PRIMARY CARE COMMISSIONING COMMITTEE
TUESDAY 21 MARCH 2017 AT 10AM to 12PM
BOARDROOM THE DEPARTMENT
AGENDA
Part 1: Introductions and Apologies
1.1

Declarations of Interest

All

1.2

Minutes and actions from previous meeting on
20TH December 2016

All

Matters Arising

PCCC 01-17

1.3

CHLARC Evaluation

Part 2: Updates
2.1

Primary Care Support Services

Verbal
Tom Knight

2.2

Feedback from Sub-Committees:

PCCC 02-17

• Medicines Optimisation Sub-Committee
January/February 2017

PCCC 02a-17
Peter Johnstone

• Locality Workshops

PCCC 02b-17
Jacqui Waterhouse

Part 3: Strategy & Commissioning
3.1

Transformation of Primary Care
(General Practice Forward View)

PCCC 03-17
Dr Rosie Kaur

3.2

Primary Care & Prescribing Budget

PCCC 04-17
Mark Bakewell

3.3

Liverpool l Quality Improvement Scheme
(GP Specification 2017/2018)

PCCC 05-17
Dr Rosie Kaur
Cheryl Mould

3.4

TB Enhanced Service Update

PCCC 06-17
Jacqui Waterhouse

3.5

Prescribing Cost Reduction Plan 2017-18

PCCC 07-17
Peter Johnstone
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Part 4: Performance
No Items

Part 5: Governance
No items

6.

Any Other Business

7.

Date and time of next meeting:

ALL

Tuesday 18th April 2017
Formal Meeting
Boardroom, The Department

2

Page 2 of 2

Report no: PCCC 01-17
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
PRIMARY CARE COMMMISSIONING COMMITTEE
TUESDAY 21ST MARCH 2017
Title of Report

Lead Governor
Senior
Management
Team Lead
Report Author

Partners Priority Programme (PPP)
Evaluation for Change Project:
Liverpool GP Specification
Katherine Sheerin
Chief Operating Officer
Cheryl Mould
Primary Care Programme Director
Laura Buckels
Colette Morris
Sharon Poll

Summary

The purpose of this paper is to provide an
overview of the Partners Priority Programme
(PPP) Evaluation for Change supported by
CLAHRC and a summary of the evaluation
plan for the Liverpool GP Specification.

Recommendation

That the Primary Care Commissioning
Committee:
 Notes the content of the paper
 Notes the evaluation plan set out for the
Liverpool GP Specification
 Notes monitoring and reporting
arrangements to the Primary Care
Commissioning Committee

Relevant
standards/targets
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PARTNERS PRIORITY PROGRAMME (PPP)
EVALUATION FOR CHANGE PROJECT:
LIVERPOOL GP SPECIFICATION
1.

PURPOSE

The purpose of this paper is to provide an overview of the Partners
Priority Programme (PPP) Evaluation for Change supported by CLAHRC
and a summary of the evaluation plan for the Liverpool GP Specification.
2.

RECOMMENDATIONS
That the Primary Care Commissioning Committee:
 Notes the content of the paper
 Notes the evaluation plan set out for the Liverpool GP
Specification
 Notes monitoring and reporting arrangements to the Primary
Care Commissioning Committee

3.

BACKGROUND

The Partners’ Priority Programme was developed by National Institute
for Health Research Collaboration for Leadership in Applied Health
Research and Care North West Coast (NIHR CLAHRC NWC) in
collaboration with NHS and Local Authority partners to address the
challenges faced in delivering sustainable, safe and cost effective
services which meet the needs of the population. Following an initial
scoping exercise and discussions between CLARHC, NHS and LA
partners in 2016 the focus of the overall programme was agreed and the
PPP objective defined as:
“Identifying which out of hospital treatments and care are most (cost)
effective in reducing health inequalities, improving population health and
wellbeing and reducing emergency admissions?”.
In excess of 100 proposals were screened by the PPP core team in
order to identify initiatives across a range of settings (primary care,
community, self-care) and client groups (whole populations, specific
groups, chronic disease/long term conditions) which met the overall
objective of the programme noted above.
From this shortlist, initiatives were grouped according to commonalities
in approach and brought together to form Collaborative Implementation
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Groups (CIGs). The CIGs included a mix of initiatives that had already
been implemented and others which were still in development. The
Liverpool GP Specification was allocated to CIG A for the purpose of the
PPP Programme with the common theme of improving Access and
Better Management.
4.

EVALUATION FOR CHANGE

The Evaluation for Change process is bringing together initiatives from
across the CLAHRC NWC region where partners are developing new
models of out of hospital treatments and care. The aim of this process,
supported through facilitated workshops is to implement a local level
evaluation of each initiative, whilst also enabling a cross – CLAHRC
analysis addressing the PPP programme objective to identify which
types of initiatives in general are “most (cost) effective in reducing health
inequalities, improving population health and wellbeing and reducing
emergency admissions”. In addition to the facilitated workshops, a
masterclass programme has also been developed in collaboration with
the CIGs in response to priorities and needs identified from the
participants.
The overall goal is to enable partners to develop capacity to embed the
evaluation approach as an integral part of the change and
transformation process. The emphasis throughout is on group work and
co-learning through the CIGs.
The evaluation for change process will run from November 2016 to
October 2017 as outlined below. There are 4-week time gaps between
workshops for local action e.g. preparation for next workshop, CIG
reflection etc which equates to approximately ½ day per week. An
outline of the evaluation for change first wave programme for 2016/17 is
shown below:
Pre-work Consultation and Preparation
Workshops 1,2,3 & 4
Evaluation briefs to CLAHRC Steering Board
CIG Support Meetings ( 2 x ½ day)
CIGs to implement evaluations locally
Workshop 5: Review progress
Dissemination event: Celebrating and Sharing

Sept – Oct 2016
Nov 16 – Feb 17
March 17
March – August 17
March – Oct 17
July 17
October 2017
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5.

EVALUATION PLAN – LIVERPOOL GP SPECIFICATION

Liverpool as a city has long struggled with health inequalities between
the most affluent and most deprived areas. The Liverpool General
Practice Specification (GP Specification) was conceived against a
background of significant variation within general practice in the city.
When the specification was being developed during 2010/11, there were
96 general practices in Liverpool who were commissioned through 4
different contracting routes. In order to address this variation, the
Liverpool General Practice Specification was developed as a single
contract with a single contract price which included a standardised range
of services to be offered by general practices in Liverpool. The aim of
developing a single specification was to offer consistency of service
provision to an agreed quality standard for all patients in the city.
Given the level of investment associated with the Liverpool General
Practice Specification in the last 6 years and achievements reported
through the annual assessment of Key Performance Indicators, it will be
extremely beneficial for a more formal evaluation to be undertaken to
understand the impact it has had. Given the broad range of activities
included in the specification and the short timescales in which the
evaluation is to be undertaken, the review will focus on 4 key areas with
a selection of related process measures.
The aim of this evaluation is to determine the impact that the
implementation of the GP Specification has made upon healthcare
activity, quality of general practice and patient experience over a 5-year
period. This will be assessed against 4 key areas, which are:
1.
2.
3.
4.

Changes in the management of Long Term Conditions
Changes in the use of secondary care resources
Changes in health inequalities
Changes in the behaviour/system changes in General Practice

To ensure greater depth and breadth the evaluation design will include a
mixed approach using both quantitative and qualitative methods
including semi-structured interviews, desktop review of paper
submissions related to the implementation and ongoing review of the GP
specification and quantitative data review.
The Project Leads identified for this evaluation and attending CIGs are:
• Laura Buckels, Business Intelligence Team
• Colette Morris, Primary Care Team
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• Sharon Poll, Primary Care & Digital Team
Other members of the local team contributing to the project are:
• Saiqa Ahmed, Public Advisor
• Richard Jones, LCC Public Health Team
• Katie Bristow, University of Liverpool – CIG A Facilitator
• Mark Goodall, University of Liverpool – CIG A Facilitator
• Kirsty Pine, LCCG
The resources requested to undertake this evaluation include time
commitment for each of the Project Leads equivalent to ½ day per week,
support from Public Advisor role to participate in evaluation and
transcribing costs to support interviews. All of these costs have been
submitted for approval as part of the application process to the CLARHC
Steering Board in March 2017. The time commitment from the Project
Leads will be classed as in kind matched funding and this will contribute
to LCCGs 5 year matched funding commitment to CLAHRC.
Key tasks for the evaluation team are outlined below in line with the PPP
first wave programme timetable:
Key Tasks
Preparatory work

Deliverables
ID sample practices & interviewees

Timing
February
2017
Quantitative
data Understand impact on measureable March
review
health indicators
2017
Desktop review of Identify key actions taken by March
paper submissions practices implementing the spec 2017
and provide baseline position
Interviews
Understand
general
practice April
–
perspective on interview themes
June 2017
Commence write-up Draft report
May 2017
CIG Workshop
Share learning so far and take 17th
May
feedback
2017
Interim update to
Early findings presented to PCCC
June 2017
(PCCC)
PPP Workshop 5
Present Interim Findings
19th
July
2017
Final
Report Final evaluation report delivered
18th
Complete
October
2017
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A detailed evaluation plan for the Liverpool GP Specification setting out
what will be evaluated, how and when has been submitted to the NIHR
CLARHC NWC Steering Board for approval on 22nd March 2017.
6.

MONITORING & REPORTING ARRANGEMENTS

The evaluation team will report progress on a monthly basis to the
Primary Care Programme Group. A quarterly progress report will be
provided to the Primary Care Commissioning Committee which in turn
reports to Governing Body. In addition, bi-monthly meetings will take
place with CCG Sponsor for this Evaluation (Deputy Chair of CCG). The
findings of the evaluation will be communicated through standard CCG
reporting structures, i.e. Primary Care Commissioning Committee,
Governing Body. Progress will be reported to the CLAHRC PP
Programme in line with their requirements.
The outputs anticipated from this evaluation are as follows:
• Formal report to Primary Care Commissioning Committee and
CCG Governing Body
• Summary of findings to CIG and other PPP colleagues
• Plain English summary for the public
• Summary of findings and lessons learnt for the Interviewees
• Summary of findings and lessons learnt for General Practice
7.

STATUTORY REQUIREMENTS (only applicable to strategy &
commissioning papers)
7.1

Does this require public engagement or has public
engagement been carried out? No
i.

If no explain why

This paper is for information purposes to provide an overview
of the evaluation process being undertaken. A public advisor
is involved in the evaluation process and a summary of the
findings and lessons learnt will be shared.
ii.

If yes attach either the engagement plan or the
engagement report as an appendix. Summarise key
engagement issues/learning and how responded to.
Page 6 of 7
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7.2

Does the public sector equality duty apply? Yes/no.
iii.
If no please state why
iv.
If yes summarise equalities issues, action taken/to be
taken and attach engagement EIA (or separate EIA if
no engagement required). If completed state how EIA
is/has affected final proposal.

7.3

Explain how you have/will maximise social value in the
proposal: describe the impact on each of the following
areas showing how this is constructed to achieve the
most:
a) Economic wellbeing
b) Social wellbeing
c) Environmental wellbeing

1.4

Taking the above into account, describe the impact on
improving health outcomes and reducing inequalities

Evaluation of this scheme will allow commissioners, and CLAHRC, to
understand the impact that the implementation of the GP Specification
has made upon healthcare activity, quality of general practice and
patient experience over a 5-year period. The output from this evaluation
can be used as lessons learnt and to inform any future initiatives to
better address health inequalities and improve health outcomes.
8. DESCRIBE HOW THIS PROMOTES FINANCIAL SUSTAINABILITY
The GP specification represents a large amount of financial investment.
This evaluation will explore the impact made by that investment, and
further our understanding of the best ways for the CCG to spend money
in order to make the greatest impact on the health of the people in
Liverpool whilst also making efficient use of the resources available.
9. CONCLUSION
Participation in the evaluation for change process will build workforce
capability and capacity to support and embed evaluation in future
service transformation and development of new models of treatment and
care at a local level.
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Report no: PCCC 02-17
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
PRIMARY CARE COMMISSIONING COMMITTEE
TUESDAY 21ST MARCH 2017
Title of Report

Feedback from Sub-Committees

Lead Governor

Rosie Kaur

Senior Management
Team Lead
Report Author(s)

Cheryl Mould, Primary Care Programme Director

Summary

The purpose of this paper is to present the key issues
discussed, risks identified and mitigating actions agreed
at the sub-committees reporting to the Primary Care
Commissioning Committee

Recommendation

Cheryl Mould, Primary Care Programme Director
Peter Johnstone, Primary Care Development Manager

This will ensure that the Primary Care Commissioning
Committee is fully engaged with the work of sibcommittees, 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
Sub-Committees

Relevant Standards
or targets
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PCCC 02a-17
LIVERPOOL CCG

CORPORATE GOVERNANCE TEMPLATE – SUB-COMMITTEE MINUTES

Sub-Committee:
Medicines Optimisation

Meeting Date:
6th January 2017
6th February 2017
3rd March 2017

Chair: Dr Jamie Hampson

Key issues:
Clinical risks

Risks Identified:
Practices identified as using nonclinical staff to add medication onto
records
Repeat dispensing processes identified
as resulting in risks to patients and
workload for GPs
MO workforce insufficient to deliver
5yfv
Potential for multiple providers /
financial risk for practices
Liverpool diabetes partnership using
drugs outside Area Prescribing
Committee pathway

Mitigating Actions:
LMC guidance in newsletter to all practices and
discussion with specific practices

Five year forward view

APC formulary / guidelines

Oral nutrition formulary expiring

FEP phase 2 / 3 – practice MMT capacity to deliver roll out and
systems and process
continue clinical support to practices
Prescribing of dressings
GP prescribing mostly non-formulary
Unclear if LCH are meeting the
requirements of the TWP agreement
FEP phase 5

24

Financial risk from shift of Care at the
Chemist to CCG from NHSE

Review and toolkit, commissioned from CSU, to be
used by MMT to improve use of eRepeat dispensing
MO workforce strategy in development as part of
CCG 5yfv workstream
Stakeholder group being convened to agree priority
roles, demand & capacity and future needs
MMT CSU to review evidence base and NICE
guidance and update APC pathway

Dieticians to review formulary in light of recent
product and price changes
MMT to develop delivery and capacity plan and feed
into MO workforce strategy working group
Practice level review of common non-formulary
dressing use
MMT to review use of dressings and prescription
requests by LCH staff
Defer phase 5 until clear public communications
campaign and practice engagement process are
clearer
Identify replacement project in prescribing cost
management programme
Page 2 of 4

Clinical responsibility

Shift of prescribing and clinical risk from
specialist devices to general practices

MOC position statement to practices and specialist
services
Review of clinical evidence for use of devices
Development of RED (hospital only)
recommendation through APC for irrigation pumps

Recommendations to NHS Liverpool CCG Primary Care Commissioning Committee:
1.
To note the key issues and risks.
2.
To support the deferment of FEP phase 5
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PCCC 02b-17
LIVERPOOL CCG

CORPORATE GOVERNANCE TEMPLATE – SUB-COMMITTEE MINUTES

Work stream:
Locality Clinical workshops

Meeting Date:
17, 18, 19, January 2017

Chair:
Drs Finnerty, Khuraijam, Rose

Key issues:

Risks:

Actions:

Variation in prescribing of
analgesics and antibiotics – 72
practices represented

Increasing costs of analgesics and impact
of effectiveness not understood.

•
•

Increasing antimicrobial resistance.

•
•
•
•
•

•

Collate learning from the events and share
Lead nurses to meet and agree approach to
education for nurses
Lead PMs to meet and agree feedback at
PMs meetings
Support practices to access AMR campaign
materials including posters, leaflets,
telephone messages, envisage
Regular AMR information updates for the
bulletin
All practices recommended to have an AMR
champion
All practices recommended to review
patients on analgesics and code that review
has been performed even if no intervention
possible
Markers of success GP spec KPI indicators

Recommendations to NHS Liverpool CCG Primary Care Quality Sub-Committee:
1.

Locality workshop model evaluated well with clinicians valuing the opportunity to have discussions that will have clinical impact
– PCQSC asked to endorse the continuation of this model for quarterly meetings with CCG practice lead GPs.
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Report no: PCCC 03-17
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
PRIMARY CARE COMMMISSIONING COMMITTEE
TUESDAY 21st MARCH 2017
Title of Report

Transformation of Primary Care in Liverpool

Lead Governor

Dr Rosie Kaur
Clinical Lead for Primary Care

Senior
Management
Team Lead
Report Author

Cheryl Mould
Primary Care Programme Director

Summary

The purpose of the paper is to present the
plans for the transformation of primary care
in Liverpool in response to the General
Practice Forward View. This includes
proposed governance arrangements for
monitoring progress, risks and challenges to
delivery and next steps.

Recommendation

That the Primary Care Commissioning
Committee:

Colette Morris
Locality Development Manager

 Notes the content of the report
 Approves the plans for the
transformation of primary care in
Liverpool and supports the direction of
travel
 Notes the governance arrangements and
key risks and challenges to delivery
Relevant
standards/targets
Page 1 of 5
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TRANSFORMATION OF PRIMARY CARE IN LIVERPOOL

1.

PURPOSE

The purpose of the paper is to present the plans for the transformation of
primary care in Liverpool in response to the General Practice Forward
View. This includes proposed governance arrangements for monitoring
progress, risks and challenges to delivery and next steps.
2.

RECOMMENDATIONS
That the Primary Care Commissioning Committee:

 Notes the content of the report
 Approves the plans for the transformation of primary care in Liverpool
and supports the direction of travel
 Notes the governance arrangements and key risks and challenges to
delivery

3.

BACKGROUND

The transformation of primary care in Liverpool is a key deliverable
across the North Mersey footprint and within the Healthy Liverpool
programme which will strengthen and enhance the offer for Liverpool
patients. This will be achieved through new commissioning
arrangements which will see general practice working together at scale
and with other parts of the health and care system to deliver new models
of care. A key enabler for this transformation is the General Practice
Forward View, published in April 2016, which set out a plan to stabilise
and transform general practice. In response to this, Liverpool CCG has
identified a number of key enablers and associated actions to support
this work – care redesign, workforce, workload, estates and technology.
The full plan for Liverpool CCG is attached in Appendix 1.
4.

GOVERNANCE ARRANGEMENTS

NHSE Cheshire and Merseyside regional office have established a
GPFV delivery programme to oversee the implementation and delivery
across the 3 Local Delivery Systems. The Primary Care Programme
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Director for Liverpool CCG is a member of the programme board as the
North Mersey LDS Senior Officer.

In addition, the North Mersey Primary Care Strategy group has been
established to align plans across the North Mersey footprint and work
together where it is beneficial to do so e.g. workforce.
To support delivery of the Liverpool plan, a GPFV implementation group
has been established bringing together lead officers for each of the key
work streams within the plan.
On a bi-monthly basis, a report detailing progress on implementation of
the Liverpool plan will be presented to the Primary Care Commissioning
Committee along with key issues and risks identified. The key risks will
also be included within the Primary Care Risk Register.
5.

RISKS AND CHALLENGES TO DELIVERY

The main risk to delivery of this plan relates to the financial challenges
currently facing the local health and care system. Whilst funding streams
have been identified for some areas within the GPFV plan, there
remains a significant risk to the delivery of other aspects of the plan if
the CCG does not receive its fair share of national funding.
Page 3 of 5
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Engagement and involvement of member practices and the public in the
plans to transform primary care are critical. The CCG will need to
develop a plan to ensure ongoing consultation and engagement where
necessary and is a key part of this programme of work to realise the
changes required in primary care.
The key risks and challenges to delivery have been highlighted however
it is expected that more will emerge throughout implementation of the
plan. The bi-monthly update report will include further information on
risks and mitigating actions and the Primary Care Risk Register will be
updated to reflect new risks identified.
6.

NEXT STEPS

Whilst this plan sets out the plans for transformation of primary care in
response to the General Practice Forward View, it will be refreshed on
an annual basis to take account of emerging new models of care and
relevant national policy changes.
7.

STATUTORY REQUIREMENTS (only applicable to strategy &
commissioning papers)
7.1 Does this require public engagement or has public
engagement been carried out? No
i.

If no explain why

ii.

If yes attach either the engagement plan or the
engagement report as an appendix. Summarise key
engagement issues/learning and how responded to.

7.2 Does the public sector equality duty apply? No.
i.
If no please state why
ii.
If yes summarise equalities issues, action taken/to be
taken and attach engagement EIA (or separate EIA if
no engagement required). If completed state how EIA
is/has affected final proposal.
7.3 Explain how you have/will maximise social value in the
proposal: describe the impact on each of the following
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areas showing how this is constructed to achieve the
most:
a) Economic wellbeing
b) Social wellbeing
c) Environmental wellbeing
7.4 Taking the above into account, describe the impact on
improving health outcomes and reducing inequalities

8.

DESCRIBE HOW THIS PROMOTES FINANCIAL
SUSTAINABILITY

9.

CONCLUSION

Primary care remains fundamental to the delivery of the Healthy
Liverpool community model of care. This plan represents an ambitious
programme of change to be delivered within the current climate of
significant financial challenge and workforce pressures facing the local
health and care system.

Page 5 of 5
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TRANSFORMATION OF PRIMARY CARE

LIVERPOOL CCG

March 2017
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Introduction
This document sets out the vision for the transformation of primary care across
Liverpool. In order to continue to improve patient health outcomes and maximise
health service resources, it is clear that primary care needs to be strengthened.
Liverpool patients must have access to consistent services which are delivered to an
agreed level of quality, and ensures that they are treated outside of hospital
whenever appropriate.
The challenges facing the health and social care system in Liverpool are well
documented and have been taken into account in the development of this document:
•
•
•

The population is getting older with more complex health needs and patient
expectations are increasing
The workforce is getting older and there are difficulties in recruitment and
retention
Greater pressure on NHS financial resources compounded by an increase in
consultation rates especially for the older population

NHS Liverpool CCG has embarked on an ambitious programme (Healthy Liverpool)
to redesign health services in the city working with all providers, commissioning
partners, patients and the public to improve health outcomes for the population and
secure sustainable, high quality services for patients. “The Blueprint” published
November 2015 sets out how this transformational change will be delivered across
five areas – one of which is Community Care – and details the five-year journey to
deliver a new model of care.
The North Mersey vision to “deliver a step change in health, with people living well
for more of their lives and an excellent, safe health and care system which is fit for
the future” –is dependent upon strong community services that can manage demand
by reducing reliance on hospital services, particularly unplanned care: offering
comprehensive, pro-active, person centred care for people who need it. Strong proactive, person centred community services will drive the transformation of the wider
health system and the improvements in health and well-being that will support
people to live longer, better lives. A key element of this is the North Mersey demand
management programme.
The General Practice Forward View, published in April 2016, set out a plan to
stabilise and transform general practice. Liverpool CCG has set out a plan detailing
the transformation of primary care in response to the General Practice Forward View
(Appendix 1). It clearly describes the intentions to grow and develop the workforce,
drive efficiencies in workload to help with demand, modernise infrastructure and
technology and support member practices to redesign the way primary care is
offered to the patients of Liverpool, developing new models of care to deliver primary
care at scale.
2
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Primary Care in Liverpool
There are currently 92 general practices within Liverpool, serving a registered
population of circa 505,000 within 3 localities (Central, North and South). The
practices range in list size from the smallest at 1422 to the largest practice with a list
size of 34,888. The practices work within 12 neighbourhood footprints of 30 – 50,000
population for the provision of services which are a key building block for the
transformation of community service provision.
When the Liverpool General Practice Specification (GP Specification) was conceived
in 2010/11, it was against a backdrop of significant variation within general practice
in the city. In addition, with the advent of new commissioning structures and the
increasing pressure on health service resources it was clear that Liverpool needed to
have a general practice which was fit for purpose and fit for the future. The main aim
of the GP specification was to continue to improve the health outcomes of the
patients of Liverpool. This would be achieved by providing:
•
•
•

An improvement in quality and consistency of service provision whilst
ensuring most cost effective use of resources
Equalisation of funding across practices
Reduction in health inequalities

Liverpool has been in a unique position since the implementation of the GP
Specification in 2011 which resulted in a significant investment being made into
primary care whilst in other areas spend on General Practice has remained static or
in some cases reduced. This investment along with the requirement for a
consistency of standards as defined by the specification has made a significant
impact on Primary Care in Liverpool thus far not only in terms of quality of care but
also in providing an element of stability to the primary care workforce. This additional
investment also provided an opportunity to invest in and expand the skill mix to
manage demand in primary care.
Future of general practice
The 2021 vision for primary care in Liverpool and the offer for Liverpool patients is
outlined below and sets out the direction of travel for the next 5 years. The
commissioning of primary care services will be a key enabler to deliver this which will
see general practice working together at scale and with other parts of the health and
care system.
The offer is organised around 3 aspects of patient care:
Sustainability
Delivery of high quality list based general practice services with practices working “at
scale” towards new models of care delivering a consistent and universal offer for all
Liverpool patients.
3
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This will be achieved by implementing a range of initiatives which support the
development of skill mix, recruitment and retention of the primary care workforce in
Liverpool to support future models of care working increasingly on a North Mersey
Local Delivery System collaborative basis.
Accessibility
Delivery of new models of care to transform access to efficiently manage demand
across the local health system.
This will be achieved by implementing a range of initiatives to improve and enhance
access for all patients in primary care, delivering the right care, in the right place at
the right time.
Quality
Continued delivery of high quality primary care through a quality scheme that meets
the needs of patients, tackles variation and reduces health inequalities.
This will be achieved by implementing a range of initiatives to improve and
harmonise quality within primary care and reduce health inequalities, thereby
improving health outcomes for the population.
Key Enablers
The transformation of primary care in Liverpool can only be achieved with significant
and co-ordinated systematic change over the next 5 years. To do this, a number of
key enablers have been identified below and the plans for each are set out in more
detail in Appendix 1 - General Practice Forward View Plan.
Care Redesign – Improving Access
A range of initiatives will be implemented to drive up the quality and consistency of
access in primary care. This will include improving access during core hours and
extended hours, city wide GP triage, availability of routine and same day
appointments, GP streaming and appropriate see and treat services in the
community.
Workforce
A workforce strategy will be developed which will detail how new and existing roles in
general practice will be maximised, utilising all funding opportunities available
through the General Practice Forward View. Schemes to support the retention and
recruitment of the primary care workforce will also be fully explored.
Workload
Primary care teams will be supported to actively participate in the Releasing Time for
Care Programme alongside the existing education frameworks for clinical and nonclinical staff. In order to release capacity and help with increased pressure on
4
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workload, teams will be supported to implement the 10 high impact actions and
share learning and expertise across their networks.
Estates
Work will be undertaken to address challenges within existing estate including
underutilisation and to support the proposed new health and well-being centres.
Technology
To support new models of care and the new offer for Liverpool patients, innovative
digital initiatives will be embraced and future IT infrastructure will be strengthened to
enable rather than disable frontline primary care teams.
Stakeholder Development and Engagement
Engagement with continue with primary care teams and development needs
identified for key stakeholders. The changes set out in this document will only be
delivered with investment and commitment to the development of providers to deliver
the required transformation of primary care across Liverpool.

5
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LIVERPOOL CCG
GENERAL PRACTICE FORWARD VIEW PLAN
TRANSFORMATION OF PRIMARY CARE
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2021 Vision for Primary care in Liverpool
The Offer for Liverpool Patients:
SUSTAINABILITY:
Delivery of high quality list based primary care services with practices working
“at scale” across Neighbourhoods towards new models of care delivering a
consistent and universal offer for all Liverpool patients
ACCESSIBILITY:
Delivery of a new model of access in primary care to manage demand more
efficiently across the local health system between 8am – 8pm 7 days a week
QUALITY:
Continued delivery of high quality primary care through a quality scheme that
meets the needs of patients, tackles variation and reduce health inequalities
Primary care is the foundation upon which healthcare has been provided for many
years and general practice, with its list based provision, is fundamental to the
delivery of high quality out of hospital care. This is clearly set out in the blueprint for
Healthy Liverpool “Our vision for community services: Making the most of our city’s
assets to deliver the best in community-based care and support, to improve the
health and well-being of the people of Liverpool”. Primary care is the cornerstone of
community service provision whilst general practice remains the bedrock to the new
model of care, as this is where the majority of people receive care and support.
Sustainable Primary Care for Liverpool
We will do this by implementing a range of initiatives which support the development
of skill mix, recruitment and retention of the primary care workforce in Liverpool to
support future models of care working increasingly on a North Mersey Local Delivery
System collaborative basis:








Increasing the number of doctors coming into General Practice working with
Health Education England on recruitment campaigns
Increasing the numbers of returners into General Practice through the
development of portfolio packages and working with Health Education
England on a retainers’ package for primary care
Enhance and implement the non-clinical and Practice Nurse Education
Framework to ensure a minimum standard of training for primary care and to
establish a clear career development pathway for all professions within
primary care
Working with practices to develop training hubs to offer mentorship for
Practice nurses and placements for student nurses in primary care
Establish and maximise the potential of new roles in primary care, including
physician associates, clinical pharmacists, paramedics, medical assistants to
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make best use of resources and reduce the workload for General
Practitioners
Establish new roles in primary care to support active signposting and
navigation of patients to access the right services at the right time in the right
place e.g. care navigator
Maximise the opportunities to promote self-care and enhanced role of
community pharmacy to support and empower people with long term
conditions to better manage their health in partnership with clinicians and
carers
Work with Neighbourhood Collaborative to promote the use of social
prescribing and enable referral and signposting to services which increase
wellbeing and independence
Improvement in the management of secondary care demand through peer
review of referrals to hospital based services
Increase capacity and resilience in primary care over the next 3 years,
through enhancing the workforce and greater collaborative working, through
primary care hubs
Implementing digital solutions to enable better management of hospital
correspondence and by sharing administrative resources at scale

Accessible Primary Care for Liverpool
We will do this by implementing a range of initiatives to improve and enhance access
for all patients in primary care, delivering the right care, in the right place at the right
time. This will ensure no patients should have to attend AED as a walk in because
they have been unable to get an urgent appointment with a GP.











