AGENDA FOR

PRIMARY CARE COMMISSIONING COMMITTEE
Date:
Venue:

Tuesday 17 August 2021

Item

A
A1
A2
A3
A4
A5
A6

Introduction and apologies
Welcome & Introductions
Apologies received:
Declarations of Interest
Previous Minutes – 15 June 2021
Action Log
Primary Care Commissioning Committee
Work Plan 21-22
Updates
NHS England Updates
Healthwatch Reporting Themes

C
C1
C2
D
D1

Governance
Primary Care Commissioning Risk Register
Committee TOR review
Performance
Primary Care Commissioning Committee
Performance, Quality and Contracts Report

D2

Primary Care Commissioning Committee
Finance Update

D3

Primary Care Services Recovery

E
E1

Strategy and Commissioning
LQIS, DES, Prescribing Projects Report
• GP Income for LES & GP Spec for
Quarters 3&4 2021-22
• PCN Prescribing CRES Programme
Homeless Health LES update
For Noting
No items

E2
F
G
G1
G2
G3

Any Other Business
Summary of Business / Risk Review
Items shared across committees for noting
Any Other Business

1
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10.00 – 11.30 am

MS Teams Call

No

B
B1
B2

Time:

Lead

Note / Information /
Decision

Gerry Gray
Gerry Gray
Gerry Gray
Gerry Gray
Gerry Gray
Dave Horsfield

Verbal to note
Verbal to note
Verbal to note
Paper for decision
Paper for decision
Paper for noting

Anthony Leo
Lindsay
Humphries

Verbal update
Verbal update

Dave Horsfield
Dave Horsfield

Paper for noting
Paper for noting

Dave Horsfield
/Jane Lunt/ Val
Attwood
Mark Bakewell

Paper for noting

Dave Horsfield

Verbal update

Dave Horsfield

Paper for decision

Mark Bakewell
Clare Mahoney

Paper for decision
Paper for information

Paper for noting

Gerry Gray / All

Dates of Future Meetings:

Deadline for
papers/questions:

•

Tues 19th October 2021; 10.00 – 12.00

•

8th October

•

Tues 21st December 2021; 10.00 –
12.00

•

10th December

•

Tues 15th February 2022; 10.00 –
12.00

•

4th February
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Primary Care Commissioning Committee (PCCC) Work Plan 2020/21 (based on the PCCC TOR May 2020)
Agenda Items / Issues
Standing agenda items
Work Plan
PERFORMANCE & Quality
Performance, Quality & Contract Report
LQIS, DES, Prescribing Projects Report
Finance Report
CQC Summary Report (practice)
Performance & Quality Committee Referrals
STRATEGY AND COMMISSIONING
Budget setting and management
APMS Options
Approval of Local Quality Improvement Schemes
Quarterly feedback on schemes approved at PCCC and cost
savings
GMS, PMS and APMS contracts monitoring, contractual
action ie issuing branch/remedial notices, and removing a
contract (regular updates in performance report)
Needs assessment and review of requests to establish new
practices in an area
Approval of practice mergers
Sign off of discretionary payments
Review, sign off and support for infrastructure, premises and
estates plans
PCN delivery, development, ARRS and specifications
GOVERNANCE
Risk Register
Annual review of committee performance (MIAA review)
Quality Audit Results
UPDATES
NHS England Updates

Frequency

April

June

Aug

Oct

Dec

Feb

Each meeting

x

x

x

x

x

x

Each meeting
Bi-annual
Each Meeting
When required
When required

x

x

x

x

x
x
x

x

x

x
x
x

Annual
When required
Annual

x

Quarterly (or biannual)
Each meeting

x

x

x
x
x

x

x
x

x

x
x

x

When required
When required
When required
When required
When required
and bi-annual
review

x

x

Each meeting
Each meeting

x

x

x

x

x
x
x

x

Each meeting
(Verbal)

x

x

x

x

x

x

The Committee will receive a summary of CQC reports pertaining to GP practices commissioning services in the Liverpool area,
and receive assurance from the practice that any actions highlighted by CQC are being addressed. The Committee may also
receive recommendations from the Performance & Quality Committee which may require action to be taken in relation to
contractual levers.

Page 15

THIS PAGE HAS INTENTIONALLY BEEN LEFT BLANK

Page 16

Reporting to:

Primary Care Commissioning Committee

Date of Meeting:

17th August 2021

Title of Report:

PCCC Risk Register August 2021

Presented by

Dave Horsfield, Director of Transformation, Planning &
Performance
Dave Horsfield, Director of Transformation, Planning &
Performance
Gerry Gray

Report Author
Lead Governor
Senior Leadership
Team Lead
Report Category

Dave Horsfield, Director of Transformation, Planning &
Performance
Decision ☐
Discussion ☐ Assurance ☒ Information ☐

Purpose of this report
This report is to provide members of the committee with:
• An update on the current risks and mitigations of the PCCC Risk Register as at August
2021
Recommendation(s)
The Committee is asked to:
a) Note the contents and updates of risks for the commissioning of General Practice
b) Consider current control measures and whether action plans provide sufficient assurance
on mitigating actions
c) Review the mitigations and progress; approve the recommendation to step down risk.
d) Agree that the risk scores accurately reflect the level of risk that the CCG is exposed to
given current controls and assurances
Is this subject matter confidential?
No ☒
Yes ☐
Relevance to CCG Strategic Objectives / Governing Body Assurance Framework
01
Commissioning for better health outcomes
☒
02
Ensure commissioning of high quality, safe and responsive health services
☒
03
Reduce health inequalities
☒
04
Ensure maximum value from available resources
☒
05
Decisions that are evidence-based and evaluated for maximum impact
☒
06
Maintain the CCG’s reputation and safeguard public confidence
☒
Executive summary
Since the last iteration of the risk register presented to the PCCC in June 2021
responsible Directors and risk owning officers have reviewed their associated risks with
agreed risks retired and mitigating actions updated.
One risk has been retired as agreed at the June meeting.
Governance and reporting arrangements
(list the committees, groups or other bodies that have discussed this report)

1
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Date

Meeting

Decision made / outcome

Were there any conflicts of interest identified at any of the above meetings?
No ☒
Yes ☐
If ‘Yes, please give brief details:

Implications
Quality
Patient Experience
Conflicts of interest
Equality / PSED
Privacy or GDPR
Workforce
Are there any risks associated with this report or its
recommendations?
Are these risks included on the Corporate Risk
Register (CRR) or GBAF?

Yes
☐
☐
☐
☐
☐
☐
☐

No
☐
☐
☐
☐
☐
☐
☐

N/A
☐
☐
☐
☐
☐
☐
☐

☐

☐

☐

If ‘yes’, please provide CRR/GBAF reference number and risk description:

Equality & Human Rights Analysis
Yes
No
N/A
Do the issue(s) identified in this report affect one of the protected ☐
☐
☒
group(s) less or more favorably than any other?
Are there any valid legal/regulatory reasons for discriminatory ☐
☐
☒
practice?
If the answer to either of the above two questions is ‘YES’, please include a section in
this report explaining why.

2
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1.

BACKGROUND

NHS Liverpool CCG has a statutory commitment to effectively monitor risks associated
with its commissioning activities against its strategic objectives including General
Practice via effective and robust risk management procedures.
The Primary Care Risk Register is a structured framework underpinned by governance
arrangements and internal controls that enable the identification and management of
acceptable and unacceptable risks. Where the risk score cannot be reduced
escalation should be considered to the Governing Body Corporate Risk Register.
The Primary Care Commissioning Committee is a mandated committee with the
Terms of Reference largely dictated by NHS England, but this does not exclude the
committee from having the same responsibilities as part of the CCGs internal
governance arrangements.
2.

AUGUST UPDATE

The risks and mitigations have been updated as agreed at the last PCCC with further
review and update by lead officers at August.
The key updates are:
•

One risk has been retired from the register as the committee agreed with
the recommendation that they were no longer present or had sufficiently
changed that a new risk should be considered. The risk retired is;
0.10

•

Flu Vaccination – risk related to expectations of the 20/21 system
and the expectations for 21/22 season will be different. Agreed
at June PCCC to close.

All other risks contain updates to actions and mitigations highlighted in blue
type.

The Risk Register attached as appendix 1 therefore reflects the risks, current controls,
assurance and action plans associated with the CCG objectives as delegated to the
Primary Care Commissioning Committee as at August 2021.

3.

STATUTORY/LEGAL/REGULATORY REQUIREMENTS (only applicable to
strategy & commissioning papers)
3.1

Does this require public engagement or has public engagement been
carried out? Yes ☐ No ☒

3
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4.

CONCLUSION

The Primary Care Commissioning Committee Risk Register updates will be presented
to the committee with any escalated risk reported through the Corporate Risk Register
to the Governing Body as appropriate.

Ends

4
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Risk
Ref

Relevant CCG
Objective

includes
date added
to rag

Risk Description
Risk Owner
Lead Committee

Cause and potential
impact/consequence of risk

Inherent
Risk
Score

Why could this risk occur and what
would be the effects if the risk

(without
controls)

Assurance/Evidence
Who/where can we gain evidence that these controls are working
effectively?
All assurances are 'positive' unless stated otherwise.
I = Internal E= External

Residual
Risk
Score
(Current)

materialised?

