PRIMARY CARE COMMISSIONING COMMITTEE
TUESDAY 17TH APRIL 2018 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 March 2018

All

1.3

Matters Arising:

1.3.1 Type 2 Diabetes Therapy Optimisation Service
Proposal – Update for noting

PCCC 06-18
Jamie Hampson

Part 2: Updates
2.1

NHS England Update

Verbal
Tom Knight

Part 3: Strategy & Commissioning
3.1

Primary Care & Prescribing - Budget Setting
Methodology 2018/19 Financial Year

PCCC 07-18
Mark Bakewell

3.2

CCG Local Quality Improvement Schemes (LQIS)

PCCC 08-18
Scott Aldridge

Part 4: Performance
4.1

Primary Care & Prescribing – Draft Year End
Financial Position 2017/18 Financial Year

PCCC 09-18
Mark Bakewell

Part 5: Governance
5.1

Primary Care Commissioning Risk Register
April 2018

PCCC 10-18
Cheryl Mould

6.

Any Other Business

ALL

7.

Date and time of next meeting:
Tuesday 19th June 2018
Formal Meeting, Boardroom, The Department
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Report no: PCCC 06-18
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
PRIMARY CARE COMMMISSIONING COMMITTEE
TUESDAY 17TH APRIL 2018
Title of Report
Lead Governor

Type 2 Diabetes Therapy Optimisation
Service Proposal
Dr Jamie Hampson

Senior
Management
Team Lead
Report Author

Cheryl Mould, Primary Care Programme
Director

Summary

The Medicines Optimisation Committee is
proposing a commercially sponsored Type 2
Diabetes Therapy Optimisation Service.

Recommendation

That the Liverpool CCG Primary Care
Commissioning Committee:

Sarah Stephen, Prescribing Project Manager

 Approves implementation of the Type 2
Diabetes Therapy Optimisation Service
Relevant
standards/targets

Prescribing Cost Reduction and Efficiency
Scheme (CRES)
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MEDICINES OPTIMISATION CRES REVIEW
1.

PURPOSE

This paper proposes that the Liverpool CCG Medicines Optimisation
Committee (MOC) support the following programme of work, which
forms part of the Prescribing Cost Reduction and Efficiency Scheme
(CRES).
2.

RECOMMENDATIONS

That the Liverpool CCG Governing Body:
 Approves the Liverpool CCG Medicines Optimisation Committee to
support implementation of the prescribing project in relation to Type
2 Diabetes Therapy Optimisation Service.
3.

BACKGROUND

At the September 2017 Governing Body, the MOC proposal to amend
the CCG sponsorship policy to include pharmaceutical industry
sponsorship was approved.
The CCG Sponsorship Policy sets out the process for the approval of
externally funded projects. For projects related to prescribing, the project
proposer is the MOC. The proposals are then reviewed by the Primary
Care Programme Group (PCPG) which makes a recommendation to the
Primary Care Commissioning Committee / Governing Body whether to
approve the proposal.
The PCPG has reviewed the proposal for the Type 2 Diabetes Therapy
Optimisation Service considering clinical effectiveness, cost benefit,
political implications and organisational reputation and recommended
that the Governing Body approve the implementation of these projects.
The PCPG came to this conclusion owing to the wealth of evidence
available in relation to improved patient outcomes following adherence
to the 9 x diabetes care processes. Whilst the project is not expected to
realise a cost benefit, PCPG appreciated the value of using the project
to highlight further areas of potential cost saving in the future. PCPG
considered the risk around organisation reputation and agreed that
likelihood and consequence scored low.
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4.

TYPE 2 DIABETES THERAPY OPTIMISATION SERVICE

The Type 2 Diabetes Therapy Optimisation Service is a non-promotional
service provided by Takeda UK Ltd, via a team of clinical pharmacists
employed by Interface Clinical Services. It is a therapy review service,
designed to support practice implementation of a proactive risk
management approach to the health and well-being of patients with
diabetes, in accordance with national/local guidelines.
Takeda UK Ltd are offering for the service to GP practices identified as
having the high clinical burden in relation to diabetes, defined as those
practices falling within the bottom quartile of achievement of the indicator
HbA1c < 59mmol/mol. Locally, the following practices will be invited to
take part:
•
•
•
•
•
•

Aintree Park
Dr Hegde & Jude's Practice
Ellergreen Medical Centre
Long Lane
Priory Medical Centre
Vauxhall Health Centre

The project is expected to improve and maintain the quality of diabetic
care. It is not designed to realise a financial benefit but will act as a proof
of concept to highlight areas of potential clinical and financial benefit
within the future.
The project proposal template and Primary
recommendations are included at Appendix 1.

Care

Group

5.

STATUTORY REQUIREMENTS (only applicable to strategy &
commissioning papers)

5.1

Does this require public engagement
engagement been carried out?

or

has

public

No public engagement is necessary. The project is intended to improve
and maintain the quality of diabetic care whilst ensuring appropriate, but
cost effective, treatment is prescribed.
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5.2

Does the public sector equality duty apply?

The project involves a patient focussed clinical review and the outcome
of the review will reflect the individual patient’s needs. Some patients
may not be considered suitable for inclusion in the service owing to
vulnerability and complex needs; exclusion criteria has been developed
to ensure these patients are not adversely affected.
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)
b)
c)
5.4

6.

Economic wellbeing
Social wellbeing
Environmental wellbeing

Taking the above into account, describe the impact on
improving health outcomes and reducing inequalities
DESCRIBE HOW THIS PROMOTES FINANCIAL
SUSTAINABILITY

The project aims to improve clinical outcomes for all diabetes patients by
helping practices to identify patients who have not completed 1 or more
of the NICE recommended 9 key care processes in the last 12 month.
Improved adherence will help prevent cost incurred in relation to poor
diabetic management.
In addition, the project aims to improve clinical performance and
financial revenue for practices by improving the number of NICE
recommended 9 key care processes completed per each patient, and by
improving diabetic control, all of which improves practice performance
under the Quality and Outcomes Framework.
7.

CONCLUSION

The Primary Care Programme Group recommends that the Governing
Body approves implementation of the Type 2 Diabetes Therapy
Optimisation Service.
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APPENDIX A

Commercial Sponsorship/Joint Working Proposal Pro-Forma
Project title: Type 2 Diabetes Therapy Optimisation Service
Submitted by: Sarah Stephen

Date: 2nd February

Commercial Organisation / Sponsor: Spirit Healthcare
Name of organisation:
Nature of business:

Contact details:

Sponsored by Takeda
Delivered by Interface Clinical Services (ICS)
Takeda is a pharmaceutical company
ICS is an independent provider of medicines management
support services
Jack Birchall (GPhC)
Head of Business Development
Interface Clinical Services
Phone: 07540 502773

Value of sponsorship:
1. Outline of Project
The Type 2 Diabetes Therapy Optimisation Service is a non-promotional service provided by
Takeda UK Ltd, via a team of clinical pharmacists employed by Interface Clinical Services. The
service is offered to GP practices identified as having the highest clinical burden within
diabetes, defined as those practices falling within the bottom quartile of achievement of the
indicator HbA1c < 59mmol/mol. Six practices across Liverpool have been identified as suitable
for support:
•
•
•
•
•
•

Aintree Park
Dr Hegde & Jude's Practice
Ellergreen Medical Centre
Long Lane
Priory Medical Centre
Vauxhall Health Centre

ICS will provide comprehensive clinical assessment of patient notes, followed by clinic and
telephone consultations where appropriate, in order to identify and support implementation of
opportunities to improve patient outcomes.
The service is designed to help practices to implement a systematic approach to the health and
wellbeing of patients with type 2 diabetes ensuring management is not limited to glucoselowering therapy and extends to cardiovascular risk, risk of thrombosis, hyperlipidaemia and
possible microvascular risks including deterioration of renal function. The review incorporates
non pharmacological management including weight loss, smoking cessation advice, nutritional
advice, patient guidance on microvascular complications and the need for screening including
retinopathy checks, renal function monitoring and highlighting diabetic neuropathy symptoms.
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2. Objectives, aims and proposed outcomes of project
To improve glycaemic control in type 2 diabetic patients via therapeutic optimisation in
accordance with the latest clinical guidelines and GP practice defined treatment strategy.
To support GP practices with the optimisation of non insulin antidiabetic therapy prescribing in
accordance with practice defined treatment pathways and current guidelines.
To facilitate improvement of GP practice achievement within the nine key care processes for
diabetes in accordance with the Quality and Outcome Clinical indicator targets for diabetes5.
To establish a process and educational therapeutic management legacy for primary care NHS
organisations that supports sustained improvement in the therapeutic management of non
insulin treated type 2 diabetic patients.
To seek to empower local medicines optimisation teams to adopt best practice and learning in
diabetes.
3. Who will undertake the project
Interface Clinical Services Ltd (ICS) will deliver the programme across the identified practices.
ICS deliver clinical programmes in around 3,000 GP practices and hospitals throughout the UK
each year and operate a robust clinical governance framework which ensures that all working
practices deliver the highest standards of care and safety.
.
4. How will the project benefit patients?
When Type 2 diabetes is not well managed, it can lead to considerable morbidity and serious
complications including heart disease, stroke, diabetic retinopathy, kidney disease and
amputation over time leading to disability and premature mortality. The management of T2D
requires an individualised multifactorial approach which includes addressing lifestyle issues
such as smoking cessation, exercise, losing weight and diet. The National Institute of Health
and Care Excellence (NICE) recommends that 9 key care processes are completed with each
patient annually to ensure that all patients can be given effective, high quality care.
What is the Ty
Clinical outcomes for diabetes patients will be improved as the review programme will identify
patients who have not completed 1 or more of the NICE‐recommended 9 key care processes in
the last 12 months. A similar project completed for Slough CCG found that a higher proportion
of patients received the 9 Care Processes but, more importantly, a higher proportion of patients
achieved target HbA1c, BP and Cholesterol as a direct result of pharmacological optimisation.
ICS have not collected patient feedback from reviews undertaken elsewhere to date but are
keen to collect and evidence this in relations to support provided in Liverpool.
5. How will the project benefit the sponsor?
Takeda will benefit as they will be recognised as supporting a therapy review service with
evidence based positive clinical outcomes. This is, however, a non-promotional project and is
not a ‘switch’ project. All interventions made will be in line with local formularies and pathways.
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6. Evidence to support project (e.g. local / national guideline implementation)
Over 3.5 million adults are diagnosed with diabetes in the UK, with approximately 90% of these
patients having type 2 diabetes (T2D). Across the UK in 2015/16 only 55.8% of patients
achieved the HbA1c target level of 59mmol/mol. In Liverpool there are currently 40.9% of
diabetes patients who are achieving treatment targets, Cholesterol, Blood Pressure and HbA1c.
Analysis of the first 100 practices completing the ICS delivered Type 2 Diabetes Therapy
Optimisation Service service shows that:
• 54% patients with Type 2 diabetes were not achieving the HbA1c target of 48mmol/mol
recommended by NICE.
• 48% of 50,088 patients with type 2 diabetes had not achieved a HbA1c of 59mmol/mol
within the past 12 months as recommended in the Quality Outcomes Framework for
diabetes
• 120,007 missing care processes were identified in 53,543 patients with Type 2 diabetes
7. Who will take responsibility for the project?
The service will be delivered under the authority of a lead, nominated GP from within each
practice. All activities relating to the delivery of the review service can only take place with prior
specification and authority from the nominated clinician.
The project is supported and promoted by the CCG Medicines Optimisation Committee
8. What data and information will be shared and how has confidentiality been
considered?
ICS operates a robust clinical governance framework which ensures that all working practices
deliver the highest standards of care and safety. ICS has an Information Governance Statement
of Accreditation from the Department of Health at the level of NHS Business Partner, which is
the highest level of accreditation available to non-NHS service providers. Robust information
governance policies have also seen ICS granted an N3 connection to the NHS Spine so that it
can provide remote support to practices where required.