Improve the access for patients to routine appointments during core hours (8
am to 6.30pm) through implementation of a minimum standard of number of
GP/Nurse Practitioner appointments (80/1000 patient population) by April
2018
Implement extended hours’ access by offering patients access to
appointments outside core hours (after 6.30 pm Monday to Friday and 8 am to
8 pm at weekends) through primary care hubs by April 2018
Guarantee all patients same day access to GP telephone consultation for
routine and urgent primary care and if needed same day face to face
appointment with GP/ Nurse Practitioner at Primary Care Hubs by April 2019
Develop the primary care workforce at practice and at primary care hub to
offer patient alternative pathways of primary care by April 2018
Expand on the ways of accessing a primary care appointment through the
development of digital hubs offering online booking and e consultations and
developing a secure patient access app for access to primary care
appointments by April 2017
Simplify and unify the pathway for access for patients to primary care through
practices in core hours and through 111 in extended hours’ period.
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Implement enhanced functionality of EMIS web enterprise to support the
development of Multispecialty Community Provider (MCP) and enhanced
access
By 2021, in line with the digital roadmap, patients will be able to interact with
their health and social care services digitally through delivery of ambitions in
the following areas:
 Shared records
 E-communications
 On line patient services

Ensuring Quality in Primary Care for Liverpool
We will do this by implementing a range of initiatives to improve and harmonise
quality within primary care and tackle/reduce health inequalities:








Enhance the primary care quality dashboard already in place for prevention,
screening, prevalence and long term condition management to identify and
challenge variation in quality
Continue to build on the improvements in outcomes delivered over the past
five years through the Liverpool Quality Improvement Scheme (GP
specification) implemented in 2011 – a contract commissioned from all 92
Liverpool practices to drive up the quality, eliminate variation and tackle health
inequalities by introducing minimum standards to be achieved by every
practice.
Develop further the collaborative working through Multispecialty Community
Provider (MCP) models to ensure the neighbourhood delivery model is
successful in providing pro-active, person-centred care, which also supports
reduced admissions and safe discharges from secondary care
Implement a medicines optimisation strategy to ensure delivery of safe,
effective and cost effective prescribing. The four key areas are:
 Using clinical pharmacists and pharmacy technicians to support
general practice to improve prescribing
 Reducing clinical risk by ensuring that practice prescribing systems are
effective
 Targeting medication reviews to the patients with the highest levels of
need
 Ensuring that waste is minimised and cost effective products are
prescribed
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Introduction
The 2021 Vision for Primary Care in Liverpool sets out the plans for the
transformation of general practice in Liverpool. It describes a transformational model
of primary care ensuring that patients continue to access high quality, accessible
primary care and ensures sustainability for the future. It sets out how member
practices will be supported to develop the necessary skills, workforce and
infrastructure to deliver services out of hospital to transform primary care for the
patients of Liverpool.
This plan is part of the overall transformation for out of hospital services in Liverpool
and fully supports the main intention of the North Mersey Local Delivery System plan
which is to reduce unnecessary hospital care and shift the balance towards a proactive wellness system rather than a system which treats illness alone. The overall
transformation plan for North Mersey is shown in the Plan on a page below.
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To ensure the sustainability and transformation of general practice in Liverpool the
plan must also address the following local challenges:




The population is getting older with more complex health needs and patient
expectations are increasing
The workforce is getting older and there are difficulties in recruitment and
retention
Greater pressure on NHS financial resources compounded by an increase in
consultation rates especially for the older population

The General Practice Forward View, published in April 2016, set out a plan to
stabilise and transform general practice. This plan is aligned to the General Practice
Forward View and clearly describes the intentions to grow and develop the
workforce, drive efficiencies in workload to help with demand, modernise
infrastructure and technology and support member practices to redesign the way
primary care is offered to the patients of Liverpool.
It describes the care redesign needed to ensure general practice is sustainable and
fit for purpose and supports general practice at scale. This include plans to improve
and enhance access through collaborative working and primary care hubs,
development of roles to manage demand more effectively and the increased use of
technology and self-care.
The 10 High Impact Actions promoted in the General Practice Forward View reflect
many aspects of the work which has been undertaken in Liverpool over the last 5
years in particular through the Liverpool Quality Improvement Scheme (GP
Specification). We will continue to work with member practices to encourage
improvements in efficiency and productivity to release capacity and promote working
at scale wherever possible.
Delivery of this plan will drive up the standard of out of hospital care through
integration and collaboration across general practices. It will also significantly
contribute to the preventative and proactive management of patients to reduce the
ever growing burden of disease on the health economy.
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National and local context
In 2013, the findings of the Liverpool Mayoral Health Commission established that
only a whole system comprehensive approach to the transformation of health and
care with prevention and self-care at its core, could make a difference to the poor
health outcomes of the people of Liverpool. These recommendations are being
delivered through Healthy Liverpool, a 5-year programme of transformational change
to tackle the challenges facing the city:
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Primary Care in Liverpool
Liverpool Clinical Commissioning Group has 92 practices, serving a registered
population of circa 505,000, within 3 localities (Central, North and South). The
practices range in list size from the smallest at 1422 to the largest practice with a list
size of 34,888. The practices work within 12 neighbourhood footprints of 30-50,000
population for the provision of services which are a key building block for our
transformation of health services. The map below details the neighbourhood
configuration for primary and community services across the city.
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NHS Rightcare Programme
The chart below shows Liverpool standardised admissions ratio for ACS emergency
admissions against the Right Care peers. Liverpool is ranked 6 th highest admissions
rate of 11 peers and is statistically higher than England and expected.
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The chart below shows Liverpool standardised admissions ratios for first outpatient
attendances against Right Care peers. Liverpool has the highest admissions ratio for
first outpatient attendances and is statistically higher than England and expected.
Analysis of GP referred first outpatient crude rates also shows Liverpool to be ranked
2nd highest rate out of 11 peers.
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Access challenges
Access to good quality primary care is an essential element of a cost effective
healthcare system. Feedback from recent local surveys highlights the need to
transform primary care to address the challenges from an ageing population with
increasing co-morbidities and increasing patient expectations; increased pressures
on NHS finances and pressures from an ageing workforce and difficulties with
recruitment and retention.
A 2014 survey conducted by Liverpool CCG and Liverpool City Council across 15
GP Practices within Liverpool Central locality, reviewed GP access and found that
those patients that could not get a GP appointment, tended to use Walk-in Centres
(WiCs), A&E or Community Pharmacists for their health needs.

The HLP summer engagement in 2015 highlighted concern and frustration around
variation in GP access across Liverpool, particularly around telephone lines which
are often engaged. A survey undertaken by Healthwatch Liverpool found that 47%
of people found it difficult to get through when they rang their practice. In addition, a
further 50% of patients were not able to get an appointment at the time and day they
wanted; 33% said they would use another service if the GP was unavailable
12% said they would go to AED in this situation.
Workforce challenges
NHS Liverpool CCG is the largest CCG in the North West in terms of number of
general practices (92 at 1st October 2016). The 2016 General Practice Workforce
Survey saw 64% of the 92 CCG practices respond, covering close to 1000 general
practice staff (headcount).
The findings from the survey suggests that across all workforce areas assessed,
NHS Liverpool CCG is broadly similar to both the regional and North West position,
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although the data suggests a slightly lower age profile and slightly lower reliance on
GP registrars and retainers than other peers in the region. There are also lower than
average levels of Nurses, direct patient care staff and admin staff across the CCG.
This suggests that increasing the volumes of these staff is perhaps a significant
challenge facing general practices across the CCG over the next 5 – 10 years.
Our workforce is fairly evenly distributed across four age groups with those aged
over 65 accounting for a fairly small proportion.1

28% of the workforce are aged over 55 with 24% aged between 55 and 65 giving a
strong indication as to the proportion and number of staff retiring in the next 5-10
years. Across the general working age population, 15% are reported to be aged
between 55-64, emphasising the increased pressure of an ageing workforce felt by
general practice compared to other work sectors.
Overall profile of Liverpool CCG’s workforce








Administrative and managerial staff form the largest staff group at 57%,
GP’s account for 29% of all FTE’s which is a higher than average proportion
compared to regional averages.
Nurses account for 12% of the workforce
Direct patient care workforce account for 3%, which is a level relatively low
compared to regional averages.
GP registrars and GP retainers account for 2% (higher than regional average)
which is reflective of the emphasis upon medical training in the city
44% of staff work part time hours (<0.8FTE / 30 hours per week) with the
degree of part-time working increasing with age.
The number of GP’s working part time is comparable to the region at 44%

The retention of GPs is also a growing national issue. More GPs under the age of 50
are choosing to leave the UK workforce2 with approximately 46% of those leaving

1
2

General Practice Workforce Survey 2016, NHS Liverpool CCG, Health Education England
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being under 50. Vacancy rates reached their highest levels for 5 years 3 and recent
surveys indicate that a significant proportion (35-42%) of GPs plan to leave general
practice within the next 5 years. Local data suggests retirement and resignation are
the main reasons for leaving general practice with higher numbers of registrars and
retainer GPs leaving although this is as expected given these staff are trainees and
therefore more likely to move around.

The Liverpool Plan:
3
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The following section describes how the vision for Primary Care in Liverpool will be
delivered across key work streams. Appendix 1 includes an action plan with
milestones for delivery of this plan.
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. The
framework supports practices to compare their performance with their peers over a
range of QOF and non QOF indicators and allows the CCG Primary Care Quality
and Contract staff to triangulate information on performance and provide support
where necessary for development.
Liverpool Quality Improvement Scheme (GP Specification)
The Liverpool Quality Improvement Scheme (GP Specification) has been in place
since 2011. The specification was developed to improve the quality and consistency
of General Practice across the city, in order to improve the health of patients, reduce
inequalities and ensure most cost effective use of resources. In addition, through
additional investment, its aim was to reduce the variation in service provision across
general practice in Liverpool.
The specification provides for a range of services to be delivered by every practice
over and above the core GMS/PMS contract, Quality and Outcomes Framework
(QOF) and any other nationally or locally commissioned enhanced services.
Performance of the specification is monitored through a suite of practice level Key
Performance Indicators which support effective use of NHS resources, early
identification and prevention of disease.
Key achievements to date include:




•


Prevalence – 15% increase (19656 extra patients) since March 2012
A&E - 6% decrease on GP spec defined attendances for adults and children
combined since 2011 compared to benchmark trusts
Prescribing - narrowed gap between Liverpool and national cost despite
pressures from high levels of deprivation and a large number of specialist
centres within the city using high cost drugs whilst maintaining a focus on
improving quality and outcomes
ACS – moved from reporting the highest ACS admission rates in 2009/10,
ranked 68 out of 68 CCGs within North of England Region to being ranked 31
out of 68 in 2014/15 (latest available data)
Childhood Vaccinations – consistently achieved higher uptake rates
compared to England benchmarks 2011 – 2014; since this was removed from
the GP specification in April 2014 a slight dip in performance has been
reported and efforts are being made to recover and improve this position.
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Liverpool CCG places a high priority on the development and sustainability of high
quality primary care across the city and to that end has continued to invest in the
Liverpool Quality Improvement Scheme (GP Specification) since the establishment
of the CCG in April 2013.
Overall its aims are to strengthen and support the delivery of general practice “in
core hours” i.e. 8am – 6.30pm Monday to Friday, ensure continuous improvement
and provide a foundation for the transformational change required.
The GP specification acts as an enabler to support transformation, encouraging
practices to explore smarter ways of working for example through their access
arrangements to the practice, disease management or through the extended use of
digital technology. The delivery of the specification has provided for additional CCG
investment into general practice in addition to core funding for primary medical
services.
Liverpool currently has 92 general practices 10 High Impact Actions
working within 12 neighbourhood footprints of 3050,000 population for the provision of services. We
will continue to develop and enhance collaboration
working towards the Multispecialty Community
Provider (MCP) model linked to the community
model of care. This will ensure the neighbourhood
delivery model is successful in providing pro-active,
person centred care, which also supports reduced
admissions and safe discharges from secondary
care.
This work will be supported by the further development and enhancement of the
Liverpool Quality Improvement Scheme (GP specification) to support and strengthen
the transformation of general practice. We will support collaborative working across
practices to deliver primary care at scale, build resilience and make better use of
resources and skill mix across the teams.
This will support:
•
•
•
•
•
•
•

Reduction in avoidable minor in hours A&E attendances
Reduction in ACS admissions
Better management of demand for outpatient appointments
Improvement in early detection of diseases particularly heart disease, cancer,
diabetes and hypertension
Participation in pro-active care model resulting in a reduction in admissions for
patients with complex needs
Increase in uptake rates for cancer national screening programmes
Increase in uptake rates for childhood vaccinations
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•

Sharing resources, information and expertise thereby releasing capacity.

Care Redesign - Improving access
A range of initiatives will be implemented to drive up the quality and consistency of
access within general practice including:






Delivery of a minimum standard for GP/Nurse appointments per 1000
population
Promoting and facilitating alternative methods for booking appointments i.e.
online booking and patient access app
Promoting and facilitating alternative modes of consultation i.e. econsultations, self-care app
Telephone consultations to be offered routinely to deliver same day access to
primary care through practice and via primary care hubs
Development of a digital hub offering access to telephone consultations and
online consultations

Improving access during core hours
In order to improve and enhance access to routine and acute primary care, a number
of changes have been made to the GP specification from April 2017 including:








An increase in the number of appointments 10 High Impact Actions
delivered from 70 to 80 per 1000 weighted
population per week which equates to an
additional 5500 appointments available per
week across the city.
Acknowledgement of the new roles developing
in primary care, appointments can be delivered
by a range of clinicians – GP/Nurse
Practitioner/Clinical
Pharmacist/Physician
Associates either face to face or by telephone
Delivery of same day access to a GP where
clinically appropriate through introduction and
improvement of triage systems, telephone
access, increasing the use of online
appointments and exploring the use of
alternative modes of consultation i.e. econsultation and skype.
Undertaking routine capacity and demand
studies to monitor the provision of appointments
against patient demand

Acute primary care demand management model
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Liverpool CCG has been working collectively to address issues relating to increasing
demand across the local health system. We know that problems relating to
accessing GP services can have a knock on effect across the whole system
including our A&E departments who are experiencing unprecedented levels of
attendances. This additional demand has a negative effect on how quickly patients
with a genuine emergency need can be seen and general patient flow throughout the
whole system. We are therefore committed to improving General Practice access
and ensuring effective connective to other system services enabling patients to
receive the right care from the most appropriate person.
We have defined this increasing activity as ‘Acute Primary Care Demand (APCD)
and have designed a model to more efficiently manage this demand across the local
health system. The model is underpinned by the following four key principles:
1. City wide GP-triage
2. Availability of routine and same day GP appointments at practices and at
Primary Care Hubs
3. GP streaming at the front of A&E into available appointments for primary care
problems
4. Appropriate See and Treat services in the community

City wide GP-triage
As the demand for same day access to GP services ever increases we see GP
Triage as a fundamental and underpinning principle in order to manage and direct
that demand in the most clinically appropriate way. Our model sees GP-triage
conducted via telephone consultation across a neighbourhood footprint. Evidence
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following the Prime Ministers Challenge Fund found that 65% of patients in
Birmingham chose to receive a telephone consultation and that 75% of those were
resolved remotely without the need for further intervention. Indeed, an article from
the June 2009 issue of The British Journal of General Practice concluded that: ‘Used
appropriately, telephone consulting enhances access to health care, aids continuity,
and saves time and travelling for patients’.
We will deliver city-wide GP triage across neighbourhood footprints with each
practice in that neighbourhood giving a proportion of their 80 appointments per 1000
weighted population into a pooled appointment system for telephone consultations
within that neighbourhood. We have been working closely with our digital colleagues
to enable this using Emis Enterprise Hub functionality.
Availability of routine and same day GP appointment at practices and at
Primary Care Hubs
There is full recognition that the current model of primary care delivery no longer fits
with the changing lifestyle and needs of patients. However there is recognition that
primary care wants and needs to transform the way it has traditionally provided
services and enhance the accessibility of services. Our model places Primary Care
Hubs at the heart of this transformation and has been developed based on evidence
following the Prime Minister’s Challenge Fund in October 2013. The fund was
launched to help improve access to general practice and stimulate innovative ways
to provide primary care services across several pilot projects.
Primary Care Hubs will enable increased same day access to routine and urgent
primary care seven days a week, and a single access pathway for adults and
children. The Primary Care Hubs will be available for patients unable to obtain an
appointment at their own GP practice or those wishing to access services outside of
the core hours. Appointments at the hub will be accessed following GP triage either
via a telephone consultation or at the front door of A&E and care will be provided by
GPs and Advanced Nurse Practitioners. The Primary Care Hubs operationally will be
administered by a receptionist who will also provide clinical support duties.
Each hub will deliver the full range of primary care services:











Telephone triage/consultation (GP only)
Assessment / Clinical Examination
Investigations
Prescribing
Referrals
Arrange follow up appointments as necessary at the hub
Issues of repeat and acute medications
Medication Reviews
Opportunistic vaccinations
Opportunistically action outstanding QOF alerts
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We will begin to introduce in hours GP triage and GP streaming at the front of A&E
which will see patients booked into extended hours and weekend appointments
within the hub(s) at the start of 2017/18. We will implement the full Acute Primary
Care Demand System, which will see our current Walk in Centre provision
transformed into fully Primary Care Hubs, within 2018/19. In order to facilitate this
transformation and implement the full model we have established a Programme
Oversight Group with clinical and managerial representation from our stakeholder
provider organisations and CCGs within our Local Delivery System and have written
a Service Development Improvement Plan to be included within Provider contracts
throughout 2017 to 2019 supporting implementation of the full model.
GP Streaming at the front of A&E into available appointments for primary care
problems
GPs are specifically trained in seeing and assessing patients quickly and are best
placed to direct demand within the A&E setting. In addition to their clinical
assessment skills, GPs also have a thorough understanding of the community
primary care service and its facilities, capacity and remit. Our model therefore sees
all ambulant patients arriving at A&E streamed by a GP whereupon any patients with
a primary care problem, and appropriate for diversion, will be streamed to what we
have now termed a Health Navigator. The Health Navigator will then advise the
patient and, where it is deemed necessary by the GP, will book the patient into a
same day appointment with the patient’s own GP if available, or within the Primary
Care Hub. In this way our model will ensure that our A&E departments are able to
focus on more seriously ill patients and that non-emergency patients are redirected
to appropriate services out of A&E thus making better use of capacity within the
community. In addition the model also enables the opportunity to re-educate patients
around appropriate use of services and reduces the appeal of A&E as an alternative
route to access Primary Care services as patients will be diverted away from the
acute setting.
In order to understand the current patient flow across the Urgent and Emergency
Care system Liverpool CCGs Business Intelligence team have mapped AED data
from 2015/16 using the Clinical Guidelines for a similar GP streaming model
currently in operation at Hammersmith and Fulham Hospital. This analysis of AED
attendance has provided insight into the potential number of patients currently
attending AED who could be more appropriately managed within a community
setting. The results are outlined below:
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This analysis shows that the Demand Management System could enable between
18% and 30.5% activity diverted away from A&E. Initially patients requiring more
urgent Primary Care and treatment for Minor Injuries will be treated by a GP/ENP but
ultimately there is a potential for an approximate 50% shift in activity away from
A&Es at The Royal Liverpool Hospital and Aintree Hospital and approximately 70%
shift in activity away from the AED at Alder Hey Children’s Hospital.
We are working with our digital colleagues to enable functionality within our A&E;
both for the GP streamer to access patient records where necessary, and for the
Health Navigator to access appointment booking systems within GP practices and at
the Primary Care Hubs. In order to test the GP streaming element of the model a
Pilot is planned and capacity has been identified within our Walk in Centres and GP
Out of Hours for patients to be streamed into bookable appointments. The Pilot
Project Initiation Document lists the following aims:





To test the patient pathway – i.e. clinical governance, digital, estates, patient
satisfaction, staff response to proposed changes
Data collection – to accurately determine the numbers of patients attending
A&E with a primary care need
To identify skills and training needs of staff in each setting
To assess and test the effectiveness of staffing models within the proposed
APCD system in order to ensure provision within the final model is both
clinically and financially optimised

We anticipate that evaluation of the Pilot will give us insight which will support the
implementation of the full Acute Primary Care Demand Management System.
Appropriate See and Treat services in the community
Liverpool’s Walk in Service is currently varied across the city. There are four Walk in
Centres at:
1. Liverpool City Centre NHS Walk in Centre;
2. Old Swan NHS Walk in Centre;
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3. Smithdown Children’s NHS Walk in Centre;
4. South Liverpool NHS Walk in Centre.
In addition, Liverpool patients are also able to access the Walk in Centre at
Litherland Town Hall which is commissioned by South Sefton CCG. The Liverpool
Walk in Centres are nurse-led and treat a range of minor illnesses and minor injuries
for adults and children. However, Smithdown Walk in Centre offers specific care to
treat children (only) under the age of 16 years. Opening times across all of the Walk
in Centres vary, as well as the services that are provided, with some Walk in Centres
offering x-rays, DVT assessments and phlebotomy services. None of the Walk in
Centres are currently “kite marked” by the ambulance service which will means
ambulances are unable to convey patients to the Walk in Centre for treatment as
opposed to conveyance to AED.
In order to reduce this variation and provide an enhanced and consistent provision of
care across the city we will transform Walk in Centres into Primary Care Hubs with
access to Community Care Teams and Primary Care services and capacity to see
adults and children alike. Transformation will take place in stages and an element of
Walk–In, led by GPs and ENPs, will be retained within Primary Care Hubs in order to
cater for more urgent primary care cases, minor injuries and for patients not
registered with a Liverpool GP. It is envisaged that capacity for Walk-In will reduce
over time owing to increased bookable primary care appointments, proactive
community care and patient awareness of the Demand Management System.
Acute Primary Care Demand Management Milestones

2017/18

2018/19

GPs working together at scale to deliver GP triage
telephone consultations in hours.
GP streaming at the front door of A&E with Health
Navigator redirecting patients to the most appropriate
setting.
A Primary Care Hub function operating alongside
existing Walk in Centre provision seeing routine and
urgent general practice from 8am to 8pm 7 days a
week. Patient access via the GP telephone triage or
GP streamer in A&E.
Workforce rotation across the existing provision: A&E,
Primary Care and Walk in Centres in order to ensure
skill sets for implementation of full Acute Primary Care
Demand Management System.
implementation of full Acute Primary Care Demand
Management System including the transformation of
existing Walk in Centres.

Continual
testing,
piloting
and
evaluation
using PDSA
cycles

Improving access during Extended hours – Primary Care Hubs
In addition to the plans to strengthen in hours’ access to general practice, patients
will have access to primary care during the extended hours period Monday to Friday
6.30 – 8pm and at weekends (8am to 8pm). This service will be available through the
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Primary Care Hubs. This offer will include the option for general practice to pre-book
appointments in the extended hours period should the patient wish to do so.
Workforce
The development of a primary care workforce strategy is a critical next step in order
to deliver this plan. The workforce strategy will be developed by summer 2017 and
detail how new roles in general practice will be encouraged, maximizing and utilizing
all funding opportunities available through the General Practice Forward View. A
number of specifications are being developed nationally for these new roles which
will be implemented in line with local plans once they are made available.
GP Workforce
Induction and Retainers scheme – the aim of this scheme is to support CCGs to
recruit doctors internationally and provide access to the overseas recruitment
projects in conjunction with NHS England. The CCG is in contact with a recruitment
agency to support this work stream to recruit our allocation of the 500 doctors
nationally and a workshop will be arranged for interested GPs and member practices
in January 2017.
Physician associates are considered an integral 10 High Impact Actions
part of the workforce strategy for Liverpool with a
number of placements already operating through
the Enhanced Training Practice (Brownlow Health).
Member practices have recently been invited to
express their interest in the opportunity for 10
students to be placed directly with practices from
the next cohort. A workshop is in the process of
being set up for early 2017 in conjunction with
HENW to explore this further and how this role
could deliver first contact practitioners at Primary
Care Hubs in the future. The CCG is working
collaboratively with the Liverpool GP Provider
Organisation (GP Federation) to ensure the
deployment of student Physician Associates is
targeted to those areas with the greatest need and
aligned to those practices identified through the
General Practice Resilience Programme.

GP Career plus scheme - The aim of this scheme is to keep experienced GPs who
are thinking of retiring or leaving, in the primary care workforce. This will be achieved
by enabling health systems to recruit those GPs into a local pool that works across a
health system area. The scheme is initially aimed at more experienced GPs and
where there is a high ratio of GPs aged 55 – 59. The GPs would be employed by a
lead employer and would be available to work at their practice, other practices or on
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wider CCG work streams. Liverpool CCG has expressed an interest in taking part in
the pilot scheme which is due to go live Quarter 1 2017.
Nursing Workforce
The CCG is committed to wider collaborative working through the developing MCP
model of care linked to the community model. It is anticipated that the CCG will work
with the GP federation to enable a new model of delivering long term condition
management through the sharing of nursing skills at scale across a neighbourhood
footprint. This will see












A skill set developed based on the needs of each neighbourhood rather than
individual practice level
More efficient use of funding streams allowing for priority development where
needs are most
A flexible workforce which can meet and support the changing demands,
including the ability to work across other neighbourhood as demand requires
Better recruitment and retention opportunities offering a career pathway for all
nurses in general practice
A model of preceptorship for nurses new to general practice which spans
across the primary, community and care home setting
A primary care career pathway for those providing direct patient with the
opportunity to APEL for nursing programmes
Sustainability of the primary care workforce and improved resilience
A robust model for clinical supervision across primary care
Wider learning opportunities for student placements
Improved partnership working and sharing of best practice
Improved ability to achieve rapid, safe and sustainable improvements in all
aspects of care delivered by nurses through the support from a specialist
team of Quality Improvement facilitators.

Up-skilling the general practice nursing workforce
Health Education England are in the process of developing a General Practice
Nursing workforce strategy which builds on the District Nursing and General Practice
Nursing Service Education and Career Framework. The strategy will collate
examples of good practice across England and look how to:





Improve training capacity in general practice
Increase the number of pre-registration nurse placements
Introduce measures to improve retention of the existing nursing workforce
Support the return to work schemes for practice nurses

In 2012, Liverpool’s general practice nursing leadership team developed and
implemented a general practice nursing education framework.
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Clinical skills of nursing workforce
As expectations increase about more care being delivered in primary care,
maintaining the correct level of staff with the right degree of clinical skills will be a
challenge faced across primary care. The CCG have developed and overseen a
training programme which has supported the development of clinical skills and
competencies across the nursing workforce.
In 2015, following extensive consultation, a systematic programme of training and
development was implemented for all nurses working in general practice. This saw
competencies and professional development aligned to national standards and
frameworks with a specific skill set for each band of nurse aligned to the CCG’s local
education framework (Appendix 2 skills escalator) supporting the appropriate
continuing professional development needs. All programmes of training sit alongside
a core values charter. (Appendix 3 Values)
Whilst developing clinical skills across primary care, the reduction in funding streams
supporting CPD and multi-professional education combined with the increase in
chronic diseases and rising costs means a new way of working is required
The CCG is fully committed to workforce transformation and will up-skill the existing
workforce via




Support the use of apprenticeships programmes within general practice
Support the implementation of the Care Certificate as a set of minimum core
competency standards for support workers in health
Support the Assistant Practitioner programme for general practice
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Support preceptorship to develop competence and confidence of newly
qualified, new to NHS non-medical professionals;
Support applications to the Core Foundation Programme General Practice
Nursing
Support and promote applications for mentorship / MSLAP training
Access the HENW CPD and SLA funding streams to support general
practices
Support the ‘Come back to Nursing” programme in conjunction with Health
Education North West

Enhanced Training Practice (ETP)
Enhanced Training Practices are a practice or group of practices accredited to
provide undergraduate and postgraduate multi-professional training placements. The
scheme, facilitated by Health Education England, is aimed at having an integrated
learning culture that:




Sees education, training and development as a core of everyday work
Encourages integrated learning both inter-professionally and between
learners at different states of their learning journey
Support the involvement of neighbouring practices and community services in
being engaged in training and developing the future workforce

In 2013, Liverpool’s general practice nursing leadership team gained support from
the LMC to implement a model of student nurse placements in primary care.
Brownlow Health, a large inner city general practice providing care to 38k patients
was successful in becoming an ETP in Liverpool and currently;








Provides practice training placements for nursing students that offer
opportunities for learners to develop the competencies needed to work
effectively in primary and community care settings
Develops internal nurse placement timetables that enable integrated learning
opportunities
Contributes to the regional practice nurse placement provision within primary
and community settings.
Enables patient and public involvement in healthcare education
Works in partnership with academic staff to monitor and ensure quality of
placement
Supports a group of practices to work as a local network, in a hub-and-spoke
model, for the provision of nurse placements within primary and community
settings
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Enables a group of practices as a local network to support trainers through:
mentorship; problem solving; CPD opportunities and administration of the
placements

Nursing Associates
In December 2015 the Government announced a plan to create a new nursing role,
a recommendation from The Shape of Caring review. This new role will sit alongside
existing nursing care support workers and fully-qualified registered nurses to deliver
hands-on care for patients, focusing on ensuring patients continue to get the
compassionate care they deserve. These new proposals will;





See the nursing associate trained through the apprenticeship route
Free up time for existing nurses so they can use their specialist training to
focus on clinical duties and take more of a lead in decisions around patient
care
Open up a career in the NHS
Enable progress to becoming a registered nurse, offering a dual route to a
nursing degree or registration

The CCG will work with HENW, Liverpool’s GP Federation and developing MCP to
maximise the opportunities to attract, enhance and develop the nursing workforce
across the primary and community settings.
Liverpool CCG Non Clinical Workforce
Liverpool CCG recognised the vital role of the non-clinical workforce in supporting
clinical teams to optimise the delivery of care and is fully committed to the
development of this workforce.
LCCG acknowledged the changing needs of the 10 High Impact Actions
non-clinical GP workforce due to the increased
pressures to manage and report, combined with the
understanding of the need to future proof and the
need to grow new talent. Developing teams to a
high level will give an opportunity to support
neighbouring practices and share expertise in order
to ensure the workforce is sustainable for the future
and reduce duplication.
A training needs analysis was undertaken in summer 2015. Needs were analysed
and developed into a brief, which was then procured into a service specification for
an annual programme. The plan is for a 5-year programme, building upon what has
already been commissioned by way of mandatory/core skills training.
The target group for the programme is all levels of non-clinical staff in GP practices.
On an annual basis, the programme will be reviewed and updated to account for
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remaining demand and the introduction of new topics/levels as needs shift and skills
develop. The programme for 2017/18 is included in Appendix 4.
Medical assistants – in order to determine the optimum model for Liverpool to
improve workflow, we will evaluate the impact of this role from a national
perspective, review best practice and test out in a number of neighbourhoods during
2017.
Care navigators – as there are a number of 10 High Impact Actions
practices already operating with this role a review
will be undertaken to identify any opportunities for
neighbourhood working to reflect the range of
vulnerable or priority patient groups they support.
The CCG will support practices either individually or
across neighbourhood footprints to receive training
and ensure relevant information on local services in
readily available. This will help them to direct
patients to the most appropriate source of help or
advice.

