%
55%
46%

01F
01J
01T
01V
01X
99A

NHS HALTON CCG
NHS KNOWSLEY CCG
NHS SOUTH SEFTON CCG
NHS SOUTHPORT AND FORMBY CCG
NHS ST HELENS CCG
NHS LIVERPOOL CCG

CCG Rank (of 209)
167
99
186
33
122
57

CCG Rank (of 209)
208
52
183
167
155
82

CCG Rank (of 209)
207
29
188
53
142
84

CCG Rank (of 209)
87
167
149
22
52
185

Making an Appointment Making an Appointment Making an Appointment
Waiting Times
Able to get an
appointment to see or
Convenience of
Overall experience of Impression of waiting
speak to someone
appointment
making an appointment
time at surgery
CCG
% Don't normally have
code
to wait too long
CCG name
% Yes (total)
% Convenient (total)
% Good (total)
Results for England as a whole
85%
92%
73%
58%
England MAX
93%
96%
88%
69%
England MIN
70%
83%
55%
38%
01F
NHS HALTON CCG
82%
92%
62%
55%
01J
NHS KNOWSLEY CCG
83%
95%
75%
58%
01T
NHS SOUTH SEFTON CCG
81%
92%
67%
56%
01V
NHS SOUTHPORT AND FORMBY CCG
87%
95%
76%
69%
01X
NHS ST HELENS CCG
83%
92%
71%
60%
99A
NHS LIVERPOOL CCG
84%
93%
75%
59%

01F
01J
01T
01V
01X
99A

NHS HALTON CCG
NHS KNOWSLEY CCG
NHS SOUTH SEFTON CCG
NHS SOUTHPORT AND FORMBY CCG
NHS ST HELENS CCG
NHS LIVERPOOL CCG

CCG Rank (of 209)
166
164
181
72
148
123

CCG Rank (of 209)
130
4
106
8
89
65

CCG Rank (of 209)
205
75
188
68
148
73

CCG Rank (of 209)
157
122
143
1
81
96
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Last GP Appointment Last Nurse Appointment
Confidence and trust Confidence and trust in
in GP
nurse
CCG
code

01F
01J
01T
01V
01X
99A

01F
01J
01T
01V
01X
99A

Opening Hours

Out of Hours
Overall experience of
out-of-hours GP
Satisfaction with
services
opening hours

CCG name
Results for England as a whole
England MAX
England MIN
NHS HALTON CCG
NHS KNOWSLEY CCG
NHS SOUTH SEFTON CCG
NHS SOUTHPORT AND FORMBY CCG
NHS ST HELENS CCG
NHS LIVERPOOL CCG

% Yes (total)
92%
97%
85%
94%
91%
91%
94%
93%
92%

% Yes (total)
85%
92%
70%
83%
80%
79%
83%
82%
80%

% Satisfied (total)
75%
84%
65%
74%
81%
70%
77%
74%
79%

% Good (total)
69%
85%
49%
78%
74%
73%
76%
79%
74%

NHS HALTON CCG
NHS KNOWSLEY CCG
NHS SOUTH SEFTON CCG
NHS SOUTHPORT AND FORMBY CCG
NHS ST HELENS CCG
NHS LIVERPOOL CCG

CCG Rank (of 209)
38
153
150
44
75
98

CCG Rank (of 209)
163
180
186
156
165
182

CCG Rank (of 209)
133
8
186
49
126
25

CCG Rank (of 209)
16
39
49
21
12
43
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NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
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Title of Report

Primary Care Quality Improvement Report

Lead Governor
Senior Management
Team Lead

Dr Rosie Kaur
Clinical Lead for Primary Care
Cheryl Mould, Head of Primary Care Quality &
Improvement

Report Author

Fiona Brown, Lynn Jones, Scott Aldridge

Summary

The purpose of this paper is to update the Primary
Care Committee on Primary Care Quality
Performance as measured using the indicators in
the Primary Care Quality Framework for the
reporting period June – March 2013/14 and June to
March 2014/15.
This paper also reviews :• The outcomes of the CQC inspections carried
out on Liverpool CCG practices in April 2015.
• The GP Specification Performance
• The latest GP Patient Survey (GPPS) results.
That the Primary Care Quality Sub-Committee

Recommendation

• Notes the content of the report
• Notes & approves the recommendations in
relation to addressing variation across
practices
Impact on improving This programme of work has been developed to
health outcomes,
support practices to deliver high quality primary
reducing inequalities care services and ensure general practice plays its
and promoting
part in realising the CCG vision to improve the
financial
health outcomes for the people of Liverpool
sustainability
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Relevant Standards
or targets

1.

The delivery of gold standard Primary Care

PURPOSE
The purpose of this paper is to update the Primary Care Committee on
Primary Care Quality Performance as measured using the indicators in the
Primary Care Quality Framework for the period used in the Published
PCQF for June – March 2013/14 and Jun –March 2014/15. This paper
also details the achievement of GP Specification and outcome of validation
process, it reviews the outcomes of the CQC inspections carried out on
Liverpool CCG Practices in April 2015 and provides a summary of the
latest GP Patient Survey results.

2.

RECOMMENDATIONS
That Liverpool CCG Primary Care Committee:
•
•

3.

Notes the content of the report
Notes & approves the recommendations in relation to addressing
variation across practices

EXECUTIVE SUMMARY
Where indicated this report compares Primary Care Quality Framework
Performance between the PCQF reporting period June - March 2013/14
and the PCQF reporting period June -March 2014/15.
At CCG level there has been an improvement in 21 (44%) of the 48
indicators included in this report between March 2014 and March 2015.
Of those, 8 (17%) have demonstrated a statistically significant
improvement (Table 1).
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Table 1
Indicator
The % patients aged 15 years and over who’s latest smoking status
is recorded as being a smoker in the last 24 months
The % of patients aged 40-74 with Hypertension, CKD (all stages),
BMI>30 who have had a risk score ever (excluding those with
established CVD)
The % of patients with COPD and MRC Dyspnoea Scale >=3 who
have been offered a pulmonary rehab programme
The % of patients with CHD whose latest blood pressure reading
(measured in the previous 12 months) is 150/90 or less
The combined% achievement (rolling 12 months) for DTaP/IPV/Hib
at 1 year, MMR1 at 2 years, PCV booster at 2 years, Hib/ManC
booster at 2 years
% of choose and book GP referrals to consultant led clinics out of
total GP referrals to consultant led clinics
The percentage of patients on lithium therapy with a record of
lithium levels in the therapeutic range within the previous 4 months
No of patients who are 18+ who have alcohol intake recorded over
indicated levels who have been offered brief interventions

Change
-1.93%
1.99%
25.66%
0.20%
2.13%
3.32%
4.70%
1.98%

18 (38%) of the 48 indicators have shown a deterioration in performance.
Of those 7(15%) have demonstrated a statistically significant decrease
(Table 2).
Table 2
Indicator
The % of patients aged 15 years and over with a smoking status
recorded in the last 24 months
The % of patients with Hypertension whose latest blood pressure
reading (measured in the previous 9 months) is 150/90 or less
The % of patients with CHD whose latest total cholesterol
(measured in the previous 12 months) is 5mmol or less
The % of patients with Diabetes in whom the latest HbA1c is 7.5
(58mmol) or less in the previous 12 months
The % of patients with Asthma who have had a asthma review in
the last 12 months that includes assessment of Asthma control
using the 3 RCP questions (i.e. Asthma disturbs sleep, Asthma
daytime symptoms,Increasing exercise wheeze).
The combined % achievement (rolling 12 months) for MMR2 and
DTaP/IPV preschool booster at 5 years
The % of patients aged 40 and over who have schizophrenia
bipolar affective disorder and other psychoses who have a record
of Alcohol consumption, BMI, blood pressure, total cholesterol and
blood glucose in the previous 15 months
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Change
-3.37%
-5.35%
-6.64%
-0.70%
-0.58%

-2.06%
-18.30%

3.

BACKGROUND
Primary Care Quality Framework
• The Primary Care Quality Framework (PCQF) was introduced at the
beginning of 2013/14 as a tool for improving quality and reducing variation
across general practice in Liverpool as measured by a suite of agreed
Quality indicators.
• Monthly reporting of the indicators within the PCQF commenced in July
2013.
• This report will update the Primary Care Committee on changes in
performance against those indicators between June – March 2013/14 and
June – March 2014/15.
• Certain Indicators are outside the scope of this report, these are detailed
in Appendix 1.
• Indicators in the PCQF that are taken from the QOF are constructed to
mirror the QOF definition in all aspects apart from the exceptions. For the
purposes of the calculations, excepted patients are included. This principle
was agreed when the PCQF was introduced.
• The data source for secondary care activity indicators is Secondary User
Service (SUS). Due to significant data quality issues with the following
measures A&E Attendance rates, ACS admissions rates and OP
attendance rates no updates available on CMiP from October 2014. Other
indicators are extracted directly from primary care systems.
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• 4.