9. What risks have been identified?
Risks
a) Practices won’t engage with the
project

Mitigation
a) CCG to endorse project direct contact
with the identified practice from the
Prescribing Clinical Lead.
b) Reputational concerns associated
b) The Governing Body approved
with clinical changes undertaken by
commercial sponsorship policy supports
an external clinician
sponsored work programmes that meet its
requirements
c) Adverse patient affect following the
c) This programme of work follows NICE
change process
best practice in relation to Diabetes
management
10. How will the project impact on stakeholders? (Patients / GPs & Practice Staff /
Other Healthcare Professionals / CCG / Others)
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Patients will be reviewed either via the telephone or face to face and may receive medicinal and
non-medicinal interventions to improve diabetic control.
Practices will be required to nominate a Lead GP who must must reserve 20 minutes to meet
with the ICS pharmacist on the morning of the commencement date of the review, and must be
contactable throughout each day that the review is being delivered at the practice.
The ICS pharmacist will require a room at the practice with access to the practice IT system
throughout each day that the service is being delivered.
11. a) How will the project measure clinical effectiveness?
A full audit report will be provided to each individual practice including clinical screening criteria,
disease prevalence data and the pharmacist’s intervention recommendations.
In addition, the pharmacist will collate data in order to provide the local NHS organisation with a
report containing anonymous statistical data that will benchmark current achievement against
disease condition/treatment indicators and therapeutic management analysis. This will assist
the NHS organisation and individual practices to better understand service outcomes, care
gaps, condition management planning and prioritisation. whilst aggregated data will be provided
to the CCG for the purposes of measuring impact and providing insight to activity and findings.
11. b) How will the project measure financial impact?
This project is a therapy review service designed to help practices implement a proactive risk
management approach to health and well-being of patients with diabetes in accordance with
national/local guidelines. This relates to improving and maintaining the quality of diabetic care
and is not expected to realise a financial benefit.
This project is not a ‘switch’ project and all interventions will be made in line with local
formularies and pathway. It is expected that the project will highlight areas of potential cost
saving for future projects and, as such, it is intended as a proof of concept project’.
11. c) and d) What are the risks associated with any political implications or adverse
publicity / organisational reputation?
Consequence
Score

Rare
1

Unlikely Possible Likely
2
3
4

5

10

15

20

Major
4

National media coverage / Ministerial involvement (questions in the
House)
Total loss of public confidence
National media coverage / MP involvement
Well below reasonable public expectation

Almost
Certain
5
25

4

8

12

16

20

Moderate
3

Local media coverage / Mayoral involvement
Long-term reduction in public confidence

3

6

9

12

15

Minor
2

2

4

6

8

10

Negligible
1

Local media coverage / Local councilor involvement
Short-term reduction in public confidence
Elements of public expectation not being met
Rumours
Potential for public concern

1

2

3

4

5

1-3

Low risk

4-6

Moderate risk – Committee to consider whether potential benefit outweighs risk before approval

8-12

High risk – Proposal must be approved by Finance Procurement and Contracting Committee and Governing Body

Catastrophic
5

Likelihood
Score
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15-25

Extreme risk – Do not do

Risk associated with:
Political Implications / Organisational Reputation
Practices may not engage
Reputation related to commercial sponsorship
Adverse patient affect

Consequence Likelihood
Score
Score
(C)
(L)
1
2
2
2
2
2

Risk Score
(C X L)
2
4
4

12. What are the contract and payment arrangements (including liability)
There is no contract, or payment

For completion by the Primary Care Programme Group
1. Are there any particular concerns to consider?
N/A

1. PCPG Recommendation
That PCCC approves the project owing to the wealth of evidence available in relation to
improved patient outcomes following adherence to the 9 x diabetes care processes. Whilst
the project is not expected to realise a cost benefit, PCPG appreciate the value of using
the project to highlight further areas of potential cost saving in the future. PCPG
considered the risk around organisation reputation and agreed that likelihood and
consequence scored low.
2. Monitoring arrangements requested by the PCPG
Awaiting

3. Project Approved / Rejected (Details of any other restrictions / provisions)
Approved

4. Summary of main reasons for approving / rejecting project
To understand the clinical and financial benefits of a structured review programme

5. Arrangements to review
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On completion of the 6 practices.

Signed by:
Date:
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Report no: PCCC 07-18
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
PRIMARY CARE COMMMISSIONING COMMITTEE
TUESDAY 17th APRIL 2018
Title of Report

Primary Care & Prescribing - Budget Setting
Methodology
2018/19 Financial Year

Lead Governor

Mark Bakewell, Acting Chief Finance Officer

Senior
Management
Team Lead
Report Author

Cheryl Mould, Primary Care Programme
Director

Summary

The purpose of this paper is to highlight the
planning assumptions used during the
Primary Care Budget Setting process for the
2018/19 financial year. This includes
delegated budget responsibilities from NHS
England, Local Quality Improvement
Schemes, GP Specification and Prescribing
for 18/19.

Recommendation

That the Primary Care Commissioning
Committee:

Victoria Horton, Senior Finance Manager Primary Care

 Note the resource allocation made to the
CCG in respect of the delegated primary
care co-commissioned budget
 Note the budget setting methodology
used for primary care and prescribing
budgets in sections 3 to 5 for the 201819 financial year and as summarised in
section 6
 Note the financial risks and key issues
set out in Section 4.4 and Section 5.5
that may impact the delivery of financial
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balance.
Relevant
standards/targets

Financial Duties
NHS England Business Rules
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PRIMARY CARE & PRESCRIBING – BUDGET SETTING
METHODOLOGY
2018/19 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 2018/19 financial
year. This includes delegated budget responsibilities from NHS England,
Local Quality Improvement Schemes, GP Specification and prescribing
expenditure for 2018/19.
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 and Prescribing 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, including CRES (Cash Releasing Efficiency
Savings) assumptions.
It should be noted the values reported within this paper differ slightly
from the financial plan approved by Governing Body on 13th March 2018
as an initial set of assumptions based on the M9 reported forecast
outturn were used pending the publication of the national 2018/19 GMS
contract. The figures below have been updated and reflect the actual
contract agreements published on 20th March 2018 and will form part of
financial plan adjustments at M1.
2.

RECOMMENDATIONS

That the Primary Care Commissioning Committee:
 Note the resource allocation made to the CCG in respect of the
delegated primary care co-commissioned budget
 Note the budget setting methodology used for primary care and
prescribing budgets in sections 3 to 5 for the 2018-19 financial
year and as summarised in section 6
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 Note the financial risks and key issues set out in Section 4.4

and Section 5.5 that may impact the delivery of financial
balance.
 Note the financial plan values approved by Governing Body in
March 2018 differ slightly from the values in this paper due to
assumptions being updated following the publication of the
national GMS contract, any amendments will form part of M1
adjustments.
3.

BACKGROUND

3.1 Delegated Budgets
3.1.1 Resource Allocation from NHS England for Primary Care
Budgets
An allocation of £75.041m has been made to NHS Liverpool CCG for the
delegated primary care services for the 2018/19 financial year. This
consists of the 17/18 allocation of £72,547m plus growth allocated to the
CCG of £2.494m for 18/19 as per national formula as per below.
2017/18

Resource Allocation

£72.547m

2018/19

Allocation Growth

£2.494m (3.44%)

2018/19

Resource Allocation

£75.041m

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
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.
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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.
The CCG will be receiving a reduced growth allocation in 2018/19 in
comparison with 2017/18, with a final ‘distance from target’ of -4.92%
which will carry through to 2019/20 which is in line with the +/-5% target
by NHS England.
Actual
Allocation
£'000’s
2017/18 72,547
2018/19 75,041
2019/20 77,152

Target
Allocation
£’000’s
76,859
78,924
81,144

Allocation Final
Growth
Closing DfT
9.33%
3.44%
2.81%

-5.61%
-4.92%
-4.92%

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.
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NHSE Primary Care Allocations per 100,000 population for
Core City CCG's (excl London)
£16,000
£15,500
£15,000
£14,500
£14,000
£13,500
£13,000
£12,500
£12,000
£11,500
LIVERPOOL Birmingham

Bristol

Leeds

2018/19 Actual Allocation £'000's

Manchester Newcastle Nottingham
(Central)
(City)

Sheffield

2018/19 Target Allocation £'000's

2018/19 Average Actual Allocation

(See appendix 1 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
2017/18 76,859
2018/19 78,924

Actual
Allocation
£'000’s
72,547
75,041

Local
Total
Investment
Investment Investment Above
Target
£’000’s
£’000’s
£’000’s
14,084
86,631
9,772
13,383
88,424
9,500

Further information is required in order to forecast 2019/20 expenditure
levels and will be developed during the course of the 2018/19 financial
year.
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4.