L
PCCC
0.1

Existing Mitigation/Controls
How are we managing this risk? What are the key controls in place to prevent this risk from
occurring?

Commission for better
health outcomes

Required contribution to
improved health outcomes from
Local Quality Improvement
Schemes (inc GP spec and LD
DES) not achieved

Lack of process to ensure
schemes are delivering the
intended results and are
potentially not providing value
for money.

C
4 4

16

New Primary Care Performance, Quality & Contract Framework management
process agreed by PCCC and committee updated in Feb 21. Provides a robust
and clear process for performance monitoring, action and escallation for both
core and enhanced services.

PCCC standard/exception reporting to Governing Body (I)

L C
2 4

8

Trend

Planned Actions

Progress On Actions

Movement
since last
update &
date last
reviewed

Is this action to address a gap in Control (C)
or a gap in Assurance (A)

What stage are planned current actions at?
Are Implementation Dates on track?
How will this impact on Residual Risk?



Regular review of specifications and expected standards to ensure they are
meeting local need and are evidence based is now included in the PCCC
workplan.

Director of Transformation,
Planning and Performance

Commission for better
health outcomes

Not all patients have access to
General Practice services should
a practice or large scale provider
close/fail
Chief Finance & Contracting
Officer

Pressure on other practices
staff and premises to provide
services for dispersed lists if a
provider closes due to, for
example, CQC closure, contract
issue, financial issue,
succession planning failure.

3 4

12

Ensure maximum value The CCG is unable to deliver its
from available
financial plan for 2021/22 and
resources
specifically for areas of Primary
Care budgets (Delegated /
Prescribing etc)
Chief Finance & Contracting
Officer

Triangulation of risk by Quality and Safety Assurance
Group.(I)

2 4

8



Interim provider policy in place
Mobilisation check list for closures in place, including clarity of roles and
responsibilities of provider and commissioner during a practice closure

Escalation to Quality and Safety Outcomes Committee.with
oversight by CCG Governing Body via exception
reporting.(I)(I)

Lack of robust budgetary
3 3
control and uncertainty of
expenditure fluctuations in the
delegated Primary Care budget
could affect delivery of the CCG
Financial Plan, resulting in
failure to meet NHS England
Business Rules at year-end.

9

• Priorities and Operational Planning Guidance has been published regarding the
first 6 months (H1) of 2021/22, with CCG allocations for this period based on
October 20 - March 21 expenditure levels plus various inflation adjustments.
Specific additional costs will also be reimbursed e.g. COVID-19 Testing and
Vaccinations, and National Service Development Funds (SDF). Systems are
expected to recover a proportion of 19/20 Control Total gap.
• SoRD details budget holder and SMT lead delegated limits by cost centre.
•Robust financial monitoring of operational positions via formal monthly budget
holder meetings - maintained throughout the year (forecast outturn is regularly
updated in line with known issues) with plans for mitigation included
• Financial position is reviewed at each Performance and Quality Committee
(PCQ) meeting and reported on a monthly basis.
• Financial position is reviewed every second month at the Primary Care CoCommissioning Committee
• Formally report Prescribing financial position and delivery to MOC on a
quarterly basis.
• Implemented Actions from Internal Audit Recommendations with regards to
delegated Clinical Commissioning Groups and Financial Management to improve
systems and processes

Full review of specifications to take place
Q1 2021 to evaluate continued relevance,
service quality and value for money and
make recommendations to be considered
by PCCC.

L C
Schemes approved by PCCC in December 2020. Amendments following feedback from LMC; 2 3
further paper to PCCC June 2021. Monitoring will not now begin before Q3 after review of
primary care position in the summer.

6

Further update to PCCC following evaluation with a view to improving relevance, quality and
value for money to reduce the risk further. Paper to PCCC June 2021.

Development of a CCG system for early
warning system and structure for
triangulation of issues to be established.
(C) Dave Horsfields Team

Performance monitoring system in place for primary care with regular report to PCCC on
primary care performance. Agreed process in place for managing practice level performance
and quality risks with cross department group estanblished to discuss and triangulate
responses and estanblishg level of risk. Process testing and effective, however required
futther work/testing before residual risk can be reduced.

2 3

4

1. Ad-hoc meetings for immediate issues between finance, contracts, performance and
commissioning teams to reduce residual risk of unplanned expenditure / propose mitigations
Apr - ad-hoc meetings are taking place as required and are on-going virtually

1 3

3

2 2

4

Quality monitoring for early identification of
deteriorating performance framework (C)
Jane Lunt Team

Performance and quality committee and sub-committee have recommenced
during Q3 20/21 with regular review and challenge of provider performance at
these meetings.

Loss of continuity of care for
vulnerable patients. Potential
impact on patient safety if
greater numbers in receiving
practices.

PCCC
0.4

Support for providers including regular contract reviews.

(risk
tolerance)

Must include 'Action Owner' and Implementation
Date

Additional assurance papers to be
reported to Primary Care Commissioning
Committee. New specifications to begin in
quarter 3.

Monitoring of ongoing delivery and action plans if not on trajectory.

PCCC
0.3

Target
Risk
Score

Action Owner: Director of Quality,
Outcomes and Improvement

• PQC review 'monthly reporting packs' - committee is made aware
of cost pressures on a timely basis (In)

2 3

6



• Primary Care Co-Commissioning Committee review financial
position every second month - committee is made aware of cost
pressures on a timely basis (In)
• Finance Update Report including Primary Care and Prescribing
budgetary performance is standing agenda item at each Governing
Body meeting summarising budget and forecast figures (In)

1. Hold extra-ordinary meetings as
required for any urgent issues that may
arise in between usual monthly meetings
to aid decision making, assess financial
implications and gain more timely
resolution (A)
Action Owner - Senior Finance Manager
Apr 2021 onwards

• Internal Audit review of 5 areas of Financial Systems and Process
including Budgetary Control and financial management in 2019/20
resulted in 'Substantial Assurance' rating - validation of CCG
systems and processes in place, increasing to a 'High Assurance'
rating for 2020/21 (Ex)

2. Continue to monitor and implement
guidance as received and ensure the
monthly expenditure reporting process is
robust.
Action Owner - Senior Finance Manager

• Internal Audit review of delegated Clinical Commissioning Groups
gives assurance on financial controls and processes and identifies
areas of improvement with regards to the Delegated Primary Care
Allocation. Actions have been implemented in line with
recommendations and will improve 'grip' on financial monitoring
which will support reduction in risk as year progresses.
2020/21 Internal Audit review resulted in a 'Substantial Assurance'
rating (Ex)

2. Guidance is reviewed upon publication to ensure the most accurate expenditure and
forecast positions in line with latest expectations.
On-going as required
3. COVID-19 additional costs incurred by general practice are approved by the CCG's Senior
Leadership Team prior to reimbursement being made, or recommendation for reimbursement
provided to NHSE for centrally funded costs.
Recommendations and reimbursement of costs are made in line with the applicable COVID-19
guidance specific to the area of costs incurred.

3. Adhering to financial governance and
NHSE guidance when approving any
COVID-19 related spend.
Action Owner - Senior Finance Manager /
Senior Leadership Team

• Guidance is reviewed upon publication to ensure the most accurate expenditure
and forecast positions in line with latest expectations.

PCCC
0.5

Ensure maximum value Not all Networks deliver on the
for money from
requirements of the Contract
available resources
Network DES
Director of Transformation,
Planning and Performance

Not all patients have access to
3
the services contained within
the 7 national specifications.
PCNs are not currently in a
position to oversee and support
quality improvement and reduce
variation in member practices

3

9

Regular Monitoring of Network DES performance with escaltion of any areas of
non-performance

Quarterly reporting to the PCCC (I)
Care home alignment has taken place for 100% of homes.

Provider Alliance Staff working with Liverpool Network Alliance to support PCN
delivery and oversight as PCN's / LNA improve maturity

All workforce plans submitted to NHSE for 20/21 in Oct 2020.

2 3

6



Further Review of National guidance to
PCNs (particularly estates / additional
roles)

Care home alignment has taken place for 100% of homes.

LCCG has written to all practices to
provide them with all the necessary
guidance, SNOMED Codes and templates
available to meet the needs of the PCN
DES requirements. LCCG has written
monthly searches for PCNs to identify the
patients, rather than the quarterly national
extract and the CCG will be reporting
these figures directly to PCNs monthly
allowing them to address issues earlier.

Leads identified for specifications , working groups and action plans in place

LNA providing support to PCNs with regards to workforce plans.

A new monthly meeting has been arranged between the LNA and CCG to outline the delivery
of the PCN DES Specification and future planning positions.
PCNs continue to obtain financial support from NHS England regarding the Maturity Matrix.
PCN DES specifications have been updated and circulated to all PCNs nationally, which
includes increased funding for PCNs to recruit additional staff to meet the DES requirements.
2021-22 sees the introduction of Mental Health Practitioners and Paramedics.
LCCG has written to all practices to provide them with all the necessary guidance, SNOMED
Codes and templates available to meet the needs of the PCN DES requirements. LCCG has
written monthly searches for PCNs to identify the patients, rather than the quarterly national
extract and the CCG will be reporting these figures directly to PCNs monthly allowing them to
address issues earlier.
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1

Risk
Ref

Relevant CCG
Objective

includes
date added
to rag

Risk Description
Risk Owner
Lead Committee

Cause and potential
impact/consequence of risk

Inherent
Risk
Score

Why could this risk occur and what
would be the effects if the risk

(without
controls)

Assurance/Evidence
Who/where can we gain evidence that these controls are working
effectively?
All assurances are 'positive' unless stated otherwise.
I = Internal E= External

Residual
Risk
Score
(Current)

materialised?