CURRENT POSITION

PCQF Dashboard
• PCQF Dashboard demonstrates the 14/15 position achieved for
each indicator. The Dashboard provides detail for the overall CCG
position and the 3 Localities. The Variance column indicates the
lowest and highest achievement for that indicator during 14/15.
• Each indicator details achievement against the threshold and the
trend during the year.
• Of the indicators in the dashboard 37 (77%) achieved the thresholds
, with 10 (21%) indicators below the thresholds. One of the indicators
does not have a threshold at this time.
• Of the 2 key CCG indicators; Physical health checks for people with
mental illness was above target >=37.70% for the CCG and all of the
Localities. There has been a statistically significant improvement for
this indicator in Matchworks Locality.
The % of patients aged 40 and over who have schizophrenia, bi-polar
affective disorder and other psychoses who have a record of alcohol
consumption, BMI, blood pressure,cholesterol and blood glucose in
the last 15 months.
65.00%
60.00%
55.00%

14/15 Achievement

50.00%

13/14 Achievement

45.00%
40.00%

14/15 Threshold (
>=37.70%)

35.00%
30.00%
25.00%
20.00%
LCCG

Central

Matchworks

North

Figure 1.

•
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At CCG and Locality level, the diabetes 9 care processes indicator
did not achieve the threshold of >=70.0%. However, for the 14/15
achievement the CCG (65.14%) and all the Localities demonstrated

an improvement on the 13/14 (58.33%), achievement with Central
Locality showing a statistically significant improvement.

Figure 2.

5.

CCG Priorities
• At the end of 2014/15, Liverpool CCG will receive a proportion of financial
income, based on its achievement against a set of quality outcome
measures. The measures cover a combination of national and local
priorities which will be monitored throughout 2014/15.
• One National priority and a key ambition for Liverpool CCG is reduce
avoidable emergency admissions. For Liverpool CCG reducing overall
non-elective admissions is a key outcome expectation for the Better Care
Fund and through the Healthy Liverpool Programme there are ambitious
plans to transform the way that community services are currently provided,
with a key goal to maintain independence for people within the city and
thus avoid emergency admission to hospitals.
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• Avoidable admissions include admissions for conditions which could be
prevented by appropriate and timely intervention in primary, community
and social care setting. The following two measures were monitored within
the 2014/15 PCQF in order for practices to monitor their position
compared to other practices and the city average;
• Rate per 1,000 hospital weighted population for admissions relating to a
selection of ACS conditions. Practices can identify
• Rate per 1,000 weighted population of in hours, self-referred, minor
attendances where procedure code was recorded as guidance and advice
Through the demand management and risk stratification tool practices can
identify patients who can be managed more appropriately in primary care
setting and those who are most at risk of an unplanned admission.
• During 2014/15 56 practices reported reduction or no change in ACS
admission rate compared to 2013/14, whilst 37 practices reported higher
admission rates. The lowest rate reported was 2.55 and the highest rate
reported was 27.75 both practices located within the Speke
Neighbourhood.
• The average A&E attendance rate increased slightly during 2014/15 with
65 practices reporting increased attendance rates and 28 practices
reporting a reduction in rates. The lowest rates reported were 4.10 and the
highest rate reported 26.54, both practices reported with Liverpool Central
Locality.
• As highlighted within the Enhanced Access to primary care 2014/15 paper
(16th June 2015), practices who took part in enhanced access schemes
between September 2014 – March 2015 reported a reduction in A&E
attendance rates (approx. 20%) and ACS admissions (approx. 22%).
• Both measures will continue to be monitored within the PCQF throughout
2015/16.
• Liverpool CCG selected for the local QP measure ‘Patients with Diabetes
who have had all 9 care processes in the previous 12m’. Our ambition was
to close the gap between the bottom 25% of practices and the top 25% of
practices, therefore increasing the average of the bottom 25% GP practice
performance from 32.1% to 49.54%. Despite significant improvements
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made across the city, Liverpool CCG were reported 4.34% below the
planned target. The measure will continue to be monitored as a quality
premium during 2015/16 and further close the gap between the bottom
25% of practices and the top 25%, increasing the average of the bottom
25% from 45.2% to 63.8%.
• Physical health checks for people with mental health conditions will also
be monitored as a quality premium during 2015/16. Liverpool CCG
reported an 18.3% reduction in performance during 2014/15 compared to
2013/14 and performance varies significantly across practices – ranges
7.53%-90%. The recommended level of ambition would be to close the
gap between the bottom 25% of practices and the top 25%. This will
increase the average of the bottom 25% of GP practices from 25.3% to
40.7% by

6.

Locality Priorities

Liverpool Central
The following areas are priorities for Liverpool Central Locality:
Flu under 65 at risk
• This indicator is below the threshold of >=60.20% . Central reached
55.05% . The change in performance from 2013/14 is -3.27%. The
lowest achievement is 37.25% and the highest 73.94%.
Diabetes prevalence
• This indicator is below the threshold of >= 5.55%. Central reached
4.43%. However, the trend in performance increased from 2013/14
by 0.10%. The lowest achievement is 1.23% and the highest 8.54%.
Diabetes 9 care processes
• The achievement for this indicator is below the threshold of>=70%.
Central achieved 61.89%. However, the trend in performance
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improved from 2013/14 by 5.14%. The worst and best achieving
practices have achievements of 34.74% and 86.15% respectively.

Matchworks
The following areas are priorities for Matchworks Locality:
Cervical cytology uptake
• The indicator is above the threshold of >=64.46%. Matchworks
achievement is 74.86%. However, the trend in performance
decreased from 2013/14 by -0.13%. The worst and best achieving
practices have uptake rates of 65.72% and 82.26% respectively.
North
The following areas are priorities for North Locality:
Cervical Cytology uptake
Flu under 65 at risk
Cervical Cytology Uptake
• The indicator is above the threshold of >=64.46%. North achievement is
74.57%. This is an improvement in uptake from 13/14 of 0.22%. The
practice variation is nearly 19 percentage points between the worst
(62.05%) and the best (81.03%).
Flu under 65 at risk
• This indicator is below the threshold of 60.20%. North uptake rate is
55.53%. However, the trend in performance decreased from 13/14
by -1.62%. The practice variation is 36 percentage points between
the worst (38.98%) and the best (75.13%).
The following indicators are highlighted in the dashboard:
• Patients 40-74 with Hypertension, CKD and BMI >30 with a risk
score has seen an increase in the uptake rate. Central Locality made
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improvements at the later part of the year, whilst North and
Matchworks made steady improvements throughout the year.
Currently there is over 69% variance across the practices
• Cervical Smears performed in the last 5 years – there has been
fluctuation across each locality during the year with an increase at
the end of the year. Across the practices there is a variance of over
27 percentage points in the uptake rate of screening.
• The Percentage of patients with CHD whose latest blood BP 150/90
in last 12 months saw an increase across all localities at the later
part of the year. One practice has achieved over 98%, variation is
modest at 28.30%
• Whilst patients aged over 65 having a pulse check has improved
across each locality unfortunately the localities have not achieved
the threshold. We have over 98% variation across the city.
Encouraging practices to include this cohort of patients in their call
and recall process will be vital to reduce the variance.
•

Prevalence in Diabetes patients for both Central and Matchworks is
slightly below the threshold.