2018/19 FORECAST EXPENDITURE

The following table provides a summary of the anticipated expenditure
levels for the 2018-19 financial year.
Primary Care Expenditure

Budget £000's

Core Contract Areas

£72,900

Local Quality Improvement Schemes
Total

£15,524
£88,424

4.1 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) LD Health Checks
i) Minor Surgery DES
j) Other DES (Violent Patients)
k) Other (Interpretation, Valuation,
Indemnity, CQC Fees)
l) Premises
m) Prescribing Fees
n) Other / Miscellaneous
Total

Budget
£000 ‘s
43,956
1,457
6,089
7,108
752
1,255
472
177
631
38
1,414
9,019
336
196
72,900

The below sections provide further information with regards to each of
the anticipated expenditure areas.
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a) Core Contract – GMS
- 2017/18 practice normalised weighted list size as at 1st Jan 2018 used
as a basis for calculations for each practice plus 1.74% estimated
growth as per LCCG trends.
- 2018/19 global sum rate of £87.92 (as per national contract)
- Addition of £60k for Temporary Resident adjustments (as per
2017/18)
- Addition of £37k for MPIG payments based on 2017/18 with further
adjustments made as per national guidance for the ‘phasing out’ of
MPIG by 2021.
- Deduction of £2.248m for Out of Hours opted-out services. This is
based on 4.87% of the Global Sum value (as per national contract) for
the inflated list size of practices that opted-out in 2017/18
b) Core Contract – PMS
- 2017/18 practice normalised weighted list size as at 1st Jan 2018 used
as a basis for calculations for each practice plus 1.74% estimated
growth as per LCCG trends.
- 2018/19 global sum rate of £87.92 (as per national contract)
- Addition of £44k for PMS Premium payments based on 2017/18 with
further adjustments made as per national guidance for the ‘phasing
out’ of PMS Premium payments by 2019.
- Deduction of £72.3k for Out of Hours opted-out services. This is based
on 4.92% of the contract value (as per national contract) for the
inflated list size of practices that opted-out in 2017/18.
c) Core Contract – APMS
- 2017/18 practice normalised weighted list size as at 1st Jan 2018 used
as a basis for calculations for each practice plus 1.74% estimated
growth as per LCCG trends.
- 2018/19 contract rate of £109.30 has been estimated by applying
£2.97 per patient increase to the 2017/18 contract rate as per previous
year’s guidance. *
*NOTE – at the time of writing the APMS contract value
percentage uplift had not yet been published, the contract rates
and uplifts above are indicative and appropriate adjustments will
be made in line with published guidance once it becomes
available. Any future variations will be reported at a later date.
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d) QOF
- Raw list size as at 1st April 2018 has been estimated as per LCCG
trends and used as a basis for calculation for each practice.
- Each practice to score a maximum of 559 points (100% achievement)
- QoF point value of £179.26 (as per national contract)
- National average list size (CPI) has been uplifted to 8,096 (as per
national contract)
e) Seniority
- 2017/18 forecast outturn as at M11 (will not increase as payments are
being phased out nationally each year to be reinvested in Global Sum)
f) Locums
- 2017/18 forecast outturn as at M11 +1% price uplift (as per national
contract)
- An estimation of £350k has also been added due to an update to the
national contract for locum reimbursements from 1st April 2018 also
covering the cost of a salaried GP on a fixed-term contract if employed
to provide cover to the same level as cover provided by a locum, or a
performer or partner already employed or engaged by the contractor.
g) Extended Hours Access
- 2017/18 forecast outturn as at M11 +1% price uplift in line with
previous years, + 1.89% estimated growth in activity in line with
average raw list size growth.
h) LD Health Checks
- 2017/18 forecast outturn as at M11 + 1.89% estimated growth in
activity in line with average raw list size growth. No price uplift has
been assumed in line with national contract.
i) Minor Surgery DES
- 2017/18 forecast outturn as at M11 +1% price uplift in line with
previous years, + 1.89% estimated growth in activity in line with
average raw list size growth.
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j) Other DES (Violent Patients)
- 2017/18 forecast outturn as at M11 +1% price uplift in line with
previous years, + 1.89% estimated growth in activity in line with
average raw list size growth.
k) Other (Interpretation, Valuation, Indemnity and CQC Fees)
- 2017/18 forecast outturn as at M11, plus:
o 1% uplift for expected increases in valuation and CQC fees
o 1.67% Weighted List Size growth for Interpretation fees
- Indemnity fees have been estimated at £1.017 per unweighted patient
as at 1st April 2018 (expected list size) as per national contract.
l) Premises
- 2017/18 forecast outturn as at M11, plus:
o 1% uplift for expected increases in business and water rates
o 3.614% uplift for CHP properties has been applied as per the
February 2018 RPI inflation rate as advised by CHP
o Bid District Levies have been removed from the budget for
2018/19 as there are no LCCG practices currently within the
district therefore charges will not apply
m) Prescribing Fees
- 2017/18 forecast outturn as at M11 plus 5.4% inflation for activity and
costs of drugs as per guidance
n) Other / Miscellaneous
- 2017/18 forecast outturn as at M11
4.2 Local Quality Improvement Schemes, GP Specification & MOU
Development
The following Local Quality Improvement Schemes (o-w) and the MOU
Development (y) are awaiting final agreement at the time of writing, the
schemes and corresponding budgets below are indicative and have
been used for financial planning purposes. Any future variations will be
reported at a later date.
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Local Quality Improvement Scheme
Expenditure
o) ABPI
p) Asylum Seekers
q) Diabetes Insulin

Budget £000's

r) H Pylori
s) Near Patient Testing
t) Zoladex
u) Homeless
v) Minor Surgery
w) Travelling Families
x) GP Specification
y) MOU Development (non-recurrent
funding)
z) 2016/17 Primary Care Offer
Total

9
212
168
85
104
18
134
404
13
12,368
1,183
826
15,524

(See Appendix 2 for description of each scheme)
All areas (unless separately noted) o) – w)
- 2017/18 forecast outturn as at M11 +1% price uplift in line with
previous years, + 1.89% estimated growth in activity in line with
average list size growth.
x) GP Specification
- 2017/18 GP Specification value of £23.03 per weighted patient + 0.1%
Net Tariff Uplift in line with Acting as One principles. 2018/19
Weighted List Sizes have been uplifted by using 2017/18 quarterly
growth trends used as a basis for estimation.
y) MOU Development
-

2018/19 Weighted List Sizes have been uplifted by using 2017/18
quarterly growth trends used as a basis for estimation with a value
of £2 per patient (still under discussion with NHS England and
LMC)
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z) 2016/17 Primary Care Offer
4.3

In line with payment agreement made in 2017/18.
GP Forward View

The GP Forward View released in line with CCG planning assumptions
for 2018/19 contains a number of requirements and sets out a
programme of support for general practice for a five year period from
2016/17 to 2020/21.
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. This was funded in full in 2017/18
therefore has not been included in 2018/19 budgets, however the
CCG has set aside an additional £2 per patient as per MOU section
above.

CCG Implications – Fulfilled in full in 2017/18 therefore no further
provision has been included within assumptions
•

Online general practice consultation software systems – CCGs
to receive a share of £15m funding between 2017/18 and 2019/20
based on their registered population as set out in the General
Practice Forward View. Liverpool CCG did not receive any funding
in 2017/18 but will receive £126,318 in 2018/19 and £260,405 in
2019/20.

CCG Implications – Not currently included within resource / expenditure
assumptions, budgets will be adjusted upon receipt of allocations.
•

Training care navigators and medical assistants for all
practices - CCGs to receive a share of £10m funding between
2016/17 and 2020/21 based on their registered population as set
out in the General Practice Forward View. Liverpool CCG will
receive £86,972 in 2018/19, £86,523 in 2019/20 and £86,081 in
2020/21 in addition to the £131,361 received and spent to date.

CCG Implications – Not currently included within resource / expenditure
assumptions, budgets will be adjusted upon receipt of allocations.
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•

Funding to improve access to general
funding was targeted at those areas
successful pilot sites in 2015/16, known
Challenge Fund” or “General Practice
2017/18.

practice services - This
of England which had
as the “Prime Minister’s
Access Fund” sites in

In 2018/19 Liverpool CCG will receive an allocation of £1,977,150
(£3.34 per head based on an estimated Weighted Population BY
NHSE). The funding will increase to £6 per head in 2019/20.
CCG Implications – Not currently included within resource / expenditure
assumptions, budgets will be adjusted upon receipt of allocations.
4.4

Financial Risks and Key Issues

The budgets where expenditure can fluctuate within the financial year
are;
- List size adjustments – noting that 2018/19 budgets have been
adjusted to include 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 previous years’ trends.
- QOF – dependent on the level of achievement by practices
- Local Quality Improvement Schemes – dependent on activity
undertaken; trends of 2017/18 as at M11 may not be indicative of the
trends for 2018/19
- Premises - rent reviews and rate increases that may occur mid-year
- Locums – locum services required randomly throughout the year
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. CRES Schemes)
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The below sections provide further information with regards to the
CCG’s prescribing position.
5.1 2017/18 Performance
The CCG’s prescribing budget for 2017/18 was £86,381,974 and
included a £7.2m reduction for efficiency savings. The forecast year end
positon as reported at March 2018 was a £3.163m over performance
against planned levels at the end of the financial year; this is based on
actual data received for April – January 2018 with estimates for February
– March 2018. The over performance is due to national pricing issues
for No Cheaper Stock Obtainable (NCSO) drugs that has caused a
forecast variance of £4.277m for 2017/18 which has been mitigated
slightly by underperformance in other areas of prescribing against
planned levels as per the table below.

Prescribing Area
NCSO
Total NCSO
Other Prescribing
Total Other
OVERALL TOTAL

Base Cost /
Budget
£3,635,746
£3,635,746
£82,746,228
£82,746,228
£86,381,974

FOT
£7,912,620
£7,912,620
£81,633,016
£81,633,016
£89,545,636

FOT
Variance
£4,276,874
£4,276,874
-£1,113,212
-£1,113,212
£3,163,662

The Chart below shows the actual monthly expenditure on NCSO drugs
for prescriptions between April 2017 and December 2017. Although the
monthly costs have reduced in November and December compared to
the peaks in September and October, the costs are still significantly
higher than the usual NCSO pressures seen in April and May (average
of £52k per month compared to £424k).
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NCSO Expenditure for Prescriptions April-December 2017
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5.2 Benchmarking
The graph below shows CCG benchmarking performance compared to
the other CCGs in Merseyside and Warrington per Astro-PU.