L
PCCC
0.7

Existing Mitigation/Controls
How are we managing this risk? What are the key controls in place to prevent this risk from
occurring?

Commission for better
health outcomes

PCNs at different stages of
maturity, PCNs have different
levels of funding and variation in
access to external support

Progress towards delivery of
the CCG One Liverpool Plan
contribution of the networks is
uncoordinated and risks not
being delivered

C
3 3

Trend

Planned Actions

Progress On Actions

Movement
since last
update &
date last
reviewed

Is this action to address a gap in Control (C)
or a gap in Assurance (A)

What stage are planned current actions at?
Are Implementation Dates on track?
How will this impact on Residual Risk?

(risk
tolerance)

Must include 'Action Owner' and Implementation
Date

L C
9

PCNs have established a Local Network Alliance consisitng of a leadership team Quarterly update on PCN development progress to PCCC (I) 2 3
which meets on a weekly basis, members of the CCG Provider Alliance Team are
part of the leadership team offiering direction, leadership and support

L C

6



The Clinical Directors meet twice per month to provide support and share best
practice

Director Liverpool Provider
Alliance

Target
Risk
Score

Secured Organisaitonal development
partner to support the ongoing maturity of
PCNs. PCN to attend workforce
workshops to develop recruitment plans.
Review the maturity matrix and put in
place PCN development &
implementation plans for 2021/22

Host for Liverpool Network Agreement procurement process completed and Service level
Agreement in place from 1st December. Action plan to monitor progress of delivery of the
Liverpool Network Alliance operational plan in place including for the delivery of the Primary
Care Network specifications.

2 3

6

2 4

8

2 3

6

Development programme undertaken for both clinical and non clinical leads
Funding secured to support integration, racial inequalities, social prescribing

LNA hosting for 18 months Agreed

PCC
0.11

Commission for better
health outcomes

Effective delivery of the Covid-19 Rapid roll out of the Covid-19
vaccination programme from
vaccination programme from
PCN designated sites
PCN designated sites
- impacting on workforce
- planning and associated risks
Director Liverpool Provider
- readiness of sites to go live in
Alliance
time for vaccine being delivered

4 4

16

Impact would be on direct
patient care - patients in priority
eligible cohorts do not have
equitable access to the covid
vaccination in a timely way

Liverpool Covid Vaccination Programme workstream structure in place, feeding
into the C&M Covid Vaccination Programme workstream structure

Liverpool Covid Vaccination Programme RAG rated action
plan

3 4

12



Regular calls with designated site leads/PCN CDs and established comms channels are in place

Liverpool Covid Vaccination Group - now meeting 3 times weekly with oversight
of RAG rated action plan

2 x PCN sites identified for Wave 1 in line
with NHSE ask - for go live from 15th Dec CCG team in place to rapidly respond to any national NHSE requirements and to support PCN site mobilisation

Weekly calls with designated site leads, comms channels in place

1 site working through access issues and
scoping out second site as a fall back.
Inequalities Plan developed to ensure
actions in place to increase uptake in the
vulnerable/hard to reach groups within
deprived areas. Weekly data report
established to review areas of lower
uptake to target communities using
innovative approaches e.g. vaccination
bus

CCG team in place to rapdily respond to any national NHSE requirements and to
support PCN site mobilisation. Phase 2 commenced, 8 PCNs opted in to continue
to dleiver the programme. 2 PCNs that have opted out, provision being secured
to ensure patients have access to vaccination.

Secondary impact on patients
accessing routine GP services
who experience delays due to
staff resources being focused
on vaccine clinics

PCC
0.12

Commission for better
health outcomes

Effective recovery of operational
Primary Care services to meet
new national guidance/standard
operating procedures.
Director Liverpool Provider
Alliance

The impact of COVID-19 on the
service configuration of Primary
Care has been significant with a
shift away from predominantly
face to face appointments. New
guidance requires recovery to a
blended approach incorprating
patient choice of appt type while
maintining an increase in
appointment numbers. Both the
transitional process and
available capacity will be
significantly challenged with the
severe pressure being faced
following relaxation of lockdown
and subsequent latent demand
surfacing.

Failure of practices to effectively Shortage in supply of product
deliver the 2021-22 seasonal flu from manufacturer
vaccination programme to eligible
Lower than expected numbers
patients
of patients vaccinated, with high
Director Liverpool Provider
levels of disease and morbidity,
Alliance
leading to increased admissions
Clinical Effectiveness Committee

4 4

16

Recovery plan (not yet developed)

Development of a recovery plan with New risk
regular recovery meetings to oversee
progress and manage issues. (c)
Recovery Group in place with first meeting completed. Next meeting due 22nd June 2021

BI support in place to assist with providing intellegence to support the
development of guidance and operating model options to meet demand.

System level capacity plan, local system management
meetings three times per week and capacity and flow weekly
meetings established to manage demand on services acrioss
the system and oversee mutual aid responses.

Monitoring and intelligence reporting
systems to be developed to both identify
effectivelness of actions and forecast
potential demand changes. (c)

LPA/LNA/PCN teams engaged to generate a system level response to key
issues, work through/escallate identified issues and develop a recovery plan and
guidance.

12

Wider system partners engaged to develop wider system response to demand
and mitigate impact through the transition period.

3 3

9



Recovery Group meetings in place with key actions identified. 4 3

Monitoring of supply schedule and deliveries

Regular status updates to Primary Care Commissioning
Committee

dentification of alternate supplies
Support from CCG to secure additional supply if necessary
NHSEI has stated central flu vaccine supplies will be available from late October
for GP practices to access in addition to those ordered (as was the case last
year)

Risk Unchanged
Risk increased
Risk decreased

Page 22

The Liverpool model includes:
Pillar 1 Hospital Hubs x 4 - focused on front line health & social care staff
Pillar 2 Local Vaccination Sites (PCN led) x 11 - focused care home residents, patients aged over 70 and clinically
extremely vulnerable adults. Moving onto cohorts 5 and 6 from mid February - aged 65-59 and high risk adults and
their carers
Supplementary sites (PCN led) x 3 aimed at improving accessibility for harder to reach groups
Pillar 4 Pharmacy Sites x 3

Recovery group set-up with cross-system partners to assist in development of
the model, ensure process is understood and supported by the system and
meets the national guidance/SOP.

Updates to existing
risks in 'blue'





February 2021 update: The covid vaccination programme is going well in Liverpool and continues to meet
government targets to vaccinate people within the JCVI cohorts. As of 15th February over 111,000 vaccine have
been administered across Liverpool.

June update: over 270,000 first dose and 196,000 second dose vaccinations have now been
administered across Liverpool. Phase two of the programme is well underway now with all
aged 25 and over now invited for vaccination.
A Liverpool Vaccine Inequalities Plan is in place to address variance in vaccine uptake across
PCNs, communitties and hard to reach groups. Data is reviewed on a weekly basis and areas
of action agreed by the Bronze Vaccination Group. In April 2021 the Liverpool Covid
Vaccination bus was introduced and allows targeted visits to areas and communtiies where
uptake is low. In order to sustain the current bus model the CCG is looking to commission a
suitable provider.

Failure to recover to a
sustainable operational model
could result in significant levels
of unmet demand (e.g. long
waits for face to face appts) and
failure to meet national
standards with potential
financial impact for practices,
exacerbating the demand issue.
PCC
0.13

11 x PCN designated sites identified and Dec 2020: Liverpool Covid Vaccination Group - now meeting 3 times weekly with oversight of an action plan led by
Fiona Lemmens / Cheryl Mould - reduced to twice weekly from May 2021.
approved by NHSE

2

2 3

6

Risk
Ref
includes
date added
to rag

Relevant CCG
Objective

Risk Description
Risk Owner
Lead Committee

Cause and potential
impact/consequence of risk

Inherent
Risk
Score

Why could this risk occur and what
would be the effects if the risk

(without
controls)

Existing Mitigation/Controls

Assurance/Evidence

How are we managing this risk? What are the key controls in place to prevent this risk from
occurring?

Who/where can we gain evidence that these controls are working
effectively?
All assurances are 'positive' unless stated otherwise.
I = Internal E= External

Residual
Risk
Score
(Current)

materialised?

L
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L C

C

3

Trend

Planned Actions

Progress On Actions

Movement
since last
update &
date last
reviewed

Is this action to address a gap in Control (C)
or a gap in Assurance (A)

What stage are planned current actions at?
Are Implementation Dates on track?
How will this impact on Residual Risk?