• The percentage of patients with Diabetes who have had all 9 care
processes in the previous 12 months indicates that non of the
Localities achieved the threshold. However, during the year this
indicator showed an upward trend. There is an 85% variance across
the Practices.
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Data Period

Threshold

LCCG
2014/15

Lowest % Achievem

Highest % Achieve

Varience

PCQF Dashboard

The % of patients aged 15 years
and over with a smoking status
recorded in the last 24 months

End Mar 15

58.0%

82.16%

82.37%

83.16%

80.18%

68.16%

99.97%

31.81%

The % patients aged 15 years and
over who’s latest smoking status is
recorded as being a smoker in the
last 24 months

End Mar 15

<19%

16.84%

19.66%

12.20%

17.00%

6.21%

30.07%

23.85%

The % of patients whose latest
BMI>40

End Mar 15

<2.06%

2.40%

2.41%

2.10%

2.79%

0.58%

4.49%

3.90%

The % of patients whose latest
BMI>40 who have been reviewed
in the last 12 months or offered
weight management advice in the
last 12 months

End Mar 15

35.5%

49.70%

49.96%

54.79%

43.69%

13.90%

98.95%

85.04%

The % of women aged 24-65 whose
notes record that a cervical smear
End Mar 15
has been performed in the last 5
years

>=64.46%

71.13%

66.91%

74.86%

74.57%

54.51%

82.26%

27.76%

The % of patients aged 40-74 with
Hypertension, CKD (all stages),
BMI>30 who have had a risk score
ever (excluding those with
established CVD)

End Mar 15

>=58.25%

72.30%

74.96%

70.87%

69.33%

30.38%

100.00%

69.62%

Prevalence of Hypertension in 40+

End Mar 15

>=24.16%

28.73%

28.93%

28.71%

28.38%

18.12%

37.35%

19.22%

Prevalence of CHD in 40+

End Mar 15

>=6.84%

7.86%

7.94%

7.28%

8.55%

3.22%

11.62%

8.39%

Prevalence of Stroke in 40+

End Mar 15

>=2.89%

3.83%

3.85%

3.81%

3.80%

1.14%

5.84%

4.70%

Prevalence of Heart Failure in 40+

End Mar 15

>=1.10%

1.69%

1.76%

1.52%

1.80%

0.70%

3.46%

2.77%

Prevalence of Atrial Fibrillation in
40+

End Mar 15

>=2.29%

3.47%

3.23%

3.67%

3.62%

1.70%

5.51%

3.80%

Prevalence of PVD in 40+

End Mar 15

>=1.41%

1.75%

1.97%

1.49%

1.74%

0.44%

3.94%

3.50%

Indicator
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Trend
2014/15

Liverpool
Central
2014/15

Trend
2014/15

Matchworks
2014/15

Trend
2014/15

North
Liverpool
2014/15

Trend
2014/15

Data Period

Threshold

LCCG
2014/15

Lowest % Achievemnt

Highest % Achievement

Varience

The % of patients with
Hypertension whose latest blood
pressure reading (measured in the
previous 9 months) is 150/90 or
less

End Mar 15

>=75.28%

73.88%

73.38%

74.60%

73.76%

50.41%

98.21%

47.81%

The % of patients with CHD whose
latest blood pressure reading
(measured in the previous 12
months) is 150/90 or less

End Mar 15

>=80.78%

89.23%

89.06%

89.87%

88.70%

69.91%

98.21%

28.30%

The % of patients with CHD whose
latest total cholesterol (measured
in the previous 12 months) is
5mmol or less

End Mar 15

>=64.40%

65.98%

64.59%

67.01%

67.13%

42.91%

83.64%

40.73%

The % of people with Stroke/TIA
whose latest total cholesterol
(measured in the previous 12
months) is 5mmol or less

End Mar 15

>=55.94%

60.17%

58.16%

61.86%

61.55%

27.50%

85.19%

57.69%

Identify the number of patients
with atrial fibrillation whose latest
record of a CHADS2 score is greater
End Mar 15
than 1 recorded and who have
been treated with anti-coagulation
therapy in the previous 6 months

>=71.92%

83.61%

82.21%

85.06%

83.88%

47.83%

100.00%

52.17%

Indicator
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Trend
2014/15

Liverpool
Central
2014/15

Trend
2014/15

Matchworks Trend
2014/15
2014/15

North
Liverpool
2014/15

Trend
2014/15

Threshold

LCCG
2014/15

Lowest % Achievemnt

Highest % Achievement

Varience

Percentage of patients aged 65 and
over (exclude pts on AF register), End Mar 15
had pulse check in last 12months

68.50%

62.39%

62.25%

65.31%

57.90%

0.75%

91.09%

90.35%

Percentage of patients on
Stroke/TIA register treated with
End Mar 15
antiplatelet or anticoagulant in last
12 months

88.8%

89.00%

89.76%

90.41%

85.45%

25.49%

95.83%

70.34%

Percentage of patients on CHD
Register treated with a statin in
Last 12 months

End Mar 15

97.2%

85.07%

85.88%

84.46%

84.39%

74.14%

97.21%

23.07%

Percentage of patients on HF
register treated with a beta
blocker in last 12months

End Mar 15

tba

67.29%

69.26%

66.45%

64.62%

35.83%

90.91%

55.08%

Prevalence of Diabetes 12+

End Mar 15

>=5.55%

5.67%

5.43%

5.53%

6.44%

1.23%

9.05%

7.83%

Prevalence of CKD 40+

End Mar 15

>=6.67%

9.15%

8.85%

9.95%

8.55%

1.61%

15.10%

13.49%

Prevalence of COPD 40+

End Mar 15

>=4.22%

6.33%

7.47%

4.86%

6.29%

1.70%

13.03%

11.33%

Prevalence of Asthma

End Mar 15

>=4.64%

5.37%

5.08%

5.62%

5.65%

2.83%

10.62%

7.79%

Indicator

Data Period
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Trend
2014/15

Liverpool
Central
2014/15

Trend
2014/15

Matchworks Trend
2014/15
2014/15

North
Liverpool
2014/15

Trend
2014/15

Data Period

Threshold

LCCG
2014/15

Lowest % Achievemnt

Highest % Achievemen

Varience

The % of patients with Diabetes in
whom the latest HbA1c is 7.5
End Mar 15
(58mmol) or less in the previous 12
months

>=54.50%

63.84%

63.31%

66.62%

61.38%

48.74%

74.62%

25.87%

The % of patients with Diabetes
who have had all 9 care processes
in the previous 12 months

>=70.00%

65.14%

61.89%

69.21%

66.46%

10.83%

96.04%

85.21%

The % of newly diagnosed
diabetics aged 17+ in the
End Mar 15
proceeding 12 months who have
been offered structured education

>=6.97%

82.40%

78.77%

84.57%

88.10%

15.15%

100.00%

84.85%

Prevalence of Myocardial
infarction, stroke and new
diagnosis of CKD stage 5 in the last End Mar 15
12 months in people with Diabetes
aged 17+

<=3.77%

1.41%

1.32%

1.46%

1.50%

0.00%

4.05%

4.05%

The % of patients with stage 3 CKD
who have received a CVD risk score
End Mar 15
ever and an ACR in the last 12
months

>=22.47%

43.33%

46.18%

39.31%

44.92%

15.38%

73.59%

58.21%

The % of patients with COPD and
MRC Dyspnoea Scale >=3 who have
been offered a pulmonary rehab
programme in the last 12 months

End Mar 15

>=55.80%

68.79%

67.08%

73.09%

68.67%

0.00%

100.00%

100.00%

The % of patients with Asthma
who have had an asthma review in
the last 12 months that includes
assessment of Asthma control
using the 3 RCP questions (i.e.
Asthma disturbs sleep, Asthma
daytime symptoms,Increasing
exercise wheeze).

End Mar 15

>=43.37%

69.37%

69.99%

72.40%

63.80%

28.19%

91.43%

63.24%

Indicator
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End Mar 15

Trend
2014/15

Liverpool
Central
2014/15

Trend
2014/15

Matchworks Trend
2014/15
2014/15

North
Liverpool
2014/15

Trend
2014/15

Data Period

Threshold

LCCG
2014/15

Lowest % Achievem

Highest % Achievem

Varience

The % of patients > 65 who have
had the seasonal flu vaccination in
the previous flu season

End Mar 15

>=77.00%

77.05%

76.04%

78.04%

77.33%

63.47%

86.90%

23.44%

The % of patients < 65 at risk of flu
who have had the seasonal flu
vaccination in the previous flu
season

End Mar 15

>=60.20%

55.41%

55.05%

55.89%

55.53%

37.25%

75.13%

37.88%

The combined% achievement
(rolling 12 months) for
Apr 14 - Mar
DTaP/IPV/Hib at 1 year, MMR1 at 2
15
years, PCV booster at 2 years,
Hib/MenC booster at 2 years

>=95.00%

93.82%

92.02%

95.62%

95.20%

79.57%

100.00%

20.43%

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

Apr 14 - Mar
15

>=95.00%

89.61%

86.41%

92.28%

92.40%

68.42%

100.00%

31.58%

The rate per 1000 weighted
population of in hours, self
referred, minor attendances (per
GP spec definition)