Pharmacy (medicines optimisation) workforce
There is increasing evidence that pharmacists and supporting staff have an
important role to play in supporting general practice. Historically the Medicines
Management Team (clinical pharmacists, pharmacy technicians) has worked with all
GPs, but the resource has been limited. A number of practices have invested in
additional pharmacists, either employed directly by the practice or from an
independent provider.
As the GP workforce crisis progresses, it is likely that more practices will seek to
utilise pharmacists to deliver a number of activities that involve medicines and the
associated systems and processes, freeing GPs to concentrate on their areas of
expertise.
There are many areas where medicines optimisation is critical. Currently practices
are mostly considering in-house support, however many of the functions can be
delivered at a practice, neighbourhood or city level and, for many, designing support
systems around a neighbourhood is most appropriate.
To do this, employing medicines optimisation teams through an umbrella
organisation allows economies of scale and appropriate skill mix and avoids
employment risks for an individual practice and there are a number of organisations
that could manage a service on behalf of the CCG.
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Medicines optimisation is not just about NHS pharmacists and pharmacy
technicians. There is a largely underutilised workforce based in community
pharmacies that could support access through schemes to avoid the need for a GP
appointment. Some of these are being developed at a national scale, as part of the
Pharmacy Integration Fund and, more locally, NHS England is supporting the
development of a discharge to pharmacy system. The Medicines Optimisation
Committee has worked with the Local Pharmaceutical Committee to create the
Community Pharmacy Commissioning Plan which sets out options.
The Medicines Optimisation Committee will work with practices and other
stakeholders to identify the priorities for medicines optimisation support and use this
to develop the workforce capacity and employment model.
Clinical pharmacists – the role of the clinical 10 High Impact Actions
pharmacist was developed to support general
practitioners by providing additional clinical
pharmacists based in general practice to work
with patients and the wider primary care
workforce. This role utilises the knowledge and
skills of pharmacists to deliver care to patients in
General Practice and support long term
transformation of the primary and community
workforce. It is also expected to help address the
pressing workforce challenges facing general
practice. Within Liverpool there are 8 practices
actively engaged in Phase 1 of this work and we
will be supporting practices to take part in Phase
2 of the roll out programme from January 2017.
This role will enable the CCG to focus on
medication
reviews
for
patients
with
polypharmacy (on 10 or more medications) as
these are associated with high rates of admission
and provide additional resources to support the
multi-disciplinary teams in neighbourhoods
focussed on pro-active care.

Workload
Releasing Time for Care
We will support member practices and our GP federation to actively participate in the
Releasing Time for Care Programme during 2017/18. This will provide a sustainable
programme of practice support and development which alongside our education
frameworks for clinical and non-clinical staff will enable practices to continue to meet
the needs of our patients.
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Practices will be supported to assess and implement the relevant 10 high impact
actions which will release capacity and assist with reducing rising pressures on
workload.
A series of engagement events have taken place with member practices in 2016
focussed on workforce, workload and opportunities for new ways of working given
the challenges facing general practice. From these workshops a number of key work
streams have been identified which will be progressed further during 2017/18
through existing forums in place i.e. Neighbourhood meetings, Practice Manager
meetings and Locality workshops:
1. Sharing of learning and expertise across groups of practices or
neighbourhoods
 Maintain good communication and develop relationships amongst
practices
 Skills audit needed across neighbourhood to understand where we are
now
 Develop and review admin protocols and processes to encourage
appropriate use of skill mix
 Sharing learning across neighbourhoods to understand what works well
 Pooling educational resources for targeted population health issues e.g.
COPD, cancer screening
 Peer review of referrals
2. Sharing of existing staff across groups of practices or neighbourhoods
o Identify areas where sharing clinical resources makes sense i.e. flu
vaccinations for care home patients, housebound patients, childhood
immunisations, home visits
o Shared IT and access to records to support new ways of working e.g.
shared access to appointment books
3. Developing and utilising of new roles across groups of practices or
neighbourhoods
o New roles to be explored across groupings of practices e.g. care
navigators, medical assistants, physician associates, paramedics,
pharmacists
o More student nurses needed into general practice
4. Use of digital platform to support sustainability and collaborative
working
o Self-care app to be developed
o Increased use of Advice and Guidance to support referral processes
o Envisage screens managed across neighbourhoods to provide
consistent messages
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Infrastructure – Estates
The Estates Strategy for Liverpool is informed by the Healthy Liverpool principle to
enable more care to be delivered outside of hospital by integrated health and social
care teams. Over the last 10 years, there has been considerable investment in
primary and community facilities and there are now 11 modern, fit for purpose
neighbourhood health facilities to deliver care from. Despite this investment, there
remain a significant number of challenges within our existing estate including
underutilisation, a legacy of premises requiring high levels of maintenance or where
they are no longer fit for purpose.
From a survey undertaken in 2013 and intelligence provided by local property
stakeholders, it has been estimated that approximately 20% of primary care
premises are either in poor physical condition or not fit to provide modern healthcare
moving forward e.g. not compliant with current design/building/performance
guidance and/or able to expand to accommodate growing needs.
To address this, there was an opportunity to bid for capital money to invest in new or
refurbished primary care estate through the Estates and Technology Transformation
Fund by 30th June 2016. The CCG identified two opportunities for investment and
supported the bid applications for each project:
Proposed new Health & Well-being Centre


Long Lane/Westmoreland/Aintree – A PID has been produced to develop a
new medical centre on land to be identified. This will include the co-location of
2 GP practices

Redevelopment of Existing Premises


Hunts Cross Health Centre - Redevelop current purpose built practice owned
health centre to provide for a first floor extension with additional meeting and
clinical consulting rooms to accommodate an integrated multi-disciplinary
team and services including primary, community, social and well-being
services.

The CCG will also ensure that any practices in need of modernisation will fully utilise
the ongoing improvement grant funding process available through NHS England. For
any issues highlighted through the Care Quality Commission inspection process we
will ensure these are addressed through a clear action plan developed with the
practice.
Infrastructure - Technology
Merseyside Digital Road Map
The Merseyside Local Digital Roadmap (LDR) footprint represents the geographical
areas of Halton, Knowsley, Liverpool, South Sefton, Southport and Formby and St
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Helens, with a population of c.1.2 million people. Merseyside stands out as a leader
in digital care and innovation, with clinically led programmes held in high regard
nationally and internationally. We have significant achievements with ground
breaking results in information sharing, assistive technology and analytics delivering
evidenced based patient outcomes and improved quality of care. In Merseyside,
there is a long established culture of clinical and managerial partnership approach to
digital leadership. Our ethos of ‘digital clinician’ unites all our staff from the various
traditional digital fields around a focus on improving the health and wellbeing of the
population we serve. The role of clinical leadership is paramount.
Putting our citizens at the heart of everything we do, our aim for 2021 is to enable
and empower individuals to take control of their own health and wellbeing. We
envisage a connected health and social care economy where individuals and
professionals are supported by integrated systems. This will liberate them to make
fully informed choices.
The Merseyside LDR footprint has three shared digital ambitions for all organisations
delivering health and social care services which together meet the national challenge
and support the delivery of our STP. These are:
1.

Digitally Empowered Individuals

2.

A Connected Health and Social Care Economy

3.

Exploiting the Digital Revolution

In order to deliver this future state, the way in which we access, deliver and
experience care services will be different. To support new ways of working in a
digitally enabled environment, a set of principles have been developed by clinical
and digital health and social care stakeholders across the economy. The principles
build upon work undertaken with local economy health and social care organisations
and industry partners and are key components to underpin the delivery of our LDR.
The principles include person centred services, co-design with staff, leading in
partnership, gold standard levels of digital maturity, digital skills and digital inclusion.
In order to deliver the four national themes and our three local digital ambitions, in
partnership with all stakeholders, we have developed a ‘Digital Top 10’. These are
broad approaches and programme delivery areas which we will adopt to deliver both
national and local challenges. They include a joined up approach to leadership and
governance, delivery of our local information sharing framework, interoperability of
systems, consolidated infrastructure, significant up-scaling of assistive technology, a
new way for patients to interact with services through a digital no wrong door and
transformation of digital maturity of providers including primary care as a key
component.
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The LDR represents a seismic cultural and technological transformation plan. As
with other industries, it will liberate and disrupt our health and social care economy.
The LDR is a cornerstone of our service transformation work. Without high quality
digital care, our system simply will not be able to operate or achieve the level of
transformational change we aspire to.
Liverpool CCG have been focused on the benefits of digital innovation for a number
of years now supporting & implementing technology that offers exciting benefits for
the individual as well as being a fundamental to our plans for our health system to
work more collaboratively.

Innovation
Merseyside stands out as a leader in digital care and innovation, with clinically lead
programmes held in high regard both nationally and internationally. Liverpool CCG
has played a vital role in this achievement; we plan to continue to improve the health
and wellbeing of the population we serve by embracing innovative digital initiatives
as follows:
10 High Impact Actions

Electronic & Video Consultations
Electronic and video consultations will provide
patients with additional and flexible opportunities for
care to be provided without the need to visit the
practice. Both of these initiatives can result in cost
and time benefits with electronic consultations
providing an opportunity to signpost to other
services and deliver self-care messages. We are
working with a small number of practices to pilot econsultations with a view to utilising this
functionality within the Primary Care Hubs.

Assistive Technology

10 High Impact Actions

Assistive Technology provides an opportunity to
empower patients through self-care, in turn
improving access by freeing up appointment slots
that otherwise would have been used by these
patients. Building on previous success we have
applied for ETTF funding to upscale our assistive
technology offer focusing on Telehealth through
the expansion of supported disease pathways,
secondary care services, improved referral
mechanisms and new technology options. The
infrastructure to provide this technology at scale
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across all services will be developed providing
the capacity to support a wider geographical area
in line with our Sustainability and Transformation
Plan. Current models of Simple Telehealth will
continue to be developed into a routine offer
across Primary Care.



Digital No Wrong Door
Digital No Wrong Door (DNWD) will provide a means for patients to interact
digitally and online with their health & social care providers. Liverpool CCG has
requested ETTF funding to develop the infrastructure for DNWD. DNWD will
contribute to improved access by promoting ownership and empowerment
amongst patients. It will facilitate easy access to information, services and care
offering patients an opportunity to carry out a number of transactions online, such
as registering with their GP, booking appointments and ordering repeat
prescriptions.
DNWD will enable access to other schemes that contribute to improved access
such as e-consultations and video consultations. Patients will be able to access
information tailored to their own individual needs through DNWD as they build up
a profile of their health which links to their Person Held Record.
The Digital DNWD approach will enable patients to digitally interact with their GP
practice to access their GP records, book online appointments and book repeat
prescriptions through their choice of app or device. Table 3 below shows a
baseline of patient access figures across Liverpool CCG as of February 2016.
Table 3 – Liverpool CCG Patient Access Baseline (February 2016)

Electronic
booking
or
cancelling
of
appointments
Requesting prescriptions online
Access to online primary care record - coded
records
Access to online primary care record - letters


% GP
Practices
signed up

% patients
enabled

100%

9.10%

100%

9.00%

69%

0.30%

65%

0.19%

Express Access & IP Telephony
Transformational initiatives such as Express Access and IP Telephony
underpin the delivery of a digital initiatives, providing an infrastructure that is
capable of supporting current and future digital requirements. Express
Access will allow clinicians to work more efficiently and flexibly through
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speedy access to patient records, supporting the delivery of care remotely
such as in the patients home or community. Having information to hand at the
point of care will lead to improved clinical decision making, improving health
outcomes and reducing unnecessary admissions to secondary care.
Investment in the IP telephony infrastructure will enable video calls,
Telehealth and facilitate access to systems on a mobile basis thereby freeing
up clinical and patient’s time while providing additional capacity through time
savings and the ability to offer care in a number of different ways.



Healthy Imaging
Healthy Imaging and Electronic Discharge Summary initiatives support the
ambition of a connected, joined up health and social care economy, providing
timely communication of patient information from other care providers. The
investment in Electronic Discharge Summaries will significantly reduce the
manual processing of Electronic Discharge Summaries within General
Practice freeing up capacity to focus on other tasks that support direct patient
care.

These planned investments in digital initiatives and IT infrastructure will contribute to
improved access, additional clinical capacity and provide a wide range of services for
patients and clinicians to access/offer. They will support the achievement of the
ambitions of the Merseyside Digital Roadmap; digitally empowered individuals, a
connected health and social care economy and exploring the digital revolution. We
aim to deliver this investment & initiatives over the coming years as detailed in Table
1.
Table 1 - Delivery of digital initiatives to support new models of care in General
Practice
Milestones
Digital Initiative/Investment
Electronic Consultations
Video Consultations
Assistive
Technology
Telehealth
Digital No Wrong Door
Express Access
IP Telephony
Healthy Imaging
Electronic
Discharge
Summaries
Care Navigator App

2016/2017

2017/2018

2018/2019
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Replacement SAN
PC/Printer/Monitor
LTO Tape Drive
Door Access and Hardware
Memory
Server Upgrade
Data Centre Licences
CISCO Catalyst Switches
NHS Mail Migration
Threat Management Gateway

Progress to Date
The Gold Standards IM&T scheme was launched in April 2014 to support the
development of GP practices and to raise the quality and consistency of IM&T
standards across Liverpool GP practices. The initiative encompassed a number of
key IM&T projects which GP practices were required to implement across four main
themes; local detailed shared EPR, informatics clinical pathways programme,
primary care informatics development and patient empowerment - specific projects
are listed in Table 2.
The on-going requirement for regular assessment/audit and interaction with clinical
and non-clinical staff in GP practices over this two-year period has resulted in
significant improvements in adherence to processes, improvements in the standard
of data quality and improvements in the standards of patient records and thus,
patient care.
Table 2 – Gold Standard IM&T Initiative Projects
IM&T Objective
Project
Local detailed Shared  E-Communications:
EPR
1.0 Use of Workflow Manager for available
electronic correspondence
2.0 Practice to implement paper light
correspondence
 EMIS Web Data Sharing
 GP2GP Electronic Transfer of Patient
Records
Informatics Clinical
Pathways
Programme





Integrated Choose &Book
Map of Medicine
ICE Requesting
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Primary Care
Informatics
Development

Patient
Empowerment

EPS release 2
Mobile Working

Advancing Standards in IM&T:
 Information Management & Security
Standards.
 Paper Light Accreditation.
 Data Accreditation.
 Paper light & Data Reaccreditation (where
applicable)
 Evidence of on-going adherence to Data
and Paper light Accreditation requirements
 Hosted System
 Summary Care Record
 SMS Text Messaging to patient’s for
appointment & reminders
 Patient Access to Medical Records
10 High impact actions

Building on the developments achieved as a result of the Gold Standard IM&T
Scheme Liverpool CCG plan to invest in digital initiatives and IT infrastructure to
support General Practice in the coming years. Liverpool CCG will pursue any
additional funding opportunities in relation to supporting national applications such as
referrals, the Electronic Prescribing System (EPS) and Summary Care Records as
and when they become available.
Infrastructure
Our vision for IT and infrastructure is to provide a best in class data network and
connected service, focused on user requirements rather than location. Our future
infrastructure needs to enable rather than disable our frontline staff as well as
providing a modern infrastructure that can cater for interactions with patients and the
public. Our infrastructure investment will focus on the following initiatives:


PC, Printer, Monitor and network refresh
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On-going replacement of PC’s, Printers and monitors ensures that devices
approaching the end of the manufacturer’s warranty are replaced in order to
continue to achieve the recommended specification for the clinical system
which is in use in all GP practices.
Likewise the purchase of new network equipment will ensure reliable network
performance to delivery high levels of patient care.


Replacement Shared Access Network (SAN), Server Upgrade & Data
Centre Licences
Upgrading the infrastructure using cutting edge technologies will provide
maximum uptime and a best in class disaster recovery solution.
Maximising the efficiency and performance of the supporting IT infrastructure,
systems and processes will contribute support the overall success of the
organisations business objectives. The risks associated with not upgrading
servers include:
-

Authentication Problems
DNS connectivity Issue’s
Slow performance from key sites
Issue’s accessing web based applications
Security Policies not applying to users/workstations

Upgrading Data Centre licenses from Windows 2008 R2 to Windows 2012 R2
will allow Liverpool CCG to use the latest operating systems required for
future projects/services. Zerto software will allow the Trust to failover to our
DR site within minutes of an outage allowing Liverpool CCG to move forward
using the latest technology, removing the need to procure individual server
licenses which become costly over time.


LTO (Linear Tape Open) Drives & Hardware Memory
The replacement of LTO Drives and hardware upgrade will allow the disaster
recovery site to be fully utilised in the event of a disaster ensuring all Liverpool
CCG servers run as expected without performance problems.



Threat Management Gateway & Remote Door Access
Upgrading the current Threat Management Gateway will allow clinicians
secure access to key systems & corporate e-mails whilst working at remote
locations. This investment is essential to new ways of working to support new
models of care delivery.
Similarly, remote management & monitoring of secure door access across
Liverpool CCG estates will support extended hours’ delivery.



NHS Mail Migration
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The secure transfer of patient information is a contributing driver to the full
migration of email accounts to NHSmail across all sites in Liverpool CCG.
Future costs for hosting email will be minimised as a result of this migration.
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Appendix 1: Delivering the Liverpool Plan
Objectives
Care redesign

Initiative
Improving
access in-hours







Actions
Delivery of standards
within Liverpool Quality
Improvement Scheme
through monthly
monitoring
Undertaking capacity and
demand studies to monitor
the provision of
appointments against
patient demand
Ensure delivery of same
day access to a GP where
clinically appropriate
through a number of new
initiatives

Milestones
Complete sign up of
practices March 2017
Ensure practices have
tools and any
necessary training for
capacity and demand
by end March 2017
Ensure metrics are
available for the
practices to monitor
progress against
targets March 2017

Enhanced
access



Delivery of city wide GP
triage

2018/19
Milestones TBC

Planned
reduction in
demand in A&E
17/18 - 8833
18/19 – 8833



Enhanced same day
access to routine and
urgent primary care at
practices and primary care
hubs
Delivery of GP streaming
at the front of A&E into
available appointments for
primary care problems
Delivery of appropriate

2017/18
Milestones TBC





Funding
Through
investment in
Liverpool
Quality
Improvement
Scheme (GP
Specification)
from CCG
allocations

CCG Lead
J Waterhouse

Circa £16m

Apply for £6
H Hague
per head of
S Stephen
population
funding to
improve access
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Objectives

Initiative




Liverpool Quality
Improvement
Scheme (GP
Specification)
Planned
reduction in
demand for: 1. GP referred
Outpatient
First
attendances:
17/18 - 8995
(of which 6500








Actions
see and treat services in
the community
Improved access during
Extended hours seven
days a week at primary
care hubs
Development of primary
care hubs to
accommodate wider
primary care workforce
including allied health
professionals to support
the community model of
care
Review of existing
specification to ensure
alignment to aims &
objectives of GPFV and
STP
Ensure alignment to a new
model for general practice
and community model of
care
Support collaborative
working to deliver primary
care at scale
Support the delivery of
rapid sustainable
improvement in secondary
care demand

Milestones

March 2017 – sign off
at PCCC

Funding

Circa £16m

CCG Lead

C Morris

March 2017
Sign off at PCCC
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Objectives

Initiative
from GP spec)

Actions

Milestones

Funding

CCG Lead

2. A&E
attendances
17/18 - 543
18/19 – 529
3. ACS
admissions
17/18 – 543
18/19 – 529
Workforce

Develop 5 year
workforce
strategy





Develop plans to increase
and retain clinical
workforce working in
primary care through:
o Doctor International
recruitment
o GP career plus
scheme
o Physician
associates
o Acute
physiotherapists
Upskilling and
development of the
general practice nursing
workforce
o Improving training
capacity in general

2018/19

Q4 2016/17
PM Workshop
 HENW
 LCCG
 LGPPO

GPFV 5 year
funding – care
navigators &
medical
assistants
£390,937
2016/17 –
20/21

T Atkins
(S Poll)
(M Wood)
(P Johnstone)

Allocations:
17/18 £87,422
18/19 £86,972

Work with Brownlow
to consider how we
can support the ETP
hub.
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Objectives

Initiative





Actions
practice
o Increase the
number of preregistration nurse
placements
o Introduce measures
to improve retention
of existing nursing
workforce
o Support the return
to work schemes
for practice nurses
o Create
opportunities for
new nursing roles
in general practice
i.e. nursing
associates
Understand current
practice based mental
health therapist provision
to ensure allocation
equitable access in
primary care
Developing the nonclinical workforce to
support clinical teams
o Roll out of care
navigator role
across
neighbourhoods

Milestones

Funding

CCG Lead

Review Nurse OD
plans
Work with LGGPO
regarding return to
work schemes
Develop ‘recruiting a
nurse’ guide for
general practice
including T&Cs
Apply for AP Nurses /
training in
collaboration with
LGGPO
Work with LGGPO re
application to NHSE
pharmacist scheme
cohort 2.
Meet with Merseycare
to discuss mental
health therapist
provision.
Consider non clinical
OD plan and include
training for new roles
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Objectives

Workforce

Initiative

Develop 5 year
Medicines
Optimisation
plan and
workforce
strategy



Actions
using national
specification
o Evaluate medical
assistant role to
determine the
model for Liverpool
Agree core roles and skill mix
at city, neighbourhood and
practice levels

Milestones

Jan 2017
Establish MO strategy
group (MOC plus
stakeholders)



Model demand and capacity



Agree priorities for
development

April 2017
Agreed 5-year MO
plan



MMT support to practices and
CCTs

April 2017
Agreed MMT
specification

Funding

CCG Lead

P Johnstone

Agreed MMT
allocation and
workplan 2017-18


Agree employment model

Jan 2018
Agreed long term
employment model



Business case for additional
capacity

Jan 2018
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Objectives

Workload

Initiative

Releasing Time
for Care



Actions
Implement phase 3 – systems
& process improvement

Milestones
June 2018
FEP phase 3
implemented in all
practices

Develop a time for care
programme to support the
implementation of the 10 high
impact actions







Implement key work streams
across groups of practices or
neighbourhoods
o Sharing of learning and
expertise

Initial meeting with
Tina Q1 – 17/18
Arrange focus
group meeting to
review each area
Q1- 17/18
Provide update on
progress Q2 17/18

Funding

TBC

CCG Lead

L Jones
(S Poll)
(J Waterhouse)

Q2 – 17/18
Q1 17/18 commence
to share any learning
through
neighbourhood/locality
meetings
Q1 17/18 Bi monthly
education sessions at
the locality meetings

Business cases P Johnstone
to support
agreed projects

Q1 17/18 Encourage
all practices to hold
peer review of
referrals prior to
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Objectives

Initiative

Actions

o Sharing of existing
staff

Milestones
referral being made.

Funding

CCG Lead

Q1 – 17/18 Arrange
meeting with TA/BL
Q2 – 17/18 Put on
agenda for
neighbourhood
meetings
Q3 -17/18 Commence
with implementation of
Shared A

o Developing and
utilising new roles

Q3 – 17/18 Identify
practices who wish to
employ a student
nurse
Q4- 17/18 Role out
Care
Navigators/Student
Nurses

o Use of digital platform

Q1 17/18 receive
update from the digital
team self-care app.
Q1 17/18 Arrange for
any training to be
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Objectives

Initiative

Actions





GP Resilience
Programme

Infrastructure

Estates



Explore opportunities
available through community
pharmacy contracts
Agree priorities for Pharmacy
Commissioning Plan
o Establish project task
& finish groups
o Agree specifications
o Business cases for
agreed projects

Milestones
given for uploading
messages on to
envisage

CCG Lead

Pharmacy
Commissioning Plan
agreed by CCG
2017-19
Implementation of
agreed projects

Work in collaboration with
NHSE to develop a
framework of resilience to be
implemented at practice and
neighbourhood level as
required

TBC

Finalise work programme
to identify current
utilisation rates and
ensure plans in place to
maximise available space

TBC



Funding

4-year funding
C&M
allocations:
2016/17
£716,861
2017/18
£358,431
Capital funding
as per
individual case

C Mould

C Morris
S McCumiskey
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Objectives

Initiative

Digital Road
Map

Actions


Support 2 applications
through ETTF for new and
redevelopment of health
centre premises



Ensure all practices are
operating from fit for
purpose estates and
meeting all standards of
care i.e. DDA compliance
Develop plans to pilot and
roll out electronic and
video consultations in
general practice





Develop current model of
Telehealth into a routine
offer across primary care



Implement plans to
upscale assistive
technology to empower
patients through self-care
initiatives



Provide IM&T support for
the delivery of enhanced
access initiatives such as
city wide GP triage, GP
streaming and Primary

Milestones

Funding

CCG Lead

PID – Hunts Cross
approved March 2017
June 2017 –
paperwork to capital
pipeline for approval

Q1, 2017/2018

2017/2018 –
2018/2019
2017/2018 –
2018/2019

2018/19 milestones to
be refreshed in
relation to Enhanced
Access milestones.
2017/2018 –

ETTF scheme
funding:
2017/2018 £1,559,315
2018/2019 £3,133,164
Along with
GPIT Funding
for
infrastructure
developments
&
BAU support
from
Informatics
Merseyside

B Lynam

D Horsfield

D Horsfield

B Lynam

Allocation for
patient online
consultations:
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Objectives

Initiative








Actions
Milestones
Care Hubs.
2018/2019
Development of ‘Digital No
Wrong Door’ to reduce
workload pressures by
providing a platform for
patients that supports selfcare through patient
information and education
while allowing access to
transactional services
such as booking
appointments, ordering
repeat prescriptions,
viewing medical records,
electronic and video
TBC in relation to
consultations.
ETTF Estates
milestones
Support infrastructure
development by providing
IM&T services for the
delivery of ETTF new and
redevelopment of health
2017/2018
care premises.
Delivery of enhanced ecommunications and
diagnostics solutions

2016/2017 –
2018/2019

Funding
17/18 £131,134
18/19 £173,944

CCG Lead

C Stukley

B Lynam

J Devonport

Delivery of IP Telephony &
Express Access solutions 2016/2017–
2018/2019
49
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Objectives

Initiative


Quality
improvement

Primary Care
Quality
Framework











Actions
Ongoing investment in IT
infrastructure

Utilisation of the
framework to improve
quality and address
variation across general
practice reporting
progress bi-monthly to
Primary Care
Commissioning
Committee
Continue to identify
outliers and identify
support where necessary
to improve delivery
Assignment of primary
care senior management
to each neighbourhood
Provide education and
training on specific areas
for improvement
Continue to fund CCG
lead in every practice to
focus on delivery of quality
improvement
Invest in neighbourhood
clinical leads to champion
and implement GPFV plan

Milestones

Confirm clinical
support available for
each clinical speciality
end Feb 2017

Funding

CCG clinical
leadership
funding
£X

CCG Lead
B Lynam

B Lynam
J Waterhouse
(L Jones)

Establish task and
finish groups for high
risk areas where
needed or ensure
Primary Care is
represented on
groups already
established
April 2017
Monthly review by
Primary Care Quality
Team of Aristotle data
and agree support to
practices working
closely with the CCG
lead and practice
Align support on a
NBH basis where
appropriate Feb 2017
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Objectives

Initiative

Actions

Milestones

Funding

CCG Lead

Agree plans for
quarterly workshops
for GPs and for
nurses with chairs and
PN leads based on
high risk areas for
delivery quarterly in
previous quarter
Continue discussion
with each NBH clinical
lead and NBH to
develop GPFV ideas
commencing Jan
2017
Stakeholder
Engagement

Member
practices



Continue engagement
events to ensure their
contribution and input to
plans utilising existing
forums – neighbourhood
meetings, practice
manager meetings,
locality workshops and city
wide member events

Public and
patients



Building on the Healthy
Liverpool events, develop
an engagement plan to
ensure public are engaged

Confirm dates for
citywide, locality and
NBH meetings for all
General Practice
Professional Groups
on an annual basis –
contribute to agenda
items to support the
delivery of the GPFV
plan – April each year
TBC

J Waterhouse

K Jones
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Objectives

Initiative



Actions
with each aspect of the
plan
Fully utilise practice based
patient participation
groups
Work in collaboration with
Healthwatch to ensure
patient views are
represented

Milestones

Funding

CCG Lead

Notes
1. The Primary Care Commissioning Committee will oversee progress on implementation and delivery of the Liverpool Plan.
2. Plans for trajectories and milestones for each of the objectives will be finalised and agreed by end January 2017.
3. The planned impact on elective and non-elective care will be finalised by end January 2017 in line with the development of the Liverpool
Quality Improvement Scheme for April 2017.
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Appendix 2 - Clinical Workforce skills escalator
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Appendix 3: Clinical Workforce: Core Values, skills and competencies expected at all levels of GPN
teams
Level 8

Level 7

Level 6

Level 5

Level 4

Level 3

Level 2

Level 1

Confident in lone working, sometimes in unpredictable situations, and making autonomous
decisions, sometimes without recourse to immediate back-up.
Risk assessment and management strategies for working with patients with a range of conditions
managed in a variety of environments.
Recognising vulnerability in patients and families and being able to implement strategies for
safeguarding or signposting of patients and families for further support.
Comprehensive holistic assessment skills that take account of the patient who will be managing
their condition in their home environment and the many variables that impact on care.
Person-centred care that respects dignity, is non-judgemental and value based, encompassing the
6 Cs with care focused on supporting patient self-management of their healthcare needs
wherever possible.
Communication skills, both verbal and non-verbal, that articulates care that is negotiated,
anticipatory and clearly documented.
Effective team working in situations where teams may not be co-located and cross professional
and agency boundaries.
Adherence to relevant codes of conduct and ability to interpret the codes in the context of
general practice nursing.
Able to reflect on practice and develop strategies for maintaining continuing professional
development and ways of sharing learning despite not always being co-located in teams and
working alone.
Utilise behaviour change strategies in supporting patients to self-care and manage their condition.
Reflection is a core skill across all nursing and healthcare but is particularly important for practice
nursing staff to enable learning from stressful situations that may be encountered whilst working
alone.
As care is usually provided alone in the consultation room, practice nursing staff must place a
greater emphasis on quality assurance and quality monitoring to demonstrate the quality, value
and outcomes of their service as it is not immediately apparent as within a hospital setting.
All practice nursing staff need enhanced awareness of mental health issues as many patients
experience poor mental health alongside other physical conditions and may need signposting or
support to manage their mental health.
Increasingly all practice nursing staff must be able to use a range of technology to support patient
care.
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Appendix 4: 2017 2018 Non-Clinical Workforce Development Programme

Face to Face Courses (17 in total)
Managing The Practice- Delivery
Appraisal Skills
Meeting CQC Standards
Introduction to Practice Finance and
Contracts
Annual Finance and Contracts Update
Validation Report Writing
Confidentiality & Access To Health
Records
Meetings Management & Facilitation
Managing Building & Estates
Time & Workload Management
Managing Complaints
CQRS Training
Patient Engagement, External Comms
& Marketing & PPG Development
Coaching Skills
Managing Pressure At Work
Staff Performance Review
Multiskilling The Team

Online courses (12 in total)
Disciplinary procedures
Medical terminology for beginners
Benefitting from Appraisals
Dealing with difficult situations
Customer Service
Effective Delegation
Introduction to HR
Leadership Skills
Negotiation Skills
Project management
Stress Management
Time Management

Leadership Training (3 in total)
Team Leading & Supervising Staff
ILM Level 3 Award in Managing People with Confidence
ILM Level 5 Award in Management with a Primary Care Focus
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Report no: PCCC 04-17
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
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Lead Governor
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Setting Methodology
2017/18 Financial Year
Tom Jackson, Chief Finance Officer

Senior
Management
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Cheryl Mould, Primary Care Programme
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Mark Bakewell, Deputy Chief Finance
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Victoria Horton, Primary Care Accountant
Mark Bakewell, Deputy Chief Finance
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Summary

The purpose of this paper is to highlight the
planning assumptions used during the
Primary Care Budget Setting process for the
2017/18 financial year. This includes
delegated budget responsibilities from NHS
England, Local Quality Improvement
Scheme (including GP Specification) for
17/18 and prescribing expenditure.