Target
Risk
Score
(risk
tolerance)

Must include 'Action Owner' and Implementation
Date

L C

Retired risks
Risk description
Reason for retirement
Residual risk identified
Less than 100% of the population All practices became members of None identified
covered by the network
a PCN by the deadline set
specifications if a practice is not
part of a network

Risk number
PCCC0.2

Date retired
Aug-19

PCCC 0.6

Oct-20

Required contribution to
Contractual requirement stopped None identified
improved health outcomes from by NHS England due to COVID
the GP core contracting
requirements. GP practices not
delivering the core contract
requirement regarding Electronic
Frailty Index
(100% of patients over 65s to
have frailty assessment)

PCCC 0.8

Apr-21

Medicines shortages or
discontinuation of production or
safety alerts

Risk no longer exists with regard
to medicines shortage confirmed by DH with Meds
Managememnt Clinical Lead.
Recommend risk removed April
2021 with request for escallation
of any future issues from MOC to
PCCC

MOC reporting within governance
requires review as to whether
this is a risk and added as a new
risk if required.

PCC 0.9

Apr-21

Failure of delivery of General
Practice COVID SOP

The risk was superseded with
'Primary Care Recovery' as the
nature of the issue moved on
from the COVID response to
recovery of services.

Replaced with risk 0.12

Recommended that the 2020/21
risk be closed as no longer applies
with different risk type
aniticpated for 21/22 due to
COVID boost. As the 21/22
programme develops, any key
risks to be brought to the
committee for consideration and
addition to the register if the
committee agrees

Yes - expected new risk to be
added for 21/22 when the nature
and level of risk is understood
and guidance/expectations are
clear natioanlly.

Not all practices able to deliver,
100% remote triage model,
remote consultations, separation
of COVID and non COVID
patients and adequate staffing to
maintain services for both groups
urgent and routine care and the
shielded and housebound
PCC 0.10

Jun-21
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Failure of practices to effectively
deliver the 2020-21 seasonal flu
vaccination programme to
eligible patients

PRIMARY CARE COMMISSIONING COMMITTEE TERMS OF REFERENCE
1.0 Introduction
Simon Stevens, the Chief Executive of NHS England, announced on 1 May 2014
that NHS England was inviting CCGs to expand their role in primary care
commissioning and to submit expressions of interest setting out the CCG’s
preference for how it would like to exercise expanded primary medical care
commissioning functions. One option available was that NHS England would
delegate the exercise of certain specified primary care commissioning functions to a
CCG.
In accordance with its statutory powers under section 13Z of the National Health
Service Act 2006 (as amended), NHS England has delegated the exercise of the
primary medical care commissioning functions (as specified in Schedule 2) to these
Terms of Reference to NHS Liverpool CCG.
The CCG has established the NHS Liverpool CCG Primary Care Commissioning
Committee (“Committee”). The Committee will function as a corporate decision
making body for the management of the delegated functions and the exercise of the
delegated powers.
1.0

Statutory Framework

1.1

NHS England has delegated to the CCG authority to exercise the primary care
commissioning functions set out in Schedule 2 in accordance with section 13Z
of the NHS Act.

1.2

Arrangements made under section 13Z may be on such terms and conditions
(including terms as to payment) as may be agreed between the Board and the
CCG.

1.3

Arrangements made under section 13Z do not affect the liability of NHS
England for the exercise of any of its functions. However, the CCG
acknowledges that in exercising its functions (including those delegated to it),
it must comply with the statutory duties set out in Chapter A2 of the NHS Act
and including:
a)

Management of conflicts of interest (section 14O);

b)

Duty to promote the NHS Constitution (section 14P);

c)

Duty to exercise its functions effectively, efficiently and economically
(section 14Q);
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1.4

d)

Duty as to improvement in quality of services (section 14R);

e)

Duty in relation to quality of primary medical services (section 14S);

f)

Duties as to reducing inequalities (section 14T);

g)

Duty to promote the involvement of each patient (section 14U);

h)

Duty as to patient choice (section 14V);

i)

Duty as to promoting integration (section 14Z1);

j)

Public involvement and consultation (section 14Z2).

The CCG will also need to specifically, in respect of the delegated functions
from NHS England, exercise those in accordance with the relevant provisions
of section 13 of the NHS Act, those are set out as follows:
• Duty to have regard to impact on services in certain areas (section 13O);
• Duty as respects variation in provision of health services (section 13P);

1.5

The Committee is established as a committee of the Governing Body of NHS
Liverpool CCG in accordance with Schedule 1A of the “NHS Act”.

1.6

The members acknowledge that the Committee is subject to any directions
made by NHS England or by the Secretary of State.

2.0

Role of the Committee

2.1

The Committee has been established in accordance with the above statutory
provisions to enable the members to make collective decisions on the review,
planning and procurement of primary (medical) care services in NHS
Liverpool CCG, under delegated authority from NHS England.

2.2

In performing its role, the Committee will exercise its management of the
functions in accordance with the agreement entered into between NHS
England and NHS Liverpool CCG, which will sit alongside the delegation and
terms of reference.

2.3

The functions of the Committee are undertaken in the context of a desire to
promote increased co-commissioning to increase quality, efficiency,
productivity and value for money and to remove administrative barriers.

2.4

The role of the Committee shall be to carry out the functions relating to the
commissioning of primary medical services under section 83 of the NHS Act.

2.5

This includes the following:
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a. GMS, PMS and APMS contracts (including the design of PMS and APMS
contracts, monitoring of contracts, taking contractual action such as issuing
branch/remedial notices, and removing a contract);
b. Newly designed enhanced services (“Local Enhanced Services” and
“Directed Enhanced Services”);
c. Design of local incentive schemes as an alternative to the Quality Outcomes
Framework (QOF);
d. Decision making on whether to establish new GP practices in an area;
e. Approving practice mergers; and
f. Making decisions on ‘discretionary’ payment (e.g., returner/retainer
schemes).
2.6

The CCG will also carry out the following activities:
a) To plan, including needs assessment, primary medical care services in
NHS Liverpool CCG;
b) To undertake reviews of primary medical care services in NHS Liverpool
CCG;
c) To co-ordinate a common approach to the commissioning of primary care
services generally;
d) To manage the budget for commissioning of primary medical care services
in NHS Liverpool CCG.

2.7

The scope of primary care decision making may include, but not restricted to:
•

Primary Care infrastructure funds;

•

Primary Care re-allocation costs;

•

Extended access schemes;

•

Enhanced contracts including the Quality Contract;

•

Primary care support schemes;

•

Boundary changes;

•

GPIT;

•

Procurements (APMS);

•

Primary Care Network (PCN) development & utilisation of development
funds.
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2.8

The Committee will also:
•

Hold responsibility for overseeing delivery of the GP Five Year Forward
View; including approving funding applications against the investment fund
(these delegations will follow the usual sign off process for approval of the
financial envelope);

•

Oversee the development and delivery of Primary Care Networks (in
conjunction with the Group’s Operational Plan);

•

Oversee the development and delivery of primary care initiatives;

•

Oversee the investment and capital requirements of the primary care
estates; this includes setting out the capital and revenue consequences for
a three year timeline; and

•

Approve estates bids for notional rent.

2.9

The Committee will receive a summary of CQC reports pertaining to GP
practices commissioning services in the Liverpool area, and receive
assurance from the practice that any actions highlighted by CQC are being
addressed. The Committee may also receive recommendations from the
Performance & Quality Committee which may require action to be taken in
relation to contractual levers.

3.0

Geographical Coverage

3.1

The Committee will comprise the NHS Liverpool CCG area covering the City
of Liverpool (geographically coterminous with Liverpool City Council).

4.0

Membership

4.1

The Committee shall consist of:
•
•
•
•
•
•
•

The lay member with responsibility for Finance
The lay member with responsibility for Governance
The lay Member with responsibility for Patient and Public Involvement
The Non-Executive Nurse
Chief Officer
Chief Finance & Contracting Officer
Director of Quality, Outcomes & Improvement

4.2

The Chair of the Committee shall be the lay member with responsibility for
Finance from NHS Liverpool CCG. The Deputy Chair will be the lay member
for Governance.

4.3

The following will also be invited to be in attendance at the Committee but will
have no voting rights:

Page 28

• Director of Planning, Performance & Delivery (CCG);
• GP Director(s)
• CCG Chair
• A representative from the Liverpool Medical Committee;
• A representative from NHS England;
• A representative from Liverpool Healthwatch
The Committee may call additional experts to attend meetings on an ad-hoc basis
to inform discussions.
5.0

Meetings and Voting

5.1

The Committee will operate in accordance with the CCG’s Standing Orders.
The Secretary to the Committee will be responsible for giving notice of
meetings. This will be accompanied by an agenda and supporting papers and
sent to each member representative no later than 5 days before the date of
the meeting. When the Chair of the Committee deems it necessary in light of
the urgent circumstances to call a meeting at short notice, the notice period
shall be such as s/he shall specify.

5.2

Members would normally attend meetings and it is expected that members will
attend a minimum of 75% of meetings per annum barring any exceptional
circumstances.

5.3

Each member of the Committee shall have one vote. The Committee shall
reach decisions by a simple majority of members present, but with the Chair
having the deciding vote, if necessary. However, the aim of the Committee will
be to achieve consensus decision-making wherever possible.

5.4

If voting members are conflicted this will be managed as part of Section 8.2 of
the Constitution and the Managing Conflicts of Interest Policy. The Committee
will seek assurance that conflicts of interest have been managed in papers
which have been submitted to the Committee from other groups; in particular
working groups for the out of hospital strategy whereby the schemes these
groups develop may come to the committee for approval.