Nov 13- Oct
14

<=7.91

10.72

12.50

8.78

9.62

4.10%

26.54%

22.44%

Rate per 1000 hospital weighted
population for admissions for a
Nov 13- Oct
selection of ACS conditions (per GP
14
spec definition)

<=9.97

11.73

12.44

10.21

12.28

2.56%

27.76%

25.20%

Rate per 1000 hospital weighted
population for GP referred first
Outpatient attendances to certain
specialities (per GP spec
definition)

<=82.42

70.88

67.30

80.75

65.06

33.72%

122.23%

88.51%

Indicator
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Nov 13 - Oct
14

Trend
2014/15

Liverpool
Central
2014/15

Trend
2014/15

Matchworks Trend
2014/15
2014/15

North
Liverpool
2014/15

Trend
2014/15

Data Period

Threshold

LCCG
2014/15

Lowest % Achievemn

Highest % Achieveme

Varience

% of choose and book GP referrals
to consultant led clinics out of total Apr 14 -Mar
GP referrals to consultant led
15
clinics*

>=76.20%

78.37%

78.88%

79.08%

76.73%

54.84%

95.19%

40.35%

Dementia Prevalence

End Mar 15

>=0.27%

0.64%

0.54%

0.75%

0.73%

0.07%

4.04%

3.97%

People with Dementia prescribed
antipsychotic medication

End Mar 15

<=19.69%

12.48%

14.43%

8.65%

14.85%

0.00%

50.00%

50.00%

>=45.83%

80.62%

76.92%

83.87%

85.84%

0.00%

100.00%

100.00%

>=37.70%

39.85%

38.24%

44.68%

38.24%

7.53%

90.00%

82.47%

>=93.80%

92.02%

92.59%

91.56%

91.51%

70.00%

100.00%

30.00%

Indicator

The percentage of patients on
lithium therapy with a record of
lithium levels in the therapeutic
End Mar 15
range within the previous 4
months
The % of patients aged 40 and over
who have schizophrenia bipolar
affective disorder and other
psychoses who have a record of
End Mar 15
Alcohol consumption, BMI, blood
pressure, total cholesterol and
blood glucose in the previous 15
No of patients who are 18+ who
have alcohol intake recorded over
End Mar 15
indicated levels who have been
offered brief interventions*

Trend
2014/15

Liverpool
Central
2014/15

Trend
2014/15

Matchworks Trend
2014/15
2014/15

North
Liverpool
2014/15

Trend
2014/15

Helpfulness of receptionists

Jan-15

>=87.50%

88.36%

87.71%

89.46%

88.07%

64.16%

100.00%

35.84%

Confidence & Trust in GP

Jan-15

>=90.41%

93.17%

91.97%

95.46%

92.28%

76.69%

100.00%

23.31%

Confidence & Trust in Nurse

Jan-15

>=79.59%

81.41%

79.69%

82.59%

83.15%

64.14%

97.59%

33.45%
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7.

PCQF Variance

The Variance dashboard is visual representation of the variance between
2013/14 and 2014/15, showing an improvement in green or a decrease in
red. The Locality plans indicate that variance between practices is an
issue and must be addressed. The variance for 2014/15 is shown from
highest to lowest. The indicators reflect the CCG and Locality priority
areas.
• The Dashboard below details the lowest and highest variance in
14/15 compared with 13/14 for the indicators in the main PCQF
Dashboard where CCG and Locality are below the threshold
position.
• The indicators coloured red in the variance dashboard show a
deterioration from the variance in 13/14. The indicators coloured
green have seen an improvement in variance compared to 13/14.
• The indicator , ‘ The % of patients with Diabetes who have had all 9
care processes in the previous 12 months ‘ , shows a deterioration in
variance from 76.30% in 13/14 to 85.21% in 14/15. Although
achievement improved the Localities were below the threshold of
>=70.0% in 14/15. Central locality showed a statistically significant
improvement against this indicator.
The support for practices includes help and advice from Dr OgdenForde, who visits practices to upload the 9 care process tool on to
their computer systems. Also, practices offered additional support
and guidance on improving clinical coding.
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PCQF Variance

Figure 3.

• The indicator, ‘ The % of patients <65 at risk of flu who have had the
seasonal flu vaccination in the previous flu season, shows a
deterioration in variance from 34.78% in 13/14 to 37.88% in 14/15.
The Localities have seen a deterioration in achievement between
13/14 and 14/15.
Figure 4.

• The indicator, ‘ The % of patients aged 40 and over who have
schizophrenia, bipolar disorder affective disorder and other
psychoses who have a record of alcohol consumption, BMI, blood
pressure, total cholesterol and blood pressure in the previous 15
months’, shows a deterioration in variation form 75% in 13/14 to
82.47% in 14/15. Although all the localities have achieved above the
threshold of >=37.70%,there has been a deterioration in
achievement from the 13/14 position.
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Figure 5.

• The % of women aged 24-65 whose notes record that a cervical
smear has been performed in the last 5 years shows a slight
deterioration in variance from 26.89% to 27.76%. However, the
Localities all achieved above the threshold. The practices are
supported by the Neighbourhood Support Managers who share best
practice with regards to what has worked well in other practices.

Figure 6
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• The rate per 1,000 weighted population of in hours, self referred,
minor attendances (per GP spec definition) shows an improvement
in variance form the 13/14 position (33.93) to the 14/15 achievement
of (22.44). However, the Localities did not achieve the threshold of
<=7.91. Practices are supported by the enhanced access scheme
which during 14/15,helped reduce attendances at A&E.
• The rate per 1,000 hospital weighted population for admission for a
selection of ACS conditions (per GP spec definition), shows a slight
deterioration in variation from 13/14 (21.96) to the 14/15 position
(25.20).
• Variation has reduced in the percentage of patients with stage 3
CKD with a risk score and ACR in the last 12 months.
• There has been a reduction of 24% in variation in the number of
patients who are 18+ who have been offered Brief Intervention. This
is due to more practices now recording when they have given Brief
Intervention advice instead of free texting the information.
• Variation has increased further in 2014/15 compared to 12/13 for
COPD patients offered pulmonary rehabilitation. This could be
attributed to Read Coding.
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8.

PCQF performance by variation

This section of the report is focused on the areas of significant variation in
performance at CCG and Locality level. All of the indicators below have
demonstrated a statistically significant deterioration in performance between
2013/14 and 2014/15 at CCG and Locality.

The % of patients with Hypertension whose latest blood pressure reading
(measured in the previous 9 months) is 150/90 or less.
• The 14/15 achievement at CCG level for this indicator is 73.88% . The
13/14 achievement was 79.22%, a performance variation of -5.35%.
• This reduction is statistically significant at CCG level and at Locality level.
The charts below detail this variation by locality and Practice.
• The variation between Practices for this indicator in 14/15 is 47.81%.

Figure 7.

Page 21 of 42

105

• For Central Locality the variation between 13/14 and 14/15 is -5.63%. The
lowest achievement is 60.39% with the highest 91.02%.
• For Matchworks Locality the variation between 13/14 and 14/15 is -5.29%
. The lowest achievement is 68.24% and the highest 84.51%.
• For North Locality the variation between 13/14 and 14/15 is -4.88%, with
the lowest and highest achievement between 50.41% and 84.82%
respectively.
The % of patients with CHD whose latest total cholesterol (measured in the
previous 12 months) is 5mmol or less
• The 14/15 achievement at CCG level for this indicator is 65.98% . The
13/14 achievement was 72.62%, a performance variation of -6.64%.
• This reduction is statistically significant at CCG level and at Locality level.
The charts below detail this variation by locality and Practice.
• The variation between Practices for this indicator in 14/15 is 40.73%.

Figure 8.
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• For Central Locality the variation between 13/14 and 14/15 is -7.09%. The
lowest achievement is 42.91% with the highest 83.64%.
• For Matchworks Locality the variation between 13/14 and 14/15 is -6.67%
. The lowest achievement is 50.30% and the highest 80.98%.
• For North Locality the variation between 13/14 and 14/15 is -5.84%, with
the lowest and highest achievement between 49.56% and 78.67%
respectively.
The % of patients aged 15 years and over with a smoking status recorded
in the last 24 months
• The 14/15 achievement at CCG level for this indicator is 82.16% . The
13/14 achievement was 85.53%, a performance variation of -3.37%.
• This reduction is statistically significant at CCG level and at Locality level.
The charts below detail this variation by locality and Practice.
• The variation between practices for this indicator in 14/15 is 31.81%.