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.
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Based on Astro-PU indicators in the table above, the average cost per
Astro-PU across CCGs in Merseyside and Warrington is £48k, Liverpool
CCG’s costs are in line with the average at approximately £50k along
with one other CCG; two CCGs are above average with three of the
CCGs costs indicating they are below average. This indicates there is
some scope for Liverpool CCG to achieve efficiencies, however not at
the same scale as in previous years.
The graph below shows the 2017/18 forecast prescribing expenditure
across the 8 core city CCG’s (excluding London) per 100,000
population, the data used for comparison is the Forecast Outturn within
the Financial Inputs Summary generated by PrescQIPP as per April –
December 17 actuals to ensure equivalent comparisons.
Liverpool CCG’s expenditure is the furthest above the average
expenditure by an additional 10% when compared to the other core city
CCGs.
2017/18 Prescribing Forecast per 100,000 population for Core City
CCG's (excl London) (data as per PrescQIPP)
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(See appendix 3 for data for each CCG).
5.3 2017/18 Budget Setting Methodology
The 2018/19 budget setting methodology is based on the forecast
outturn position as at month 11, plus known changes in 2018/19 from
Horizon Scanning with an uplifted for price inflation as per the planning
guidance. Category M savings due to LCCG from April – July 18 have
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been deducted and recurrent elements of 2017/18 CRES schemes have
also been deducted. See the table below for details:
2017/18 b/f
(Excludes
NCSO
Pressure)
£’000’s
BSA Prescribing
85,923,460
FP47 Prescribing
1,097,928
Charges from
7,692
CSU
Computer
224,229
Software/License
87,253,309

2018/19
Horizon
Scanning

Recurrent
Growth
Element of
17/18 CRES
Schemes
£’000’s
£’000’s
£’000’s
£’000’s
1,725,208
-449,162
-1,547,145 4,835,310
59,288

1,725,208

Apr-Jul 18
Cat M
Savings

-449,162

-1,547,145

Total
2018/19
Budget
£’000’s
90,487,671
1,157,216
7,692

2,610

226,839

4,897,208

91,879,418

5.4 Prescribing Cost Reduction Plan 2018/19
A cost reduction target has been set of £1m for 2018/19 which will
reduce the budget allocation above as part of month 1 planning
adjustments.
To date £509k of savings have been identified, with a further £491k of
savings schemes options currently being reviewed.
The schemes already identified are:
Oral Nutritional Support - £163,000 of savings identified for 2018/19
Patent Expires (Tadalafil) - £346,000 of savings identified for 2018/19
5.5 Financial Risks and Key Issues
There are a number of risks that may result in the impact of delivery of
financial balance as noted below:
- Generic price increases are unknown for 2018/19, the estimated
planned expenditure may not be sufficient to cover costs.
- NCSO pressures may continue to increase from 2017/18 levels
and result in further cost pressures when compared to budget
- Flu vaccine cost increases due to the standard immunisation
offered and ordered being higher than in previous years.

Page 17 of 23

47

- 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 cost reduction target delivery of £1m may not reach its
maximum anticipated achievement.
6.

OVERALL BUDGETED EXPENDITURE

The below table summarises the budgeted expenditure for 2018/19
financial year

2018-19 Primary Care & Prescribing
Core Contract Areas
Local Quality Improvement Schemes
Prescribing
Total
7.

Budgeted
Expenditure
£000 ‘s
£72,900
£15.524
£91,879
£180,303

RECOMMENDATIONS

The Primary Care Commissioning Committee is asked to note:
•

The resource allocation made to the CCG in respect of the
delegated primary care co-commissioned budget of £75.041m for
2018/19 and £77.152m for 2019/20

•

Note the budget setting methodology used for primary care and
prescribing budgets in sections 3 to 5 for the 2018/19 financial year
and as summarised in section 6 with an overall expenditure
assumption of £180.303m

•

Note the financial risks and key issues set out in Section 4.4 and
Section 5.5 above that may impact the delivery of financial balance.
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8.

STATUTORY REQUIREMENTS (only applicable to strategy &
commissioning papers)

8.1 Does this require public engagement or has public engagement
been carried out?
Not Applicable
8.2 Does the public sector equality duty apply? Yes/no.
Not Applicable
8.3 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
8.4 Taking the above into account, describe the impact on
improving health outcomes and reducing inequalities
Not Applicable
9.

CONCLUSION

Regular reporting will be provided to Primary Care Commissioning
Committee on performance against these planned values
Victoria Horton,
Senior Finance Manager - Primary Care
10th April 2018
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Appendix 1
Core City CCG’s (excl London) Comparative Allocations from NHS
England for Primary Care Budgets
2018/19
Actual
Allocation
£'000’s

2018/19
2018/19
2018/19
Target
Allocation Final
Allocation Growth
Closing DfT
£’000’s

LIVERPOOL 75,041

78,924

3.44%

-4.92%

Birmingham 98,968

104,056

3.66%

-4.89%

Bristol

65,278

67,027

2.15%

-2.61%

Leeds
Manchester
(Central)

112,484

118,529

2.92%

-5.10%

32,534

34,218

3.88%

-4.92%

Newcastle
Nottingham
(City)

69,144

72,668

2.65%

-4.85%

48,557

51,037

2.89%

-4.86%

Sheffield

77,591

81,546

1.93%

-4.85%
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Appendix 2
Primary Care – Local Quality Improvement Schemes Descriptions
o) 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.
p) Asylum Seekers
This improvement scheme will facilitate improved access to care closer
to home for patients who have Refugee and Asylum status.
q) 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.
r) 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.
s) Near Patient Testing
This improvement scheme will facilitate improved access to on-going
monitoring of patients diagnosed with conditions who, particularly in
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.
t) Zoladex
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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).
u) Homeless
This improvement scheme will facilitate improved access to on-going
monitoring of patients registered a beings homeless.
v) Minor Surgery
This improvement scheme will facilitate improved access to specific
minor surgical procedures in Primary Care and thus reducing the need
for secondary care referrals.
w) Travelling Families
This improvement scheme will facilitate health improvements and
reduction of health inequalities for this group of patients.
x) 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
aim is to reduce the variation in service provision across general practice
in Liverpool.
In order to ensure that the additional investment in General Practice is
achieving improvements in the quality of care provided, the investment
will be monitored against specific KPI’s.
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Appendix 3
Core City CCG’s (excl London) Comparative Expenditure for
Prescribing Budgets – FOT as per PrescQIPP (Apr-Dec 17 data)
2017/18
Forecast
Expenditure
£’000’s
LIVERPOOL

88,303

Birmingham

107,371

Bristol

59,432

Leeds

123,505

Manchester

88,750

Newcastle

80,684

Nottingham

42,870

Sheffield

94,202
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Report no: PCCC 08 -18
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
PRIMARY CARE COMMMISSIONING COMMITTEE
TUESDAY 17th APRIL 2018
Title of Report

CCG Local Quality Improvement Schemes
(LQIS)

Lead Governor

Jan Ledward
Accountable Officer
Cheryl Mould, Primary Care Programme
Director

Senior
Management
Team Lead
Report Author

Scott Aldridge,
Contract Manager

Summary

The purpose of this paper is to seek
approval for the commissioning of Local
Quality Improvement Schemes from 1st April
2018 until 31st March 2019.
 Ankle-Brachial Pressure Index (ABPI)
 Helicobacter Urea Breath Testing (H
Pylori)
 Prostate Hormone Injections
 Impaired Glucose Regulation and
Gestational Diabetes
 Near Patient Testing
 Homeless
 Traveling Community
 Asylum Seekers and Refugees
 Resettlement Programme

Recommendation

That the Primary Care Commissioning
Committee:
 Notes the content of the paper.
 Approves the commissioning of the
specifications until March 2018
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Relevant
standards/targets

 Approves the approach to monitoring
and review of specifications in line with
placed based commissioning priorities
NHS Outcomes Framework 2016/17;
The Forward View Into Action: Planning for
2015/16; CCG Improvement and Assurance
Framework 2016/17
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LQIS SCHEMES 2018-19
1.

PURPOSE

The purpose of this paper is to seek approval for the commissioning of
Local Quality Improvement Schemes from 1st April 2018 until 31st March
2019.
 Ankle-Brachial Pressure Index (ABPI)
 Helicobacter Urea Breath Testing (H Pylori)
 Prostate Hormone Injections
 Impaired Glucose Regulation and Gestational Diabetes
 Near Patient Testing
 Homeless
 Traveling Community
 Asylum Seekers and Refugees
 Resettlement Programme
2.

RECOMMENDATIONS

That the Primary Care Commissioning Committee:
 Notes the content of the paper.
 Approves the commissioning of the specifications until March 2018
 Approves the approach to monitoring and review of specifications in
line with placed based commissioning priorities
3.

BACKGROUND

The Local Quality Improvement Schemes transferred from Liverpool
PCT to the CCG. Throughout the first year of the schemes, no changes
were made in line with the national directions. However, in subsequent
years a clinical review of each specification has been completed and
changes approved via the Primary Care Committee. The procurement
route has been determined on an annual basis through the Finance,
Procurement and Contracting Committee and list based general practice
approved as the providers of these schemes.
4.

SPECIFICATIONS 2018-19

Local Quality Improvement Schemes have been designed by NHS
Liverpool CCG to facilitate the improvement and delivery of high quality
services provided by general practice.
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The annual review of the specifications has been undertaken by the
CCG Clinical Lead, Commissioning Manager, Local Authority Public
Health Team and the Primary Care Programme Group. The CCG has
also engaged with the Local Medical Committee.
• Appendix one details the outcome of the reviews
• Appendix two lists each of the specifications
4.1

ABPI (Own and patients of other practices)

Clinical Lead(s): Dr Monica Khuraijam
Commissioning Manager: Judith Neilson
This improvement scheme will facilitate improved access to diagnostic
testing for ABPI tests to reduce inappropriate referrals to secondary care
by improving access to testing in Primary Care.
There is evidence that 25% of referrals to vascular surgeons do not
require secondary care intervention. The ABPI pathway allows for
patients with claudication symptoms to be tested in primary care before
secondary care referral is considered and therefore prevents secondary
care referrals for those patients with a negative test result.
4.2

H Pylori (Own and patients of other practices)

Clinical Lead(s): Dr Monica Khuraijam
Commissioning Manager: Judith Neilson
This scheme has now been updated following a review of the best
practice guidelines. This scheme is now only for resting and first line
investigations should is stool testing. 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.
The specification has been reviewed and updated to include Gastrooesophageal reflux (GORD) in line with NICE guidance to avoid
unnecessary referrals to secondary care.