Recommendation

That the Primary Care Commissioning
Committee:
 Notes the resource allocation made to
the CCG in respect of the delegated
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primary care co-commissioned budget
 Notes the budget setting methodology
used for primary care and prescribing
budgets in sections 3 to 6 for the 201718 financial year and as summarised in
section 7
 Notes the financial risks and key issues
set out in Section 5 and Section 6.5 that
may impact the delivery of financial
balance.
Relevant
standards/targets

Financial Duties
NHS England Business Rules
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PRIMARY CARE & PRESCRIBING – BUDGET SETTING
METHODOLOGY
2017/18 FINANCIAL YEAR
1.

PURPOSE

The purpose of this paper is to highlight the planning assumptions used
during the Primary Care Budget Setting process for the 2017/18 financial
year. This includes delegated budget responsibilities from NHS England,
Local Quality Improvement Schemes (including GP Specification) for
17/18 and prescribing expenditure.
With specific regards to delegated budgets, the paper will provide
updated information on the resource allocation provided by NHS
England and the main assumptions that have been used to forecast
likely expenditure and highlight any key issues and risks to the delivery
within the financial year.
For all other areas including GP Specification & Local Quality
Improvement Scheme budgets, the paper will again provide information
of the main assumptions used to develop the likely forecast expenditure
and highlight any key issues and risks to the delivery of financial
balance.
2.

RECOMMENDATIONS

That the Primary Care Commissioning Committee:
• Notes the resource allocation made to the CCG in respect of
the delegated primary care co-commissioned budget
• Notes the budget setting methodology used for primary care
and prescribing budgets in sections 3 to 6 for the 2017-18
financial year and as summarised in section 7
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•

3.

Notes the financial risks and key issues set out in Section 5 and
Section 6.5 that may impact the delivery of financial balance.

BACKGROUND

3.1 Delegated Budgets
3.1.1 Resource Allocation from NHS England for Primary Care
Budgets
An allocation of £72.547m has been made to NHS Liverpool CCG for the
delegated primary care services for the 2017/18 financial year. This
consists of the 16/17 allocation of £66.357m plus growth allocated to the
CCG of £6.190m for 17/18 as per national formula as per below.
The allocation for 18/19 financial year is £75.041m which includes
growth of £2.494m
2016/17

Resource Allocation

£66.357m

2017/18
2017/18

Allocation Growth
£6.190m (9.33%)
Resource Allocation £72.547m

2018/19
2018/19

Allocation Growth
£2.494m (3.44%)
Resource Allocation £75.041m

(Allocations have been made in line with the Outcome of 2017/18
GMS Contract Negotiations which can be found in Appendix 1)
3.1.2 Allocation Growth and Relative Distance from Target
The CCG receives its resource allocations for primary care based on a
national formula (equivalent to the distribution of CCG’s programme
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resource limit allocation) as advised by the Advisory Committee on
Resource Allocation (ACRA)
The previous formula for primary medical care (GP services) allocations
to NHS England Area Teams and prior to that Primary Care Trusts
(PCTs) was based on the contractual formula that is at the heart of the
General Medical Services (GMS) contract, usually referred to as the
Carr-Hill formula.
NHS England asked ‘ACRA’ to advise on a new formula for primary
medical care to be used to allocate budgets to CCG areas from 2016-17.
A change was made to the formula to revise the adjustment for workload
per patient by age-sex group, which was then used to revise the relative
weights per head for allocation distribution.
Further information can be found used the below hyperlink
(https://www.england.nhs.uk/wp-content/uploads/2016/04/5-primarycare-allctins-16-17.pdf)
The table below indicates the ‘distance from target’ between funding
allocation actually received and the target allocations for Liverpool CCG
as per the national formula.
As Liverpool is ‘below’ target by circa 11.35% at the end of 2016/17
financial year, higher than average growth allocations are received by
the CCG in a process of reducing the distance from target over a period
of time.
The CCG will be receiving a reduced growth allocation in 2018/19 in
comparison with previous years, with a final ‘distance from target’ of 4.92% which is in line with the +/-5% target by NHS England.
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2015/16
2016/17
2017/18
2018/19

Actual
Allocation
£'000’s
62,403
66,357
72,547
75,041

Target
Allocation
£’000’s
72,519
74,853
76,859
78,924

Allocation Final
Growth
Closing DfT
2.70% (*)
6.33%
9.33%
3.4%

-13.95%
-11.35%
-5.61%
-4.92%

* 15/16 average growth for North Mersey CCG primary care budgets

3.1.3 Benchmarking
The graph below shows the actual and target NHS England Allocations
for Primary Care Delegated Budgets across the 8 core city CCG’s
(excluding London) per 100,000 population.
Liverpool CCG is one of only 2 of these CCG’s with actual and target
allocations above the average allocation compared to the other core city
CCGs.
NHSE Primary Care Allocations per 100,000 population for Core
City CCG's (excl London)
£15,500
£15,000
£14,500
£14,000
£13,500
£13,000
£12,500
£12,000
£11,500
£11,000

2017/18 Actual Allocation
£'000’s
2017/18 Target Allocation
£’000’s
Average Actual Allocation

Page 6 of 29

100

(See appendix 2 for data including DfT for each CCG).
3.2 CCG Local Investment
The CCG has invested additional resources from within its programme
resource allocation in order to support an enhanced model of primary
care.
With this additional investment is taken into account as per the table
below, the CCG has been able to demonstrate the utilisation of its
delegated budgets and support provided to general practices to support
the financial impact of being ‘below’ target.
Target
Allocation
£’000’s
2015/16 72,519
2016/17 74,853
2017/18 76,859

Actual
Allocation
£'000’s
62,403
66,357
72,547

Local
Total
Investment
Investment Investment Above
Target
£’000’s
£’000’s
£’000’s
14,617
77,020
4,501
14,174
80,531
5,678
11,585
84,132
7,273

Further information is required in order to forecast 2018/19 expenditure
levels and will be developed during the course of the 2017/18 financial
year.
4.

2017/18 FORECAST EXPENDITURE

4.1 Delegated Budgets
The following table provides a summary of the anticipated expenditure
levels for the 2017-18 financial year

Primary Care

Forecast
Expenditure
£000 ‘s
Page 7 of 29

101

Core Contract Areas

£68,941

Local Quality Improvement Schemes
Total

£15,191
£84,132

4.1.2 Core Contract Areas

Core Contract
a) Contract - GMS
b) Contract - PMS
c) Contract - APMS
d) QOF
e) Seniority
f) Locums
g) Extended Hours Access
h) Unplanned Admissions
i) LD Health Checks
j) Other DES
k) Other (Interpretation & Valuation
Fees)
l) Premises
m) Prescribing Fees
n) Stationery
o) Urgent Care
p) Minor Surgery (DES)
Total

Forecast
Expenditure
£000 ‘s
41,793
2,731
5,792
6,591
933
1,203
545
169
56
726
7,348
271
2
1
780
68,941

The below sections provide further information with regards to each of
the anticipated expenditure areas
a) Core Contract – GMS
- 2016/17 practice normalised weighted list size as at 1st Jan 2017 used
as a basis for calculations for each practice plus 2.2% estimated
growth as per LCCG trends.
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- 2017/18 global sum rate of £85.35 (+5.91% from 2016/17) which
incorporates inflation on pay and expenses
- Addition of £58k for Temporary Resident adjustments (as per
2016/17)
- Deduction of £2.146m for Out of Hours opted-out services. This is
based on 4.92% of the Global Sum value for the inflated list size of
practices that opted-out in 2016/17
- addition of CQC inspection fees to be reimbursed in full to each
practice (£4,111 if raw list size is less than 5,000 or £4,839 if greater)
b) Core Contract – PMS
- 2016/17 practice normalised weighted list size as at 1st Jan 2017 used
as a basis for calculations for each practice plus 2.2% estimated
growth as per LCCG trends.
- 2017/18 global sum rate of £85.35 (+5.91% from 2016/17) which
incorporates inflation on pay and expenses
- addition of CQC inspection fees to be reimbursed in full to each
practice (£4,111 if raw list size is less than 5,000 or £4,839 if greater)
c) Core Contract – APMS
- 2016/17 practice normalised weighted list size as at 1st Jan 2017 used
as a basis for calculations for each practice plus 2.2% estimated
growth as per LCCG trends.
- 2017/18 contract rate of £106.33 which incorporates inflation on pay
and expenses (including £3 for practice transformational support).
- addition of CQC inspection fees to be reimbursed in full to each
practice (£4,111 if raw list size is less than 5,000 or £4,839 if greater)
d) QOF
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- 2016/17 raw list size as at 1st Jan 2017 used as a basis for
calculations for each practice plus 2.2% estimated growth as per
LCCG trends.
- Each practice to score 559 points (100% achievement)
- QoF point vale = £171.20
- National average list size (CPI) = 7,732 at 1st Jan 2017
e) Seniority
- 2016/17 forecast outturn as at M11 (will not increase as payments are
being phased out by NHSE over the next 2-3 years)
f) Locums
- 2016/17 forecast outturn as at M11 +5% arbitrary increase – NHSE
advised locum costs are expected to increase in 2017/18
- An estimation of £352k has also been added due to sick leave locum
costs now being brought in line with maternity/paternity cover
(previously only 2 weeks of locum costs could be claimed for sickness
cover)
g) Extended Hours Access
- 2016/17 forecast outturn as at M11
h) Unplanned Admissions
- No allocation in 2017/18
i) LD Health Checks
- 2016/17 forecast outturn as at M11 adjusted to reflect the increase in
rate from £116 to £140 per health check.
Page 10 of 29

104

j) Other DES (Violent Patients and Out of Area)
- 2016/17 forecast outturn as at M11
k) Interpretation, Valuation & Indemnity Fees
- 2016/17 forecast outturn as at M11
- 2016/17 practice raw list size as at 1st Jan 2017 used as a basis for
calculations for each practice 2.2% estimated growth as per LCCG
trends.
- Inflated list size multiplied by the price per patient of £0.516.
l) Premises
- 2016/17 forecast outturn as at M11
- Addition of funding for Business Improvement Districts levy with
contributions to be based on 1-4% of rateable value of premises.
Assumed all practices will be required to pay 4% of the 2016/17 M10
forecast outturn.
m) Prescribing Fees
- 2016/17 forecast outturn as at M11
n) Stationery
- 2016/17 forecast outturn as at M11
o) Urgent Care
- 2016/17 forecast outturn as at M11
p) Minor Surgery (DES)
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- 2016/17 forecast outturn as at M11 +2.2% estimated increase in
spend
- Note – in 2016/17 the full budget sat within Local Quality Improvement
Schemes, for 2017/18 the full budget has been split with CoCommissioning to reflect the appropriate split between mandated and
discretionary elements of minor surgery.
4.2 Local Quality Improvement Schemes & GP Specification

Local Quality Improvement
Schemes
q) ABPI
r) Asylum Seekers
s) Diabetes Insulin
t) H Pylori
u) Near Patient Testing
v) Zoladex
w) Homeless
x) Minor Surgery
y) Travelling Families
z) GP Specification*
Total

Forecast
Expenditure
£000 ‘s
16
187
203
78
140
19
103
319
20
14,106
15,191

(See Appendix 3 for description of each scheme)
All areas (unless separately noted) q) – z)
- 2016/17 forecast outturn as at M11 +2.2% estimated increase in
spend
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x) Minor Surgery
- 2016/17 forecast outturn as at M11 +2.2% estimated increase in
spend
- Note – for 2017/18 the full budget has been split with and CoCommissioning
z) GP Specification
- 2016/17 practice weighted list size as at 1st Jan 2017 used as a basis
for calculations for each practice plus 2.2% estimated growth as per
LCCG trends.
- The total price per weighted patient for GMS and PMS practices is
£111.38* less the global sum of £85.35 giving a GP Specification price
of £26.03 (including £3 for practice transformational support).
- * NOTE – for financial planning purposes we have assumed the total
price per weighted patient for GMS and PMS practices will be
£111.38, this is still subject to change.
4.3

GP Forward View

The GP Forward View released in line with CCG planning assumptions
for 2017/18 and 2018/19 financial years contains a number of
requirements and sets out a programme of support for general practice
for a five year period.
With regards to budget setting methodology the following areas have
been treated as per the below assumptions:
•

Practice Transformational Support - CCGs to spend
approximately £3 per head in 2017/18 and 2018/19 as set out in the
General Practice Forward View.

CCG Implications – Included within assumptions
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•

Online general practice consultation software systems – CCGs
to receive a share of £15m funding in 2017/18 based on their
registered population as set out in the General Practice Forward
View. Liverpool CCG will receive £131,134 in 2017/18.

CCG Implications – Not currently included within resource / expenditure
assumptions
•

Training care navigators and medical assistants for all
practices - CCGs to receive a share of £10m funding in 2017/18
based on their registered population as set out in the General
Practice Forward View. Liverpool CCG will receive £87,422 in
2017/18.

CCG Implications – Not currently included within resource / expenditure
assumptions
•

General Practice Resilience Programme - CCGs to receive a
share of £8m funding in 2017/18 based on a fair share basis as set
out in the General Practice Forward View. The allocation for
Liverpool CCG has not yet been published but will be held centrally
with NHSE.

CCG Implications – Not currently included within resource / expenditure
assumptions
•

Funding to improve access to general practice services - This
funding is being targeted at those areas of England which had
successful pilot sites in 2015/16, known as the “Prime Minister’s
Challenge Fund” or “General Practice Access Fund” sites. CCGs
should plan to receive £6 per weighted patient for each of these
sites in 2017/18. This funding is not applicable to Liverpool CCG.

CCG Implications – Not currently included within resource / expenditure
assumptions
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4.4

Financial Risks and Key Issues

The budgets where expenditure can fluctuate within the financial year
are;
- List size adjustments – noting that 2017/18 budgets have been
adjusted to included 2.2% expected growth on list size (weighted and
raw) on all areas of expenditure where funding is based on list size.
These areas are at risk of overspending if the local population
increases by more than 2.2% as per previous years’ trends.
- QOF – dependent on the level of achievement by practices
- Local Quality Improvement Schemes – dependent on activity
undertaken; trends of 2016/17 as at M11 may not be indicative of the
trends for 2017/18
- Premises - rent reviews, rate increases that occur mid-year
- Locums – locum services required randomly throughout the year
- TB Enhanced Service – 12 month implementation of service following
pilot has not been included in budget setting. As per paper presented
to the PCCC on 7th March 2017 the estimated cost of the service is
identified at £50k, with funding received from PHE of £63k to offset the
cost with the remainder to fund promotion of screening.
5.

PRESCRIBING

Prescribing is a significant area of CCG expenditure and is
predominantly driven by the drugs prescribed by its member GP
practices.
Budget setting methodology is generally based on prior
years activity with estimates for levels of growth and price inflation and
also cost reduction and containment strategies (e.g. QIPP Schemes)
The below sections provide further information with regards to the
CCG’s prescribing position
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5.1 2016/17 Performance
The CCG’s prescribing budget for 2016/17 was £87,543,000, 10% of the
CCG’s total allocation. The forecast year end positon as reported at
January 2017 was a £952k over performance against planned levels at
the end of the financial year.
The Chart below shows the actual monthly expenditure on prescriptions
for April 2016 to December 2016. Although the monthly costs have
increased in November and December compared to the previous month
there is an overall downwards trend in costs.
Expenditure for Prescriptions April - December 2016
£7,800,000
£7,600,000
£7,400,000
£7,200,000
£7,000,000
£6,800,000
£6,600,000

Expenditure for
Prescriptions £
Linear (Expenditure for
Prescriptions £)

The table below shows the budgeted and actual expenditure at the end
of the financial year

Prescribing
Expenditure

Annual Budget

Forecast
Expenditure

Forecast
Variance Over /
(Under)

£87,543,000

£88,494,550

£951,550

5.2 Benchmarking
The graph below shows CCG benchmarking performance compared to
the other CCGs in Merseyside and Warrington.
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ASTRO-PUs are used as a measure to weight individual practice
populations for age, sex, and temporary residents. They are used as the
appropriate denominator when comparing the costs of prescribing
between practices or CCGs.

Based on Astro-PU indicators below it indicates that Liverpool CCG’s
costs are higher than the national figures and also the North West
indicating there remains potential for efficiencies.
The graph below shows the 2015/16 Prescribing expenditure across the
8 core city CCG’s (excluding London) per 100,000 population.
Liverpool CCG’s expenditure is the furthest above the average
expenditure when compared to the other core city CCGs.
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2015/16 Prescribing Expenditure per 100,000 population for Core
City CCG's (excl London)
£20,000
£18,000
£16,000
£14,000
£12,000
£10,000
£8,000
£6,000
£4,000
£2,000
£0

2015/16 Actual Expenditure
£'000’s
Average Actual Expenditure

(See appendix 4 for data for each CCG).
5.3 2017/18 Budget Setting Methodology
The 2017/18 budget setting methodology is based on the forecast
outturn position as at month 8, uplifted for price inflation at 5.4% as per
the planning guidance and net of a QIPP target for 2017/18 of £6,985k
as per the section below

2017/18 b/f
£

Prescribing
Inflation /
Pressures
£

QIPP
£

2017/18
Recurrent
£

BSA Prescribing
FP47 Prescribing
Charges from CSU
Computer Software/License

87,556,923
1,041,677
7,692
176,358

4,728,074 56,251

6,985,000

85,299,997
1,097,928
7,692
176,358

TOTAL

88,782,650

4,784,325 -

6,985,000

86,581,975
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5.4 Prescribing Cost Reduction Plan 2017/18
The Medicines Optimisation Committee has set out proposals to achieve
the 2017-18 prescribing budget. The plan implements the six phases set
out in the Financial Effectiveness Plan (FEP) and adds clinical reviews
and benefits obtained from measures such as rebates with the aim of
removing £7M from prescribing costs, in 2017-18.
Phase 1
Phase 1 includes a range of projects involving switching to lower cost
equivalent products or alternative brands, or discontinuing use of low
value drugs.
Phase 2 & Phase 3
Deep dive involving a review and risk assessment of medication
ordering and prescribing processes and a training programme for
practice staff. The Medicines Optimisation Committee has been
promoting a Medicines Co-ordinator model for several years. Aim is to
achieve sustained improvements and cost reductions.
Phase 4
Introduce a stoma and catheter management service. Develop a new
model for the prescribing nutritional support-dietetics products. Realise
savings from the use of the limited list of blood glucose monitoring
meters and testing strips agreed by The Medicines Optimisation
Committee.
Phase 5
Transfer of the Care at the Chemist minor ailments scheme from NHS
England to LCCG and a review of the conditions list with a view to
reducing the scope of the service.
Phase 6
Changes requiring clinical review, for example promoting a limited
formulary for inhaler prescribing
5.5 Financial Risks and Key Issues
There are a number of risks that may result in the impact of delivery of
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financial balance as noted below:
- Generic price increases are unknown for 2017/18, the estimated
financial value of £4.8m included in the planned expenditure may
not be sufficient along with the implementation of phase 1 to
reduce costs.
- Flu vaccine cost increases due to the standard immunisation
offered and ordered being higher than in previous years.
- Increases in demand for drugs due to the CCG’s efforts to identify
more patients and improve treatment may not be in line with the
planned increase.
- The QIPP target delivery of £6.985k is 8.2% of the total BSA
Prescribing budget, there are risks that each stage of the cost
reduction plan may not reach its maximum anticipated
achievement.
5 OVERALL BUDGETED EXPENDITURE
The below table summarises the budgeted expenditure for 2017-18
financial year

2017-18 Primary Care & Prescribing
Core Contract Areas
Local Quality Improvement Schemes
Prescribing
Total
6.

Budgeted
Expenditure
£000 ‘s
£68,941
£15,191
£86,582
£170,714

RECOMMENDATIONS

The Primary Care Commissioning Committee is asked to note:
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•

The resource allocation made to the CCG in respect of the
delegated primary care co-commissioned budget of £72.547m for
2017/18 and £75.0411 for 2018/19

•

Note the budget setting methodology used for primary care and
prescribing budgets in sections 3 to 6 for the 2017-18 financial year
and as summarised in section 7 with an overall expenditure
assumption of £170.714m

•

Note the financial risks and key issues set out in Section 5 and
Section 6.5 above that may impact the delivery of financial balance.

7.

STATUTORY REQUIREMENTS (only applicable to strategy &
commissioning papers)

7.1 Does this require public engagement or has public engagement
been carried out?
Not Applicable
7.2 Does the public sector equality duty apply? Yes/no.
Not Applicable
7.3 Explain how you have/will maximise social value in the
proposal: describe the impact on each of the following areas
showing how this is constructed to achieve the most:
Economic /Social / Environmental wellbeing
Not Applicable
7.4 Taking the above into account, describe the impact on
improving health outcomes and reducing inequalities
Not Applicable
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8.

CONCLUSION

Regular reporting will be provided to Primary Care Commissioning
Committee on monthly performance against these planned values
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Appendix 1
Outcome of 2017/18 GMS Contract Negotiations
Gateway Ref: 06446
To: Directors of Commissioning,
Regional Heads of Primary Care
Heads of Primary Care
CCG Clinical Leads and Accountable Officers

Medical Directorate
NHS England
Quarry House
Quarry Hill
Leeds
LS2 7UE

7 February 2017

Dear Colleague
OUTCOME OF 2017/18 GMS CONTRACT NEGOTIATIONS
This letter confirms the outcome of the contract negotiations between NHS
Employers (on behalf of NHS England) and the BMA’s General Practitioners
Committee (GPC) on amendments that will apply to GMS contractual arrangements
in England from 1 April 2017.
An agreement has been reached with GPC on changes to the GMS contract for
2017/18 which seeks to address concerns of the profession in relation to workload
and increasing expenses and other agreed changes. The agreement also reflects
commitments made as part of the General Practice Forward View (GPFV) and
continues to make significant investment in primary care. The agreement has been
approved across Government.
We suggest regional teams discuss with clinical commissioning groups (CCGs) how
these changes can support local strategic plans for strengthening the quality of
general practice services and making more effective use of NHS resources and how
the changes might need to be reflected in co-commissioning plans.
As last year, we will now work with NHS Employers and GPC to develop more
detailed guidance where appropriate, on all of the agreed changes which are
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provided in the attached annex.
The NHS Employers contract website www.nhsemployers.org/gms provides details
of the agreement www.nhsemployers.org/gms201718 and we will be updating this
and NHS England’s dedicated GP contracts
page https://www.england.nhs.uk/gp/gpfv/investment/gp-contract/ with details of
the implementation guidance, links to supporting legislation and standard contract
documentation in time for these new arrangements to take effect from 1 April 2017.
Given the timing of this announcement we will be implementing the changes to the
Regulations from July 2017 at the earliest.
Please ensure that this letter is distributed to all relevant people within your teams.
Yours faithfully

Rosamond Roughton
Director of NHS Commissioning
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Appendix 2
Core City CCG’s (excl London) Comparative Allocations from NHS
England for Primary Care Budgets
2017/18
Actual
Allocation
£'000’s

2017/18
2017/18
2017/18
Target
Allocation Final
Allocation Growth
Closing DfT
£’000’s

LIVERPOOL 72,547

76,859

9.33%

-5.61%

Birmingham 95,471

100,804

8.09%

-5.29%

Bristol

63,901

64,795

2.10%

-1.38%

Leeds

109,288

109,948

9.20%

-0.60%

Manchester

31,319

33,187

9.92%

-5.63%

Newcastle

67,357

70,701

2.24%

-4.73%

Nottingham

47,195

49,564

3.25%

-4.78%

Sheffield

76,122

77,628

1.84%

-1.94%
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Appendix 3
Primary Care – Local Quality Improvement Schemes Descriptions
q) ABPI
This improvement scheme will facilitate improved access to diagnostic
testing for ABPI (ankle-brachial pressure index) tests to reduce
inappropriate referrals to secondary care by improving access to testing
in Primary Care.
r) Asylum Seekers
This improvement scheme will facilitate improved access to care closer
to home for patients who have Refugee and Asylum status.
s) Diabetes Insulin
The aim of the improvement scheme is to ensure continuity of care, to
ensure the service to the patient is convenient and timely and to facilitate
keeping the person with diabetes in primary care.
t) H Pylori
This improvement scheme will facilitate improved access to diagnostic
testing for helicobacter testing and thus reducing gastroenterology
referrals to secondary care by improving access to testing in Primary
Care.
u) Near Patient Testing
This improvement scheme will facilitate improved access to on-going
monitoring of patients diagnosed with conditions who, particularly in
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rheumatology, are increasingly reliant on drugs that, while clinically
effective, need regular blood monitoring, ensuring that these groups of
patients receive care closer to home.
v) Zoladex
The aim of this service is to enable the administration of Zoladex within a
primary care setting to those patients for whom the treatment is deemed
necessary as part of their care (e.g. prostate cancer).
w) Homeless
This improvement scheme will facilitate improved access to on-going
monitoring of patients registered a beings homeless.
x) Minor Surgery
This improvement scheme will facilitate improved access to minor
surgical procedures in Primary Care and thus reducing the need for
secondary care referrals (e.g. injections and excision of skin lesions).
y) Travelling Families
This improvement scheme will facilitate health improvements and
reduction of health inequalities for this group of patients.
z) GP Specification
The specification was developed as additional investment to improve the
quality and consistency of General Practice across the city, in order to
improve the health of patients, reduce inequalities and ensure most cost
effective use of resources. In addition, through additional investment, its
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aim is to reduce the variation in service provision across general practice
in Liverpool.

Page 28 of 29

122

Appendix 4
Core City CCG’s (excl London) Comparative Expenditure for
Prescribing Budgets
2015/16
Actual
Expenditure
£’000’s
LIVERPOOL

91,284

Birmingham

114,235

Bristol

59,930

Leeds

128,718

Manchester

28,860

Newcastle

83,385

Nottingham

43,039

Sheffield

98,624
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Report no: PCCC 05-17
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
PRIMARY CARE COMMMISSIONING COMMITTEE
TUESDAY 21st MARCH 2017
Title of Report

Liverpool Quality Improvement Scheme (GP
Specification) 2017 – 2018

Lead Governor

Katherine Sheerin
Chief Operating Officer
Cheryl Mould
Primary Care Programme Director

Senior
Management
Team Lead
Report Author

Summary

Colette Morris
Locality Development Manager
The purpose of this paper is to seek
approval
for
the
Liverpool
Quality
Improvement
Scheme
2017-18
(GP
Specification) subject to affordability of this
scheme and note the key clinical changes.

Recommendations That Liverpool CCG Primary Care
Commissioning Committee:
 Approves
the
Liverpool
Quality
Improvement Scheme (GP Specification)
2017 – 2018 subject to affordability of
this scheme
 Notes the key clinical changes
Relevant
standards/targets

This scheme has been developed to
support practices to deliver high quality
primary care services and ensure general
practice plays in part in realising the CCG
vision to improve health outcomes for the
people of Liverpool.
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LIVERPOOL QUALITY IMPROVEMENT SCHEME
(GP SPECIFICATION) 2017 - 2018

1.

PURPOSE

The purpose of this paper is to seek approval for the Liverpool Quality
Improvement Scheme 2017-18 (GP Specification) subject to affordability
of this scheme and note the key clinical changes.
2.

RECOMMENDATIONS

That Liverpool CCG Primary Care Commissioning Committee:
 Approves the Liverpool Quality Improvement Scheme (GP
Specification) 2017 – 2018 subject to affordability of this scheme
 Notes the key clinical changes
3.