Figure 9.
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• For Central Locality the variation between 13/14 and 14/15 is -2.90%. The
lowest achievement is 75.70% with the highest 99.97%.
• For Matchworks Locality the variation between 13/14 and 14/15 is 3.28% .
The lowest achievement is 77.97% and the highest 89.39%.
• For North Locality the variation between 13/14 and 14/15 is 4.61% . The
lowest achievement is 68.16% and the highest 88.15%.

The following indicators have seen a statistically significant improvement in
performance.
The % of patients with COPD and MRC Dyspnoea Scale >=3 who have
been offered a pulmonary rehab programme
• The 14/15 achievement for this indicator at CCG level is 68.79%. the
13/14 achievement was 43.13%, a performance variation of 8.25%.
• The increase is statistically significant at CCG and Locality level.
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Highest

Varience 14/15

Varience 13/14

96.04%

85.21%

76.30%

7.53%

90.00%

82.47%

75.00%

50.41%

98.21%

47.81%

38.25%

37.25%

75.13%

37.88%

34.78%

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

68.42%

100.00%

31.58%

31.78%

The % of women aged 24-65 whose notes record that a cervical smear
has been performed in the last 5 years

54.51%

82.26%

27.76%

26.89%

Indicator

Lowest

Area

Long Term The % of patients with Diabetes who have had all 9 care processes in the
10.83%
Conditions previous 12 months

Mental
Health

The % of patients aged 40 and over who have schizophrenia bipolar
affective disorder and other psychoses who have a record of Alcohol
consumption, BMI, blood pressure, total cholesterol and blood glucose
in the previous 15 months

The % of patients with Hypertension whose latest blood pressure
reading (measured in the previous 9 months) is 150/90 or less
Long Term The % of patients < 65 at risk of flu who have had the seasonal flu
Conditions vaccination in the previous flu season
CVD

Children
Cancer
Urgent Care

Rate per 1000 hospital weighted population for admissions for a
selection of ACS conditions (per GP spec definition)

2.56

27.76

25.2

21.96

Urgent Care

The rate per 1000 weighted population of in hours, self referred, minor
attendances (per GP spec definition)

4.1

26.54

22.44

33.93

0.58%

4.49%

3.90%

3.56%

Prevention The % of patients whose latest BMI>40

9.

PCQF Performance by Locality

Liverpool Central
Liverpool Central Locality has demonstrated improved performance in 20 (42%)
of the 48 indicators reviewed in this report . Of those 7 (15%) have seen a
statistically significant improvement. These are shown in the table below:
Indicator
The % patients aged 15 years and over who’s latest smoking status is recorded
as being a smoker in the last 24 months
In those patients with atrial fibrillation whose latest record of a CHADS2 score is
greater than 1 recorded in the last 12 months), the percentage of patients who
are currently treated with anti-coagulation therapy
The % of patients with Diabetes who have had all 9 care process is the previous
12 months
The combined% achievement (rolling 12 months) for DTaP/IPV/Hib at 1 year,
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Change
-2.10%
2.11%
5.14%
2.74%

MMR1 at 2 years, PCV booster at 2 years, Hib/ManC booster at 2 years
The percentage of patients on lithium therapy with a record of lithium levels in the
therapeutic range within the previous 4 months
The % of patients with COPD and MRC Dyspnoea Scale >=3 who have been
offered a pulmonary rehab programme
% of choose and book GP referrals to consultant led clinics out of total GP
referrals to consultant led clinics

2.59%
17.60%
4.13%

The Locality has also seen a reduction in performance against 21(44%) of the
48 indicators with 9 (19%) of these being statistically significant: these are
shown in the table below:
Indicator
The % of patients aged 15 years and over with a smoking status recorded in the
last 24 months
The % of women aged 24-65 whose notes record that a cervical smear has been
performed in the last 5 years
The % of patients with Hypertension whose latest blood pressure reading
(measured in the previous 9 months) is 150/90 or less
The % of patients with CHD whose latest blood pressure reading (measured in
the previous 12 months) is 150/90 or less
The % of patients with CHD whose latest total cholesterol (measured in the
previous 12 months) is 5mmol or less
The % of people with Stroke/TIA whose latest total cholesterol (measured in the
previous 12 months) is 5mmol or less
The % of patients with Diabetes in whom the latest HbA1c is 7.5 (58mmol) or less
in the previous 12 months
The % of patients with Asthma who have had a asthma review in the last 12
months that includes assessment of Asthma control using the 3 RCP questions
(i.e. Asthma disturbs sleep, Asthma daytime symptoms,Increasing exercise
wheeze).
The combined % achievement (rolling 12 months) for MMR2 and DTaP/IPV
preschool booster at 5 years

Change
-2.90%
-0.30%
-5.63%
-0.41%
-7.09%
-9.90%
-1.09%

-2.15%

-2.38%

Matchworks
Matchworks Locality has shown improvement in 25 (52%) of the 48 indicators
reviewed in this report. 7 (15%) of these improvements were statistically
significant and these are shown in the table below.
Indicator
The % patients aged 15 years and over who’s latest smoking status is recorded
as being a smoker in the last 24 months
The % of patients whose latest BMI>40 who have been reviewed in the last 12
months or offered weight management advice in the last 12 months
The % of patients aged 40-74 with Hypertension, CKD (all stages), BMI>30 who
Page 26 of 42

110

Change
-1.45%
7.83%
4.35%

have had a risk score ever (excluding those with established CVD)
The % of patients with COPD and MRC Dyspnoea Scale >=3 who have been
offered a pulmonary rehab programme
The % of patients with Asthma who have had a asthma review in the last 12
months that includes assessment of Asthma control using the 3 RCP questions
(i.e. Asthma disturbs sleep, Asthma daytime symptoms,Increasing exercise
wheeze).
% of choose and book GP referrals to consultant led clinics out of total GP
referrals to consultant led clinics*
The % of patients aged 40 and over who have schizophrenia bipolar affective
disorder and other psychoses who have a record of Alcohol consumption, BMI,
blood pressure, total cholesterol and blood glucose in the previous 15 months

29.81%

2.65%

2.34%
3.11%

The locality has also seen a reduction in performance against 14 (29%) of the
indicators. Of these 6 (13%) have shown a statistical reduction. These are
shown in the table below:
Indicator
The % of patients aged 15 years and over with a smoking status recorded in the
last 24 months
The % of patients with Hypertension whose latest blood pressure reading
(measured in the previous 9 months) is 150/90 or less
The % of people with Stroke/TIA whose latest total cholesterol (measured in the
previous 12 months) is 5mmol or less
The % of patients with Diabetes in whom the latest HbA1c is 7.5 (58mmol) or less
in the previous 12 months
The combined % achievement (rolling 12 months) for MMR2 and DTaP/IPV
preschool booster at 5 years
The % of patients with CHD whose latest total cholesterol (measured in the
previous 12 months) is 5mmol or less

Change
-3.28%
-5.29%
-6.32%
-0.10%
-1.28%
-6.67%

North
North Locality has increased achievement against 23 (48%) of the indicators,
with 5 (10%) of these showing a statistically significant improvement.
Indicator

Change

The % patients aged 15 years and over who’s latest smoking status is recorded as being a smoker
in the last 24 months
The % of patients whose latest BMI>40 who have been reviewed in the last 12 months or offered
weight management advice in the last 12 months
The % of patients with COPD and MRC Dyspnoea Scale >=3 who have been offered a pulmonary
rehab programme

41.18%

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

1.35%
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-2.38%
0.78%

PCV booster at 2 years, Hib/ManC booster at 2 years
% of choose and book GP referrals to consultant led clinics out of total GP referrals to consultant
led clinics*

3.22%

The Locality has shown a reduction in performance against 18 (38%) of the
indicators , however, only 4 (8%) of these are significant. These are shown in
the table below.
Indicator
The % of patients aged 15 years and over with a smoking status recorded in the last 24 months
The % of patients with CHD whose latest total cholesterol (measured in the previous 12 months)
is 5mmol or less
The % of people with Stroke/TIA whose latest total cholesterol (measured in the previous 12
months) is 5mmol or less
The % of patients with Hypertension whose latest blood pressure reading (measured in the
previous 9 months) is 150/90 or less

10.