Page 4 of 14

58

There is evidence that long term H-Pylori infection is associated with an
increased risk of stomach cancer. Early antibiotic treatment following
diagnosis will facilitate eradication of the infection and reduce long term
infection health risks.
4.3

Prostate hormone injections (Gonadorelin)

Clinical Lead(s): Dr Ed Gaynor
Commissioning Manager: Michelle Timoney
This improvement scheme will facilitate improved access to care closer
to home for patients with stable prostate cancer.
The LIS specification has been updated to include the latest guidance
around monitoring and the changes recommended by the pan Mersey
prescribing committee. This has been approved by the cancer clinical
lead Dr Ed Gaynor, Maureen Hendry from medicines management and
RLBUHT prostate lead Phil Cornford.
1) Provide care nearer to patient and allow patient choice
2) Support a Urology service which is struggling to manage the number
of patients
3) Delivering the service in primary care is a lower cost than in
secondary care
4.4

Impaired Glucose Regulation and Gestational Diabetes

Clinical Lead(s): Dr Janet Bliss
Commissioning Manager: Paula Guest
This improvement scheme will facilitate identification of those at high risk
of developing diabetes and offer evidenced based interventions to
prevent the onset of diabetes in this high risk group.
The identification and effective management of IGR in primary care
provides a substantial opportunity for preventing or delaying the future
burden of Type 2 diabetes on the National Health Service (NHS) in
England
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This programme is in line with Nice guidance ph38: Type 2 Diabetes:
prevention in people at high risk 1
4.5

Near Patient Testing

Clinical Lead(s): Dr Jamie Hampson
Commissioning Manager: Peter Johnstone
This improvement scheme will facilitate improved access to on-going
monitoring of patients diagnosed with conditions who, particularly in
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.
A fundamental element of primary medical care services is a GP
practices responsibilities to issue prescription medications and patient
monitoring to those patients registered with them who require such
interventions. This service specification builds on this principle in that it
requires a sharing agreement between a Secondary Care Consultant
and a General Practitioner to shift the responsibility of prescribing and
monitoring the patient from Secondary Care to Primary Care, thus
providing care closer to home.
4.6

Homeless

Clinical Lead(s): Dr Fiona Ogden-Forde
Commissioning Manager:
The local improvement scheme has been designed by NHS Liverpool
Clinical Commissioning Group to facilitate improving the quality of
services provided by list based General Practice providers.
This improvement scheme will facilitate improved access to on-going
monitoring of patients registered a beings homeless.
The above mentioned guidance document outlines that if a service is a
Local Quality Improvement Scheme then it does not require
procurement to be undertaken, but requires the approval of NHS
England.

1

https://www.nice.org.uk/guidance/ph38
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The homeless community tend to be located with Liverpool City Centre
and access the hostels within the City Centre.
4.7

Traveling Community

Clinical Lead(s): Dr Fiona Ogden-Forde
Commissioning Manager:
The improvement scheme has been designed by NHS Liverpool Clinical
Commissioning Group to facilitate improving the quality of services
provided by list based General Practice providers.
This improvement scheme will facilitate health improvements and
reduction of health inequalities for this group of patients.
A fundamental element of primary medical care services is a GP
practices responsibilities to provide primary care access to patients
registered with a practice. This service specification builds on this
principle in that it requires the providing GP practices to register patients
from the Travelling Communities and to provide flexible registration,
access to appointments, links to specialist services and the ability to
provide outreach access particularly during periods of immunisation.
4.8

Asylum Seekers and Refugees

Clinical Lead(s): Dr Fiona Ogden-Forde
Commissioning Manager:
The improvement scheme has been designed by NHS Liverpool Clinical
Commissioning Group to facilitate improving the quality of services
provided by list based General Practice providers.
A fundamental element of primary medical care services is a GP
practices responsibilities to provided primary care access to patients
registered with a practice. This specification builds on this principle in
that it provides additional funding to practices to allow them to offer
greater appointment times to patients with asylum/refugee status. The
reason being for this is that patients often do not speak or have an
understanding of English and require interpreters in order to complete
their appointments. By providing the additional funding the CCG is
ensuring that the asylum seekers are able to access increased length
consultations to meet their requirements.
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4.9

Resettlement Programme – New Scheme

Clinical Lead(s): Dr Shamim Rose and Dr Fiona Ogden-Forde
Commissioning Manager: Richard Houghton
The Syrian Vulnerable Persons Resettlement Scheme (VPRS) was
launched in January 2014. VPRS was intended to provide sanctuary to
several hundred vulnerable Syrians over three years. On 7 September
2015, the then Prime Minister announced that the scheme would be
expanded to resettle 20,000 Syrians in need of protection by 2020. On 3
July 2017, the Home Secretary announced that eligibility for the VPRS
would be extended to all those Refugees fleeing the conflict in Syria,
regardless of their nationality.
CCG claim, via the Home Office, £2600 per person. This claim must be
made within 1 year from the date of arrival into the country. The £2600
figure is a figure identified by the Home Office as being sufficient to
cover a person for 1 year (£2000 relating to secondary care and £600
relating to Primary Care; dental, medical, community pharmacy and
optometry).
NHS Liverpool CCG proposes that a one off payment of £113.56 per
patient will be allocated to General Practice for each patient allocated via
the resettlement scheme. The payment of £113.56 is consistent with the
payments made via the Asylum Seekers LES.
CCG claim, via the Home Office, any additional spend occurred within
secondary care, where an individual costs more than the initial received
£2000 (from the £2600). For example, if a person has a procedure
costing £9000, the CCG would be entitled to claim a further £7000 from
the Home Office.
To enable the CCG to identify these costs, CCG Business and Intelligent
team have sought guidance from the DSCRO Information Governance
lead. The route to take will be:
Pseudo at source
CCG to work with practices to identify the patients NHS number and
‘pseudo the NHS number at source’ on the practices behalf, as we do
with our other primary care flows under the terms of our sharing
agreement with general practice. This would need to happen in the
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EMIS web team in the secure environment and only by the named
individuals etc. We can then link the data ourselves to data with the
same pseudo at source from secondary, community, mental health and
social care to identify any approx. costs.
5.
STATUTORY REQUIREMENTS (only applicable to strategy &
commissioning papers)
5.1 Does this require public engagement or has public
engagement been carried out? No
i.

If no explain why

Not directly applicable
ii.

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

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.
The public sector equality duty does apply to these services and such
services impact upon such duties as they apply to primary care
medical services also. It would be anticipated that an equality impact
assessment would form part of any proposed change in provision to
ensure the best outcome for those affected by the potential change.
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
Social value will form an element of any proposed procurement process
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5.4 Taking the above into account, describe the impact on
improving health outcomes and reducing inequalities
Access outside of hospital for primary care medical service
forms a key element in terms of access and provision for key
disadvantaged groups and, as such, services contribute to
reducing inequalities and improving health outcomes for such
patients.

6.

DESCRIBE HOW THIS PROMOTES FINANCIAL
SUSTAINABILITY

LCCG has the potential for costs savings in relation to service provision
outside of hospital tariff costs.

7.

FUNDING

Local Quality Improvement Schemes form part of LCCGs discretionary
spend portfolio. The Finance, Procurement and Contracting Committee
agreed for the discretionary spend to continue throughout 2018/19 and
have agreed the financial allocation for each scheme.
8.

MONITORING

Each specification includes Read Codes for payment purposes and for
quality indicators. On a quarterly basis, providers are required to submit
claims against each of the schemes they are signed up to deliver. LCCG
Business Intelligence Team builds the searches. This claims process
has been reviewed to ensure that a complete dataset is submitted by
providers which include payment and quality indicators. This information
will be used to monitor adherence to the specification and ensure
payments made relate to the activity undertaken as described in the
specification.
The quality indicators submitted as part of this dataset will be audited to
ensure providers are delivering in line with the agreed patient pathway
for each service and to identify any performance issues with providers.
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In addition to this, LCCG will undertake spot checks of the claims and
those practices who are outliners in terms of activity levels, a
commissioning discussion will take place.
LCCG Primary Care Team will hold quarterly meetings with the relevant
Commissioning Managers to review the delivery of the specifications
and to monitor their intended outcomes.
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.

Scott Aldridge
Contracts Manager
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APPENDIX 1
Homeless
No changes to the scheme.
ABPI
• The required equipment has been updated following consultation
with the Secondary Care Consultants.
o Manual Sphygmomanometer.
o Blood pressure cuffs for medium and large limbs should be
available.
o 5 or 8 MHz Doppler with Ultrasonic Gel.
o Tissue to clean the foot/arm.
o Couch/bed for patient to lie on.
o Hand held Doppler ultrasound machine using an 8 MHz
probe. If the patient has significant ankle oedema, a 5MHz
probe can be used if available.
• Prior to completion of ABPI, patients should have had a full
assessment undertaken to consider any differential diagnosis e.g.
spinal stenosis, venous claudication and any contraindications to
undertaking an ABPI test.
• NHS Liverpool Clinical Commissioning Group will provide training
to support practices who sign up to deliver this local improvement
scheme. All practitioners must have completed training by June
2018 and submit evidence of this to be held by the CCG.
H Pylori
Once all laboratory providers are able to test stool sames for these
investigations then the scheme will be for re-tests only. Stool Sample
testing is best practice; however, it should not be used for re-testing.
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Gonadorelin
No clinical changes, contact details for the trust updated and monitoring
processes updated.
Impaired Glucose Regulation
Change to referral to health trainers:
Offer patients referral to an appropriately trained health trainer/lifestyle
service, to include the national diabetes prevention programme when it
is available in Liverpool (Anticipated Summer 2018) who can provide
appropriate support for lifestyle change
Change to annual review process:
One annual review will be provided for patients. This specification will
make payment for one annual review each year; subsequent patient
reviews are not funded.