BACKGROUND

The Liverpool Quality Improvement Scheme (GP Specification) has
been in place since April 2011. The specification was developed in order
to improve the quality and consistency of General Practice across the
city, in order to improve the health of patients, reduce inequalities and
ensure most cost effective use of resources. In addition to this, through
additional investment its aim was to reduce the variation in general
practice in Liverpool and to support the move to a system of
commissioning for improved health outcomes and better overall use of
resources. These principles remain the same some 4 years later and the
GP Specification remains fundamental to the delivery of high quality
general practice and to ensure General Practice continues to be the first
point of contact with the NHS for the majority of patients.
Key achievements to date include:
• Prevalence – 20% increase (24784 extra patients) since March
2012
• A&E - 6% decrease on GP spec defined attendances for adults
and children combined since March 2012
• Prescribing - narrowed gap between Liverpool and national cost
despite pressures from high levels of deprivation and a large
number of specialist centres within the city using high cost drugs
whilst maintaining a focus on improving quality and outcomes
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• ACS – moved from reporting the highest ACS admission rates in
2009/10, ranked 59 out of 67 CCGs within North of England
Region to being ranked 23 out of 66 in the period Nov 15 – Oct 16
• Childhood Vaccinations – consistently achieved higher uptake
rates compared to England benchmarks 2011 – 2014; since this
was removed from the GP specification in April 2014 a slight dip in
performance has been reported
Each year, the specification is reviewed to ensure it reflects latest
guidance and clinical best practice, continues to meet the needs of
patients and is aligned to the vision and ambitions of the CCG.
Key drivers for change taken into consideration within this review:
• New models of care
– Five Year Forward View
– Vanguard developing MCPs
– General Practice Forward View (GPFV)
• Financial challenges
• “Acting as 1” contract
4.

CHANGES 2017-18

The annual review of the Liverpool Quality Improvement Scheme (GP
Specification) for 2017-18 has been overseen by a sub group of the
Primary Care Quality Sub Committee. During this process, the group has
worked with and consulted with a range of stakeholders including
member practices, Local Medical Committee and programme teams
within the CCG namely Long Term Conditions, Health Improvement,
Medicines Management, Cancer and Children.
A number of changes have been proposed to take effect from April 2017
all of which have been considered by the members at a city wide event
held on 25th January and by the Local Medical Committee on 7th
February 2017. A full summary of the changes proposed is included in
Appendix 1 along with a copy of the full GP specification in Appendix 2.
Key changes:
• 1-year contract April 2017 – March 2018
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• 2017-18 to be seen as a year to transition to new arrangements
with practices asked to work with the CCG to develop new contract
models
• Mix of quality standards and Key Performance Indicators which are
more clinically relevant
• Reduction in the number of Key Performance Indicators with a
focus on demand management: • A&E
• ACS admissions
• Outpatients
• Prescribing
• In year support from CCG to support practices where there is a
deterioration in performance to ensure delivery of key performance
indicators
• Specification split into 2 distinct elements:
• Schedule A: Services that every practice should deliver
• Schedule B: Services that every practice should deliver
however practices will be encouraged to work with the CCG
and other practices in Neighbourhoods. This will be
encouraged in Neighbourhoods/groupings of practices to
develop new models of care. Delivery of standards will
remain at a practice level.
• CCG to review Primary Care Quality Framework (PCQF) on a
monthly basis and provide support to practices where performance
is deteriorating.
5.

KEY PERFORMANCE INDICATORS

In order to ensure that the additional investment in General Practice
continues to achieve the desired outcomes and improvements in the
quality of care provided, a number of demand management related Key
Performance Indicators have been agreed and a summary is shown
below.
Key Performance Indicator

1.0
1.1
1.2
1.3
2.0
2.1
3.0
3.1
3.2

Prescribing
Medication review - polypharmacy patients
Reducing antibiotic use
Safe use of high risk drug – anticoagulant
Access
Improving access to general practice
Use of resources
Outpatient attendances
ACS admissions

% Practice Total
weighting
100%
10%
10%
5%
25%
25%
25%
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TOTAL

100%

Liverpool CCG has a demand management plan for 17/18 and 18/19
which describes how several high impact service redesigns will help to
manage expected growth in activity in the system. It is recognised that
the Key Performance Indicators within the GP Specification are a key
lever in delivery of the service redesigns within the demand
management plan. This plan was considered when specifying both the
KPIs and the targets for achievement. It should be noted that delivery of
the financial plan is associated with other wider redesign work and not
solely related to the delivery of the GP spec KPIs.
New Key Performance Indicators
• Medication review in polypharmacy patients
Discontinued KPI (remain within the specification as quality standards)
•
•
•
•

Exception reporting
Palliative/terminal care
Mild cognitive impairment
Significant event analysis

New Quality Standards
• Long Term conditions
o Diabetes treatment standards
o COPD MRC2+ pulmonary rehab referrals
o Physical activity in hypertensive patients
o Case finding and review
• Bowel and cervical screening uptake
• Proactive care review for identified “at risk” patients
6.

INVESTMENT

At the time of writing this report, it is important to highlight that the final
funding allocation has yet to be agreed and is subject to affordability. A
full financial plan will be presented at Governing Body in April 2017.
Once this has been finalised, an update will be provided to Primary Care
Commissioning Committee.
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7. STATUTORY REQUIREMENTS (only applicable to strategy &
commissioning papers)
7.1 Does this require public engagement or has public
engagement been carried out? Yes / No
i.

If no explain why

ii.

If yes attach either the engagement plan or the
engagement report as an appendix. Summarise key
engagement issues/learning and how responded to.

Not applicable
7.2 Does the public sector equality duty apply? Yes/no.
iii.
If no please state why
iv.
If yes summarise equalities issues, action taken/to be
taken and attach engagement EIA (or separate EIA if
no engagement required). If completed state how EIA
is/has affected final proposal.
Not applicable
7.3

Explain how you have/will maximise social value in the
proposal: describe the impact on each of the following
areas showing how this is constructed to achieve the most:
a) Economic wellbeing
b) Social wellbeing
c) Environmental wellbeing
Not applicable

7.4

Taking the above into account, describe the impact on
improving health outcomes and reducing inequalities
Not applicable

8. DESCRIBE HOW THIS PROMOTES FINANCIAL
SUSTAINABILITY
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Delivery of the Liverpool Quality Improvement Scheme will contribute to
the demand management plan for Liverpool CCG.
9. CONCLUSION
The Liverpool Quality Improvement Scheme was developed to improve
the quality and consistency of General Practice across the city, in order
to improve the health of patients, reduce inequalities and ensure most
cost effective use of resources.
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Appendix 1 – Summary of changes proposed 2017 - 2018
Key clinical changes to GP specification from April 2017
Page
Section
Changes made
number
Page 9 – 23
Long Term
4 new quality standards introduced
1. Diabetes NICE treatment standards – cholesterol, HbA1C and BP
Conditions
2. COPD patients with MRC2+ referred to pulmonary rehab
3. Hypertensive patients – physical activity recorded and brief intervention
4. Case finding and review

Page 24 – 27

Page 28 – 31
Page 32 – 34

Long Term
conditions

Guidelines for management maintained from previous specification (no KPIs)

Health
improvement
Prescribing

Alcohol consumption and alcohol brief intervention maintained as quality standards
Physical activity recording and brief intervention maintained from previous specification
3 KPIs – 25% weighting in total (increased from 17%)
New KPI

•
•
•
•
•

•

Manual pulse checks
Diabetes 8 care processes
Blood pressure control
Cholesterol
Asthma

Medication reviews for polypharmacy patients

Maintained KPI
•
•

Page 35 – 38
Page 39– 41
Page 42

Antibiotics
Safe use of high risk drug – anticoagulants

Exception
No longer a KPI (maintained as quality standard)
reporting
Sexual Health
Maintained from previous specification
services
Palliative/terminal No longer a KPI (maintained as quality standard)
care
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Page 43 – 44

Anticoagulation

Maintained from previous specification

Page 45 - 46

Dementia

No longer a KPI (maintained as quality standard)

Page 47 – 49

Significant event
analysis
NHS e referrals

No longer a KPI (maintained as quality standard)
More information on significant events for cancer diagnosis
Maintained from previous specification
Information updated to reflect latest guidance
Maintained from previous specification & includes

Page 50 – 51
Page 52

Page 53
Page 54

Relationship with
other health
professionals
Response to
major incidents
Governance
arrangements

•

Maintained from previous specification
Maintained from previous specification & includes:
Addition
•

Page 55

Workforce and
sustainability

Practice to engage with development & implementation of 5-year workforce strategy
Practices to participate in programmes aimed at freeing up GP time to care
Practices to keep workforce records up to date utilising PCWT
Practices to actively participate and engage in the framework for digital maturity and
transformation in primary care (enhanced use of digital services)

Improving access Access KPI – 25% weighting in total (increased from 10% in previous spec) & includes
• Introduction to model for managing acute primary care demand & 4 key principles
during core hours

•
•

Page 62 – 63

practice will implement system for managing MHRA/other alerts and how staff are informed

Maintained from previous specification
Addition
•
•
•
•

Page 57 – 61

Engagement and attendance at neighbourhood meetings and locality education workshops

Early detection

o City wide GP triage
o Availability of routine & same day GP appointments
o GP streaming at front of A&E
o See and treat services in the community
Working together at scale as enabler to support this model
Practice KPI measured using in hours, self-referred, minor A&E attendances

2 new quality standards
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1. Coverage for cervical screening
2. Uptake for bowel screening in 60 – 74 age range

and screening
Page 63
Page 64 –67

Early detection
and screening
Early detection
and screening

Breast cancer screening maintained from previous specification (no KPI)
Childhood vaccinations and immunisations maintained from previous specification as quality
standard
•

Page 68 – 69

Use of resources

Measured using uptake rates for 2 years and 5 years (3%)

Outpatient attendances KPI 25% weighting in total (increased from 10% in previous
specification)
Additions
Gastroenterology, Cardiology and Respiratory specialties included
Use of advice and guidance opportunities for ENT, gynaecology and
gastroenterology
o Undertake clinical peer review at practice and neighbourhood level
Practice KPI measured using rate of GP referred first outpatient attendances for
Dermatology, ENT, Gynaecology, Rheumatology, Urology, Vascular surgery,
Gastroenterology, Cardiology and Respiratory
o
o

o

Page 70 – 71

Use of resources

ACS admissions KPI 25% weighting in total (increased from 20%) to include:
•
•

• CHF and Cellulitis as primary diagnosis
Practice KPI measured using rate of admissions for selection of ACS conditions –
Angina, Asthma, COPD, Influenza and Pneumonia, CHF and Cellulitis

Page 71

Use of resources

Cancer referrals – 2ww – maintained from previous specification

Page 72 – 73

Proactive care for New quality standard
• Supports MDT approach being implemented through neighbourhoods with community care
identified at risk
teams
patients
•
•

Practices to review list of patients & identify cohort to be discussed by CCT MDT
Practice to review 0.5% of weighted population for suitability for onward referral to CCT
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Liverpool Quality Improvement Scheme
2017-18 V 1.16 DRAFT

PLEASE TREAT AS CONFIDENTIAL

Liverpool Quality Improvement Scheme 2017-18 (GP Specification)
Introduction
The Liverpool Quality Improvement Scheme (GP Specification) has been in
place since 2011. The specification was developed to improve the quality and
consistency of General Practice across the city, in order to improve the health
of patients, reduce inequalities and ensure most cost effective use of
resources. In addition, through additional investment, its aim is to reduce the
variation in service provision across general practice in Liverpool.
In order to continue to improve patient health outcomes and maximise health
service resources, it is clear that General Practice needs to be strengthened.
Liverpool patients must have access to consistent GP services which are
delivered to an agreed level of quality, and ensures that they are treated
outside of hospital whenever appropriate.
This is clearly set out in the blueprint for Healthy Liverpool “Our vision for
community services: Making the most of our city’s assets to deliver the best in
community-based care and support, to improve the health and well-being of
the people of Liverpool”. Primary care is the cornerstone of community service
provision whilst general practice remains the bedrock to the new model of
care, as this is where the majority of people receive care and support.
The challenges facing the health and social care system in Liverpool are well
documented and have been taken into account in the development of this
updated specification:
• The population is getting older with more complex health needs and
patient expectations are increasing
• The workforce is getting older and there are difficulties in recruitment
and retention
• Greater pressure on NHS financial resources compounded by an
increase in consultation rates especially for the older population
The General Practice Forward View, published in April 2016, acknowledges
the significant challenges facing general practice and the urgent action
required to tackle them. It sets out a 5 year programme to stabilise, develop
and transform general practice in five areas – investment, workforce,
workload, practice infrastructure and care redesign.
Over the last 5 years, work has been ongoing within Liverpool to develop and
strengthen out of hospital care and the GP Specification has been a key
enabler to support this work through the commissioning of general practice.
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The specification is already aligned with the General Practice Forward View in
particular improving access, enhancing and developing skill mix in general
practice, effective use of hospital resources
and medicines optimisation,
however there is more to be done.
It must be stressed that the resources for the Specification as set out below are
for 2017/18 only. Whilst the CCG is committed to continuing to invest this
resource in primary care thereafter, it will not necessarily be through individual
General Practice budgets. As such, this must be seen as a year to transition to
new arrangements. Practices through the Neighbourhood Lead will be asked
to work with the CCG to develop new contract models to supersede the GP
Specification Local Quality Improvement Scheme. This work will take place in
the monthly Neighbourhood meetings which will be refocused from April 2017
on primary care transformation and delivery.
Key principles
The p r i n c i p l e behind the development of the 2017-18 GP specification
is to continue to improve the quality and consistency of General Practice
across the city, in order to improve health outcomes, reduce inequalities and
ensure most cost effective use of resources. It will continue to act as an
enabler to ensure general practice is sustainable. This process will mirror the
acting as one contract with the hospital NHS trusts. There will need to be a
focus on delivery and that practices will try to ensure there is no decline in
performance. The 4 areas where there needs to be particular focus are A&E,
ACS admissions, Outpatients and Prescribing.
The GP specification sets out to ensure there is a shared care approach for
treating patients and clinicians must take account of age and the fact that many
patients being treated have co-morbidities which will affect decisions being
made with regards to patient care.
In order to ensure alignment to the strategic goals and ambitions for the local
healthcare economy the specification needs to address the following:





To promote on-going improvements to access and quality
To promote new ways of working across practices, in advance of more
radical changes to primary care in the future
To support addressing variation between practices
To ensure that the Specification is affordable and demonstrates value for
money
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From April 2017, the specification will include quality standards and key
performance indicators which will support the overall plan for the
transformation of out of hospital services: to reduce unnecessary hospital care
and shift the balance towards a pro-active wellness system rather than a
system which treats illness alone.
The introduction of these standards will support key priorities for the Liverpool
health economy and support the overall delivery of the community model of
care i.e. pro-active management of patients with complex needs, increase in
uptake of screening and early detection programmes and effective use of NHS
resources. This requires a range of providers (practices, community services,
mental health services) to work together and develop new ways of working.
Desired outcomes
The GP specification is a key enabler to support a n d s t r e n g t h e n t h e
t r a n s f o r m a t i o n o f o u t o f h o s p i t a l s e r v i c e s . The specification sets
out evidence based pathways and is clear about the standard of care required
to be delivered by General Practice in order to achieve this. These in turn
should result in improved health outcomes for the population.
Constraints and assumptions
In order to support the 2021 vision for primary care in Liverpool to offer list
based services which are sustainable, accessible and high quality, address
inequalities and support the wider transformation plans for the local health
system, all practices need to be signed up to deliver the Liverpool Quality
Improvement Scheme (GP Specification).
It has been always been stated and agreed that if a practice declines to sign
up to deliver this specification, they will only be commissioned to provide their
core services and any Directed Enhanced Services that are commissioned
centrally.
They will remove themselves from being eligible for providing
neighbourhood or citywide services.
It is assumed that all practices will
continue to provide the full range of additional services, that are included in
their contract. For avoidance of doubt, these are:
•
•
•
•
•
•

Cervical Screening
Vaccinations and Immunisations e.g. Holiday vaccinations
Child Health Surveillance
Maternity Medical Services, excluding intra partum care
Minor Surgery Procedures of cautery, cryocautery and curettage
Contraceptive Services

Page 3 of 83

137

Liverpool Quality Improvement Scheme
2017-18 V 1.16 DRAFT

PLEASE TREAT AS CONFIDENTIAL

Definition of patients to be covered by the service
All patients registered with a Liverpool practice.
Specification outline
The Specification will fund a range of services and has two distinct
elements:
• Schedule A - Services that every practice should deliver – the
responsibility for delivery of this service and achievement of any
associated standards rests solely with the practice team.
• Schedule B – Services that every practice should deliver however
practices will be encouraged to work with the CCG and other
practices in your Neighbourhood. This will be encouraged in
Neighbourhoods/groupings of practices to develop new models of
care. Delivery of standards will remain at a practice level. The
CCG will support this through funding of the Neighbourhood lead
role for 2 sessions per week from April 2017.
Schedule A: Services that every practice should deliver:
1. Long Term Conditions
a. Diabetes NICE Treatment standards – Cholesterol, HbA1C and
BP
b. COPD patients with MRC2+ referred to Pulmonary Rehabilitation
c. Hypertensive patients – physical activity recorded & brief
intervention
d. Case-finding and review
e. Manual pulse checks
f. Diabetes 8 care processes
g. Blood pressure control
h. Cholesterol
i. Asthma
2. Health Improvement
a. Alcohol consumption
b. Alcohol brief intervention
c. Physical activity recorded and brief intervention
3. Prescribing
a. Medication reviews for polypharmacy patients
b. Antibiotics
c. Safety indicator for anticoagulation patients
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4. Exception reporting
5. Sexual Health Services: not including IUD or implant insertion and
removal, treatment of genital warts and herpes
6. Palliative/terminal care
7. Anticoagulation
8. De m e n t ia
9. Significant Event Analysis
10. NHS e-referrals
11.Professional relationships with other health professionals
12. Response to major incidents
13. Governance arrangements
14. Workforce and sustainability in general practice

Schedule B – Services that every practice should deliver however
practices will be encouraged to work with the CCG and other
practices in your Neighbourhood. This will be encouraged in
Neighbourhoods/groupings of practices to develop new models of
care. Delivery of standards will remain at a practice level. The CCG
will support this through funding of the Neighbourhood lead role for 2
sessions per week from April 2017.
15. Access to general practice
16. Early detection and screening
a. Cancer screening – cervical and bowel
b. Childhood vaccinations and immunisations
17. Use of resources
a. Outpatient attendances
b. ACS admissions
c. Cancer referrals
18. Pro-active care
The specification for each indicator is set out in more detail in supplementary
documents 1-18.
Funding
Letter to follow
Monitoring of the specification
The Primary Care Quality Framework (PCQF) was introduced as a tool for
improving quality and reducing variation across general p ra ct ice and is
measured using a suite of agreed Quality Standards and Key Performance
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Indicators.
A summary of the current PCQF indicators are included in
Appendix 2.
The PCQF covers a range of indicators and includes all of the quality
standards contained within Schedule A and B of the GP Specification along
with the specified Key Performance Indicators. This information is updated
and made available on a monthly basis to enable practices to compare with
peers on a practice, neighbourhood, locality and city wide basis.
On a monthly basis, the CCG is committed to reviewing the PCQF including
GP Specification Key Performance Indicators. The aim of this review process
is to identify any trends in performance which require attention, provide an
early warning alert to practices and offer a level of support appropriate to the
change in performance. This work will be supported by the Neighbourhood
Leads through the monthly Neighbourhood meetings.
Key Performance Indicators
In order to ensure that the additional investment in General Practice is
achieving improvements in the quality of care provided, the investment will
support practices to reach agreed performance levels. These performance
levels have been set out in Appendix 3 for each of the Key Performance
Indicators with a specific focus on four areas of demand management (Access,
ACS admissions, Outpatients and Prescribing).
For most indicators bands A, B and C have been set against the Liverpool or
national quartiles, using an agreed baseline period. A quartile is one of the
three points that divide a range of data or population into four equal parts.
Band A is the upper quartile, above which lies 25% of the data. The second
quartile (the median) divides the range in the middle and is band B. Band C is
set at the lower quartile. The CCG understands the concern that some
practices will have that there will always be 25% of practices below Band C.
However this will not be the case because the thresholds for Bands A B and C
are fixed at the beginning of the year and do not change throughout the year.
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The thresholds for the Bands are fixed at the beginning of the year and
these do not change.
Each Key Performance Indicator (KPI) is worth a stated proportion of the
additional investment received by the practice to deliver the Specification.
By signing up to the Specification, practices are committing to endeavouring
to achieve all the
Some KPIs are banded. Where this is the case, payment for this KPI will be as
follows:
•

Achievement of band A – 100% of KPI value

•

Achievement of Band B – 50% of KPI value

•

Achievement of Band C – 25% of KPI value

•

Non achievement of Bands A – C – 0% of KPI value

Page 7 of 83

141

Liverpool Quality Improvement Scheme
2017-18 V 1.16 DRAFT

PLEASE TREAT AS CONFIDENTIAL

Schedule A:
Services that every practice should deliver
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Supplementary Document 1
Long Term Conditions
In Liverpool 30% of people live with one or more long term condition and
almost 26,000 of older people have a long term illness that limits their day to
day activities. The number of patients with Chronic Obstructive Pulmonary
Disease (COPD) with MRC2+ referred to Pulmonary rehabilitation varies
between 0% and 38.9% across the City. In addition, the number of people
with diabetes receiving the recommended care processes to manage their
condition varies between 20% and 80% depending on where they live in
Liverpool. In 2014/15 there were
68,214 people in Liverpool CCG with diagnosed hypertension which equates
to one in every 7 people (13.5% of the registered population). If all cases of
high blood pressure (diagnosed) were optimally managed, it is estimated
around 185 strokes, 124 heart attacks, 258 cases of heart failure and 99
deaths could be prevented over the next five years, resulting in cost savings
of £3.4 million to the NHS and £0.7 million to social care. If clinical standards
can be improved, then Liverpool will see a reduction in these variations in
quality and access.
NHS Liverpool CCG Long Term Condition Programme aims to provide world
class support to the people of Liverpool to help them lead healthy and fulfilling
lives for as long as possible. The ambition is to place people with long term
conditions at the centre of decisions about their own care, ensuring that they
are proactively supported to self-manage their conditions whilst living life to
the full. Furthermore, care should be delivered in the most appropriate setting
for the person’s needs, which in most cases, will be as close to person’s usual
place of residence where practicable and central when necessary, but mainly
in a primary or community care setting.
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a. Diabetes NICE Treatment standards – Cholesterol, HbA1C and BP

Rationale
There are currently 25,752 people registered with Type 1 & Type 2 Diabetes
in Liverpool (as at March 2016; 6.11% of the over 17 population). By 2030 it is
estimated 8.3% of the Liverpool population will have diabetes. The APHO
Prevalence Model estimated that Liverpool’s total diabetes prevalence (both
diagnosed and undiagnosed) was 8.0% of 17+ year olds (33,891 people).
This is higher than the 2015/16 prevalence of 6.11% of > 17 year olds, and
may equate to an additional 8,139 patients who are not on the QoF register.
Compared to the core cities, Liverpool has the sixth lowest recorded
prevalence after Birmingham and Sheffield (Quality & Outcomes Framework,
QMAS Database), but the highest rate of emergency hospital admissions for
diabetic ketoacidosis and coma amongst the core cities (Hospital Episodes
Statistics and National Statistics).
Right Care Opportunities:
In short, Diabetes care poses a significant challenge to the city of Liverpool in
the coming years; it is of primary importance to Liverpool Clinical
Commissioning Group (LCCG) to respond to this challenge in order to
improve patient outcomes and reduce unnecessary hospital admissions.
NHS Rightcarei have developed commissioning for value focus packs which
compares NHS Liverpool CCG to its 10 most similar CCGs and provides
detailed information on the opportunities to improve in the highest spending
programmes, which is estimated to be £236k for diabetes if Liverpool:
(1) Reduced spend on elective and day case admissions
(2) Reduced spend on elective admissions
(3) Reduced the spend on primary prescribing
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(4) Reduced the risk of heart failure for people with diabetes
Aim
Structured care of all patients with diabetes in accordance with Liverpool
Diabetes Model of Care (Liverpool Diabetes Partnership). NICE recommends
treatment targets for HbA1c (glucose control), blood pressure and serum
cholesterol.
• Target HbA1c reduces the risk of all diabetic complications
• Target blood pressure reduces the risk of vascular complications and
reduces the progression of eye disease and kidney failure
• Target cholesterol reduces the risk of vascular complications
Practices to increase the number of patients achieving all three treatment
standards: (1) Blood pressure management:
• Add medications if lifestyle advice does not reduce blood
pressure to below 140/80mmHg (Below 130/80 mmHg if there is
kidney, eye or cerebrovascular damage). This is the target
detailed in NICE guidance NG28: Type 2 diabetes in adults:
management published December 2015. This is not advocating
systolic blood pressure below 120mm hg which was the target
used in ACCORD study.
• Monitor blood pressure every 1-2 months, and intensify therapy
if the person is already on anti-hypertensive drug treatment, until
the blood pressure is constantly below 140/80mmHg (Below
130/80 mmHg if there is kidney, eye or cerebrovascular
damage?

(2) Blood glucose management
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• Involve adults with type 2 diabetes in decisions about their
individual HbA1c target. Encourage them to achieve the target
and maintain it unless any resulting adverse effects (including
hypoglycaemia), or their efforts to achieve their target, impair
their quality of life.
• In adults with type 2 diabetes, if HbA1c levels are not adequately
controlled by a single drug and rise to 58 mmol/mol (7.5%) or
higher:
(a) reinforce advice about diet, lifestyle and adherence to drug
treatment and
(b) support the person to aim for an HbA1c level of 53 mmol/mol
(7.0%) and
(c) Intensify drug treatment.
• Do not routinely offer self-monitoring of blood glucose levels for
adults with type 2 diabetes unless:
o the person is on insulin or there is evidence of
hypoglycaemic episodes or
o the person is on oral medication that may increase their
risk of hypoglycaemia while driving or operating
machinery
o or the person is pregnant, or is planning to become
pregnant. For more information, see the NICE guideline
on diabetes in pregnancy.

Drug treatment
• Offer standard-release metformin as the initial drug treatment for
adults with type 2 diabetes.
In adults with type 2 diabetes if metformin is contraindicated or
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not tolerated, consider initial drug treatment with:
• a dipeptidyl peptidase-4 (DPP-4) inhibitor or
• pioglitazone or
• a sulfonylurea

(3) Cholesterol management
The risk of cardiovascular disease also increases with higher cholesterol
levels. A person with diabetes who has high cholesterol is much more likely
to develop cardiovascular disease than other members of the population.
NICE's pathway on diabetes says to use the QRISK2 risk assessment tool
to assess CVD risk in people with type 2 diabetes. Be aware that CVD risk
assessment tools can provide only an approximate value for CVD risk.
Interpretation of CVD risk scores should always reflect informed clinical
judgement.
This risk assessment should include a full lipid profile including high-density
lipoprotein (HDL) cholesterol and triglyceride estimations.
If a person is found to be at high risk of cardiovascular disease, there
should be an informed discussion with the patient which would involve
lifestyle as well as drug treatment offered statins to achieve total cholesterol
levels of:
• A total cholesterol level <5mmol/l
• An LDL cholesterol level < 2 mmol/l
• An HDL cholesterol level > 1 mmol/l in men and >1.2mmol/l in women
• A triglyceride level < 1.7 mmol/l
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Quality Standard 1.1
% of registered patients with a diagnosis of diabetes who have achieved all
three treatment targets:
• HbA1c: <=58 mmol/mol
• Blood pressure: <=140/80
• Cholesterol: <=5 mmol/L

Banding
Band A: National top quartile = 44.9%
Band B: National median = 39.7%
Band C: National bottom quartile = 34.5%
Banding Rationale
For Diabetes NICE Treatment standards, Band A, B and C have been set at
the national top quartile, national median and national bottom quartile
respectively using 14/15 performance.
READ code
For current READ codes to be used, please see the Read Code guidance
document. READ codes need to be confirmed
Data collection/submission
Practice submission
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Long Term Conditions
b. COPD patients
Rehabiliation

with

MRC2+

referred

to

Pulmonary

Pulmonary Rehabilitation (The Breathe Programme)
Scheme description
To increase the number of people with stable COPD and

exercise

limitation due to breathlessness referred to pulmonary rehabilitation.
These will usually be MRC dyspnoea scale 3 but patients with a MRC
dyspnoea score of 2 who are functionally limited by breathlessness
should be referred for pulmonary rehabilitation as well. To empower those
who have exercise limitation due to COPD to manage their own condition and
prevent COPD non-elective admissions.

Rationale
Liverpool CCG has a COPD prevalence of 2.92% which is the 10th highest
out of 209 CCGs in England. Liverpool COPD prevalence in those aged
40+ is 6.9% with 16,226 patients currently registered with COPD.
Pulmonary rehabilitation (PR) is an exercise and education programme
that has been shown to be a cost effective and leads to statistically significant
and clinically meaningful improvements in health related quality of life,
functional exercise capacity and maximum exercise capacity I Pulmonary
rehabilitation reduces dyspnoea and reduces fatigue. Pulmonary rehabilitation
reduces short-term risk of future hospital admission. Nine trials involving 432
patients were identified which compared ‘early’ pulmonary rehabilitation with
conventional community care. Pulmonary rehabilitation significantly reduced
hospital admissions with a number needed to treat of 4. These trials had
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follow up of short to medium term and more evidence is needed to show
pulmonary rehabilitation reduces hospital admission.

NICE recommends that pulmonary rehabilitation should be offered to all patients
who consider themselves functionally disabled by COPD. NICE also advises
that pulmonary rehabilitation should be made available to all appropriate people
with COPD, including those who have had a recent hospitalisation for an acute
exacerbation. [new 2010]. Those patients who have not had pulmonary
rehabilitation for 18 months but their condition has deteriorated over that time
should be considered for further course of pulmonary rehabilitation.
Aims
• To increase the number of COPD patients wh o
are
f u n c t i o n a l l y l i m i t e d b y b r e a t h l e s s n e s s w h o are
referred to pulmonary rehabilitation
• To reduce non-elective admissions for a primary diagnosis of COPD
• To improve COPD patient self-care in line with HLP aspirations
Method
The Breathe Programme in Liverpool is the community provision of pulmonary
rehabilitation for the city. The Breathe Programme is commissioned to provide
a flexible service for patients. The patient has the choice to receive;
•

Education only by attending one of the eight community venues or via
the LHCH website (no exercise component).

•

The patient can attend for one to one assessment and advice only.

•

Receive instructions on a Home Exercise Programme and diary and
choose to have a follow up review.

•

Attend the full programme of exercise and self-management education
classes at one of the eight community venues for a period of up to 6 8 weeks (the patient sets their own goals).