5.5

Members of the Committee have a collective responsibility for the operation of
the Committee. They will participate in discussion, review evidence and
provide objective expert input to the best of their knowledge and ability, and
endeavour to reach a collective view.

5.6

The Committee may delegate tasks to such individuals, sub-committees or
individual members as it shall see fit, provided that any such delegations are
consistent with the parties’ relevant governance arrangements, are recorded
in a scheme of delegation, are governed by terms of reference as appropriate
and reflect appropriate arrangements for the management of conflicts of
interest.
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5.7

Members of the Committee shall respect confidentiality requirements as set
out in the CCG’s Constitution or Standing Orders.

5.8

The Committee will present its minutes to each formal Governing Body of
NHS Liverpool CCG for information, including the minutes of any subcommittees to which responsibilities are delegated. Minutes are also shared
with NHS England representatives via attendance at the meetings.

5.9

The CCG will also comply with any reporting requirements set out in its
constitution.

5.10 The Terms of Reference of the Committee (including membership) shall be
reviewed on an annual basis (or earlier if changes are made to national
guidance) to reflect the experience of the Committee in fulfilling its functions.
5.11 All revisions will be submitted to (and approved by) the CCG’s Governing
Body.
6.0

Quorum

6.1

The meeting will achieve quorum if a minimum of four members are present,
and must include:
•

Two lay members (one of whom should be the committee chair or deputy
chair), the Chief Finance and Contracting Officer, or the Director of Quality &
Performance, the Chief Officer, or the Non-Executive Nurse.

6.2

Should a member not be able to attend a Committee meeting, apologies in
advance of the meeting must be provided to the Committee administrator and
notified to the Committee Chair.

6.3

In ensuring an appropriate quorum, the Committee will take into account of
and work in line with the Group’s Conflicts of Interest Policy and associated
statutory arrangements for managing Conflicts of Interest.

7.0

Frequency of meetings

7.1

The Committee shall meet on an ad-hoc basis and no less than quarterly/four
times per financial year. The Chair of the Committee may arrange
extraordinary meetings at his/her discretion.

7.2

Meetings of the Committee shall:
a) Be held in public, subject to the application of 23(b);
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b) The Committee may resolve to exclude the public from a meeting that is
open to the public (whether during the whole or part of the proceedings)
whenever publicity would be prejudicial to the public interest by reason of
the confidential nature of the business to be transacted, or for other
special reasons stated in the resolution and arising from the nature of that
business or of the proceedings or for any other reason permitted by the
Public Bodies (Admission to Meetings) Act 1960 as amended or
succeeded from time to time.
8.0

Accountability of the Committee

8.1

For the avoidance of doubt, the Delegation will prevail in the event of any
conflict between the terms of the Delegation and these Terms of Reference
and/or the Standing Orders of Standing Financial Instructions of any of the
members.

8.2

The Committee will make decisions to support capital expenditure supported
by full understanding of the recurrent revenue consequence over the lifetime
of the investment.

8.3

The Committee will have delegated authority to approve on behalf of the
Governing Body the formulation and delivery of the primary care investment
and any associated investment into primary care services and primary care
networks.

8.4

The Committee will comply with any reporting and escalation requirements as
set out in the Group’s Constitution.

8.5

The Committee will be subject to the NHS England Internal Audit Framework
for Delegated CCGs.

9.0

Procurement of Agreed Services

9.1

The detailed arrangements regarding procurement will be set out in the
delegation agreement.

10.0

Decisions of the Committee

10.1 The Committee will make decisions within the bounds of its remit.
10.2 The decisions of the Committee shall be binding on NHS England and NHS
Liverpool CCG.
10.3 When considering decisions the Committee should assure itself that the
decisions it makes are in line with the Group’s commissioning strategy and
with the wider system estates strategy and will deliver sustainable
transformation in accordance with the Local Delivery Plan.
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10.4 The Committee will review its performance on an annual basis.

11.0
Version 1

11/12/2019

Date approved by the Governing Body

__________

Date of next review

__________
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Status of

these Terms of
Reference

Reporting to:

Primary Care Commissioning Committee

Date of Meeting:

17th August 2021

Title of Report:

Primary Care Performance, Quality and Contracting Report

Presented by

Dave Horsfield, Director of Transformation, Planning & Performance

Report Author

Scott Aldridge, Senior Performance Manager
Kellie Connor, Contracts Manager
Keely Stasik, Clinical Quality and Safety Manager
Lindsay Humphreys, Clinical Quality and Safety Manager

Lead Governor

Mark Bakewell, Chief Finance & Contracting Officer

Senior Leadership
Team Lead
Report Category

Dave Horsfield, Director of Transformation, Planning & Performance
Decision ☐

Discussion ☐

Assurance ☐

Information ☒

Purpose of this report
This report is to provide members of the committee with:
• The Primary Care KPI Performance up to July 2021.
• Provide a monthly update in relation to the PCN DES Additional Role Reimbursement
Position.
Recommendation(s)
The Committee is asked to:
 Note the performance of the practices in delivery of the Primary Care KPI performance.
 Note the performance of the CCG in delivery of Primary Care Medical commissioned
services.
Is this subject matter confidential?
No ☒
Yes ☐
Relevance to CCG Strategic Objectives / Governing Body Assurance Framework
01
Commissioning for better health outcomes
02
Ensure commissioning of high quality, safe and responsive health services
03
Reduce health inequalities
04
Ensure maximum value from available resources
05
Decisions that are evidence-based and evaluated for maximum impact
06
Maintain the CCG’s reputation and safeguard public confidence
Executive summary

☒
☐
☒
☐
☐
☐

LCCG’s Primary Care Commissioning Committee approved an updated Primary Care
Performance Framework on the 16th February 2021. This framework details the processes
for monitoring the Primary Care KPIs. On the 7th January 2021 NHS England wrote to CCGs
to instruct Primary Care to focus on the COVID vaccine programme. Except for vaccinations
and Learning Disabilities reviews all other enhanced services were stepped down.
1
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This paper provides an update of the ongoing KPIs, to offer assurance to the committee of the
current position. The paper and appendixes detail the KPI, Contract and Quality performance
position for July 2021.

Governance and reporting arrangements
(list the committees, groups or other bodies that have discussed this report)
Date
10th
August
2021

Performance
Committee

Meeting
and
Quality

Decision made / outcome
Sub-

Were there any conflicts of interest identified at any of the above meetings?
Yes ☒
No ☐
If ‘Yes, please give brief details:
Yes, all GP committee members provide GP specification to their patients
Implications
Quality
Patient Experience
Conflicts of interest
Equality / PSED
Privacy or GDPR
Workforce
Are there any risks associated with this report or its
recommendations?
Are these risks included on the Corporate Risk
Register (CRR) or GBAF?

Yes
☒
☒
☒
☐
☐
☒
☐

No
☐
☐
☐
☐
☐
☐
☒

N/A
☐
☐
☐
☒
☒
☐
☐

☐

☐

☒

If ‘yes’, please provide CRR/GBAF reference number and risk description:

Equality & Human Rights Analysis
Yes
No
N/A
Do the issue(s) identified in this report affect one of the protected ☐
☒
☐
group(s) less or more favorably than any other?
Are there any valid legal/regulatory reasons for discriminatory ☐
☒
☐
practice?
If the answer to either of the above two questions is ‘YES’, please include a section in
this report explaining why.
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1.

BACKGROUND

LCCG’s Primary Care Commissioning Committee approved an updated Primary
Care Performance Framework on the 16th February 2021. This framework details the
processes for monitoring the Primary Care KPIs. On the 7th January 2021 NHS
England wrote to CCGs to instruct Primary Care to focus on the COVID vaccine
programme. Except for vaccinations and Learning Disabilities reviews all other
enhanced services were stepped down.
This paper provides an update of the ongoing KPIs, to offer assurance to the
committee of the current position. The paper and appendixes detail the KPI, Contract
and Quality performance position for July 2021.
2.

CURRENT POSITION

This report is to provide members of the committee with:
• The Primary Care KPI Performance up to June 2021.
• Provide a monthly update in relation to the PCN DES Additional Role
Reimbursement Position.
2.1 Core Contract Requirements
Core Contract
Requirement
Workforce
submissions
Alcohol
consumption for
new patients aged
16 and over
Friends and Family
Testing
Publication of GP
earnings
E-Declarations

Electronic Frailty
Index
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Target
100%
monthly

100%

LCCG Position
Source
Latest Update
Data collections have moved to the Strategic Data
Collections Service (SDCS) from July 2021. First data
collection due 31/07/2021.
Mar-21
Service not yet
available for 2021/22 in
37.95%
Range 0 - 95.36% CQRS
CQRS

Currently suspended by NHS England until 30/09/2021
53 of 85 practices
have published
Practice
100%
2019/20 earnings Websites Jul-21
All practice
submitted the
100%
2020 eDEC.
SDCS
Mar-21
Mar-21
Service due to be
available for 2021/22 in
44.11%
CQRS from 11/08/2021
Range 0.16 with Q1 data available
100%
100%
CQRS
20/09/2021

Primary Care Commissioning Committee

Allocated &
Informed Named
GP
Indicators No
Longer In QOF
2020/21 Data
Collection
GMS / PMS Core
Contract Data
Collection

100%

100%

100%

86.87%
Range 16.01 100%
Service offered
22/07/2021
44 of 85 practices
have participated
Service due to be
available for
2021/22 from
11/08/2021