1. Referral to a Health Trainer or declined by the patient and
2. Referral to the National Diabetes Prevention Programme when it is
available in Liverpool (anticipated from summer 2018) or declined
by the patient and
3. Blood Pressure and
4. Alcohol advice or tee total and
5. Weight or diet advice and
6. Exercise advice and
7. Smoking advice or never smoked OR IS IT NOT CURRENT
SMOKER and
8. BMI
Near Patient Testing
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No changes to the scheme.
Travellers
No changes to the scheme.

Asylum Seekers
• Asylum seekers status reduced from 3 years to 2 years.
National NHS England guidance is that Asylum seekers should
register fully in line with patients with full UK residency.
• Finance discussion to take place with relevant committee
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Report no: PCCC 09-18
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
PRIMARY CARE COMMMISSIONING COMMITTEE
TUESDAY 17th APRIL 2018
Title of Report

Primary Care & Prescribing – Draft Year
End Financial Position
2017/18 Financial Year

Lead Governor

Mark Bakewell, Acting Chief Finance Officer

Senior
Management
Team Lead
Report Author

Cheryl Mould, Primary Care Programme
Director

Summary

The purpose of this paper is to indicate the
draft year-end financial position for Primary
Care and Prescribing budgets as at month
12 of the 2017/18 financial year (subject to
audit)
That the Primary Care Commissioning
Committee:

Recommendation

Victoria Horton, Senior Finance Manager Primary Care

 Note the indicative year-end financial
position against budget of the specific
Primary Care and Prescribing budgets
highlighted above for 2017/18.
 Note the indicative achievement against
CRES targets set for 2017/18.
 Note the financial position reported is
still being finalised and is subject to
external audit review, variations will be
reported at a later date if applicable.
Relevant
standards/targets

Financial Duties
NHS England Business Rules
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PRIMARY CARE & PRESCRIBING – YEAR END FINANCIAL
POSITION
2017/18 FINANCIAL YEAR
1.

PURPOSE

The purpose of this paper is to indicate the draft year-end financial
position for Primary Care and Prescribing budgets as at month 12 of the
2017/18 financial year.
The budgets included within the report are as follows:
- Primary Care Co-Commissioning (Delegated Budget)
- Local Enhanced Services (LQIS and GP Specification)
- Prescribing
Achievement against 2017/18 CRES targets will also be highlighted.
The financial positon of LCCG and the budgets mentioned above are still
being finalised at the time of writing and are subject to external audit
reviews, any variations from the indicative financial position within this
report will be reported at a later date if applicable.
2.

RECOMMENDATIONS

That the Primary Care Commissioning Committee:
• Note the indicative draft year-end financial position against
budget of the specific Primary Care and Prescribing budgets
highlighted above for 2017/18.
• Note the indicative achievement against CRES targets set for
the budgets highlighted above for 2017/18.
• Note the financial position reported is still being finalised and is
subject to external audit review, variations will be reported at a
later date if applicable.
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3.

BACKGROUND

In April 2017 indicative budgets and CRES targets for the following
budget areas were presented to the Primary Care Commissioning
Committee for the 2017/18 financial year:
- Primary Care Co-Commissioning (Delegated Budget)
- Local Enhanced Services (LQIS and GP Specification)
- Prescribing
Summarised updates have been reported within the Primary Care
Commissioning Committee Performance Report provided to the
committee since April 2017 against budgets set, this report will provide a
more detailed position for the 2017/18 financial year.
4.

2017/18 YEAR-END FINANCIAL POSTION

4.1 Summary
The table below summarises the year-end financial position for the
three
budget areas mentioned above:
Expenditure Area

CO-COMMISSIONING
LOCAL
ENHANCED
SERVICES

Annual
Budget
£
72,547,001
14,083,539
86,381,974

PRESCRIBING
TOTAL

173,012,514

Year to Date
Budget
£
72,547,00
1
14,083,53
9
86,381,97
4
173,012,5
14

Actual
£
72,243,336

Variance
£
(303,665)

13,899,351

(184,188)

89,545,636

3,163,662

175,688,323

2,675,809

4.2 Primary Care Co-Commissioning (Delegated Budget)
•
Year end position – The draft final expenditure for Primary Care
Co-Commissioning is £72,243,336 as at month 12 (March). This
represents an underspend of (0.3%) against the planned figure of
£72,547,001.
The activity up to month 12 has caused a variance of (£303,665):
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Contract Payments
Seniority Payments
DES Payments
Locum Fees
Prescribing Fees
Premises
Miscellaneous Fees
QOF Achievement
QOF 16/17 Achievement - NHS Digital Error
Prior Year (16/17)
Total M12 YTD Variance

(£753.3k)
(£190.8k)
(£261.1k)
£148.7k
£28.1k
£184.0k
(£42.9k)
£139.9k
£397.0k
£46.8k
(£303.6k)

•
Key Issues – Key issues factored into the position include the
following:
.1

.2

.3

.4

.5

.6

.7

.8

Contract payments are lower in year than expected at budget
setting due to quarterly list size increases lower than anticipated
levels.
Seniority payments are lower than expected due to a national
reduction in annual payments each year that was unknown at
budget setting, plus GP’s in receipt of seniority payments leaving
general practice during the financial year.
DES payments are lower than anticipated at budget setting, largely
due to Extended Hours and Minor Surgery services reducing in
numbers/activity compared with previous year’s trends.
Locum fees are reporting an overspend against the budget set,
mainly due to sickness rates during the latter part of the financial
year being higher than expected at budget setting.
Prescribing fees are slightly higher than the budget set due to
increased prescribing over the winter period when compared to
previous years’ trends.
Premises costs are reporting an overspend at month 12 due to
revaluations of rent reimbursements throughout the year by the
District Valuer for various practices.
Miscellaneous fees include CQC fees and Indemnity fees with
actual payments for 2017/18 being slightly lower than anticipated
at budget setting.
QOF Achievement for 2017/18 is slightly more than anticipated
due to the prevalence calculation that is added to final
achievement figures based on current clinical needs of patients
registered with practices.
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.9

Prior year (2016/17) QOF NHS Digital payment error has resulted
in pressure in 2017/18 due to increased achievement payments
being made compared to those originally calculated by CQRS.
.10 Prior year (2016/17) pressure in 2017/18 due to increased activity
within DES for 2016/17 quarter 4 than anticipated at year end
based on Q1-Q3 trends.

4.3 Local Enhanced Services
•
Year end position – The draft final expenditure for Local
Enhanced Services is £13,899,351 as at month 12. This represents an
underspend of (1.3%) against the planned figure of £14,083,539.
The activity up to month 12 has caused a reduction of (£184,188):
LQIS Claims
ABPI – (£6.8k)
Asylum Seekers - £18.4k
Diabetes Insulin – (£39.3k)
H Pyroli - £4.1k
Minor Surgery - £75.1k
Near Patient Testing – (£39.0k)
Care of the Homeless – £26.4k
Zoladex – (£1.5k)
Travelling Families – (£6.8k)
Reduction in GP Specification Actuals
Prior Year (16/17) Benefit
Total M12 YTD Variance

£30.6k

(£192.3k)
(£22.6k)
(£184.2k)

•
Key Issues – Key issues factored into the position include the
following:
.1

.2

.3

LQIS claims in total are overspent against the budget set for
2017/18 with the performance of each scheme highlighted above.
The main reason for the overspend is due to Minor Surgery activity
higher than planned which has been offset by underactivity against
plan in other schemes.
GP Specification payments are lower in year than expected at
budget setting due to quarterly list size increases lower than
anticipated levels.
Prior year (2016/17) benefit in 2017/18 due to reduced activity
within LQIS for 2016/17 quarter 4 than anticipated at year end
based on Q1-Q3 trends.
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4.4 Prescribing
•
Year end position – The draft final expenditure for Prescribing is
£89,545,636 as at month 12. This represents an overspend of 3.66%
against the planned figure of £86,381,974.
The activity up to month 12 has caused an increase of £3,163,662:
Prescribing
Category M Benefit
FP47 Prescribing
Prior year (2016/17)
Miscellaneous
Total M12 YTD Variance

£4,173.1k
(£898.0k)
(£40.4k)
(£65.3k)
(£5.6k)
£3,164.0k

•
Key Issues – Key issues factored into the position include the
following:
.1 Prescribing overspend includes £4,761k of cost pressures due to
increased costs/shortages for specific drugs, mainly due to vast
increases in No Cheaper Stock Obtainable (NCSO) drugs during
2017/18 and increases to the base price of Category M dugs in Q4.
This has been partially offset by underspends against planned levels
within operational activity.
.2 The total overspend above has been offset by Category M savings
received in year of £898k.
.3 FP47 Prescribing is underspent slightly against planned activity and
previous years’ trends.
.4 Prior year (2016/17) benefit in 2017/18 due to additional drug
rebates received in 2017/18 that were backdated to 2016/17.
.5 Miscellaneous underspend includes VAT recovery on non-drugs
expenditure.
5.

2017/18 YEAR-END CRES POSITION

5.1 Primary Care
The total shortfall reported for Primary Care at M12 is (£1,378,909) of
under delivery against £2,200,000 target:
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i.
Primary Care CRES
In month 1 the target savings of £2m were identified to underachieve by
£1.5m due to the requirement to fund £1.5m of GP OOH deductions
against the GP contract value.
The shortfall did not have an impact on the Primary Care budget as this
has been funded from reserves resulting in an unidentified CRES
pressure.
ii.
Minor Surgery
The Minor Surgery CRES target of £200k is reporting an over delivery of
£116,235 based on the Q1-Q3 data received.
The scheme is expected to achieve planned savings for Q4 with the over
delivery from Q1-Q3 expected to continue as a trend for the remainder
of the scheme.

b. Prescribing
The total shortfall reported for Prescribing at M12 is (£539,427) of
under delivery against a £7,185,000 target:

i.
Large Scale Switch Scheme
It is assumed the £2.6m savings target will be achieved in full.
During M5 the MMT provided details of all product switches that have
taken place which formed the basis of achievement validation by the
finance team. This was completed for M7 reporting using data available
in ePACT with the actual savings made retrospectively calculated and
reported against the expected savings.
The validation process excluded the impact of any price
increase/reductions that may have taken place following the switches to
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ensure the delivery of the scheme is reported fairly and does not take
into account any external influences.
ii.
Lidocaine Plasters –
It is assumed £156k savings will be achieved following the validation of
July to January data which has been extrapolated to March 18.
iii.
Contraceptives
Early conversations/data reports for uptake have shown that there is
currently only 11% practice compliance therefore projected savings have
been updated to reflect this (89% expected non-delivery). It is assumed
£11.2k savings will be achieved following the validation of April to
January data which has been extrapolated to March 18.
iv.
Tiotropium
It is assumed the scheme will over achieve and deliver £600k of total
savings following the validation of April to January data which has been
extrapolated to March 18.
v.
Practice Systems and Processes
It is assumed the £1m savings target will be achieved in full following
intensive practice support provided by MMT during 2017/18.
vi.