Change
-4.61%
-5.84%
-5.51%
-4.88%

RECOMMENDATION

• Whilst patients aged over 65 having a pulse check has improved across
each locality unfortunately the localities have not achieved the threshold. It
would be beneficial for practice to include this cohort of patients in their
call and recall process to enable the reduction of variance.
• Practices would benefit from using the searches available on Emis Web to
support them to case find patients and increase their prevalence.
• Mental Health Practitioners will use practice lists to identify patients with
mental health conditions to ensure physical health checks are carried out.
• Encourage practices to use the tools available that will support coding of
data. This includes 9 Care Processes Tool and Mental Health Tool . The
audit tools support practices to identify areas that they need to focus on.
Practices who have used this tool have seen their data improve
• Further support is required for practices to reduce the massive variation
that has been identified in some areas of the PCQF.
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• Encourage the correct coding when referring a patient for Pulmonary
Rehab.
• Practice development plans are monitored quarterly with the CCG lead
to highlight areas were improvements can be made in the PCQF
• Ensuring all appropriate staff are read code training will be of benefit to the
practices.

11.

CQC

Initially 11 practices were informed that they would receive an inspection visit
from CQC in April 2015. However CQC requested to cancel 3 practice
inspections due to staff shortage.
The table below shows the practices visited and if their reports have been
published into the public domain

1.

Practice

Date of inspection

Sefton Park Medical

9th April 2015

Report published

Centre
2.

Mere Lane Medical

14th April 2015

√

15th April 2015

√

16th April 2015

√

Centre
3.

The Ash Medical
Centre

4.

Stopgate Medical
Centre

5.

Princess Park SSP

17th April 2015

6.

Vauxhall Health

28th April 2015

√

28th April 2015

√

Centre
7.

Belle Vale Health
Centre
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8.

Langbank Medical

30th April 2015

√

Centre

Framework for responding to CQC inspections – local implementation
Prior to any inspections of Liverpool practices, it has been agreed with CQC
that Liverpool CCG will provide a suite of indicators relating to individual
practice performance along with local intelligence in relation to population
demographics and engagement with CCG. The purpose of this is to ensure
the inspecting teams have access to the most recent data available. This
information is shared with the practice prior to sending to CQC.
Outcome of inspections to date
six reports have been published to date and a summary of the ratings for
each is shown in the table below:

Summary of CQC reports of LCCG practices following April 2015 inspection
regime received up to 14/7/2015
Practice
Belle Vale
Health
Centre

Overall
Score
Good

Mere Lane
Medical
Centre

Good

Stopgate
Medical
Centre

Good
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Safe Effective Caring Responsive Well-led

.. . .
.. . .
.. . .

.
.
.

Vauxhall
Health
Centre

Good

The Ash
Medical
Centre

Good

Langbank
Medical
Centre

Good

.. . .
.. . .
.. . .

.
.
.

Blue Outstanding
Green Good
Amber Requires Improvement
Red Inadequate
CCG support
Liverpool CCG is working closely with NHSE Area Team to provide support to
practices during the inspection period and following publication of their report.
The level support is dependent on the rating received and the responsibilities for
action and monitoring are detailed below.

Rating
Outstanding
Good
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Responding to CQC reports - LCCG
Response
Leads
Monitoring
Celebrate/share
learning
LJ
N/A
Any actions to become LJ/NSM/Practice CCG
part of the Practice
CCG Lead
Development Plan,
work with practices to
understand areas that
can be moved from
good to outstanding
characteristics

Requires
improvement

Inadequate

Inadequate –
special measures

Separate improvement
plan (using CQC
template) with
AT/CCG/Practice (6
months)
Improvement plan for
all areas rated
inadequate based on
underlying issues as
well as symptoms
written by the Practice
support from
AT/CCG/LMC, support
team agreed, by CCG.
AT to consider
contractual actions (6
months)
Offer of RCGP support
unless contractual
sanctions applied by
AT cost NHSE £5k
practice £5k (6 months)

LJ

CCG/AT

JW/LJ/CCG GP
Quality Lead

AT (in
collaboration
with CCG)

Area Team

AT

GP Specification
4.

EXECUTIVE SUMMARY

4.1

Key observations are listed below. All observations refer to activity for
Liverpool CCG patients only.
• There have been substantial increases in the numbers of patients on
the disease registers which form part of the prevalence indicator. 7
prevalence indicators say an increase when compared to the baseline
position. Stroke and hypertension prevalence remained static, whilst
CHD prevalence has seen a reduction in prevalence when compared to
the baseline position.
• There has been a 2.02% increase in the proportion of patients being
offered brief intervention having been identified as drinking over
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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 patient
who are receiving the 9 Care Processes. However, there is a variance
rate of 85.21% between across the city.
5.

ACCIDENT AND EMERGENCY ATTENDANCES

5.1

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.

5.2

For 2014/15 the indicator was amended to remove St Paul’s Eye Unit and
AED attendance for Trauma. The baseline position was recalculated to
reflect these changes.

5.3

However, as presented in March 2105 (PCC15-15) data with CMiP has
been unreliable and as such only data between April and October 2015
was available for validation.

6.

EMERGENCY ADMISSIONS FOR ACS CONDITIONS

6.1

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.

6.2

For 2014/15 the indicator baseline position was recalculated to reflect the
Liverpool average for 2012/13.

6.3

However, as presented in March 2105 (PCC15-15) data with CMiP has
been unreliable and as such only data between April and October 2015
was available for validation.

7.

GP-REFERRED FIRST OUTPATIENT ATTENDANCES
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7.1

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)..

7.2

For 2014/15 the indicator was amended to remove Colposcopy, cervical
screening, termination of pregnancy and gastroenterology. The baseline
position was recalculated to reflect these changes.

7.3

However, as presented in March 2105 (PCC15-15) data with CMiP has
been unreliable and as such only data between April and October 2015
was available for validation.

8.

PREVALENCE

8.1

A new definition for this indicator was introduced at the beginning of 12/13.
This new definition looks at prevalence in the registered population aged
40 years and over and is intended to help address anomalies in
prevalence figures caused in practices that have high proportions of
younger patients. It should be noted that whilst this definition goes some
way towards mitigating this problem, the diseases monitored tend to be
most prevalent among the over 60’s, so practices with young populations
may still look low compared to those with a more typical age distribution.

8.2

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).

8.3

In terms of patient counts, there has been an increase in recorded
prevalence across the city (see Table 6 overleaf). 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 7, overleaf.

8.4

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.

8.5

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.
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8.6. Despite these increases, no percentage disease prevalence has actually
increased by more than around 0.21%, with a number actually seeing a
slightly decrease.
8.7

The overall picture suggests that percentage prevalence has been fairly
static 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).

Table 6: 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

LCCG

TOTAL ON
SELECTED
REGISTERS

DIABC

COPD

HYPERTENSION

AF

STROKE
TIA

HF

CHD

/

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

17406
20679
18540

3458
3836
3923

7906
8516
8833

6416
7443
7747

58649
65289
65889

12698
14214
14379

19225
21940
24304

125758
141917
143615

18235
-305
-1.67%

3924
1
0.2%

8882
49
0.55%

8045
298
3.70%

66674
785
1.18%

14661
282
1.92%

24993
689
2.76%

145414
1,799
1.24%

LCCG

DIABC

COPD

HYPERTENSION

AF

STROKE
TIA

HF

CHD

/

Table 7: Change in percentage prevalence between end Mar 14 and end
Mar 15

End Mar 14
End Mar
15

8.03%

1.70%

3.82%

3.35%

28.52%

6.22%

5.54%

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%

9.

ALCOHOL BRIEF INTERVENTIONS

9.1

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.
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9.2

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.

9.3

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.

9.6

No national benchmark is available for this indicator.
Table 8: Change in number of patients & percentage of patients
offered brief interventions

LCCG

10.

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

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%

9 CARE PROCESSES FOR DIABETES

10.1 This is a new indicator that was introduced into the GP Specification for
2014/15 which had a Band A threshold of 70%
10.2 The baseline position for the City was 58.33% at the end of March 2014.
10.3 The City achievement at the end of March 2015 was 65.14% with a
variance of 85.21%. A total of 16,281 received all 9 Care Processes.
10.4 The variance range is from 10.83% to 96.04%
10.4 Matchworks locality achieved the greatest level with 69.21%, North at
66.46% and Central 61.89%
10.5 Practice support was developed by Dr Ogden-Forde who worked to
develop a monitoring tool and visited each practice to review the delivery.
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10.6 The tread 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.
12.

EXCEPTION REPORTING

12.1 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. The data source was originally QMAS and is now CQRS. At the
time of writing this report the CCG does not have access to CQRS to
extract the data.
13.