CQRS

Mar-21
Service due to be
available for 2021/22 in
CQRS from 11/08/2021
with Q1 data available
20/09/2021

CQRS

23/07/2021

CQRS

N/A

Appendix 1 outlines the GMS Partnership changes that have been processed since
April 2021.
2.2 LCCG Primary Care KPI
The following data provides the July 2021 position for all LCCG KPIs. Appendix 2
outlines Liverpool CCGs local KPI monitoring processes,
which were updated to mirror the national priorities from NHS England.
Learning Disabilities and SMI reviews remain concerns as outlined below:

KPI
Annual Health Checks for People with a LD (target 75%) – Rolling 12M
Physical Health Checks for People with SMI (target 60%)
Cervical screening uptake (target 80%)
Flu vaccinations (patients 65 & over) (target 75%)
Dementia Prevalence (target 0.6%)
Childhood vaccination and immunisation (combined) (target 90%)

Updated
Jul-21
Jul-21
Mar-21
Jul-21
Jul-21
Jul-21

Min
19.67%
0.00%
43.57%
60.31%
0.07%
72.40%

Max
100.00%
54.10%
81.82%
87.63%
4.88%
98.60%

LCCG
Position
73.04%
27.00%
65.59%
77.10%
0.56%
90.17%

Change since
last reporting
period
-0.03%
0.12%
0.12%
-0.03%
0.00%
0.00%

Learning Disabilities
The following table shows the breakdown of a full annual review, there remains
evidence that full reviews are not taking place.
Care Process
Had Annual HC and BP checked in spec 12 months
Had Annual HC and BMI checked in spec 12 months
Had Annual HC and Tobacco consumption checked in spec 12 months
Had Annual HC and alcohol consumption checked in spec 12 months
Had Annual HC and Serum cholesterol checked in spec 12 months (excl<18)
Had Annual HC and urine dipstick checked in spec 12 months
Had Annual HC and blood glucose checked in spec 12 months (excl<18)
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Jul-21
76.25%
80.01%
85.83%
82.46%
52.19%
9.80%
57.74%

Change from
last year
31.93%
35.99%
43.15%
39.31%
27.02%
6.17%
29.08%

Primary Care Commissioning Committee

Severe Mental Health Reviews
The following table shows the breakdown of a full annual review, there remains
evidence that full reviews are not taking place
Care Process
BMI recorded in L12M
Blood Glucose\HbA1c recorded in L12M
Cholesterol recorded in L12M
BP recorded in L12M
Alcohol Consumption recorded in L12M
Smoking status recorded L12M
All 6 Care Prcesses Recorded in L12M

Jul-21
55.02%
47.91%
43.26%
55.65%
52.96%
61.38%
27.00%

Change from
last year
-10.06%
-1.80%
-1.65%
-11.71%
-10.31%
-10.53%
-3.53%

Mitigation:
LCCG has shared these requirements with all practices and the LNA will be following
the communication with further offers of support to practices.
LCCG has also built searches to allow practices to run the searches to identify all the
patients that require review.
Following the previous Primary Care Commissioning Committee,
the Performance Team have made contact all practices to make sure they are aware
of their current position and to reiterate where they can find the searches to identify
the patients.
2.3 Directed Enhanced Service
All Core Network Practices that participated in the 2020/21 Network Contract DES as
part of previously approved PCNs will automatically participate in 21/22 Network
Contract DES and were not required to complete additional documentation by 30th
April 2021, unless there are changes to the PCN. All practices across Liverpool are
participating in the Network DES for 21/22, however one practice is not part of any of
the 10 Networks across Liverpool. The CCG has developed a protocol in
accordance with the National DES specification to commence a process of assigning
an orphan practice to a Primary Care Network.
NHS England wrote to all practices to outline that the PCN DES requirements would
not be income guaranteed and that contractually they expect all PCNs to continue to
provide the PCN DES requirements.
LCCG followed this up with a series of emails outlining the SNOMED Codes and the
Business Intelligent Teams have built the searches so that practices can monitor
them monthly, rather than the quarterly extract by NHS England.
The following table shows the April to July KPI achievements.
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DES Requirement
Number of patients in a care home registered with a
Liverpool CCG practice.
Number of falls assessments completed
Number of care home patients personalised care and
support plans agreed
Number of care home patients personalised care and
support plans reviewed

Current KPI Position

Range

Change from Last
Month

Practices with 0 Reviews
/ Referrals Completed

Care Home DES
2,818

0

207 0 to 67

59

70

196 0 to 74

76

67

143 0 to 73

50

73

133

36

Number of care home patients to have a structured
343 0 to 42
medication review
PCN DES Investment and Impact Fund
0%
Individual
100% of PCNs to have mapped their appointment data Every practice in the
practices 0 to
to the national contractual requirement
PCN must be 100%
100%
compliant
Percentage of patients aged 65 or over who received a
seasonal influenza vaccination between 1 September
N/A
N/A
and 31 March.
Target 86%
Percentage of patients aged 18 to 64 years and in a
clinical at-risk group who received a seasonal
N/A
N/A
influenza vaccination between 1 September and 31
March.
Target 90%
Percentage of children aged 2 to 3 who received a
seasonal influenza vaccination between 1 September
N/A
N/A
and 31 March.
Target 82%
Percentage of patients on the Learning Disability
register aged 14 or over, who received an annual
13.44% 0% to 80%
Learning Disability Health Check and have a completed
Health Action Plan
Target 80%
Percentage of patients referred to social prescribing.
1,677 0 to 156
Target 1.2% of total practice referrals

We are still awaiting confirmation from NHS
Digital or screen shots from every practice in
the PCN to clarify achievement.

4.18%

19

506

8

2.4 LONG COVID AND WEIGHT MANGEMENT DES
The Long Covid and Weight Management Enhanced Services are new services
introduced in June 2021 with both services commencing on 1st July 2021 through to
31st March 2022.
LONG COVID ENHANCED SERVICE
The Long Covid Enhanced Service requires GP Practices to educate staff on Long
Covid including knowledge of local pathways, code data consistently & accurately,
and consider how to reduce potential inequity of access to Long COVID services.
Payment under the enhanced service is £0.495 per registered patient as of 1st
January 2021, split into two components:
•
•

75% (£0.371 per registered patient) upon signup to provide the enhanced
service, payable in monthly instalments.
25% (£0.124 per registered patient) upon commissioner confirmation that the
self-assessment set out in the service specification has been completed by 31
March 2022.

As of 4th August 2021, a total of 81/85 practices have signed up to deliver the
enhanced service.
WEIGHT MANGEMENT ENHANCED SERVICE
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The Weight Management Enhanced Service aims to support practices to develop
and implement a proactive approach to the identification of patients living with
obesity, engage with individual patients living with obesity and refer patients who are
ready to make behavioural changes to appropriate weight management
programmes. For the purpose of this enhanced service obesity is defined as a BMI ≥
30 or ≥ 27.5 for those of Black, Asian and other minority ethnic groups.
Payment under the enhanced service is set at £11.50 per referral (max one referral
per eligible patient) to be referred to one of the acceptable weight management
services listed in the enhanced service specification.
As of 4th August 2021, a total of 83/85 practices have signed up to deliver this
enhanced service.
2.5 PCN DES Additional Roles Reimbursement Scheme
The number of additional roles available for PCNS to employed increased in 202122, as did the annual budget.
The budget for the PCNs in 2021-22 is £7,517,635, with a monthly budget of £626,
469.58. PCNs are required to update their Additional Role Reimbursement workforce
planning positions by the end of August 2021 and the CCG needs to report this to
NHS England by the end of September.
Any proposed underspend must be offered out to other PCNs, or the CCG is
required to support PCNs to recruit before the end of March 2022.
1. April 2021- 8 / 10 PCNs have submitted their monthly claim, with spends
equal to £263, 989.64 or 42.1% of the monthly budget.
2. May 2021- 7 / 10 PCNs have submitted their monthly claim, with spends
equal to £272, 991.73 or 43.6% of the monthly budget.
3. June 2021- 6 / 10 PCNS have submitted their monthly claim, with spends
equal to £148, 565.41or 23.7% of the monthly budget.
To date £685, 546.78 has been spent out of the annual £7,517, 635 budget or 9.12%
for the first four months of the year.
2.6 Long Term Conditions
The guidance from NHS England directed practices to focus on the COVID vaccine
programme and Learning Disabilities reviews. This has meant that Long Term
Condition patients annual reviews have not been routinely provided in Primary Care
throughout 2020-21.
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The following table shows the achievement of Primary Care throughout 2020-21.
LTC Area
All LTC
LTC Asthma
LTC Atrial Fibrillation
LTC CHD
LTC CKD
LTC COPD
LTC Diabetes
LTC Heart Failure
LTC Hypertension
LTC PAD
LTC RA
LTC Stroke/TIA

Total Pop
129,644
31,656
10,683
17,397
24,172
15,715
30,216
6,319
75,430
4,115
2,957
9,601

Pop with
Review
58,305
11,245
4,172
3,626
3,991
8,711
14,094
1,947
20,581
566
1,539
1,820

Performance
44.97%
35.52%
39.05%
20.84%
16.51%
55.43%
46.64%
30.81%
27.28%
13.75%
52.05%
18.96%