Stoma & Catheter

This Catheter scheme is not likely to realise any savings until 2018/19
when all patients have been captured and reviewed by the catheter
service and their clinical needs for products fully assessed.
The stoma service is now likely to be implemented during 2018/19 with
savings being realised in 2019/20.
vii.
Oral Nutritional Support
It is assumed this scheme will no longer deliver any savings during
2017/18. The project has been on hold pending CCG approval of
commercial sponsorship which has in turn delayed the expected start
date of the project and respective savings to 2018/19.
viii.
Blood Glucose
It is assumed this scheme will no longer deliver any savings during
2017/18. The project has been on hold pending CCG approval of
commercial sponsorship which has in turn delayed the expected start
date of the project and respective savings to 2018/19.
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ix.
Minor Ailments
It is assumed this scheme will not deliver any savings during 17/18.
NHSE have since announced a national self-care agenda which should
deliver savings during 18/19 when fully implemented.
x.
Dressings
It is assumed this scheme will not deliver any savings during 17/18 as it
is currently under review and in discussions with LCH.
xi.
Pregabalin
It is assumed the scheme will over achieve and deliver £1.876m of total
savings following the validation of August to January data which has
been extrapolated to March 18.
NHSE have confirmed the CAT M drug savings that will be centrally
retained will not affect this drug/associated savings.
We have seen the price of this drug rise in price during M5 to M10
however due to the prudent approach to savings the increases have
been included in the assumed savings, if prices reduce the CCG will see
a further benefit to savings.
xii.
Rebates
It is assumed this scheme will overachieve and deliver £402k of total
savings based on contracts signed to date and rebates received for Q1Q3.
6.

RECOMMENDATIONS

The Primary Care Commissioning Committee is asked to note:
•

The indicative year-end financial position against budget of the
specific Primary Care and Prescribing budgets highlighted above for
2017/18.
• The indicative achievement against CRES targets set for the
budgets highlighted above for 2017/18.
• The financial position reported is still being finalised and is subject
to external audit review, variations will be reported at a later date if
applicable.
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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?
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:
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.

CONCLUSION

Financial performance against 2018/19 budgets set will be regularly
reported to Primary Care Commissioning Committee in line with the
2017/18 performance reported in this report.
Victoria Horton,
Senior Finance Manager - Primary Care
10th April 2018
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Report no: PCCC 10-18
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
PRIMARY CARE COMMISSIONING COMMITTEE
TUESDAY 17th APRIL 2018
Title of Report
Lead Governor
Senior
Management
Team Lead
Report Author
Summary

Recommendation

Relevant
standards/targets

Primary Care Commissioning Risk Register
April 2018
Ken Perry, Lay Member
Cheryl Mould, Primary Care Programme
Director
Scott Aldridge, Contracts Manager
The purpose of this paper is to update the
Primary Care Commissioning Committee on
the changes to the Primary Care
Commissioning Committee Risk Register for
2018-19 financial year
That the Primary Care Commissioning
Committee:
 Notes the contents of this report and
review of risks for the commissioning of
General Practice
 Considers current control measures
and whether action plans provide
sufficient assurance on mitigating
actions.
 Agrees that the risk scores accurately
reflect the level of risk that the CCG is
exposed to given current controls and
assurances.
The Health and Social Care Act states that:
“The main function of the governing
body will be to ensure that CCGs have
appropriate arrangements in place to
ensure they exercise their functions
effectively, efficiently and economically
and in accordance with any generally
accepted principles of good
governance that are relevant to it.”
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PRIMARY CARE COMMISSIONING RISK REGISTER APRIL 2018
1.

PURPOSE
The purpose of this paper is to update the Primary Care
Commissioning Committee on the changes to the Primary Care
Commissioning Committee Risk Register for 2018-19 financial
year.

2.

RECOMMENDATIONS
That the Primary Care Commissioning Committee:
 Notes the contents of this report and review of risks for the
commissioning of General Practice
 Considers current control measures and whether action plans
provide sufficient assurance on mitigating actions.
 Agrees that the risk scores accurately reflect the level of risk that
the CCG is exposed to given current controls and assurances.

3.

BACKGROUND
NHS Liverpool CCG has a statutory commitment to effectively
monitor risks associated with its strategic objectives via effective
and robust risk management procedures.
The Corporate Risk Register is a structured framework
underpinned by governance arrangements and internal controls
that enable the identification and management of acceptable and
unacceptable risks. The Primary Care Commissioning Committee
Risk Register demonstrates the embodiment of these principles at
a departmental level and feeds to the Corporate Risk Register.
The Risk Register attached as Appendix 1 reflects the refreshed
view of risks, current controls, assurance and action plans
associated with the CCG objectives as delegated to the Primary
Care Commissioning.
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4.

STATUTORY REQUIREMENTS (only applicable to strategy &
commissioning papers)
4.1

Does this require public engagement or has public
engagement been carried out?
Not Applicable

4.2

Does the public sector equality duty apply?
Not Applicable

4.3

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

4.4

5.

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

DESCRIBE
HOW
SUSTAINABILITY

THIS

PROMOTES

FINANCIAL

Effective risk management arrangements are essential to ensure
the mitigation of identified risks to the achievement of financial
sustainability.
6.

OVERVIEW OF THE PRIMARY CARE RISK REGISTER
A new Risk Register has been established for the start of 2018/19.
There are 12 risks.
The CCG’s risk profile (low – extreme) is summarised below:
Risk
Category

Score Range

Total
Risks

Extreme

15-25

2

Change
+/-
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High
Moderate
Low

7.

8-12
4-6
1-3

5
4
1

CONCLUSION
The Primary Care Commissioning Committee Risk Register and
associated action plans will continue to be reviewed on a bimonthly basis by the respective Primary Care Programme Director
with their teams and presented to the Primary Care Commissioning
Committee risks will be reported through the Corporate Risk
Register to the Governing Body as appropriate.

Scott Aldridge
Contracts Manager
Ends
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LIVERPOOL CCG: Head of Primary Quality and Improvement
PRIMARY CARE PROGRAMME 2018-19
Ref

Organisational goal

Date Entered

Delegated responsibility
for primary care medical
services

01/04/2018

Objective

Description of Risks

Current Controls

Assurance in Controls

L

C

Current Risk
(score)

Current risk
accepted

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

L

C

Residual
Risk
(score)

Lead
Officer

3

4

12

N

The Primary Care Team are meeting with the
APMS providers weekly to received updates
relation to concerns. The future deliver of the
contracts will be reviewed in PCCC and FPCC

4

4

16

SA/TF

3

3

9

Completion Date Review Date

Progress

Co-Commissioning

Co-Com 01

Delivery of APMS contract Escalation if necessary to
Effective
new providers not able to
FPCC and PCCC.
commissioning of
LCCG will undertake bi-monthly contract meetings
recruit the necessary clinical
Governing Body oversight
with the new providers.
Primary Care Medical
staff to patient ratio to deliver
provided via the
services
the contract.
committee structures.
Effective provision of
commissioning
support services to
the CCG and primary
care contractors.

Co-Com 02

Ensure nationally
commissioned primary
care support services are
fit for purpose

Primary Care Support Services
Contract was awarded to
Capita in September 2015.
This contract represents major
transformation to the delivery
of primary care support
services.

Standing agenda item for Finance, Procurement &
Contracting Committee and Primary Care
Commissioning Committee

Limited assurance on
control measures due to
uncertainty in terms of
gaps.

10/04/2018

May-18

Options paper to be presented at PCCC and FPCC in April 2018. Legal support has been sought regarding this.

Primary Care Team and Finance Team strengthened in
anticipation of increased workload.
Minutes of committee
Formal meetings in place between LCCG Finance and
NHS England Finance Teams to discuss provision of
financial data

meetings & exception
reporting to Governing
Body

Issues have been sent to the National team, following the concerns raised by the Primary Care Commissioning Committee and members
feedback.

NHS England awarded
contract (22 Jun 2015) to
Capita to establish a 'single
provider framework' for
primary care
administrative support
functions

15/12/2015

N

NHS England are managing the contract regarding
PCS. LCCG has written to NHS England regarding
our concerns and the local experiences are
different to the national experiences.

Liverpool LMC have raised further concerns with the delivery of the contract. Practices have highlighted examples of patients being registered in
two practices and a lack of engagement from PCSE.
4

4

16

CM

Ongoing

Jun-18

On going Significant Event Review group chaired by NHS England Cheshire and Merseyside with all stakeholders engaged to review Standing
Operating Procedures for APMS contract changes.
On going issues with Pension and Payments, PCSE have installed new software to manage changes regested by all contract holders.

LMC, Head of Primary Care
Quality and Improvement
and Practice Manager
Governing Body leads on
attending local stakeholder
forum (monthly).

Transformation of Primary Care

Trans PC 01

Delivery of General
Practice Forward View

Trans PC 02

Delivery ofLCCG LQIS
Schedule B General
Practice Forward View

Trans PC 03

Trans PC 04

Prescribing
Rx1

Rx2

Rx3

Rx4

Delivery of the GPFV

Delivery of GPFV and
new models of care

Maximise value from
resources

Maximise value from
resources

Maximise value from
resources

Maximise value from
resources
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01/04/2017

To develop a fit for
purpose workforce
to support delivery
of primary care at
scale

Increased variation and
widening health inqualities
Primary Care not sustainable
No influence on population
health
Increased use of secondary
care resources
Poor accessibility to the
services
Poor patient experience
Reduced staff satisfaction

13/04/2018

To develop MOUs
between groups of
practices to deliver
population
outcomes

Not all practices part of an
MOU.
Some populations not covered.
Widens health inequalities and
variation.
Transformation not achieved.