Prescribing

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

Practice Items per 1000 Based ASTRO PU - Rolling T…
12 months
6.6
6.4
6.2
6
5.8
5.6
5.4
5.2

12 Month Rolling Period
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13.3 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%.
13.4 The summary of each localities achievement is below:
• North 12 practice did not achieve the indicator
• Matchworks 4 practices did not achieve the indicator
• Central 8 practices did not achieve the indicator

Metformin KPI - % T2D with eGFR > 30 on Metformin North Liverpool - March 2015
90%

100%

% T2D with…

80%
70%
60%
50%
40%
30%
20%
10%
HUBBERT CM

O'HARA DP

LOCK JDT

CALLAGHAN JM

GERG RK

ROBERTS JW

LUCK SE

CHILVERS MCRAE
(was DIAB)

Practice

EL-SAYED FEHA

CHILVERS MCRAE
(was MALIK)

KUKASWADIA ARH

RASTOGI TK

REDMOND SJ

SHAH DK

PATEL NM

DHARMANA SR

BAJAJ V
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RAZVI SAH
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SYED OA

SENDEGEYA C

GHOSE SL

0%

Metformin KPI - % T2D with eGFR > 30 on Metformin Matchworks - March 2015
90%

B I GAZE
JOHNSON PP
MULLEN PF
DUFFY MF
HARGREAVES FT
BROOKES MR
REID MM
FISKE AP

% T2D with…

Metformin KPI - % T2D with eGFR > 30 on Metformin Central Liverpool - March 2015
90%
100%

MURUGESH V
BARNETT RN
BAINBRIDGE EA
GUPTA PL
MANGARAI KR
BATESON PM
BAIRD MA
ALTY M
BYRNE EJH
BOWERS S
SCHMIDT BE
KOTHARI HP
MACHIN PL
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KEYSER AT

BEYER
BREMNER PA
LUNT RC
PRINCES PARK…
CHUNG KO
ECCLES DR
ALLEN PJ
PRAMANIK K
NETHERLEY…
MITTAL S
AGARWAL RP
DAS B
FLYNN M
MOHANAN KS
MIRZA S
SINGH S
THAKUR SC
ORLANS DA
KENSINGTON…
EVERTON ROAD…
STANLEY ROAD…
HUSSEY JA
MAJEED FAA
USHA-RANI V
PARK VIEW…
VITHLANI KP
ABRAMS SE
CHANDRASHEKHA…
HEGDE RN & JUDE
ABDI SHS
ST JAMES HEALTH…
SUTCLIFFE SP
GODFREY JJ
SINGH SN
SIVABALAN
CHOUDHARY P
ASKARI SH
GAYNOR ES
KARAM
SINGH Y &…
WEST SPEKE…
HARVEY VA
RAMAMOORTHY SN
MARYBONE…
GARSTON FAMILY…

123

BUCKLEY D D

0%

Practice

CRAWFORD VH
TAYLOR AS

0%

% T2D with…
100%

80%

70%

60%

50%

40%

30%

20%

10%

80%

70%

60%

50%

40%

30%

20%

10%

Practice

14. Conclusion

14.1 Overall performance against 12 indicators has improved in the last as
months.

14.2 Changes in secondary care data over the time period make it difficult to
precisely quantify the improvements seen in some indicators.
14.3 Improvements made should not be underestimated where they appear
small, as extra work will be involved just for practices to maintain their
position due to the increasing population and increasing prevalence of
long term conditions.
15

Validation Committee for Year 4
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 a formal report will be presented to
this committee.

16

GP Patient Survey (GPPS)

The GP Patient Survey (GPPS) is an England-wide survey, providing
practice-level data about patients’ experiences of their GP practices.
In NHS LIVERPOOL CCG, 37,992 questionnaires were sent out, and 9,737
were returned completed. This represents a response rate of 26%. July
2015: refers to the July 2015 publication (fieldwork July to September 2014
and January to March 2015) and trend comparison is made to the same time
period 2014.
The GP Patient Survey measures patients’ experiences across a range of
topics, including:
• Making appointments
• Waiting times
• Perceptions of care at appointments
• Practice opening hours
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• Out-of-hours services (nor included in this summary)
When compared to the core city CCGs of Birmingham Crosscity, Sheffield,
Central, South and North Manchester, Liverpool compares favourably in that a
proportion of the experience indicators have shown a downwards trend from last
year’s survey (average 1-2% difference which could be due to sample sizes and
not statistically significant).
Of note however is that
• Despite extensive work in Manchester the waiting time for an appointment
has worsened where Liverpool’s has improved which might be a reflection
of the enhanced access scheme
• That Liverpool still experiences higher than the England average for all but
one out of 10 practice experience indicators
• With the exception of one indicator Liverpool scores better than the
comparator CCGs
Liverpool
Overall
experience of
GP surgery
Getting
through to the
surgery
Helpfulness of
receptionists
Success
in
getting
an
appt
Convenience
of appt
Experience of
making appt
Waiting times
Confidence
and trust in
GP
Confidence
and trust in
nurse
Satisfaction
with opening
hours

Sheffield

87% good ↓

Birmingham
Crosscity
82% ↓

North
M’chester
82% ↓

South
M’chester
83% ↓

England

80% ↓

Central
M’chester
82% ↓

72% good ↓

60% ↓

67% ↓

71% ↓

70% ↓

64%↓

71%

88% good ↓

83% ↓

85% ↓

86% ↓

86% ↔

85%↑

87%

84% good ↓

82% ↓

83% ↓

83% ↑

81% ↓

85% ↑

85%

93%
good
↔
75% good ↓

90% ↓

91% ↔

88% ↓

90% ↓

92% ↑

92%

67% ↓

69% ↓

71% ↓

71% ↓

69% ↔

73%

59% good ↑
92% good ↓

54% ↔
92% ↔

53% ↓
93% ↔

51% ↓
89% ↓

52% ↓
90% ↔

55% ↓
92% ↓

58%
92%

80% good ↓

84% ↓

85% ↓

80% ↓

79% ↓

81% ↑

85%

79% good ↓

72% ↓

72% ↓

74% ↓

76% ↓

73% ↓

75%
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85%

Appendix 1: List of PCQF Indicators not included in this report

Indicator
36 month coverage for breast
cancer screening ages 50-70
Rate of GP –referred, 2WW first OP
attendances to dermatology,
colorectal surgery and respiratory
specialties.
Percentage of clinical QOF points
achieved
Exception Reporting
Average Health status score for
individuals aged 18 and over
reporting that they have a long term
condition
Percentage of AE/ACS/OP activity
that occurs within AlderHey
Percentage of AE/ACS/OP activity
that occurs within Providers other
than AlderHey
DASR per 100,000 population for
Alcohol Specific conditions

ENDS
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Reason for Exclusion
No update available yet
Not a performance Indicator for
information only
Annual updates only
Annual updates only
No baseline published yet
Not a performance indicator for
information only

The indicator changed part way
through the year. Not comparable to
previous year.
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The Corporate Risk Register provides evidence
of the progress being made across the
organisation in the management of operational
and strategic risks against achieving improved
health outcomes, reducing health inequalities
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“The main function of the governing body will be
to ensure that CCGs have appropriate
arrangements in place to ensure they exercise
their functions effectively, efficiently and
economically and in accordance with any
generally accepted principles of good
governance that are relevant to it.”
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Primary Care Commissioning Risk Register Update September 2015
1.

PURPOSE

The purpose of this paper is to update the Primary Care Commissioning
Committee on the changes to the Risk Register for September 2015
2.

RECOMMENDATIONS

That the Primary Care Commissioning Committee:
 Notes the content of the report and the mitigating actions
3.

BACKGROUND

NHS Liverpool CCG aims to achieve its overall objectives, ambitions and
maintain its reputation via effective and robust risk management
procedures. As a public body, the CCG has a statutory commitment to
manage any risks that affect the safety of its employees, patients and its
commissioned, financial and business services by adopting a proactive
approach to the management of risk.
The Risk Register is a structured framework underpinned by concepts of
effective governance and other systems of internal control that enable the
identification and management of acceptable and unacceptable risks.
Opportunities for improvement in controls and assurances are translated
into action plans under specific named lead/managerial control so that
monitoring, tracking and reporting can be supported, with clear target dates
and milestones identified where appropriate.
4.