•

Patients who require oxygen when exercising will only be able to
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attend the LHCH venue (ambulance service transport offered) due to
oxygen safety issues in community venues
Self-Management education and remote monitoring is also available via
Telehealth, it is planned that during 2016/17 a full Breathe@home programme
offer will be developed via telehealth so that all Liverpool patients have equal
access.
This is an ideal opportunity for primary care to be creative and look at
innovative ways to engage with patients and move to a prevention model of
health so that long term conditions provision can be both high quality and
sustainable.
Work is ongoing with North West Ambulance Service to arrange transport for
those patients who are housebound. The CCG understands there is sufficient
capacity across the city for pulmonary rehabilitation.

Quality Standard 1.2
% of patients on the COPD register who are functionally impaired by
breathlessness who have been referred to Pulmonary Rehabilitation in the
last 12 months.
Banding
Band A: 30%
Band B: 20%
Band C: 10%
Banding Rationale
For patients referred for pulmonary rehabilitation the targets for band A, B and
C have been set at 30%, 20% and 10%. Band A equates to the number of
patients needing to be referred in order for Liverpool to achieve an appropriate
reduction in hospital admissions to deliver savings required.
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The denominator (those eligible) will include patients with MRC score of 2+
referred to pulmonary rehabilitation. Pulmonary rehabilitation is recommended
for people who feel disabled by their symptoms which is usually people with
MRC breathlessness grade 3 or above. Some people with grade 2 may feel
disabled by their symptoms but most will not. Therefore, whilst those with a
score of 2+ have been included in the eligible population the Band A target has
only been set at 30% to account for those who may not be suitable.
READ Codes
For current READ codes to be used, please see the Read Code guidance
document. READ codes need to be confirmed
Data collection/submission
Practice submission
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Long Term Conditions
c. Hypertensive patients – physical activity recorded & brief
intervention
Rationale:
Hypertension is the most common long term condition and second biggest
single risk factor (after smoking) for premature death and disability in England.
Within Liverpool there are 70,425 patients on practice registers which
accounts for around 50% of the population recorded as having a Long Term
Condition.
Improving the management of blood pressure is a key priority for the city and
work is already being undertaken to raise awareness and improve education
in general practice.
The recording of physical activity and offering brief advice and/or specialist
support to those who do not meet the recommended 150 minutes of physical
activity per week was introduced to the specification from 1st April 2016 for all
patients aged 16 and over. Physical inactivity has become an epidemic and is
now perceived to be the greatest threat to our physical and mental health.
Only 14% of people in Liverpool aged 16+ are regularly participating in the
recommended 150 minutes of physical activity per week by participating in
active recreation or sport.
There is good evidence that physical activity is of particular benefit for all
patients with Long Term Conditions. However in order to maximise impact and
support the city wide priority to improve blood pressure management, a more
targeted approach will be taken to focus on physical activity levels in the
hypertensive population only.
Aim
To increase participation in physical activity by providing effective advice and
referral into appropriate services in line with agreed pathways and guidelines
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for patients on hypertensive practice registers.
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Quality Standard 1.3
Two quality standards will
be monitored:% of registered patients aged 16 years and over with a diagnosis of
hypertension who have had physical activity levels recorded.
% of the above who do not meet the recommended 150 minutes of physical
indicated activity per week receive brief advice and offered specialist support
where /appropriate.
Physical activity level will be recorded by asking the following questions:
• how many days per week do you engage in physical activity? (like brisk
walk, gardening, dancing, cycling etc)
• On those days, how many minutes on average do you engage in
physical activity?
Banding:
Band A: Liverpool top quartile – 81.4%
Band B: Liverpool median – 74.2%
Band C: Liverpool bottom quartile – 63.9%
Banding rationale
For Physical activity in Hypertension the target for band A, B and C have been
set at the top quartile, median and bottom quartile for the indicator
performance for ‘the proportion of people with hypertension who have
received a review in the previous 12 months’, as it is expected that exercise
advice can be offered as part of this review, so this is a reasonable target.
READ code:
For current READ codes to be used, please see the Read Code guidance
document. READ codes need to be confirmed
Data collection/submission:
Practice submission
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Long Term Conditions
d. Case-finding and review
Rationale:
Prevalence targets have been included in the specification since it's inception
and the number of patients on disease registers within the city has grown by
21,000. Despite this, the reported level of prevalence for the city is lower than
those predicted for our population and below those of our peers for a number
of conditions. Case finding searches have identified a total of circa 50,000
patients who have a confirmed chronic disease but currently do not appear
on disease registers. The data suggests they could have a chronic disease
but may not have been coded correctly and therefore may not be receiving
optimum treatment for their condition.
Identifying patients appropriate for regular review of LTC treatment and
managing them appropriately has the potential to reduce A&E attendances
and emergency admissions. It could also contribute to improving healthrelated quality of life for people with LTC, a key indicator within the NHS
Outcomes Framework.
Aim:
The practice works actively with its population to prevent disease and disease
complications and to detect disease at its earliest stage.
The practice will be provided with a list of patients from case finding searches
for the following conditions: Asthma, Diabetes, Stroke/TIA, Hypertension, AF
and COPD .
Practices will be required to review the list of patients. These are patients with
codes on their record or medication prescribed which suggest they could have a
pre-existing long term condition but not already on a register. The majority of
these would require a clinical review of records only and the correct disease
code adding. We do not envisage many of these patients will require a face to
face review and ensure this review is appropriately recorded using an agreed
readcode. Following this review, it is anticipated that a number of patients will
be included on disease registers for future management and there will be
some who do not require further follow up.
Identifying patients appropriate for LTC treatment and managing them earlier
has the potential to reduce A&E attendances and emergency admissions. It
could also contribute to improving health-related quality of life for people with
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LTC, a key indicator within the NHS Outcomes Framework.
Quality Standard 1.4:
% of registered patients for Asthma, Diabetes, Stroke/TIA, Hypertension, AF
and COPD identified from case-finding searches who have been reviewed
and either added to disease register or validated as not needing to be on a
register.
Banding:
Band A: 95%
Band B: 90%
Band C: 85%
Rationale
For case finding the targets for band A, B and C are 95%, 90% and 85% of
patients should be reviewed for suitability to be added to the register. There is
an average of 546 patient notes per practice requiring review which is felt to
be achievable in a 12-month period. This would be expected to be done as part
of patient medication reviews and should not be more than 2 to 3 patients per
day. The table below demonstrates the range in the number of patients to be
checked and corresponding number of practices.
Count of Patients
That
Will
Need
Checking For Band A

Number of Practices
With This Number To
Be Checked

0-100

6

100-200

36

200-300

17

300-400

14

400-500

7

500-600

6

600-700

3

700+

3
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READ codes
For the current READ codes to be used, please see Read Code guidance
document. To be confirmed
Data Collection/submission:
Practice submission
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Long Term Conditions
e. Manual pulse checks
Patients aged over 65 who have been seen will have a pulse taken annually
to determine AF and to be appropriately treated and monitored.
Manual pulse checks are the preferred method and this is supported by the
Cheshire and Merseyside Clinical Networks guidance on Atrial Fibrillations.
Patients who are already known to have AF or are fitted with a pace-maker
are excluded from this. If there are validated electronic methods which can
detect if the pulse is irregular, these can be used.
f. Diabetes - 8 care processes
Structured care of all patients with Diabetes in accordance with Liverpool
model of care, including individualised care plan for patients.
Practices to increase the number of patients who receive the complete 8 care
process for Diabetic Care achieving at least 70%. The 8 care processes are
detailed below:
•
•
•
•
•
•
•
•

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

It is recognised that the call and recall programme for Diabetic Eye Screening
is not within the GP’s control, but practices should put in place measures to
raise awareness and encourage patients to attend.
g. Blood Pressure control
Overall management to NICE guidelines for BP across all LTCs.
Control of blood pressure is set for the named disease groupings as set out in
CG127 – primary care management of hypertension in adults (2011)
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Recommendations
Aim for a target clinic blood pressure below 140/90 mmHg in people aged
under 80 years with treated hypertension.
Aim for a target clinic blood pressure below 150/90 mmHg in people aged 80
years and over with treated hypertension.
When using ABPM or HBPM to monitor the response to treatment (for
example, in people identified as having a ‘white-coat effect’ and people who
choose to monitor their blood pressure at home) aim for a target average
blood pressure during the person’s usual waking hours of:
• below 135/85 for people aged under 80 years
• below 145/85 in people aged over 80 years and over
CKD (UPDATED July 2014)
Blood pressure control – no change from 2008
In people with CKD aim to keep the systolic blood pressure below 140 mmHg
(target range 120–139 mmHg) and the diastolic blood pressure below 90
mmHg[3]. [2008]
In people with CKD and diabetes, and also in people with an ACR of 70
mg/mmol or more, aim to keep the systolic blood pressure below 130 mmHg
(target range 120–129 mmHg) and the diastolic blood pressure below 80
mmHg[3]. [2008]
h. Cholesterol
CG181 ( UPDATED July 2014) recommends:
Measure both total and high-density lipoprotein (HDL) cholesterol to achieve
the best estimate of CVD risk.
Before starting lipid modification therapy for the primary prevention of CVD,
take at least 1 lipid sample to measure a full lipid profile. This should include
measurement of total cholesterol, HDL cholesterol, non-HDL cholesterol and
triglyceride concentrations. A fasting sample is not needed. [new 2014]
Use the clinical findings, lipid profile and family history to judge the likelihood
of a familial lipid disorder rather than the use of strict lipid cut-off values alone.
[new 2014]
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Exclude possible common secondary causes of dyslipidaemia (such as
excess alcohol, uncontrolled diabetes, hypothyroidism, liver disease and
nephrotic syndrome) before referring for specialist review. [new 2014]
Consider the possibility of familial hypercholesterolaemia and investigate as
described in Familial hypercholesterolaemia (NICE clinical guideline 71) if
they have:
•a total cholesterol concentration more than 7.5 mmol/litre and
•a family history of premature coronary heart disease. [new 2014]
Arrange for specialist assessment of people with a total cholesterol
concentration of more than 9.0 mmol/litre or a non-HDL cholesterol
concentration of more than 7.5 mmol/litre even in the absence of a
first-degree family history of premature coronary heart disease. [new 2014]
Refer for urgent specialist review if a person has a triglyceride concentration
of more than 20 mmol/litre that is not a result of excess alcohol or poor
glycaemic control. [new 2014]
In people with a triglyceride concentration between 10 and 20 mmol/litre:
•repeat the triglyceride measurement with a fasting test (after an interval of 5
days, but within 2 weeks) and
•review for potential secondary causes of hyperlipidaemia and
•seek specialist advice if the triglyceride concentration remains above 10
mmol/litre. [new 2014]
In people with a triglyceride concentration between 4.5 and 9.9 mmol/litre:
•Risk assessment tools should not be used in these patients as they
underestimate risk
•optimise the management of other CVD risk factors present and
•seek specialist advice if non-HDL cholesterol concentration is more than 7.5
mmol/litre. [new 2014]
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The LMC recommends that, where patients have a ten-year risk of CVD
between 10 and 20%, there should be a discussion to consider both lifestyle
advice and use of statins.

i. Asthma
Adults - all newly identified patients with asthma are diagnosed and treated in
accordance with BTS guidelines.
Children – all children recorded with asthma have been diagnosed and treated
in line with BTS guidelines.
All patients with asthma to have individualised care plan.

Page 28 of 83

162

Liverpool Quality Improvement Scheme
2017-18 V 1.16 DRAFT

PLEASE TREAT AS CONFIDENTIAL

Supplementary Document 2
Health Improvement
a) Alcohol consumption
b) Alcohol brief intervention
Rationale:
Alcohol is a significant and growing health problem for the city. The indicator
will encourage practices to identify patients who may benefit from brief
interventions and/or more intensive support.
Aim:
Promotion of health lifestyles with effective advice on key risk
factors (smoking, obesity, alcohol) and referral into appropriate services in
line with agreed pathways / guidelines.
Alcohol services – the delivery of readily accessible brief interventions for
people identified as drinking too much alcohol.
Ensuring effective signposting to services which enable people to remain
in work and workless people to return to work.
The quality standard is aimed at identifying patients who drink
more than the recommended limits of 14 units a week for both males and
females and using the AUDIT C and full AUDIT tools to identify the most
appropriate interventions.An AUDIT C score of 5 or over, or a report of 6 or
more drinks on one occasion ever in the last year should lead to the full
AUDIT (10 questions).
Alcohol Pathway: Please refer to the localised Alcohol Pathway within the
Clinical Pathways section of Liverpool CCG intranet for guidance in relation
to referral into local alcohol services.
Alcohol Consumption as recorded
via Audit-C or Audit Tool

Brief Intervention

Audit Score between 8-15

Brief Advice

Audit Score 16 or more

Brief Advice and offer referral to
alcohol treatment services
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Recommended safe limits of alcohol
•

•

•
•

Men should drink no more than 14 units of alcohol per week, no more
than four units in any one day, and have at least two alcohol-free days
a week.
Women should drink no more than 14 units of alcohol per week, no
more than three units in any one day, and have at least two alcoholfree days a week.
If drinking as much as 14 units per week, it is best to spread this evenly
over 3 days or more
Pregnant women. Chief Medical Officers guideline states that "if you
are pregnant or planning a pregnancy, the safest approach is not to
drink alcohol at all, to keep risks to your baby to a minimum”.

Quality Standard 2.1: Alcohol consumption
The percentage of patients aged 18 years and over who have had their
alcohol consumption recorded in the last 3 years.
Banding:
Band A: Liverpool top quartile – 70.7%
Band B: Liverpool median – 64.1%
Band C: Liverpool bottom quartile – 57.8%
Banding Rationale
Targets for bands A, B and C will be set at the top quartile, median and
bottom quartile for 16/17 performance.
READ code:
For the current READ codes to be used, please see the Read Code guidance
document.
Data collection/submission:
Practice submission
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Quality Standard 2.2: Alcohol brief intervention
The percentage of patients aged 18 years and over who are drinking more
than recommended units per week, have their alcohol intake recorded using
the AUDIT-C or AUDIT Tool and received a brief intervention in the last 3
years (i.e. those who score 8 and above receive brief advice and those
scoring 16 and above are offered specialist support, e.g. referral to LCAS)
Band A: Liverpool top quartile >=96.5%
Band B: Liverpool median <=96.5% to >=92.9%
Band C: Liverpool bottom quartile <92.9% to >=86.2%
Banding Rationale
For alcohol offered brief advice the targets will be the same as in the 16/17
GP specification which were set on the Liverpool top quartile, median and
bottom quartile of the baseline period. The threshold for males has been
reduced to 14 units, with the effect more patients now requiring brief
intervention. Targets will remain as the previous ambition.
READ code:
For the current READ codes to be used, please see the Read Code guidance
document.
Data collection/submission:
Practice submission
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c) Physical activity
Living Well is central to the delivery of the Healthy Liverpool Programme of
which physical activity has been identified as the key priority as outlined within
the Healthy Liverpool Blue Print. 63% of residents aged 16+ do not take part
in any regular physical activity in a typical week. As a result Liverpool is the
seventh most inactive core city in England, with only Birmingham below.
The priority for the Healthy Liverpool Programme is to increase physical
activity levels amongst the inactive and under active population. The
implementation of the Liverpool Active City: Physical activity and Sports
Strategy is the vehicle for delivery. A key objective of the programme is to
embed physical activity into health care pathways and is crucial if a significant
step change is to be achieved to engage the Liverpool population in living a
more active lifestyle. Therefore if we are to change the culture, we need to
begin to ask the question and record physical activity levels within general
practice and any member of the practice can record this opportunistically. This
is a good example of how LCCG can align priorities, aims and objectives and
processes to ensure that the desired outcome is achieved.
In order to engage the Liverpool population, practices are encouraged to
record physical activity levels and identify patients who do not meet the
recommended 150 minutes of physical activity per week to receive brief
advice and offer specialist support where appropriate/indicated.
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Supplementary Document 3
Prescribing
a) Medication reviews for polypharmacy patients
b) Antibiotics
c) Safety indicator for anticoagulation patients
Rationale:
In line with the patient-focussed vision and values of the CCG, the Key
Performance Indicators will concentrate on improving the quality of prescribing
and treatment rather than reducing costs. They focus on three areas.
Medication reviews for polypharmacy patients
All patients on multiple medication should have their prescribing reviewed
regularly. It is recommended that this is at least annually, but there is no
national requirement and no standard for what constitutes a medication
review. This Key Performance Indicator aims to define the population who
require a full medication review and the aspects that should be included in the
review.
• Identify patients prescribed regularly and/or on repeat, more than 10
items and suitable for medication review
• Define a process for prioritisation of patients for review
• Complete and code a full medication review according to the
requirements of the template
There is increasing evidence that pharmacists and supporting medicines
optimisation staff have an important role to play in supporting general practice.
Many of these functions can be delivered at neighbourhood/city wide level. In
line with the principles of the GP Specification. This would enable new models
of care through neighbourhood working and linking with the community clinical
care teams to be explored, supporting the management of demand for primary
care and developing the primary care workforce to make best use of the skill
mix available. Practices should work collaboratively within their
neighbourhood to agree how resources will be utilised to support delivery of
medication reviews for patients on multiple medications.
Reducing antibiotic use
Antibiotic resistance is a public health issue of national and international
importance. There are currently no new antibiotics in clinical trial
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development. The prevalence of resistant organisms continues to increase
and the time between launch of a product and the development of resistance
is decreasing. This is not meant to stop prescribing where appropriate but
meant to inform decisions where there is no evidence that it improves
outcomes or reduces complications. For example 60% of all antibiotic
prescriptions are for throat infections. Practices should consider appointing an
antibiotic guardian.
Safe use of high risk drugs – practice target
High risk drugs require regular monitoring and for the monitoring to be
recorded in the clinical system. Some of these are included in the Near
Patient Monitoring LIS, but warfarin continues to account for a substantial
proportion of significant events related to prescribing
Key Performance Indicators
KPI3.1 Medication review
The % of registered patients prescribed 10 or more items who have had a
medication review carried out by an appropriate clinician and delivered
according to the Medication Review Template (to be developed by the MOC).
Band A: 81% or more
Band B: 71-80%
Band C: 50 – 70%
KPI 3.2 Reducing antibiotic
use
The antibiotic KPI has two aspects and practice must achieve both.
1) The practice 2017-18 total all antibiotic volume / weighted population must be
below the 2016-17 national average. Practices that are above this figure at year
end must have achieved a 5% reduction against their 2016-17 volume / weighted
population baseline.
2) The practice 2017-18 antibiotic volume / weighted population for high risk
antibiotics (quinolones, clindamycin, cephalosporins and co-amoxiclav) must be
below the 2016-17 national average. Practices that are above this figure at year
end must have achieved a 5% reduction against their 2016-17 volume / weighted
population baseline.
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Target standards – Pass/fail
KPI 3.3 Safe use of high risk drugs
Target standards
% patients on warfarin who have had an INR result in last 4 >90%
Months
Pass / fail
READ codes:
For the current READ codes to be used, please see the Read Code guidance
document.
Data collection/submission:
Data to be collected through EMIS Web Enterprise system and ePACT
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Supplementary Document 4
Exception reporting – Minimum Outcome / Requirement
Rationale:
To ensure that patients with long term conditions are clinically managed in the
most effective and appropriate way.
Aim:
Practices apply the locally agreed protocol, (detailed below) with levels
actively monitored and explained.
Liverpool Exception Reporting Protocol
Introduction
This section of the paper sets out the Exception Reporting Policy for Liverpool
CCG. It is based on the national guidance issued by the BMA.
Evidence should be recorded in each case that an appropriate clinician has
had an input into the decision to exception report a patient.
It is preferable to only exception report towards the end of the year, not at the
beginning. Practices should be aware that some clinical systems will remove
alerts when an exception report is added to a patient’s record.
All practices are expected to produce their own protocol based on this
protocol.
Definitions
Exclusions are patients on a particular clinical register, but who for
definitional reasons are not included in a particular indicator denominator. For
example, an indicator (and therefore the denominator) may refer only to
patients of a specific age group, patients with a specific status (e.g. those who
smoke), or patients with a specific length of diagnosis, within the register for
that clinical area.
Exceptions are patients who are on the disease register, and who would
ordinarily be included in the indicator denominator. However they are
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exception reported from the indicator denominator because they meet at least
one of the exception criteria set out in the Statement of Financial Entitlements.
Although patients may be exception reported from the denominator, they
should still be the recipients of best clinical care and practice.
Detailed guidance on exception reporting
A. Patients who have been recorded as refusing to attend review who
have been invited on at least three occasions during the preceding
twelve months.
Invitations to attend must be patient specific and can be in writing, face to face
or by telephone. They can take the form of an individual note at the foot of the
patient's prescription requesting them to attend for review.
The three invitations must have taken place within the year in question. Thus
invitations must have been made in the period 1st April 2016 to 31st March
2017 if applying to the year 2016/17. There must be three separate invitations
at three unique periods of time, which are at least 28 days apart.
The telephone call invitation may lead to the application of exception criteria
G, informed dissent, if the patient refuses to take up the invitation to attend.
The following are examples that are not acceptable as an invitation:
(i) A generic invitation on the right hand side of the script to attend for eg flu
vaccination.
(ii) A notice in the waiting room inviting particular groups of patient to attend
(eg for flu immunisation).
For the QOF, payment is based on the percentage of patients immunised in
each relevant disease area. Exception reporting rules apply and patients need
to have been personally invited on at least 3 occasions that year to be
excluded from the denominator for achievement under criterion A.
B. Patients for whom it is not appropriate to review the chronic disease
parameters due to particular circumstances e.g. terminal illness,
extreme frailty.
The overriding principle is that blanket exception reporting is not acceptable
and that individual decisions based on clinical judgment should be made.
Thus it is not acceptable to exclude all patients above a certain age or all
those with a particular diagnosis, e.g. dementia or cancer. However, age,
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diagnosis, co-morbidity, health and functional status should be taken into
account when deciding whether to exception report patients under this
criterion.
In each individual case there is a question of degree which requires clinical
judgement to be exercised.
C. Patients newly diagnosed within the practice or who have recently
registered with the practice, who should have measurements made
within three months and delivery of clinical standards within nine
months e.g. blood pressure or cholesterol measurements within target
levels.
Exception reporting is done automatically through the national achievement
analysis systems.
D. Patients who are on maximum tolerated doses of medication whose
levels remain sub-optimal:
Again, the over-riding principle is that blanket exception reporting is not
acceptable and each case is to be considered on its own merits, making a
clinical judgment (see 4.2 above).
Thus it is not acceptable to exclude all patients who are under the care of a
consultant. Each case needs to be carefully considered and all reasonable
efforts made to provide optimal care.
Even if the patient is under consultant care only, the practice must ensure it
has evidence that all the requirements of the contract have been carried out. If
this evidence is not available, the practice must assume that the action has
not been carried out. The patient should not be exception reported on the
basis that they are under consultant care. The practice should either fulfill the
requirements or obtain evidence from secondary care that the particular
test/check has been carried out. Where the secondary care clinician, in
agreement with the primary care clinician, has exercised clinical judgment and
decided further action or testing is inappropriate, exception reporting will be
allowed. This should be noted in the patient record.
E. Patients for whom prescribing a medication is not clinically
appropriate e.g. those who have an allergy, another contraindication or
have experienced an adverse reaction.
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The nature of the contraindication, allergy or adverse drug reaction should be
recorded in the patient's notes as well as the exception reporting code.
F. Where a patient has not tolerated medication:
The nature of the intolerance should be recorded in the patient's notes as well
as the exception reporting code.
G. Where a patient does not agree to investigation or treatment
(informed dissent), and this has been recorded in their medical records.
A personal contact or discussion should be documented in the patient records
for this criterion to apply. This can include either face to face or telephone
contacts between a health professional and the patient.
Patients not responding to invitations to attend or failing to arrive at
appointments cannot be exception reported under G, i.e. DNA alone does not
fulfill the criterion for informed dissent. Patients failing to respond after 3
invitations can be exception reported under criterion A.
H. Where the patient has a supervening condition which makes
treatment of their condition inappropriate eg cholesterol reduction
where the patient has liver disease.
The nature of the supervening condition should be recorded in the patient's
notes as well as the exception reporting code.
I. Where an investigative or secondary care service is unavailable.
In the event a practice indicates an investigative or other specialist service is
not available, agreement should be reached through the office of the Medical
Director that exception reporting is appropriate.
READ codes
For the current READ codes to be used, please see the Read Code guidance
document.
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Supplementary Document 5
Sexual Health Services (not including IUD or implant insertion and
removal, treatment of genital warts and herpes)
Sexual health and wellbeing remains a high priority for the Government. The
rate of sexually transmitted infections in Liverpool is increasing with a large
increase in gonorrhoea. Although excellent progress has been made in some
areas (teenage pregnancy
rates,
high-quality HIV
treatment,
access
to
GU services,
increased
long long acting contraception usage, etc), it is still a key public health issue.
Liverpool is now considered a high prevalence area for HIV with almost 2/3 of
HIV diagnoses late.
The Framework for Sexual Health Improvement in England (DH 2013) sets
out a number of ambitions for sexual health, including the need for:
• A fall in the number of unwanted pregnancies
• Greater efforts to prevent HIV and STIs
• An increase in the number of people in high-risk groups being
tested for HIV
• Making sure that all people have rapid and easy access to
appropriate sexual health services
• Offering an assessment appointment to all women who request an
abortion so they can discuss the options and choices available with
a trained counsellor within 5 calendar days of referral
This Framework is underpinned by the Public Health Outcomes Framework
which has the following indicators:
• Continued reduction in rates of Under-18 conceptions
• Increased Chlamydia diagnoses (15-24 years) through screening
• Reduction in people presenting with HIV at a late stage of infection.
The practice shall work jointly with other sexual health service providers; a
process that is seen as critical in achieving the following list aims, as part of
the wider sexual health strategy:
• To reduce the rates of teenage pregnancies
• To reduce the rates of terminations of pregnancy
• To reduce the rates of new cases of Sexually Transmitted Infections
(STIs) and HIV by providing better sexual health promotion and
improving access to STI services.
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• To support the National Chlamydia Screening Programme by offering
opportunistic screening to all of those in the target range 15-24 years
• To ensure the full range of contraceptive methods is offered and
prescribed accordingly
• To improve the referral and signposting to other integrated sexual
health services.
• To reduce health inequalities by providing better access, better range
of services, more integrated services, delivered by the most
appropriate member of the primary health care team.
• To ensure that services are developed in line with patient need,
including locations and timings of services
It is expected that Practices will be able to provide the following services:• Detailed sexual history taking (as per BASHH 2013 Guidelines)
www.bashh.org/guidelines;
• Chlamydia screening, treatment and partner notification of patients
aged 25 and over.
• Provision of condoms as appropriate. This will be funded separately at
£500 per average practice of 5,800 patients. Paid on invoice to
Liverpool CCG, following the purchase of condoms.
• Opportunistic Chlamydia and gonorrhoea screening of 15 – 24 year
olds.
• To ensure the full range of contraceptive methods is offered and
prescribed accordingly
• HIV screening


Routine offer and recommendation of HIV testing to all following
patients
in
line
with
BASHH
2008
Guidelines: https://www.bashhguidelines.org/media/1067/1838.pdf
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1. all patients presenting for healthcare where HIV, including primary HIV
infection, enters the differential diagnosis
2. all patients diagnosed with a sexually transmitted infection
3. all sexual partners of men and women known to be HIV positive
4. all men who have disclosed sexual contact with other men
5. all female sexual contacts of men who have sex with men
6. all patients reporting a history of injecting drug use
7. all men and women known to be from a country of high HIV prevalence
(>1%*)
8. all men and women who report sexual contact abroad or in the UK with
individuals from countries of high HIV prevalence.*
* for an up to date list
see http://www.unaids.org/en/KnowledgeCentre/HIVData/Epidemiology/latestEpi
Data.asp
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Supplementary Document 6
Palliative/terminal care
Rationale:
To ensure that palliative patients receive the appropriate, co-ordinated care at
the end of their life.
Aim:
The Practice will maintain a Supportive Care Register and fully participate and
adhere to the Gold Standards Framework approach. Practice to provide
assurance that patients are receiving appropriate, co-ordinated care and the
end of life plan pathway is being followed.
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Supplementary Document 7
Anticoagulation
Aims
To ensure safe and effective treatment with oral anticoagulation drugs and to
minimise the risks and complications associated with oral anticoagulant
therapy. To optimise the therapeutic control of oral anticoagulant therapy and
to provide, or to ensure all patients receive, comprehensive monitoring. Such
monitoring must comply with the guidelines on oral anticoagulation: third
edition issued by the British Committee for Standards in Haematology.
Definition of patients to be covered by the service
All patients prescribed oral anticoagulant drug therapy with a vitamin K
antagonist; warfarin, nicoumalone or phenindion.
Initiation and referral
Usually patients will be initiated on oral anticoagulant therapy in a secondary
care anticoagulation clinic and will be stable before transfer to the Liverpool
Anticoagulation Service.
Where patient is diagnosed in primary care, the practice will refer to the
Anticoagulation Service for initiation of therapy using the referrals protocols
and templates published by the Anticoagulation Service. All the required
information must be included with the referral otherwise the referral may be
rejected.
Prescribing
The Anticoagulation Service will prescribe for newly treated patients until the
INR is stable. Further prescribing will be carried out by the practice.
The Anticoagulation Service does not have access to the patient’s medical
record. The practice will inform the Anticoagulation Service when a patient’s
medication is changed, particularly if a drug with a recognised interaction with
vitamin K antagonists is started or stopped.
Review
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The need for continued anticoagulation will be reviewed by the practice on an
annual basis, prompted by the Anticoagulation Service. The practice will
confirm to the Anticoagulation Service that treatment is to be continued.
Records
The practice will maintain an up-to-date register of all anti-coagulated patients,
indicating patient name, date of birth, the indication for, and length of,
treatment and the target INR.
The practice will download latest INR results onto the patient’s clinical record.
Anticoagulation Service Process
• Patient attends a warfarin clinic (or has home visit), blood sample is
taken and tested. The practitioner adjusts the patient’s anticoagulant
dose, counsels the patient and the anticoagulation record is completed
and returned to patient.
• Patient takes anticoagulation record GP to order prescription.
• Administration staff completes prescribing template.
• GP checks prescribing template and prescribes appropriately each time
a warfarin prescription is recommended.
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Supplementary Document 8
Dementia
Rationale
Dementia is recognised by the World Health Organisation as a global public
health challenge (World Health Organisation, 2012). With improvements in
health care and better standards of life people are living for longer and the
number of people affected by dementia is rising. Globally, the WHO indicates
that the number of cases will double by 2030 and triple by 2050. The impact of
dementia is significant both on those who have it and for their families and care
givers.
Improving diagnosis and care of patients with dementia has been prioritised by
the Department of Health through the NHS Mandate and by NHS England
though its’ planning guidance for CCGs. For patients with dementia their carers
and families, the benefits of timely diagnosis and referral will enable them to
plan their lives better, to provide timely treatment if appropriate, to enable timely
access to other forms of support and to enhance quality of life.
This support the dementia elements within the Quality Outcomes Framework
(QOF), and complements the local pathway for dementia services.
Mild Cognitive Impairment (MCI) is the currently recommended term for the
group of people who have complaints of memory problems, but for who these do
not fall into realms of dementia at the present time. About 10% of people with
MCI will develop dementia after a year, but at 5 years 33% of people will have
made a full recovery to normal memory.
This local specification aims to;
1) identify patients at clinical risk of dementia
2) offer an assessment to detect for possible signs of dementia in those at
risk
3) offer a referral for diagnosis where dementia is suspected
4) For people with a diagnosis of dementia to take responsibility for the
onward prescribing of dementia medication. Secondary care consultants
will initiate, titrate and stabilize patients on the medication and general
practice to provide repeat onward prescribing as per PAN Mersey Area
Prescribing Committee recommendations.
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This specification is to
a) Identify a practice lead for dementia (not necessarily clinical)
b) Support identification of carers for people with dementia
The dementia practice lead will support improvements within the practice
environment for dementia care e.g. awareness of the condition and services
available, coding, point of contact for support services and to work with the
CCG and specialist services in the development of dementia services.
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Supplementary Document 9
Significant Event Analysis
Rationale
Significant event audit or analysis (SEA) is an increasingly routine part of
general practice. It is a technique to reflect on and learn from individual cases
to improve quality of care overall. Significant event audits (clinical and nonclinical) should form part of your individual and practice based learning and
quality improvement.
SEA team discussions should be a routine part of your practices quality
improvement and clinical governance and is an opportunity for the team to:
• discuss each stage in detail
• identify any learning needs
• identify actions to be taken and changes to be made and agree how
these will be progressed
The learning from significant event audits should also be routinely shared
across Neighbourhoods to support collaborative working.
An account of a significant event audit should not allow patients to be
identified and should comprise where appropriate:
•
•
•
•
•
•
•