13/04/2018

To offer sustainable
Primary Care offer
for the population of
Liverpool using a
range of stratgies
around workforce,
access and quality

13/04/2018

Engagement of
member practices,
public and patients
in the plans to
transform and
deliver new models
of care

Apr-18

Apr-17

01/04/2017

Apr-18

Prescribing - cost
reduction plan Primary Care driven
prescribing

Prescribing within
budget - specialist
driven prescribing

Development of workforce strategy
Engagement with key stakeholders
Support access to GPFV investment opportunites
and new models of care
Work closely with provider alliance to promote a
one team approach

Review of current workforce analysis
Identify current fudning streams

Regular reporting on
workforce risk and
implementation to PCCC

3

4

12

Transformation funding identified.
Work with key stakeholders including provider
alliance.
Engagement workshops.
NBH leads in place.

Regular reports to PCCC

3

3

9

Regular reports to PCCC

3

4

12

Regular meetings with Lay
member
Stakeholder engagment
meetings

3

4

12

3

3

Lack of national and local
funding to support delivery of
Continue to submit applications for fair share of
GPFV.
national funding with GPPO.
Opportunities for
transformation not taken.

To work with the lay member for patients and
Practices, staff, and public fail
public engagemnt to produce and effective plan.
to understand case for change
Regular update briefing for member practices.
and support new ways to
Work with NBH leads and GPPO to support
access care
practices through transition.

Unable to reduce costs.
Potential cost projects and impact / workload
1. Increased demand on
analysis shared with GPPO for proposed delivery
primary care prescribing from
improved LTC treatment.
2. Large increases in prices due
to shortages
3. GPPO unable to deliver
savings plan

Monthly review of
delivery monitoring
report by MOC. Reporting
to FROG and PCCC

High cost prescribing initiated Policy over responsibility for prescribing in
in secondary care - transfer to development
primary care
Monitoring of high cost specialist drugs use in
Poor engagement by Trusts to primary care
implement Blutec
Introduction of Blu-tec system to ensure
adherence to agreed criteria and pathways

Monthly review by MOC.
Quarterly reporting to
PCCC. Exception report to
governing body

Variable engagement with
introduction and roll out of
Reduce secondary
biosimilar drugs
Limited gain share
care drug spend &
ensure costs applied
Specialist drugs costs - PbRe
Monthly report and challenge to providers
appropriately
and NHSE - incorrectly applied
to CCG
reduce primary care Community pharmacy
Monthly monitoring of service report and
spend
costservices (based on item of psuedonimised data by MOC
service) not acted on repeated fees without cost
reduction

More collaborative working between LCCG and
GPPO.
Developing system leadership.

3

4

12

PJ/SP

ongoing

Quarterly

3

3

9

C Mould Ongoing

Quarterly

JW

Ongoing

Quarterly

JW

Ongoing

Ongoing

P3 - 24 months
from April 2017

Monthly

Establish action plan for all stakeholders identified

2

3

PJ

Redesingn projects - catheter, BGM and DPO to deliver ongoing savings in 2018.
Substantial savings from patent expiries
Rebates negotiated and in place - system to monitor and claim in place in primary care team

6

9

All projects monitored through bespoke dashboard on Aristotle by MOC

5

4

Proposal for system wide priorities framework in
development

20

3

4

12

PJ

Apr-19 Monthly

Dedicated MMT resource engaged to identify and
quantify current and future costs and develop
systems to link hospital prescribing with diagnosis

Framework approved by CCGs and trusts
CVS savings underway with agreement to reinvest in services
Pain management pathway / gain share in progress
BlueTec uptake included in 2018-19 contracts

Transfer costs raised with governing body and
priority for joint working with other CCGs

Quarterly reporting to
MOC

3

3

Monthly monitoring

3

2

9

6

Review of potential gain share landscape and
agreement of linked milestones and incentives
with trusts
Review of trust contract / finance processes to
address cause of problem

2

3

6

PJ

Q3 2018

Quarterly

PJ

Q3 2018

monthly

National directive on use of biosimilars issued - Sept 2017
MIAA support to deliver single contracting and gain share approach requested from MHSE

LIVERPOOL CCG: Head of Primary Quality and Improvement
PRIMARY CARE PROGRAMME 2018-19
Ref

Organisational goal

Date Entered

Objective

Description of Risks

To hold providers of
commissioned services
to account for the
quality of services
delivered

01/04/2018

Effective provision of
commissioning
support services to
the CCG and primary
care contractors.

LCCG allocation of £75 million
has been received from NHS
England. The budget allocation
is £73 million, with the balance
of £2m reinvested into Primary
Care. LCCG has made
assumptions regarding patient
list size changes within the
financial year, premises costs,
locum costs, QOF achievement
and DES activity.

Current Controls

Assurance in Controls

L

C

Current Risk
(score)

3

4

12

Current risk
accepted

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

L

C

Residual
Risk
(score)

2

4

8

Lead
Officer

Completion Date Review Date

Progress

Finance

Fin 01

Fin 02

Fin 03

To hold providers of
commissioned services
to account for the
quality of services
delivered

To hold providers of
commissioned services
to account for the
quality of services
delivered

84

01/04/2018

01/04/2018

Standing agenda item for Finance, Procurement & Standing agenda item for
Contracting Committee and Primary Care
Finance, Procurement &
Commissioning Committee
Contracting Committee
and Primary Care
Primary Care Team and Finance Team
Commissioning
strengthened in anticipation of increased
Committee
workload.
Primary Care Team and
Finance Team
strengthened in
anticipation of increased
workload.

Effective provision of
commissioning
support services to
the CCG and primary
care contractors.
£15.5 million (inclusive of £2m
as per Fin 01) has been
allocated for Local Quality
Improvement Schemes, GP
Specification and Collaborative
Transformation funding .
Assumptions have been made
regarding patient list size
changes and patient demand.

Standing agenda item for Finance, Procurement &
Contracting Committee and Primary Care
Commissioning Committee

Effective provision of
Prescribing
expenditure and
delivery of cost
reduction plan.
LCCG budget of allocation of
£91.9 million for Prescribing
that includes £1.5 million of
CRES schemes identified,
growth assumptions and
horizon scanning assumptions.
A further £1 million of CRES
target has been set that will be
removed from the current
budget during M1 planning
adjustments.
Risks of growth in population /
horizon scanning / drug prices
(particulary NCSO prices if
2017/18 trend continues)
exceed planning assumptions
and CRES schemes may not
deliver as expected and
mitigate against all budget
pressures

Standing agenda item for Finance, Procurement &
Contracting Committee and Primary Care
Commissioning Committee

Primary Care Team and Finance Team
strengthened in anticipation of increased
workload.

4

12

monthly

As per 2017/18:
Monthly budget meetings are taking place with a budget report produced to advise of any assumptions, issues and risks within the reported
financial position that will result in movements from the planned expenditure in line with budget allocations. Budget managers highlight any new
developments that may result in changes to the financial position that need to be incorporated in the next months accounts.
Financial position is included on the PCCC paper and presented to each scheduled committee.
The finance team has been restructured with the Primary Care section gaining additional support to assist with the monthly reporting process
and day to day financial suppport for all elements of the Primary Care service.

2

4

8 CM/MB

Ongoing

Monthly

As per 2017/18:
Updated Read Code documents and payment
collected searches have been developed. Robust
monitoring of all LQIS. Minor Surgery providers to
be reminded of the services that can be claimed
via the LQIS and what cannot be funded.
Monthly budget meetings monitor spend and list
size changes. Assumptions made at budget setting
have been sence checked and communicated to
the LMC for comments prior to being
communicated to PCCC for review.

Escalation if necessary to
FPCC and PCCC.
Governing Body oversight
provided via the
committee structures.

4

Escalation if necessary to
FPCC and PCCC.
Governing Body oversight
provided via the
committee structures.

Ongoing

As per 2017/18:
Monthly budget meetings monitor spend and list
size changes. Assumptions made at budget setting
have been made in conjunction with national
contract agreements and sence checked prior to
being communicated to PCCC for review. LCCG has
been in sole control of locum costs since October
2016 and a robust process has been put in place to
monitor locum claims against the SFE

3

Primary Care Prescribing Team and Finance Team
strengthened in anticipation of increased
workload.

CM/MB

4

16

As per 2017/18:
Monthly budget meetings are taking place with a budget report produced to advise of any assumptions, issues and risks within the reported
financial position that will result in movements from the planned expenditure in line with budget allocations. Budget managers highlight any new
developments that may result in changes to the financial position that need to be incorporated in the next months accounts.
Financial position is included on the PCCC paper and presented to each scheduled committee.
The finance team has been restructured with the Primary Care section gaining additional support to assist with the monthly reporting process
and day to day financial suppport for all elements of the Primary Care service.

3

As per 2017/18:
Monthly budget meetings monitor spend and
drugs price / activty changes. Assumptions made
at budget setting have been made in conjunction
with national changes and assumptions for various
drugs and sence checked prior to being
communicated to PCCC for review.
Regular communication between Prescribing team
and Finance team of any new deveolpments /
trends highlighted locally and issues that are
affecting the NHS nationally eg NCSO prices rises.
Finance team have access to Epact to enable issues
to be identified and monitored to individual drug
level if required in addition to the projections and
early warning signs received from the CSU MMT.
CRES position monitored and reported monthly to
budget holders and FROG

4

12 CM/MB

Ongoing

Monthly

As per 2017/18:
Monthly budget meetings are taking place with a budget report produced to advise of any assumptions, issues and risks within the reported
financial position that will result in movements from the planned expenditure in line with budget allocations. Budget managers highlight any new
developments that may result in changes to the financial position that need to be incorporated in the next months accounts.
Financial position is included on the PCCC paper and presented to each scheduled committee.
The finance team has been restructured with the Primary Care section gaining additional support to assist with the monthly reporting process
and day to day financial suppport for all elements of the Primary Care service.
Finance team are working to ensure all CRES schemes that have started are effectively monitored to ensure any variances from CRES planned
savings are highlighted to the Prescribing team so a mitigation plan can be put in place as soon as possible. The monitoring is also being set up
ready for schemes that have not yet started / started after the latest available data period.
Finance team are also closely monitoring monthly price changes in NCSO / Cat M and modelling the anticipated cost pressure / benefit for the
financial year based on LCCG average monthly activity for those specific drugs; cost pressures are being reported within the CCG's financial
position or to NHSE as a risk / benefit as per their instructions; we are able to monitor the financial position of the CCG as if all national issues are
reported locally at CCG level to give a clearer picture of actual expenditure against budget to assist with future planning models.