Mitigations
100% of practices have signed up to the 2021-22 Quality and Outcomes Framework
and the expectation from the NHS is that QOF reviews will be undertaken. At the
time of writing this paper the guidance from NHS England is that there is no income
protection for QOF and that there were only limited changes to the requirements
(listed above). LCCG will continue to run the LTC figures monthly to identify any
issues that are occurring, rather than wait until the QOF extracts take place in 2022.
2.7 Significant Event Analysis (SEA) Overview
The LCCG Quality Team are currently reviewing 5 open Significant Event Analysis
(SEA)'s tree of which are because of a formal complaint made to NHSE/I regarding
care and two SEA’s requested by the CCG following concerns raised by NHSE/I
Screening and Immunisation team regarding an IG breach related to cervical
screening and an immunisation error related to the neonatal selective Hep B
Pathway.
SEA’s are reviewed at the LCCG monthly Quality Assurance Review Group (QARG).
The GP Practice responsible for the SEA will receive feedback from the group review
with confirmation of closure of the incident or a request for further information. Core
membership of the Quality Assurance Review Group consists of members of the
Quality and Safeguarding team with the support of a Lead GP at each meeting. A
representative from the Performance, Contracts and Commissioning teams will be
requested to attend dependant on the reports being presented. Monthly SEA
updates and any themes and trends will be reported via Performance and Quality
subcommittee for governance and assurance purposes.
2.8 Serious Untoward Incidents:
Liverpool CCG has reported two StEIS reportable serious incidents relating to
COVID 19 vaccinations.
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One serious incident was reported in May 2021 incident has been reported onto
STEIS and the final RCA investigation report will be reviewed at LCCG Serious
Incident Panel in August 2021 in line with NHSE/I Serious Incident Framework. The
LCCG Quality Team are supporting the PCN Clinical Director with the process. No
harm has come to any patient due to this incident.
A further serious incident was reported onto StEIS in July 2021 meetings are
currently ongoing with NHSE/I Screening and Immunisation Team and the CCG to
establish more information and to agree next steps due to the large numbers of
patients potentially involved in this incident. The PCN Clinical Director has been
requested to undertake further investigation into the incident which will be reviewed
at SI panel in October 2021 and LCCG Quality Team are supporting the PCN
Clinical Director with the process. No harm has come to any patient due to this
incident however there is the opportunity for significant learning to be shared.
2.9 Quality Surveillance Visits
The CCG had previously intended to implement a schedule of regular quality visits to
individual practices but due to the COVID pandemic, these had been placed on
hold. However, following a safeguarding incident reported to the CCG in June 2021
it was decided to reinstate these visits and prioritise the practice this incident related
to and therefore a focused Quality Visit was conducted at the GP practice on
16.07.2021. Feedback was provided to on 30.07.2021 with a number of
recommendations and actions for the Practice. Monitoring of the actions will be via
Bi-monthly contract, performance and quality meetings that take place with Group
Practices and concerns escalated to Performance and Quality Sub Committee and
Primary Care Commissioning Committee, for oversight of the issues and the
monitoring in place.
The Practice has also been asked to provide feedback to the CCG on the quality visit
to allow the CCG to review our process for future quality visits planned across the
city in Q2 and Q3.
Liverpool CCG plan to hold a series of quality surveillance visits across the PCN’s in
Liverpool in Q2 and Q3. The quality visit held in July 2021 was the first in this
schedule and provided a valuable experience to further develop the quality the CCG
quality visit process. The practice involved have been invited to provide feedback to
the CCG Quality Team regarding the visit to on 16th July 2021 to allow the CCG to
review our process for future quality visits planned across the city in Q2 and Q3.The
CCG Quality Team will produce a report following the completion of the Quality Visits
in Q4
2.10 Enhanced Access Service
PC24 did not achieved the KPI target of 80% of appointments being utilised in June.
Appendix 3 outlines the breakdown of the 64% achievement.
LCCG and PC24 are investigating this performance, as feedback from practices is
that all slots are full when they want to book the slots. The data shows that patients
do not want to use the service of a weekend. Initial feedback from the service is that
when patients require an interpreter a double appointment should be made which is
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not always completed. Further analysis is required from PC24 on the interpreter
service usage during June 21 to determine the actual utilisation of the service. CCG
will identify if Out of Hours patients are being offered appointments to fulfil these
gaps as well as 111.
2.11 Enhanced Access Service – General Practice Utilisation
June 2021
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3.

NEXT STEPS

The Performance Team will review the monthly KPI performance data.
4.

STATUTORY/LEGAL/REGULATORY REQUIREMENTS (only applicable to
strategy & commissioning papers)

4.1

Does this require public engagement or has public engagement been
carried out? Yes ☐ No ☒

i.
ii.

If ‘no’ explain why
If yes attach either the engagement plan or the engagement report as an
appendix. Summarise key engagement issues/learning and how responded
to.

The paper provides a current position regarding the GP Specification and does not
require any change to patient care.
5.
5.1
5.2
5.3

EQUALITY IMPACT ASSESSMENT
Does the public sector equality duty apply? Yes ☐ No ☒
If ‘no’, please state why.
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 paper provides a current position regarding the GP Specification and does not
require any change to patient care.
6.

FINANCIAL IMPLICATIONS AND RISK

Effective contract and commissioning management will ensure robust financial
management of the Primary Care budget. The commissioning of Local Enhanced
Service schemes ensure a more effective use of NHS sources moving services
outside of secondary care settings into the community.
7.

WORKFORCE IMPLICATIONS

The monitoring of the KPI information is embedded into the work streams for the
Performance and Business Intelligence Teams. Clinical system searches are already
established and ready to be run each month. There is no additional workforce
implications required to maintain the current process.
8.

COMMUNICATION REQUIREMENTS

Communication regarding the performance management and engagement has
already been shared with the practices individually and the LMC.
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9.

CONCLUSION

The Primary Care Commissioning Committee is asked to:
 Notes the performance of the practices in delivery of the Primary Care
performance.
 Notes the performance of the CCG in delivery of Primary Care Medical
commissioned services.
Ends
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Appendix 1 – Partnership Changes
Partnership Changes
LCCG has received information on the intention of the following practices to amend
contracts. Until LCCG receives all documentation from the practice the processing
of these changes cannot take place. LCCG will be requesting additional assurance
from practices with regards the appropriate notification to CQC. CQC have
confirmed once a notification is made a unique reference number is provided within 7
days. Practices will be expected to provide details of the reference number from the
CQC to the CCG as additional assurance. Any person (individual, partnership or
organisation) who provides a regulated activity in England must be registered with
CQC otherwise they may commit an offence by breaching the following sections of
the Health and Social Care Act – Section 10, Section 13 and Section 33.

Practice Name

Practic
e Code

Kirkdale

Type of Request
New partner
N82101 (non-clinical)

Woolton House

N82066 Partner Leaving

Date of new
partnership
commencement
01/07/2021
31/12/2021

Please note: PCSE have implemented a new process where all partnership changes
must now be submitted by the performer and approved by the practice then
subsequently the CCG via the PCSE Online Portal.
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Appendix 2
A request was made by Primary Care Commissioning Committee for a RAG rating for the KPIs. The rational for the RAG rating is
based around a 12-month trajectory for each KPI.
For example, there are 2818 Care Home patients for them to be seen within the 12 month period 234 care home patients should be
seen each month, as part of the weekly care home ward rounds. By the end of July each KPI should have seen 936 patients
reviewed to meet a monthly trajectory.
Red:
All Care Home KPIs. 234 patients should be seen each month to meet a monthly trajectory.
Learning Disables IIF. 6% of the population should be reviewed each month to meet a monthly trajectory.
Cervical screening.
Amber:
Green:
12 month rolling programme for Learning Disabilities Review.
12 month rolling programme for SMI reviews.
Flu vaccine targets achieved during the 2020-21 flu programme.
Childhood immunisation is above target.

14
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KPI
LCCG GP Spec
Annual Health Checks for People with a LD (target 75%) – 12
month rolling figures
Physical Health Checks for People with SMI (target 60%) – 12
month rolling figures
Cervical screening uptake (target 80%)
Flu vaccinations (patients 65 & over) (target 75%)
Dementia Prevalence (target 0.6%)
Childhood vaccination and immunisation (combined) (target
90%)
Care Homes
Number of patients in a care home registered with a
Liverpool CCG practice.
Number of falls assessments completed
Number of care home patients personalised care and
support plans agreed
Number of care home patients personalised care and
support plans reviewed
Number of care home patients to have a structured
medication review
PCN DES IIF
100% of PCNs to have mapped their appointment data to
the national contractual requirement
Percentage of patients aged 65 or over who received a
seasonal influenza vaccination between 1 September and 31
March
Target 86%
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May21

Jun-21

Jul-21

72.90%

73.06% 73.04%

24.38%
64.70%
77.20%
0.56%

25.75%
64.7%
77.20%
0.56%

90.41%

90.12% 90.17%

2828
105

Aug-21

27.00%
77.20%
0.56%

2818
148

2818
207

87

120

196

62

93

143

123

210

343

0%

0%

77.20%

Sep-21

Feb-22 Mar-22

Primary Care Commissioning Committee

Percentage of patients aged 18 to 64 years and in a clinical
at-risk group who received a seasonal influenza vaccination
between 1 September and 31 March
Target 90%
Percentage of children aged 2 to 3 who received a seasonal
influenza vaccination between 1 September and 31 March
Target 82%
Percentage of patients on the Learning Disability register
aged 14 or over, who received an annual Learning Disability
Health Check and have a completed Health Action Plan
Target 80%
Percentage of patients referred to social prescribing
Target 1.2% of total practice referrals*** CCG search
numbers, percentage calculated nationally quarterly****
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5.60%

9.27%

13.44%

789

1,171

1,677

Appendix 3 Enhanced Access Performance (PC24 Contract) –
June 2021
The Primary Care Commissioning Committee asked for information regarding the
utilisation of the service. The service was stepped down during lockdown to focus
support on COVID patient assessments, however, the service has been reporting
activity reports since September which LCCG report to NHS England. LCCG’s
contracts team has been undertaking bi-monthly contract meetings with the provider
since September 2020.