Title of the event
Date of the event
Date the event was discussed and the roles of those present
Description of the event involving the GP
What went well?
What could have been done differently?
Reflections on the event in terms of:
• Knowledge, skills and performance
• Safety and quality
• Communication, partnership and teamwork
• Maintaining trust
• What changes have been agreed?
• For me personally
• For the team
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• Changes carried out and their effect
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Guidance
to
support
practices
can
be
found
http://www.rcgp.org.uk/clinical-and-research/clinicalat:
resources/clinical- audit/significant-event-audit.aspx
http://www.rcgp.org.uk/clinical-and-research/clinical-resources/clinicalaudit/significant-event-auditpilot/~/media/Files/CIRC/SEA/SEA%20Pilot%20amended%20docs%2024%2
0sept/NPSA_Detailed_Guide_to_SEA.ashx
Significant event audit - cancer
Practices are encouraged to use the recently published RCGP toolkit for
significant event analysis in diagnosis of cancer.
http://www.rcgp.org.uk/clinical-and-research/toolkits/early-diagnosis-of-cancersignificant-event-analysis-toolkit.aspx#email
This will a) improve the quality of primary care; b) help highlight pathway issues
to the CCG cancer team for commissioning and engagement with secondary
care c) help deliver earlier diagnosis of cancer; the earlier diagnosis of cancer
directly leads to improved survival outcomes at 1 and 5 years and reduced
premature mortality from cancer d) help reduce emergency presentations of
cancer; patients who are diagnosed as an emergency have worse outcomes
and can have a worse patient experience e) promote collaboration across
practices, and build on the emerging locality and neighbourhood models.
Priority cases for SEA in cancer are:
• all patients diagnosed with cancer as a result of an emergency admission
(particularly lung, bowel, pancreas and children/ young adults cancers)
• patients where there was an apparent delay in reaching a diagnosis of
cancer (this may be patient delay, or system delay)
Support for SEA in cancer:
The CCG cancer team will facilitate an in-house training session for your team,
and cover:
- practice level data about cancer
- SEA tools
- Safety netting top tips
- Local referral and diagnostic pathways for suspected cancer
- Support from one of the CCG cancer team lead GPs
Contact: tomas.edge@cancer.org.uk or michelle.timoney@liverpoolccg.nhs.uk
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Healthy Liverpool Cancer priorities:
• Reduce premature mortality from cancer and improve cancer survival.
• Diagnose cancer at early stage. The evidence is clear that a
downwards stage shift is the most effective way to have a positive
impact on cancer mortality rates, and continue to improve cancer
survival at 1 and 5 years at population level.
• Reduce emergency presentations of cancer; patients who are
diagnosed as an emergency have worse outcomes and can have a
worse patient experience.
Primary care priorities:
• Develop primary care that is safe and sustainable
• Promote positive, continuous learning environments, by using evidence
based approaches. Significant event analysis prompts reflection, team
discussion, PDSA (plan do study act) cycles and leads to changes in
practice systems.
• Promote collaboration across practices, and build on the emerging
locality and neighbourhood models.
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Supplementary Document 10
NHS e-Referrals
Rationale
NHS e-Referrals is a national service that combines electronic booking and a
choice of place, date and time for first hospital or clinic appointments.
NHS England has made it clear in Securing Excellence in GP IT Services:
Operating Model 3rd Edition (2016-18) [5.1 Core and mandated’ GP IT
services (available to all general practices), 6.1.2 Making the most of what we
have already, that we must achieve full roll out and use of national strategic
systems, such as e-Referrals system, to enhance patient care, enable
integrated care across all care settings and achieve operational benefits to
both the general practice and patients].
Securing meaningful choice for patients: CCG planning and improvement
guide 2016
Choice is a key component of the NHS Five Year Forward View and is central
to the future of the NHS. Clinical Commissioning Groups (CCGs) have a duty*
to enable patients to make choices, and to promote their involvement in
decisions in respect of their care or treatment.
Driving up the utilisation of the NHS e-Referrals service (eRS) as a key
enabler for both choice and more efficient referrals is an NHS priority.
NHS Standard Contract Service Conditions 2016/17:
Service Condition 6.2.4 Commissioners must use all reasonable endeavours
to ensure that all referrals by GPs and other primary care referrers are made
through the NHS e-Referrals Service.
GMS Contract 2016/17:
We have agreed to aim for at least 80% of elective referrals to be made
electronically by March 2017.
Practices will adhere to NHS e-Referrals Best Practice Guidelines, a document
designed to help organisations comply with the contractual requirements of the
NHS Standard Contract and understand the importance of using NHS eReferral Service correctly, to deliver safe and effective patient care.
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Referrer Responsibilities
Referrers are responsible for:
• Identifying clinically appropriate services for their patients.
• Referrers should use the most suitable search mechanism to locate
services, from the options available:
• Clinical Term
• Specialty and Clinic Type
• Named Clinician
• For each potential service identified, referrers should review the Service
Details to ensure that the referral conforms to the service requirements
(including exclusions).
Making a referral is always the responsibility of the referring clinician, who with
the patient, should decide on the most clinically appropriate options for the
referral and onward pathway.
• Ensuring that patients are supported in selecting their chosen provider and
booking their appointment.
This will include all of the following:
• Discussing the available options from the list of returned services - the
resulting shortlist may contain one or more clinically appropriate options
• Booking the appointment directly, where either the patient may require
support in doing this, or where the referral is for an urgent or Two Week
Wait appointment
For all other referrals and scenarios except those above, referrers must
initiate the referral within the NHS e-Referral Service and either:
• book the appointment directly with the patient, providing them with the
Appointment Details letter, or
• Provide the patient with an Appointment Request letter and password to
allow them to make the booking at their convenience (either on the
telephone, via the internet or facilitated by a member of the referring
practice staff).
• Ensuring that clinical referral information is added within the recommended
timescales:
• Two Week Wait and urgent referrals - within one working day
• Routine referrals - within three working days.
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Supplementary Document 11

Professional relationships with other health professionals
The Practice will have robust communication mechanisms in place, including
team meetings, with involvement of attached staff.
Procedures for sharing and recording information about patients between
members of the extended primary healthcare team are agreed, transparent
and made known to staff.
Engagement with practice manager, practice nurse and other city wide
member events.
Engagement and attendance at neighbourhood meetings and locality
education workshops.
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Supplementary Document 12
Response to major incidents
The practice will participate in emergency response in the event of major
incidents as required by the Local Health Care economy – e.g. pandemic flu –
with robust business continuity arrangements in place across neighbourhood
practices.
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Supplementary Document 13
Governance arrangements
The practice will actively participate in audits with action taken on results.
The practice will undertake Serious Untoward Incident Reviews as
appropriate.
The practice will participate in child death / adult suicide audits.
The practice will demonstrate awareness of NICE guidance.
The practice will satisfy all Care Quality Commission (CQC) requirements.
The practice will implement a system for managing MHRA/other alerts
including how all staff are informed in a timely manner.
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Supplementary Document 14
Workforce and sustainability in General Practice
• Practices need to include in their business plan:o Training needs analysis
o Succession plans for clinical and non-clinical staff
• CCG will support practices to access the clinical and non clinical
development programmes
• Practices to engage with development and implementation of a 5 year
workforce strategy to
o Increase and retain clinical workforce in primary care
o Upskill and develop the general practice nursing workforce
o Enhance the pharmacy workforce in primary care
o Develop and upskill the non-clinical workforce to support clinical
teams
• Practices to actively participate in programmes aimed at releasing
capacity and freeing up GP time to care including
o Time for Care programme to support the implementation of the
10 high impact actions (General Practice Forward View, April
2016)
o Opportunities to share learning, expertise and resources across
groups of practices or Neighbourhoods
o Development and utilisation of new roles within general practice
o Implementation of digital platforms to enhance access to general
practice and empower self-care
• Practices to keep GP Workforce records up to date utilising the Primary
Care Web Tool (PCWT). Regular and timely updates are required to
comply with the quarterly extraction cycle which will be undertaken by
NHS Digital.
• Practices to actively participate and engage in the framework for Digital
Maturity and transformation in Primary Care which will:
o Support the utilisation and exploitation of digital services across
general practice
o Increase patient empowerment and accessibility to digital
services within general practice
o Improve clinical outcomes and patient experience offering
greater opportunities for self care
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Schedule B – Services that every practice should
deliver however practices will be encouraged to
work with the CCG and other practices in your
Neighbourhood. This will be encouraged in
Neighbourhoods/groupings of practices to
develop new models of care. Delivery of
standards will remain at a practice level. The
CCG will support this through funding of the
Neighbourhood lead role for 2 sessions per week
from April 2017.
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Supplementary Document 15
Rationale
A range of initiatives are being implemented to drive up the quality and
consistency of access within general practice. These include a minimum
standard for GP/Nurse appointments per 1000 population, alternative
methods for booking appointments and delivering consultations, offering
telephone consultations routinely to deliver same day access to primary care
through general practice and primary care hubs and the development of a
digital hub offering access to telephone and online consultations.
Improving access during core hours
The aim of this indicator is to improve the overall access for patients wishing
to interact w ith their General Practice during core hours. This will be
subdivided into three main work streams:
• To ensure that patients with primary care problems are seen in their
General Practice during core hours thus ensuring effective use of
resources.
• To ensure that patients are able to contact their practice adequately by
telephone should they wish to so.
• To ensure that patients are able to contact their practice adequately via
the internet should they wish to do and find up to date information
regarding their practice on the practice internet page, allowing them to
access relevant information required.
The practice can be contacted by the public 8.00 a.m. to 6.30 p.m. Monday to
Friday (excluding bank/public holidays), either via telephone or face to face.
The practice has a system to allow urgent or unplanned appointments to be
available throughout the day either via walk-in, face-to-face sessions or
telephone triage.
Such telephone triage by a clinician should occur within an hour of the
patient’s request and a same-day/next day appointment offered if clinically
appropriate (or otherwise as indicated by any locally agreed pathways).
Children should be prioritised for same day assessment to assist with
reducing avoidable attendances at Alder Hey.
The procedure for patients joining the list is transparent and open.
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Access to clinical appointments.
• The provision of 10 bookable/accessible sessions per week, across
mornings and afternoons, Monday to Friday.
• The practice has a system to allow urgent or unplanned appointments
to be available throughout the day either via walk-in, face-to-face
sessions or telephone triage.
• The practice telephone system should facilitate patient access to an
appropriate member of staff.
• The practice has a system in place to ensure patients understand
appropriate service choices to avoid unnecessary hospital attendances
and utilise the Examine Your Options GP Primary Care Toolkit to
support this
• Practice can offer patients the choice of a bookable appointment with
either a male or a female member of the primary health care team
when requested. NHS Liverpool Clinical Commissioning Group would
expect single handed practitioners to work with neighbouring practices
to ensure appropriate availability, with a minimum of 1 session per
week.
• Practices to fully comply with their core contractual requirements and
allow patients to book appointments online should they wish to do so.
• As a guide, the practice offers up to 80 GP / Nurse Practitioner /
Clinical pharmacist/ Physician associates/ telephone consultation
appointments per 1000 weighted population per week with a minimum
length per appointment of 10 minutes (face to face) and the appropriate
length for telephone consultations.
• It is acknowledged that many appointments within general practice are
now 15 minutes long and this will be taken into consideration when
reviewing this key performance indicator (KPI).
• As a guide, the practice offers 25 Practice Nurse appointments per
1000 (weighted) patients per week, with a minimum of 15 minutes per
appointment.
• As a guide, appointments are available for booking up to a minimum of
2 weeks in advance.
Continuity of Care
There has been evidence from various sources to confirm the benefits of
continuity of care in the GP-Patient relationship.
These benefits include
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•
•
•
•
•
•

Better management of self-limiting conditions
Better management of Long Term Conditions
Reduced AED attendances
Reduces referral to outpatients
Improved compliance
More efficient use of health funding

Practices should be able to demonstrate
1. How they inform patients of their appointment system?
2. How patients can make appointments with the doctor of their choice?
Access to the practice via the telephone
Participating practices are able to:
• Demonstrate they have a system of ensuring that patients are able to
access the practice via the telephone and to make necessary changes
if this impacts upon patient experiences.
• Demonstrate changes made to telephone access to improve the
patient experience of contacting the practice.
• Demonstrate they have a system for reviewing telephone handling
data i.e. call abandon rate, call waiting duration and to make
necessary changes to improve patient experience. It is recognised that
not all practices have a system which provides this information,
however practices are encouraged to manage capacity and demand.
Access to the practice via the internet
Not all patients will want and or need to contact their practice via the
telephone during core hours. A percentage of patients may be contacting the
practice to establish service provision or how to access investigation results.
It, therefore, may improve the quality of their experience if they are able to
obtain up to date and relevant information relating to the practice in and out of
hours via the internet.
• Participating General Practice have an up to date NHS Choices site
that includes as a minimum update in line with latest contract
requirements
o Current clinical staff
o Current clinical services provided and how to access
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o
o
o
o
o
o
o
o

Opening times
Appointment times
Make appointments (including patient online access)
Telephone numbers
How to access investigation results
Order repeat prescription
How to contact the out of hours provider
Work with patients to ensure accessibility is understood

Neighbourhood working
Liverpool CCG has been working collectively to address issues relating to
increased demand across the local health system and is committed to
improving access to GP services. Additional demand within the A&E system
has a negative effect on general patient flow throughout the whole system and
effectively managing this demand requires services to work together to enable
patients to receive the right care from the most appropriate person.
This increased activity has been defined as “Acute Primary Care Demand”
and a model has been designed to manage this demand more efficiently. The
model is underpinned by 4 key principles
1.
2.
3.
4.

City wide GP triage
Availability of routine and same day GP appointments
GP streaming at the front of A&E
See and treat services in the community

In order to support the delivery of this new model, p r a c t i c e s w i l l b e
s u p p o r t e d t o provide access for patients who are streamed away from the
front of A&E into primary care in a timely manner, managed on a
neighbourhood basis.

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

KPI 4.1

Rate per 1000 weighted population of in hours, self-referred, minor
attendances where procedure code was recorded as guidance and advice;
none (consider advice and guidance); other (consider alternative; prescription
only.
Banding
Band A: Liverpool top quartile – 7.2
Band B: Liverpool median – 10.3
Band C: Liverpool bottom quartile – 12.1
Banding Rationale
For ACS Conditions, GP referred Outpatient Attendances and AED
attendances (Access), Band A, B and C have been set at the bottom quartile,
median and top quartile of the Livepool spread for the 12 month period Feb
2016-Jan 2017
Data collection/submission
Data will be submitted monthly by each hospital trust to the national
‘Secondary Users service’ (SUS) and then extracted by Liverpool CCG at GP
practice level.
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Supplementary Document 16
Early detection and screening
a) Cancer screening – cervical and bowel
Rationale
5% of cancers nationally are detected by screening, including 23% of cervical
cancers and 7% of bowel cancers. Liverpool has some of the highest cancer
rates in the city, however cancer screening rate is significantly lower than the
national rate, and in some cases is falling.
Cancer screening offers the chance to prevent and to detect cancer early.
Increased diagnosis of cancer through screening:
• Helps increase the proportion of cancers diagnosed at stage 1 and 2
• Reduces under 75 premature mortality rate, and increases cancer 1
and 5 year survival rates
Bowel cancer is the second cancer killer in the city (after lung cancer). In
October 2015, 48% of the eligible population had been screened within 6
months of invitation for bowel cancer screening (national target is 60%).
Cervical screening rates in the city are declining with 68% of eligible
population screened in October 2015; national target is 80%.
Liverpool’s cancer incidence and mortality is amongst the highest in the
country. To close the gap with the rest of England, Liverpool needs to do more
than other cities, which means delivering interventions at scale.
Aim
Focused work in primary care on cancer screening is demonstrated to
increase screening rates; this then helps diagnose more cancers at an early
stage.
For example, evidence demonstrates the value of GP endorsement letters1 2
3, enhanced reminder letters4 and verbal health promotion advice 5 in
increasing patient participation in the national bowel cancer screening
programme.
1

Hewitson P et al (2011) Primary care endorsement letter and a patient leaflet to improve participation in colorectal cancer screening: results of a factorial randomised trial. Br J Cancer
105(4):475-480.
Cole SR et al (2007) An advance notification letter increases participation in colorectal cancer screening. J Med Screen 14:73-75.
3
Zajac IT et al (2010) Endorsement by the primary care practitioner consistently improves participation in screening for colorectal cancer: a longitudinal analysis. J Med Screen 17:19-24.
4
Wardle J et al (2016) Effects of evidence-based strategies to reduce the socioeconomic gradient of uptake in the English NHS Bowel Cancer Screening Programme (ASCEND): four
cluster-randomised controlled trials. The Lancet 387:751-759.
5
Massat NJ et al (2014) An intervention service in a UK Asian community to promote participation in the NHS Bowel Cancer Screening Programme: Results from the pilot study. World J
Epidemiol Cancer Prev 3:4.
2
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Practice cleansing of prior notification lists improves the performance around
cancer screening, by ensuring that only those eligible are invited.
Cervical screening is managed solely within primary care, and is responsible
for the delivery of this service.
General practice is the only provider with records of who has participated in
cancer screening; and the ability to directly contact and discuss participation
in cancer screening with registered patients.
Top tips for teams:
1. Identify admin and clerical staff members to attend cancer screening
training and take on role of screening champion in the
practice/neighbourhood.
2. Ensure you have evidence that sample takers are on the cervical
screening sample taker register are up to date with training requirements
and deliver a yearly audit.
3. Appoint screening lead to coordinate the programme.
4. Self-assess against the top tips for cancer screening shared by the CCG
and develop a plan.
5. Ensure that electronic information about bowel cancer screening
attendance, generated by the bowel cancer screening hub, is received
within the practice, and that alerts are added to records of non-responders.
Support available:
Tomas Edge, Cancer Research UK Facilitator, will be supporting the cancer
screening indicator by offering all Practices across Liverpool CCG places on the
upcoming Practice Cancer Champion training programme. As well as the
Practice Cancer Champion training programme there will be the opportunity to
work with Tomas on both a Neighbourhood and Individual Practice basis to
share best practice (including the use of practical toolkits) and develop
screening actions plans to support the Indicator.
Continue to support breast cancer screening
Practices are required to actively support the national breast screening
programme in order that at least 70% of women aged 50 - 70 have had breast
screening within the last 3 years; and to support the current trial around age
extension. Practices are required to follow the standards identified by the
National Screening Committee.
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Early detection and screening
b) Childhood vaccinations and immunisations
Rationale
The overall purpose of the national immunisation programme is to protect the
population against vaccine-preventable diseases. Immunisation is one of our
most successful and cost-effective public health measures. A robust
systematic approach to delivery is critical to achieve and maintain high uptake
rates. The GP specification covers all immunisations as set out in the Green
Book : “Immunisation against infectious diseases”. See updated version online
at:
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPol
icyAndGuidance/DH_079917
The following standards are expected of practices to deliver the national
immunisation programme:
• Identify a healthcare professional in every practice who is responsible
for immunisation.
• Adhere to national immunisation policy by following the Green Book.
• Ensure that all staff involved in immunisation services have received
core training and annual update as set out in the HPA national
minimum standards for immunisation training and RCN guidance.
Ensure staffs maintain their immunisation knowledge and competency
supported by access to national resources: online green book and PHE
vaccine update immunisation newsletter.
• Ensure enough immunisation appointments are available and
accessible so that patients can receive the recommended vaccinations
on time. Waiting lists require management and delays are
unacceptable.
• Establish robust call and recall systems, preferably using the
supporting CHIS system..
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• System for follow-up of non-attenders (reminder and recall, follow up by
phone or text message; consider home visits, opportunistic
immunisation).
• Provide parents and young people with tailored verbal and written
information, advice and support
• Active targeting of those who are at risk of not being fully immunised in
order to reduce inequality (e.g. looked after, special needs, non-english
speakers, children with chronic illness, younger children from large
family, vulnerable families (travellers/asylum-seekers/new entrants/
drug misusers /homeless/offenders), those who have missed previous
vaccinations
• Each GP practice to have named person (and deputy) responsible for
cold chain. In addition there needs to be a clinical lead for this to
oversee training and adherence to protocol. Practices must ensure the
cold chain is maintained and that all vaccines are stored in accordance
with the manufacturer’s instructions; all practices should have a cold
chain policy which reflects the national cold chain protocol, (attached).
• Report all immunisation incidents to the PHE Screening &
Immunisation Area Team, contacts below), who will offer clinical
support. Report vaccine breaches/losses to immform.
To reduce
incidents by appropriate length of appointments, learning from
significant
events/incidents.
Have
appropriate
resuscitation
equipment/drugs on site in case of anaphylactic reactions. Staff to be
up to date with annual CPR/anaphylaxis recognition & treatment for
both children and adults.
• Keep patient record and personal child health record (parental held red
book) up to date of immunisation history. , this includes timely
communication of scheduled and unscheduled childhood vaccinations
to the child health team to update the Child Health Information System
for young people up to 18 years. Follow local protocols on recording
and maintaining vaccination data.
• Record should include:
Any refusal of vaccination or contraindication
Consent details (where consent given on behalf of a child this must
be someone with parental responsibility; their relationship to the
child must be recorded); batch number, expiry date and brand, date
of administration, adverse reactions.
Schedule or unscheduled immunisation is also useful
• Vaccine supplies:
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o NHS supplies via immform, for the child immunisation
programme and some adult programmes.
o GP procurement of other vaccines, such as Influenza and
travel/at risk vaccines.
o Stocks should be no more than 2 to 4 week supply to minimize
wastage and maintain space in vaccine fridge.
.
(i)

Childhood Immunisations
(a)
(b)

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

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

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

Age 60 months (due from age 3yr. 4months)
o DTaP/IPV pre-school booster
MMR2 at 5 years
Exception reporting only applies for informed dissent where practices have
challenged parents and recorded refusals.
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Quality Standard 5.1

(a)

(b)

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

Banding
Band A: 95% (National Target and Liverpool median)
Band B: 93%
Band C: 91% (Liverpool bottom quartile)
READ code
For the current READ codes to be used, please see the Read Code guidance
document.
Data collection/submission:
Practice submission
Resources, links – need to be reviewed
Summer 2015 complete immunisation schedule
https://www.gov.uk/government/publications/the-complete-routineimmunisation-schedule
PHE Vaccine update
https://www.gov.uk/government/publications/vaccine-update-issue-233september-2015
Cold chain protocol
Protocol for ordering storing and handling vaccines - Gov.uk
PHE Screening & Immunisation Team Mersey Area:
Mersey.scrimms@nhs.net
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Supplementary Document 17
Use of resources – Outpatient attendances
Rationale:
To ensure patients with conditions that can be well managed in primary care
receive the treatment they need from General Practice thus ensuring effective
use of resources.
Aims:
The Practice and Neighbourhood utilises NHS resources for its patients in an
evidenced-based manner in-line with agreed local and national clinical
pathways and guidelines.
It will ensure:
• Appropriate resource usage across the health economy.
• Full adherence to agreed North Mersey and locally agreed Clinical
Pathways, thereby resulting in reduced inappropriate use of secondary
care and other services.
• A formative, educational process (through clinical peer review) in place
at Neighbourhood level to support clinicians in understanding
guidelines, pathways and resources available out of hospital.
Team requirements:
• To fully utilise Advice and Guidance opportunities for the following subspecialties: ENT, Gynaecology, Gastroenterology
• To undertake clinical peer review at practice and neighbourhood level
ensuring appropriate use of hospital and community services

KPI 6.1
Rate per 1000 hospital weighted population for GP referred first Outpatient
attendances to the following specialties (Dermatology, ENT, Gynaecology,
Rheumatology, Urology, Vascular Surgery, Gastroenterology, Cardiology and
Respiratory).
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Referrals to be removed when compared to previous years:
• Termination of Pregnancy
• Colposcopy
• Male patients for Gynaecology
Banding
Band A: Liverpool top quartile 89.1
Band B: Liverpool median 103.8
Band C: Liverpool bottom quartile 116.4
Banding Rationale
For ACS Conditions, GP referred Outpatient Attendances and AED
attendances (Access), Band A, B and C have been set at the bottom quartile,
median and top quartile of the Liverpool spread for the 12-month period
Feb 2016-Jan 2017.
READ code
To be confirmed
Data Collection/submission
Data will be submitted monthly by each hospital trust to the national
‘Secondary Users service’ (SUS) and then extracted by Liverpool CCG at GP
practice level.
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Use of resources – ACS admissions
Rationale
To ensure patients with specific ambulatory care sensitive conditions that can
be well managed in primary care receive the treatment they need from
General Practice thus ensuring effective use of resources thereby reducing
hospital admissions. However, admissions will be monitored, reviewed to
determine the number of admissions which are from third party organisations
and whether intervention by the practice would have avoided the admission
Aims:
The Practice and Neighbourhood utilises NHS resources for its patients in an
evidenced-based manner in-line with agreed local and national clinical
pathways and guidelines ensuring optimum treatment is delivered for
patients..
It will ensure:
• Appropriate resource usage across the health economy.
• Full adherence to agreed North Mersey and locally agreed Clinical
Pathways, thereby resulting in reduced inappropriate use of secondary
care and other services.
KPI 6.2

The rate per 1000 hospital weighted population for admissions for a selection
of Ambulatory Care Sensitive conditions (Angina, Asthma, COPD, Influenza
and Pneumonia, CHF and Cellulitis) as primary diagnosis.
KPI Banding
Band A: Liverpool top quartile 8.5
Band B: Liverpool median 10.4
Band C: Liverpool bottom quartile 12.2
For ACS Conditions, GP referred Outpatient Attendances and AED
attendances (Access), Band A, B and C have been set at the bottom quartile,
median and top quartile of the Liverpool spread for the 12-month period
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Feb 2016-Jan 2017.
READ code
To be confirmed
Data Collection/submission
Data will be submitted monthly by each hospital trust to the national
‘Secondary Users service’ (SUS) and then extracted by Liverpool CCG at GP
practice level.
Use of resources – Cancer Referrals
The practice has a system to ensure that where a decision is made to urgently
refer a patient with suspected cancer, the referral is undertaken within 24
hours. The practice has a system to check for confirmation of receipt.
GPs to document safety netting advice in patients notes - consider referral
after repeat consultations for the same symptoms.
Practice to ensure it has:
•
•

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

The practice would ensure that any patient referred under ‘2 week rule’ is
aware of the significance of the referral and available to attend an
appointment within the 2 week timeframe.
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Supplementary Document 18
Pro-active care for identified patients
The greatest opportunity to reduce hospital admissions and bed days lies in
the proactive management of people with long term conditions, especially
people with multiple conditions. Multiple co-ordinated strategies, underpinned
by an integrated information system, are needed to reduce demand on A&E
and enable low-risk patients who attend A&E to be discharged or observed in
an assessment unit, as demonstrated by the results from Kaiser
Permanente. Pro-active care uses a stratification tool for identified patients “at
risk” of hospital admission. Practices would be expected to target intervention
to those who would benefit from this approach.
The introduction of integrated multi-disciplinary care teams is underway,
serving p o p u l a t i o n s of 30-50,000 each, on a neighbourhood
footprint, designed to meet the specific care needs of local populations across
the CCG footprint.
These Community Care Teams will bring together services from a number of
different provider organisations and are designed to break down the barriers
between the physical, mental and social aspects of individuals (and their
carers) lives, delivering genuine person centred care at scale. A multidisciplinary team based approach will be taken with general practice,
community nursing, mental health and social care typically engaged, although
other care professionals and the voluntary sector may also be engaged
dependant on a neighbourhood and individual need.
Care teams will adopt a proactive approach which targets individuals at
increased risk of poor outcomes including the use of standardised risk
stratification tools.
Practice requirements:
• Practices will be provided with a list of patients for risk stratification.
• Rationalise list using clinical knowledge of patients
• Identify cohort of patients to be discussed by CCT pro-active care MDT
ensuring the selection of patients have a range of at risk of admission
score (demographic and number will vary according to
neighbourhoods)
• Gain patient consent (via telephone is acceptable)
• Ensure record kept of patient refusals and patients unsuitable for MDT
for regular review (READ codes required)
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Quality Standard 7.1

Practices to review 0.5% of their weighted population for suitability for onward
referral to Community Care Team.