OVERVIEW OF THE PRIMARY CARE RISK REGISTER

As at 1st September 2015 a total of 13 (+2) risks are recorded on the CCG’s
Corporate Risk Register. The CCG’s risk profile (low – extreme) is
summarised below:

Risk
Category

Score Range

Total
Risks

Change
+/-

Extreme
High
Moderate
Low

15-25
8-12
4-6
1-3

2
5
6
0

+1
+1
0
none
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4.1 Risks added to the register
Three risks are recommended for addition to the risk register. These are:
• CO-COM 06 – Lack of capacity/resources within Primary Care Team
to compete the priorities for Healthy Liverpool and GP Specification.
Current control measures – reorganisation of team to utilise skills of
staff members more effectively.
• CO-COM 12 – Increased volume of prescribing for LYCs not resulting
in improved achievement of clinical indicators and substantial variation
across practices.
Current control measures – Feedback to lowest quartile practices.
System of managing data into intelligence and action plan being
developed by working group.
• CO-COM 14 – 8 practices have signed up to the Out of Area Patients
DES, however, coverage does not cover the whole City.
Current control measures – Sense check of data received from NHS
England needs to reviewed, as it appears some practices look to have
signed up without understanding the scheme. Engagement with
practices required.
5.

SUMMARY

The Primary Care Risk Register continues to be monitored on a monthly
basis. Action plans put in place against each risk identified are reviewed
monthly by the appropriate lead.
Scott Aldridge
Primary Care Co-Commissioning Manager
8th September 2015
Ends
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LIVERPOOL CCG: Head of Primary Quality and Improvement
Ref

Organisational
goal

Co-Com
01

Co-Com
02

Co-Com
03

Co-Com
04

Description of Risks

Current Controls

Assurance in
Controls

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

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

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

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

01/06/2015 APMS Procurement

Interim provider policy
13 Practices will require a full
is being presented to
procurement exercise to be
the Primary Care
completed, to ensure
Commissioning
continuity of provision, with 8
Committee to establish
requiring an Interim Provider
a process should a
from April 2016
situation occur.

Date Entered

Objective

01/06/2015 Staffing Model

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

01/06/2015 Finance

Monthly monitoring of
Practice switching from PMS
the budget occurs.
to GMS and the impact on the
There is a FOT of
CCG finance.
£113,000 for 2015/16

C

Current
Risk
(score)

Current
risk
accepted

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

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

L

CM /
DR

4

12

A project plan for the APMS
procurement is being developed
to be completed by the end of
September.

4

The national HR working group
have reduced their committed
meetings from weekly to
monthly. CCGs offering
Delegated or Joint
Commissioning only positions
are requested to offer these out
to NHS England staff first. NHS
Liverpool CCG has included this
in our process for recruiting
internally, before going to
national advertisement.

12

CCG and NHS E Finance
Managers are working together
to identify each of the payment
lines and how they are being
placed into the CCG account.

4

Co-Com High Quality
05
General Practice

Lack of capacity and skills
To improve quality
within practice teams to
01/04/2014 and reduce variation
deliver improvements to
in General Practice
quality and reduce variation.

Co-Com High Quality
06
General Practice

Lack of capacity/resource
To improve quality
within our team. Competing
01/04/2014 and reduce variation
priorities (HLP) would effect
in General Practice
support delivery of GP Spec.

Regular monitoring of
performance using
PCQF. Meet with
practices on a Quarterly
basis as a minimum

Co-Com
07

Develop of Interim
Provider Policy for
Potential for retirement of a
terminations that
number of single handed
01/06/2015 GP Service Provision contract holders, which could require without notice.
result in a number of contract Localities to work with
members regarding
terminations.
succession planning.

3

Ongoing

The transitional group met on
the 2/09/15. All actions are on
target. Risks still remain on
01/09/2015
premises, Primary Care Support
Services Out of Scope and
staffing model.

The interim
provider policy
has been agreed,
assessment
criteria
3
established and
local
procurement
interest has
begun

1

4

Progress

4

4

2

Residual
Lead Completion
Risk
Review Date
Officer
Date
(score)

2

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

2

C

2

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

130

L

3

2

6

CM/JW

Ongoing

Practice development plans
submitted by all practices
quarterly and practice support
visits taking place. Non-clinical
education programme pilot
phase of e-learning modules has
commenced. Each practice has
a remunerated CCG lead delivery against role being
reviewed at practice/NBH level.
Joint PM and PN OD action plan
to be produced before Xmas.
LLT OD/leadership project
initiated and will report to PCC
Feb 2015. LLT function and
objectives to be signed off June
2015 - agreed 5 priority areas
which includes reducing
variation and improving quality
in general practice

SA

Ongoing

To Review at 3 month

Ongoing

The first procurement has a
submission date of the 14th
September and the provider will
be completed by the 1st
November.

3

3

9

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

Exception
reporting to
primary care
committee.
Issues escalated
to GB

2

3

6

Re-organisation of team to utilise
skills of staff members. Changes to
Lead Areas for some members of
staff. 1st September 2015

2

3

6

The interim
provider policy
has been agreed,
assessment
criteria
established and
local
procurement
interest has
begun

3

4

12

The number of practices that will
require an interim provider is 8
practice.

3

4

12

SA

LIVERPOOL CCG: Head of Primary Quality and Improvement
Ref

Organisational
goal

Co-Com High Quality
08
General Practice

Date Entered

Change to new GP
01/04/2014
Contract

Reduction in overall clinical
achievements. Reduction in
services delivered to patients.
Lack of member practice
engagement.

Current Controls

Support package for all
practices
(information/points of
contact). Lead
Manager. Relationships
with practices and LAT

Assurance in
Controls

Primary Care
Quality
Framework.
Locality
management
infrastructure.
Primary Care
Committee

L

4

C

3

Current
Risk
(score)

Current
risk
accepted

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

3

6

15

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

3

3

9

20

1. Risk raised with governing body
2. reconciliation service no longer
provided by CSU - will be included
as part of 1016 specification under
development

5

4

20

2

3

2

2

Prescribing within
budget - specialist
driven prescribing

1. Monitoring of
prescribing cost growth
2. costs collated by
CMCSU - linked to
contracts team for
reconciliation in year

1. Monthly
review by MMC.
Quarterly
reporting to PCC. 5
Exception report
to governing
body

Prescribing
outcomes

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

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

2

4

12

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

Ensure practices are Practices in danger of being
09/04/2015 fit for purpose to be ranked as special Messages.
assessed by CQC
Reputation of CCG at risk

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

Report to
Primary Care
Commissioning
Committee and
Governing Body

2

3

6

Protocols available that practices
can adapt for their own practice.
Guidance and advice offered
regarding all aspects of a CQC
inspection

Willing providers not all in
25/08/2015 Out of Area Patients prime locations., coverage is
not universal across the City.

8 practices across the
City have signed up to
the DES and one
practice is willing to
extended beyond.
Discussions to be had
with all members to ask
if assess if sign up for
the scheme can be
increased.

Issue to be
reported to the
Primary Care
Commissioning
Committee

12

We have a number of practices
who have signed up to the scheme
with NHS England. This needs to
be sense checked and engagement
with the LMC to review the need
for coverage in every
neighbourhood.

Co-Com
11

3

4

4

Residual
Lead Completion
Risk
Review Date
Officer
Date
(score)

2

1. Increased initiation of
NOACs by secondary / tertiary
care, driven by NICE guidance
(Full year effect on prescribing
& monitoring costs up to
£2.4M)
2.
NHSE budget drugs and PbR
excluded drugs invoiced to
CCG (approximate full year
costs £400,000)

3

C

12

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

5

L

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

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

Co-Com
10

Co-Com High Quality
13
General Practice

Description of Risks

Prescribing within
budget - Primary
Care driven
prescribing

Co-Com
09

Co-Com High Quality
12
General Practice

Objective

3

4

SA

Progress

LMC have completed training
sessions and the CCG have
commissioned Insight Solutions
to support practices with the
delivery of QOF. The CCG has
taken Delegated Commissioning,
which ensures that we have
more control over the
commissioning of Primary Care.
The CCG is able to have more
contact with practices than NHS
England, who have over 200
GMS/PMS/APMS contracts to
support.

Ongoing

Apr-16 Quarterly

Q1 - Growth Pattern mimics
local ccgs

PJ

Apr-16 Quarterly

System to monitor secondary
care prescribing according to
appropriate indication (BlueTeq)
being put in place by NHS
England for Specialist
Commissioning drugs. CCGs will
follow on once system
established

6

PJ

Apr-16 Quarterly

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

4

LJ

12

PJ

Majority of practices have
accepted a pre visit. 1 Practice
offered extensive post
inspection support. 10 Practices
offered some support post visit

ongoing

We received the data from NHS
England and we need to sense
check this. It appears that
practices have signed up to all
schemes, without being aware
of the scheme. Some practices
have assumed that this includes
temporary residents.

SA

▼
►
▲

Risk reduced
Risk unchanged
Risk increased
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