Page 75 of 83

209

Liverpool Quality Improvement Scheme
2017-18 V 1.16 DRAFT

PLEASE TREAT AS CONFIDENTIAL

Appendices

Appendix 1:

Payment Schedule

Appendix 2:

Primary Care Quality Framework – Summary of Quality Standards

Appendix 3:

Summary of GP Specification Key Performance Indicators
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Appendix 1
Payment schedule - to be reviewed
GP SPECIFICATION PAYMENTS - 2017/18
PMS

PMS Contract
GP Spec funding
GP Spec Funding - rebased for April'17
Lists
Q4 Local Enhanced Services 20xx/xx
GP Spec Funding - rebased for Jul'17 Lists
Local Enhanced Services Q1
GP Spec Funding - rebased for Oct'17
Lists
Local Enhanced Services Q2
GP Spec Funding - rebased for Jan'18 Lists
Local Enhanced Services Q3
Q4 Direct Enhanced Services
Key:
PMS Contract
GP Specification
Local Enhanced Services
Directed Enhanced Service payments
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Based
on
List size
1 Apr'17
1 Jan'17

Apr-17
X
X

1 Apr ‘17

Q1
May17
X

X
X

Q2
Jun-17
X

Jul-17
X

X

X

1 Jul'17

Q3

Aug-17
X

Sep-17
X

Oct-17
X

X
X

X

X

1 Oct'17

Q4

Nov-17
X

Dec-17
X

Jan-18
X

X
X

X

X

1 Jan'18
X

X

X

X

X

X

X

X

X

X

Feb-18
X

Mar-18
X

X
X
X

X
X
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GP SPECIFICATION PAYMENTS - 2017/18

GMS

Global Sum
GP Spec funding
GP Spec Funding - rebased for April'17
Lists
Q4 Local Enhanced Services 20xx/xx
Global Sum
GP Spec Funding - rebased for Jul'17 Lists
Local Enhanced Services Q1
Global Sum
GP Spec Funding - rebased for Oct'17
Lists
Local Enhanced Services Q2
Global Sum
GP Spec Funding - rebased for Jan'18 Lists
Local Enhanced Services Q3
Direct Enhanced Services
Key:
GMS Contract
GP Specification
Local Enhanced Services
Directed Enhanced Service payments

Page 78 of 83

212

Based
on
List size
1 Apr'17
1 Jan'17

Apr-17
X
X

1 Apr ‘17

Q1
May17
X

X
X

Q2
Jun-17
X

Jul-17

X

X

1 Jul 17
1 Jul'17

X

Q3

Aug-17

Sep-17

Oct-17

X
X
X

X
X

X

1 Oct 17

X

1 Oct'17

Q4

Nov-17

Dec-17

X

X

X
X

X

1 Jan 18
1 Jan'18

Jan-18

X

X

X

X

X

X

X

X

Mar-18

X
X
X
X

X
X

X
X

X

Feb-18

X

X
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Appendix 2 – Primary Care Quality Framework – Summary of Quality Standards

To be inserted
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Appendix 3

Summary of Key Performance Indicators

Key Performance Indicator

1.0 Prescribing
1.1 Medication review - polypharmacy patients
1.2 Reducing antibiotic use
1.3 Safe use of high risk drug – anticoagulant
2.0 Access
2.1 Improving access to general practice
3.0 Use of resources
3.1 Outpatient attendances
3.2 ACS admissions
TOTAL
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% Practice Total
weighting
100%
10%
10%
5%
25%
25%
25%
100%
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Report no: PCCC 06-17
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
PRIMARY CARE COMMISSIONING COMMITTEE
TUESDAY 21MARCH 2017
Title of Report

TB Enhanced Service

Lead Governor

Dr Rosie Kaur/Dr Shamim Rose

Senior Management
Team Lead

Cheryl Mould
Head of Primary Care Quality & Improvement

Report Author

Jacqui Waterhouse
Locality Manager

Summary

The purpose of this paper is to provide an update
on the implementation of the Latent TB pilot,
confirm the Local Quality Improvement Scheme
and outline next steps for practice sign up from
April 2017.

Recommendation

That Liverpool CCG GP Specification
Development Group:
 Notes the progress and learning from the
pilot sites
 Approves the LQIS for latent TB for 12
months
 Agrees timeline and next steps for the
implementation of the LQIS
 Adopts the recommendation to approve the
delivery of latent TB screening for patients
at risk via the attached pathway and
proposed LQIS

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

1.

PURPOSE

The purpose of this paper is to provide an update on the implementation of
the Latent TB pilot, confirm the Local Quality Improvement Scheme and
outline next steps for practice sign up from April 2016.
2.

RECOMMENDATIONS

That Liverpool CCG PCCC:
 Notes the progress and learning from the pilot sites
 Approves the LQIS for latent TB for 12 months
 Agrees timeline and next steps for the implementation of the LQIS
 Adopts the recommendation to approve the delivery of latent TB
screening for patients at risk via the attached pathway and proposed
LQIS
3.

BACKGROUND

Liverpool is one of the most deprived cities in England. The city has high
numbers of migrants and has the largest number of dispersed asylumseekers of any of the UK core cities. The incidence of TB in the city is
moderate, although the city contributes 0.6% of all England TB cases.
In November 2015 a paper was presented to the PCQSC with regards to the
testing and treatment of latent TB for people who are migrants, asylum
seekers and refugees from at risk countries (including Syria and Iraq) in the
16-35-year-old age group.
The committee approved an enhanced service delivery model for latent TB.
An amendment to that paper is that PHE have now agreed that students can
be included.
A paper describing a draft local quality improvement scheme and patient
pathway was presented to the GP spec development group in January 2017
and to LMC in February, both committees agreed with the proposals.
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4.

PILOT PROGRAMME

During 2016/17 six practices with high numbers of asylum seeker and migrant
populations were recruited into a pilot programme. The aim of the pilot was to
test the logistics with regards to
• Testing and refinement the pathway from identification to referral to TB
services
• Quantify the numbers of patients likely to be identified
• Ensure other services such as phlebotomy had systems in place for
testing and delivery of specimens to testing labs
• Develop the content of a draft Local Quality Improvement Scheme for
consideration by the GP Spec Development Group and comments from
the Liverpool LMC
Lessons learnt
The following is a summary of the lessons learnt and actions to be taken in
advance of sign up
• Strong links need to be made between practices, the social inclusion
team and leaders in communities to promote testing and to help people
in at risk groups understand the reason for testing and be encouraged
to participate to ensure trajectory is met. A pop up is being designed to
assist practices in identification based on the criteria.
• Call and recall letters shared and will be reviewed by social inclusion
team
• Data collection – template discussed and revised version in process of
development
• ICE reporting – IGRA testing not reporting through – iMersey liaising
with lab IT at the Royal
• Implementation/resource pack to be collated for practices ready for sign
up
Trajectory
Six practices commenced the pilot in July 2016, plans are therefore based on
Q2 data only as Q3 data is not expected until 20th January 2017.
Each practice did approximately 1 test per month. Once offered out to
practices, if a minimum of the 43 practices signed up to the asylum seekers
LES take the Latent TB scheme up it can be estimated this would equate to
516 patients identified.
The funding for this has been received from PHE. CCG performance
reporting is to PHE.
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5. STATUTORY REQUIREMENTS (only applicable to strategy &
commissioning papers)
5.1 Does this require public engagement
engagement been carried out? Yes / No

or

has

public

1.

i.

If no explain why

ii.

If yes attach either the engagement plan or the engagement
report as an appendix. Summarise key engagement
issues/learning and how responded to.

2.

5.2 Does the public sector equality duty apply? Yes/no.
i.
If no please state why
ii.
If yes summarise equalities issues, action taken/to be taken
and attach engagement EIA (or separate EIA if no
engagement required). If completed state how EIA is/has
affected final proposal.
5.3 Explain how you have/will maximise social value in the
proposal: describe the impact on each of the following areas
showing how this is constructed to achieve the most:
a) Economic wellbeing
b) Social wellbeing
c) Environmental wellbeing
5.4 Taking the above into account, describe the impact on
improving health outcomes and reducing inequalities

6.

DESCRIBE HOW THIS PROMOTES FINANCIAL SUSTAINABILITY

7.

NEXT STEPS

A primary care-based latent TB prospective screening LQIS for newly
registered migrants, asylum seekers and students from the highest risk
countries is included (see appendix).
Following approval this will be offered for comment to the February LMC. This
will then be offered to all GP practices in Liverpool CCG in March for sign up
for 12 months beginning April 2017.
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It is anticipated that this will be reviewed alongside the asylum seekers LES
during 2017/18.

Jacqui Waterhouse
Locality Manager
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Local Quality Improvement Scheme
Latent TB testing for migrants
Introduction
This quality improvement scheme has been designed by NHS Liverpool
Clinical Commissioning Group to facilitate the identification, testing and
treatment and onward referral for follow up for those migrants at risk of latent
tuberculosis by list based General Practice providers.
Although there are relatively low numbers of TB cases in Liverpool there is
significant migration which flags the potential for changing TB epidemiology.
Cases identified have in the majority, migrated from high risk counties and
been in the 16-35 age group.
Aim
To provide a prospective General Practice based service close to patient’s
homes for the identification of risk, offer of and delivery of testing and onward
referral into treatment for positive tested latent TB.
Service Specification
Key aspects
The service has three aspects to delivery
•

Identification of potential at risk individuals aged 16-35 from the high
TB incidence countries

•

Offer and arrange IGRA (interferon gamma release assay) testing of
cases identified at risk, follow up of patents who fail to attend for blood
tests

•

Onward referral for treatment and contact tracing to local secondary
care TB services

Individuals identified will also be assessed for evidence of active TB and
referred on if active disease is suspected.
Practices should take the opportunity to test for other BBVs.
Children form high risk countries who have not received BCG vaccination
should be offered.
BCG scars should be recorded in the patients notes if possible.
The target population
The target population is:
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a) born or spent >6 months in high TB incidence country (including Syria and
Iraq)
b) entered UK within last 5 years (including where entry was via other
countries)
c) aged 16-35 years (including students)
d) no history of TB either treated or untreated
e) never screened for TB in UK
NB pregnant women who are diagnosed IGRA positive will have treatment
after delivery.
Pathway
See appendix
Monitoring
Read Codes
IGRA test offered
Interferon gamma assay result
indeterminate
Interferon gamma assay negative
Interferon gamma assay positive
Tuberculosis test by ELIAS interferongamma release assay
Latent tuberculosis
Interferon gamma assay positive

EMISNQIG10
43bJ
43bk
43bL
43bH0
65Y9-1
43bL

Data Collection/submission:
The providers of the service will be required to provide quarterly activity
reports, based on the number of patients identified and screened, number
tested positive within the quarter.
Funding
•
•
•

Number identified and screened
Number testing IGRA positive
Number for patients identified with active TB

£5.00
£20.00
£100.00

Termination
The contractor will give three months’ notice in writing if they wish to terminate
this agreement. The CCG reserves the right to terminate this agreement
immediately should a breach of contract/clinical governance become
apparent.
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High incidence counties
Country

Country

Afghanistan
Angola
Bangladesh
Benin
Bhutan
Botswana
Burkina Faso
Burundi
Cote d'Ivoire
Cabo Verde
Cambodia
Cameroon
Central African Republic
Chad
Comoros
Congo
DRP Korea
DR Congo
Djibouti
Equatorial Guinea
Eritrea
Ethiopia
Gabon
Gambia
Ghana
Greenland
Guinea
Guinea-Bissau
Haiti
India
Indonesia
Kenya
Kiribati
Laos PDR
Lesotho

Liberia
Madagascar
Malawi
Mali
Marshall Islands
Mauritania
Mauritius
Micronesia
Mongolia
Mozambique
Myanmar
Namibia
Nepal
Niger
Nigeria
Pakistan
Papua New Guinea
Philippines
Republic of Moldova
Rwanda
Sao Tome & Principe
Senegal
Seychelles
Sierra Leone
Somalia
South Africa
South Sudan
Swaziland
Timor-Leste
Togo
Tuvalu
Uganda
UR Tanzania
Zambia
Zimbabwe

Including Syria and Iraq
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Please sign and return the appropriate declaration.

I confirm that this Practice wishes to provide the local improvement scheme
for the latent TB identification and testing1st April 2017 to 31st March 2018 as
per the above specification.

Name of Practice:
………………………………………………………………………..

Date completed: ………. / ………. / ……….

Signed: …………………………………………………
.
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NB- the results for HIV, Viral Hepatitis refer to
usual services
Code all interventions/activities
(including declined)
Code if BCG scar present
Suspected active TB – cough 73 weeks,
night sweats, weight loss

At registration

Patient identified from high
incidence country

Fulfils eligibility criteria (see
bottom right)

Invitation 1-3 (send PIL)

Sputum for C&S X3 samples
over 3 days

New patient medical (give PIL)

Bloods (IGRA + other BBV)
Phlebotomy leaflet, before 1000 as specimen needs to go on first run to
Royal labs only, follow up If DNA

Negative

Positive

Advise patient

Advise patient

229

Signs & symptoms suggest
active TB

Refer to TB Team for
treatment/contract tracing
Criteria
A.
Born or spent >6months in high TB
incidence country (inc Syria/Iraq)
B.
Entered U.K. within last 5 years (including
via other countries)
C.
Aged 16-35 years
D.
No history of TB, treated or untreated
E.
Never screened in U.K.
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Report no: PCCC 07-17

NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
PRIMARY CARE COMMISSIONING COMMITTEE
TUESDAY 21ST MARCH 2017
Title of Report

Prescribing Cost Reduction Plan 2017-18

Lead Governor

Dr Jamie Hampson

Senior
Management
Team Lead
Report Author

Cheryl Mould – Primary care Programme
Director

Summary

This paper presents the Medicines
Optimisation Committee proposals to
achieve the 2017-18 prescribing budget.

Recommendation

The Medicines Optimisation Committee
recommends that the Primary Care
Commissioning Committee:

Peter
Johnstone
–
Development Manager

Primary

Care

 Supports the Prescribing Cost
Reduction plan, as detailed in this
paper
 Notes the key risks and challenges to
delivery of the plan

Relevant
standards/targets
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PRESCRIBING COST REDUCTION PLAN 2017 - 18

1.

PURPOSE

This paper presents the Medicines Optimisation Committee proposals to
achieve the 2017-18 prescribing budget.
2.

RECOMMENDATIONS

The Medicines Optimisation Committee recommends that the Primary
Care Commissioning Committee:
 Supports the Prescribing Cost Reduction Plan, as detailed in this
paper.
 Notes the key risks and challenges to delivery of the plan.
3.

BACKGROUND

The Medicines Optimisation Committee (MOC) has reviewed prescribing
across a range of areas and agreed a cost reduction plan with the aim of
removing £7M from prescribing costs, in 2017-18. The plan follows the
five phases areas set out in the Financial Effectiveness Plan (FEP) and
adds clinical reviews and benefits obtained from measures such as
rebates.
4.

PROPOSED PRESCRIBING COST REDUCTION PLAN 2017

4.1 FEP Phase 1 (Q4 2016)
Phase 1 began in July 2016 and implementation has been the priority for
the Medicines Management Team (MMT). Phase 1 included a range of
projects involving switching to lower cost equivalent products or
alternative brands, or discontinuing use of low value drugs.
The MOC has not previously engaged with large scale switch
programmes as they often result in patient complaints and the Local
Pharmaceutical Committee has raised objections. However, these
programmes are an effective way of delivering substantial savings in a
relatively short time, allowing the MOC to move forward with longer term
projects that will achieve sustainable reduction in costs.
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It was originally intended to run Phase 1 for six months but, given the
CCG’s financial situation this was extended to the end of the year.
Switches in the first two waves of phase 1 have, by the end of
December, delivered annualised savings of £2.6M. the impact in 201617 is estimated at £1M but these projects will continue to have an impact
through 2017-18 and, to a lesser extent 2018-19.
In addition, the MMT has put in place a tiotropium switch project to cut
costs by £600k in 2017-18. The MOC considered two options; changing
to an identical device and achieving savings within the quarter, or a
programme to switch to a different device which would have achieved
higher savings (£900k a year) but would require a consultation with
patients and this would take substantial GP, practice nurse and MMT
resource to implement. Projects involving clinical review are described
as part of phase 6.
Phase 1 will formally close at the end of Q4 so that the MMT can focus
on longer term projects, but the MOC will continue to implement switch
projects where there are viable savings that can be achieved without
diverting the MMT resource. This currently includes promoting better use
of lidocaine plasters - this is being piloted through Q4 and may save
£145k – and first line oral contraceptives £100k.
4.2

FEP Phase 2 (Q4 2016- Q1 2017) and Phase 3 (Q2 2017)

It is widely recognised that there is substantial waste involved in the
repeat prescribing and dispensing process and this is also associated
with clinical risk to patients. The MOC has been promoting the
Medicines Co-ordinator model for several years. This involves a review
and risk assessment of medication ordering and prescribing processes,
followed by a training programme for practice staff. A key part of this is
for practices to employ a Medicines Co-ordinator – a non-clinical
member of staff whose role is to manage the process, identify risks and
waste and follow up queries with patients, pharmacies and hospitals.
The Medicines Management Team have previously implemented similar
deep dive projects and these identified savings of approximately £20k
per GP, equivalent to £6M across the city. However, these savings were
not sustained as the activity was carried out by the MMT and no
changes to practice processes were put in place. Phase 2/3 aims to
achieve sustained improvements and cost reductions.
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The MMT is currently working with three practices to established the
core elements for this programme and develop the training package.
This will then be tested with a further six practices before being rolled
out across the city from Q2 2017.
This is the flagship aspect of the MOC’s strategy and, if successful, will
have a big impact on costs, risks and GP workload, but is not without
barriers. The MMT has developed the implementation plan and mapped
staff requirements. It was expected that the support would be provided
for six months but the pilot suggests that this can be reduced. However,
even if the programme continues for two years, the intensive support will
use the MMT’s entire pharmacy technician workforce, and pharmacist
support to the project will also limit their availability for other work. The
MOC is currently working on a Medicines Optimisation Workforce
strategy to describe the roles and benefits of pharmacists and
technicians and quantify the potential investment that would be needed
to support general practices and the Five Year Forward View.
As this Phase will not deliver savings quickly, the MOC is considering a
change to limit ordering of prescriptions by community pharmacies. This
was put in place in Sefton CCG and is reporting a rapid reduction in
costs
4.3 FEP Phase 4
Historically general practice has issued prescriptions for specialist items
such as stoma products, catheters and nutritional support, but without
the expertise to routinely challenge requests or have the assurance that
the appropriate, or even correct product is being prescribed. These
products are frequently stockpiled and sip feeds, prescribed by the NHS,
can be found on ebay.
4.3.1 Stoma and catheter – the MOC has developed a service
specification for a stoma and catheter management service that would
proactively contact patients to manage their deliveries, and identify
problems that require clinical support from a specialist nurse. This
service would work closely with the hospital stoma nurses and
continence service to stop patients being lost to follow up.
Given the value of a service to manage stoma and catheters, it is likely
that a procurement is required. This would mean that the launch date is
likely to be towards the end of 2017 and limit in-year savings.
Annualised savings are estimated to be 40% of costs and deliver a
Page 4 of 10
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reduction of £1.4M, of which £200-400k may be realised in 2017-18. The
specification and business case has been submitted to the Finance,
Procurement and Contracting Committee and, if approved, the
procurement process will begin in March 2017.
4.3.2 Nutritional support – dietetic products, mostly in the form of sip
feeds, cost the CCG £2.27M. The CCG has previously engaged
Liverpool Community Health dieticians to carry out a review project in
2015. This achieved savings of £635k, but at a cost of £300k. Following
the end of the project, these cost of sip feeds went up again and the
savings were lost after 12 months, although this in part was due to more
patients being prescribed feeds.
As with the stoma and catheter projects, the MOC is looking for a
sustainable solution rather than a short term fix. To that end, the MOC
will propose that the responsibility for prescribing nutritional support be
transferred to the community provider. This has previously happened for
dressings which are mostly prescribed or issued by the community
nursing services. The MOC, working with the dietetics lead, has
developed a service model and will present a service specification and
business case to the CCG in Quarter 1. It is aimed to reduce costs by
30%, to give an annual saving of £675k and in year saving of £200k.
The MOC is currently reviewing prescribing data for dressings.
General practice prescribing costs are currently £521k, down from £600k
in 2013, however 84% of these costs are for products that are not on the
community nurses’ formulary. The MOC aims to reduce costs by a
further 10%.
4.3.3 Blood glucose monitoring – monitoring of blood glucose by type 2
diabetics increased following guidance from the DVLA about testing
before driving and costs are currently £1.3M. The cost of test strips
varies from £6.99 to £15.76. Each strip is matched to a particular brand
of meter and these are given to patients by manufacturers free of charge
or sold by pharmacies. The MOC has agreed a limited list of meters and
testing strips with the Liverpool Diabetes Partnership and GPs will be
asked to only prescribe these strips. The Local Pharmaceutical
Committee has agreed to communicate this list to pharmacies so that
they will not sell or advise use of a meter outside of the limited list. The
prescribing guidance does, however, recognise that some patients, such
as visually impaired or with poor manual dexterity may require a different
meter. This project aims to reduce costs by £130k in year.
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4.4 FEP Phase 5
Phase 5 focusses on the NHS’ responsibility to fund products for minor
ailments and self-care. Currently the Care at the Chemist minor ailments
scheme is commissioned by NHS England, at a cost of approximately
£700k. NHSE have transferred responsibility for this service to all other
local CCGs but, as the spend was substantially higher than the funds on
offer, this has previously been declined by Liverpool CCG.
The MOC is preparing to take management of this project and a budget
at the current level of costs from NHS England. The Committee has
reviewed the conditions list and has begun discussions with the
Engagement Committee with a view to reducing the scope of the service
to remove products of limited clinical value. In parallel, this would require
that GPs no longer prescribe the products that are removed from the
minor ailments service to avoid a shift from pharmacies to GPs and
resultant increase in GP workload. Together, these two aspects of phase
5 would release £700k annually.
To deliver the changes whilst minimising the financial risk to the CCG
will require a major public communications campaign in parallel with
preparatory work in general practice. The MOC proposes that this
project continue to be developed, with a view to transferring the budget
and management, from NHS England in Q3.
4.5 Phase 6 – changes requiring clinical review
High cost prescribing areas include respiratory disease, cardiovascular
disease and treatment of diabetes. The MOC is working with the Right
Care group to review prescribing in respiratory and CVD and the MMT
clinical lead is developing a prescribing strategy for inhaler prescribing.
This will consider whether the CCG should promote a limited formulary
rather than continue supporting practices with the use of a wide range of
inhaler devices and drugs. Similarly, a review of product choice in
diabetes will begin in Q1.
For both these areas, promoting a limited list will require a face to face
medication and consultation with GP or non-medical prescribing nurse or
pharmacist and delivery of savings requires substantial resource and will
take time to implement. Once the reviews are complete, the MOC will be
able to quantify the potential saving and report on changes against this.
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Supporting this work, the MOC has proposed a medication review KPI
which requires practices to carry out a review of patients on more than
ten items. The MOC will define the content of the medication review and
reviews to this standard, carried out by the MMT, achieve a reduction in
cost of £100 per patient. It will be the responsibility of the practice rather
than the MMT to deliver this KPI.
The last two years has seen an increase in lipid lowering drugs for use in
limited circumstances – the MOC will review use and reiterate guidance
on these drugs in quarter 1.
4.6 Rebate
The CCG has recently agreed to accept rebates on medication that the
CCG commonly uses. To date, two key agreements, with an expected
value of £160k and £180k have been put in place and other
agreements, bringing the total up to an estimated £400,000 are in
discussion.
4.7 Patent expiries
A major cost for all CCGs is the use of pregabalin. Ongoing legal cases
have required that this be prescribed by brand for the major indications
and there has not been a shift to generic products. However, the main
patent expires in July 2017 and the MOC expects the cost to fall quickly
as a number of manufacturers enter this market. The MMT will be tasked
with managing a large scale generic switch once the price falls, with an
in year benefit of £1.3M.
4.8 Risks and challenges
The prescribing cost reduction plan is an ambitious attempt to make
substantial savings and there are a number of risks and challenges
4.8.1 Substantial cost increases
The prescribing budget contains an allowance for increasing demand
which results from the CCG’s efforts to identify more patients and
improve treatment and also for inflation driven increases in prices.
However, there are areas where cost pressures may be very high.
4.8.1.1 Cardiovascular drugs initiated in hospitals
Page 7 of 10

237

The MOC has completed a review of potential pressures from new
products and the shift of specialist drugs from secondary care – this
issue is being addressed on the LDS footprint, but there is concern
around the impact of cardiovascular drugs approved by NICE
Use of Direct Oral Anticoagulants (DOACs) continues to increase as
trusts are using these, rather than warfarin or heparin products, to clear
beds quickly. The contract with the new Anticoagulation Service provider
includes an option to include DOACs and establish a full scope service
that trusts could refer patients to, rather than initiating treatment that has
a long term financial impact.
In addition, a pathway for the use of sacubitrol / valsartan has been
agreed based on NICE criteria, but the benefits in terms of bed days and
deaths avoided have not been assessed against other priorities and the
specialist nurses have published a timetable to transfer 60% of heart
failure patients to Sacubitrol / valsartan at a cost to Liverpool of £2M.
The MOC is working with the CCG’s long term conditions group to
ensure that use is appropriate rather than routine.
The potential increase in costs for these two areas combined in 2017-18
is £1M
4.8.1.2 Generic price rises
The years 2015-16 and 2016-17 both saw very large price rises for
commonly used generic products, with each year seeing an impact of
£2M. Where possible the MMT have offset these increases as part of
Phase 1 switches. Potential price rises for the next year are unknown,
and the MOC monitors price changes monthly to identify if remedial
action is necessary.
4.8.1.3 Flu vaccines – most practices have placed their orders for 2017
season immunisations and many have been offered, as standard,
quadrivalent products rather than the usual trivalent flu vaccines. Public
Health England have indicated that use of quadrivalent vaccines is the
direction of travel but the cost is higher than trivalent. The potential
increase in costs is estimated at £200,000-£300,000.
4.8.2 Capacity to deliver the cost reduction plan
The Medicines Management Team have focused on delivering Phase 1
savings since June. However, this approach was one of the factors that
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resulted in most of the pharmacists leaving LCH. The MMT have
recruited replacement staff, but has indicated that continuing with purely
cost measures is likely to result in further retention problems. The role of
a clinical pharmacist is to perform medication reviews and practices are
expecting this function to resume from April. The cost savings plan,
therefore, does contain discrete projects that will require large scale
MMT support, but the majority of the plan is based around sustainable
service redesign rather than short term gain.
In order to maximise savings, the plan needs to deliver change as early
as possible. The MOC has reduced from four GPs to one, and the
current prescribing support project manager is a seconded position with
the post holder returning to NHS England at the end of March. To deliver
the cost reduction plan, the MOC requires dedicated project support to
assist in stakeholder engagement, redesigning the services and working
with the lead GP and neighbourhood lead GPs in engaging practices to
ensure there is uptake of the necessary changes.
4.9 Monitoring delivery
The Medicines Optimisation Committee has defined a set of indicators to
allow it to monitor delivery of the plan. These will be built in to Aristotle
and reviewed as a standing item each month. Where projects forecast
lower benefits than expected, additional measures will be identified to
ensure that the savings target is achieved.
5.

STATUTORY REQUIREMENTS (only applicable to strategy &
commissioning papers)
5.1 Does this require public engagement or has public
engagement been carried out?
Some aspects of Phase 5 of this proposal will require public
engagement
5.2 Does the public sector equality duty apply?
Public Sector equality applies to aspects of Phase 5
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5.3 Explain how you have/will maximise social value in the
proposal: describe the impact on each of the following
areas showing how this is constructed to achieve the
most:
a) Economic wellbeing
b) Social wellbeing
c) Environmental wellbeing
N/A
5.4 Taking the above into account, describe the impact on
improving health outcomes and reducing inequalities
Phase 6 includes projects to improve health outcomes through
review of treatment.
6.

DESCRIBE
HOW
SUSTAINABILITY

THIS

PROMOTES

FINANCIAL

As described
7.

CONCLUSION

The MOC has a number of strategies to manage costs through the next
year. This paper describes the key actions and potential benefits which
are considered achievable with the supporting resources available and
the Committee hopes to exceed these targets in some areas.

Medicines Optimisation Committee
February 2017

Page 10 of 10

240

PCCC07 17

Prescribing Cost Saving Plan 2017
Current spend
FEP phase 1
Wave 1 and 2
Phase 1 review
FEP phase 1
Wave 3

FEP phase 2 / 3
FEP phase 4

FEP Phase 5
Phase 6 – clinical
review

Ascorbic acid
Ferrous sulphate
Tiotropium switch

2017-18 impact

2018-19 impact

Timetable

£2.6M

£1.5M (25% loss
each year)

In place

£600,000

Q4 2016

Review of December
ePACT
30%

£600,000

20%
80%

£145,000
£100,000

Lidocaine patches
Cerezette - Cerelle
switch

£720,000
£125,000

Stoma and catheter
Sip feeds

£4,000,000
£2.25M

30-40%
20%

£1M
£400,000
£200,000

Blood glucose
monitoring
Minor ailments
Ezetimibe

1.3M

10%

£130,000

Rosuvastatin
Omega 3
Liothyronine
Dressings
Diabetes treatment
(not a Right care
target)
Specialist infant
feeds

£350,000
£75,000

Respiratory
treatment - Right
care

241

Reduction target
2017

£350,000

£550,000

£567,000

£200,000

10%

£50,000

Q4 2016-Q1 2017

Q1 2017
Q1 2017
£2-6M
£1.2M
£675,000

Q1 2017 – Q4 2018
Q3-4 2017
Q3 2017
Q1 2017

£600,000

Q1-2 2017
Review of potential
in Q4 / Q1

Review of DPP4 /
GLP1 prescribing v
HbA1c
Subject to
engagement and
consultation
Review of ICS
prescribing v step
down

Other
Rebates
Total

242

Pregabalin – patent
expiry
Rebate 1
Rebate 2

£3.45M

£1.3M
£160,000
£180,000
£7,015,000

£2.7M

Q2-3 2017