Contractual
Requirement

Available
slots

The provider will ensure 3112
that 80% of available slots
are filled. This includes
transferring patients from
Out of Hours to the
service if required.

Filled
slots

DNA Achievement

2088

92

17
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64%

Source
Providers
clinical
system
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Report Category
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Decision ☐

Discussion ☐

Assurance ☐
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Purpose of this report
This report is to provide members of the committee with:
• An overview of the key aspects of the CCG’s Primary Care Finance position for half
year (H1) 2021/22 as at June 2021 (Month 3).
Recommendation(s)
The Committee is recommended to:
• Note the contents of the report and the H1 forecast financial positon for 2021/22 as at
June 2021 (Month 3).
Is this subject matter confidential?
No ☒
Yes ☐
Relevance to CCG Strategic Objectives / Governing Body Assurance Framework
01
Commissioning for better health outcomes
☐
02
Ensure commissioning of high quality, safe and responsive health services
☐
03
Reduce health inequalities
☐
04
Ensure maximum value from available resources
☒
05
Decisions that are evidence-based and evaluated for maximum impact
☐
06
Maintain the CCG’s reputation and safeguard public confidence
☒
Executive summary
The report provides details of the H1 projected financial performance against primary care
budgets set for the 2021/22 financial year as at June 2021 (Month 3) for the following budget
areas:
o Primary Care Co-Commissioning (Delegated Budget)
o Local Enhanced Services
o Prescribing
Governance and reporting arrangements
(list the committees, groups or other bodies that have discussed this report)
Date

Meeting

Decision made / outcome
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Were there any conflicts of interest identified at any of the above meetings?
No ☐
Yes ☐
If ‘Yes, please give brief details:

Implications
Quality
Patient Experience
Conflicts of interest
Equality / PSED
Privacy or GDPR
Workforce
Are there any risks associated with this report or its
recommendations?
Are these risks included on the Corporate Risk
Register (CRR) or GBAF?

Yes
☐
☐
☐
☐
☐
☐
☒

No
☐
☐
☐
☐
☐
☐
☐

N/A
☒
☒
☒
☒
☒
☒
☐

☐

☐

☒

If ‘yes’, please provide CRR/GBAF reference number and risk description:

Equality & Human Rights Analysis
Yes
No
N/A
Do the issue(s) identified in this report affect one of the protected ☐
☐
☒
group(s) less or more favourably than any other?
Are there any valid legal/regulatory reasons for discriminatory ☐
☐
☒
practice?
If the answer to either of the above two questions is ‘YES’, please include a section in
this report explaining why.
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1.

PURPOSE

The purpose of this paper is to report to the Primary Care Commissioning Committee
key aspects of the CCG’s Primary Care Finance position based on half year (H1)
allocations and expenditure at June 2021 for the following budget areas:
o Primary Care Co-Commissioning (Delegated Budget)
o Local Enhanced Services
o Prescribing
2.

RECOMMENDATIONS

That Liverpool CCG Primary Care Commissioning Committee:
 Note the H1 forecast financial position for 2021/22 as at June 2021 (Month 3)
including key issues that have been factored into reporting assumptions.
3.

2021/22 Plans

The CCG continues to operate under a temporary financial regime as a result of the
COVID-19 pandemic. This has resulted in half year (H1) allocations being devolved to
CCGs by NHS England and NHS Improvement (NHSE/I) for the period April –
September 2021.
Operational planning requirements for 2021/22 were published by NHSE/I in March
2021 and included details of the finance and contracting arrangements for H1.
The primary care allocation received by the CCG for H1 is £44,146k which includes
growth funding of £3,017k.
When preparing plans for submission to NHSE/I, co-commissioning budgets were
updated in line with the operational planning guidance and also following the outcome
of contract negotiations between NHSE/I and the General Practitioners Committee of
the British Medical Association.
4.

PRIMARY CARE FINANCE

The following sections summarise the key financial information for the reported
position of £1,629k forecast overspend as at 30th June 2021 (Month 3) for Delegated
Primary Care Co-Commissioning, Local Enhanced Services and Prescribing Budgets.
H1 2020/21 Primary Care & Prescribing Budget Position at Month 3

3
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TOTAL PRIMARY CARE
PRC DELEGATED CO-COMMISSIONING

Year to Date
Budget
£000'S

H1 Budget
£000'S

Year to Date
Actual
£000'S

Year to Date
Variance
£000'S

Forecast
Outturn
£000'S

Forecast
Variance
£000'S

44,146

21,919

21,919

0

44,146

0

6,094

3,045

2,976

(69)

6,053

(41)

PRESCRIBING

45,907

21,804

22,639

835

47,577

1,670

Total

96,146

46,768

47,534

766

97,775

1,629

LOCAL ENHANCED SERVICES

4.1 Delegated Primary Care Co-Commissioning
The H1 budget allocation of £44,146k has been funded and allocated by NHSE/I as
per the tables below:
DELEGATED CO-COMMISSIONING - Funding
Source

H1 Budget
£000'S

2020/21 H2 allocation

41,129

2021/22 H1 growth

3,017

Total - H1 2021/22 allocation

44,146

H1 Growth includes additional funding to
support:

£000'S

Care Home Premium

430

Increase in practice funding

197

Impact & Investment

499

New QOF indicators

807

Total

1,933

The forecast outturn for Primary Care Co-Commissioning is £44,146k as at 30th June
2021. This represents a balanced position based on the delegated allocation received
for H1.
PRC DELEGATED CO-COMMISSIONING
Global Sum / Contract Value

Year to Date
Budget
£000'S

H1 Budget
£000'S

Year to Date
Actual
£000'S

Year to Date
Variance
£000'S

Forecast
Outturn
£000'S

Forecast
Variance
£000'S

28,590

14,289

14,289

0

28,590

0

Primary Care Network (PCN) Payments

3,731

1,866

1,866

(0)

3,731

0

QOF

4,000

2,000

2,000

0

4,000

0

858

429

429

(0)

858

0

93

47

47

(0)

93

0

DES
GP Retention Scheme
Premises

4,570

2,285

2,285

0

4,570

0

Other Costs (e.g. Interpretation, Locums, CQC)

2,599

1,300

1,300

(0)

2,599

0

Prior Year (2020/21)

Total

(296)

(296)

(296)

0

(296)

0

44,146

21,919

21,919

0

44,146

0
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o The financial position is based on 2021/22 national GMS, PMS and APMS
contract requirements including recurring costs and new additional
investments.
o QOF budgets have been inflated to take account of an increase in the number
of point available (maximum 635 points, was previously 567) and new rate of
£201.16 per point.
o (£296k) Prior Year benefit is a result of actual expenditure relating to 2020/21
being less than the provision included in the annual accounts. Mainly, actual
QOF achievements being £277k less than estimated.
4.1.2 Primary Care Network (PCN) Funding
As set out in the Network Contract DES, funding is available to PCN’s from the
Delegated Primary Care Co-Commissioning budget. Below is a summary of the
allocated funding and financial position at Month 3 against each area of the DES
contract:
PRC DELEGATED CO-COMMISSIONING - PCN
Funding

Year to Date
Budget
£000'S

H1 Budget
£000'S

Year to Date
Actual
£000'S

Year to Date
Variance
£000'S

Forecast
Outturn
£000'S

Forecast
Variance
£000'S

PCN Participation Payment

538

269

269

0

538

0

PCN Clinical Director Contribution

204

102

102

0

204

0

2,090

1,045

1,045

0

2,090

0

PCN Impact and Investment Fund

685

343

343

0

685

0

PCN DES Care Home Premium

215

107

107

0

215

0

3,731

1,866

1,866

0

3,731

0

399

200

200

0

399

0

PCN Additional Role Reimbursement Scheme (ARRS)

Sub Total
DES Extended Hours Access
COVID - PCN Clinical Director Payments

Total

0

0

0

0

0

0

4,131

2,065

2,065

0

4,131

0

In the main, funding is paid to PCNs monthly in equal instalments based on a set
contract amount per patient / care home bed. These are based on details announced
by NHSE/I for the Contract DES for 2021/22:
PCN Contract DES

Basis

Clinical Director (1)

£0.736 per head of population

Extended Hours Access (1)

£1.44 per head of population

Care Home Premium

£120 per bed

Impact & Investment Fund scheme

Amount payable dependant on achievement

Core Funding
Additional Roles Reimbursement Scheme (2)

£1.50 per head (funded from core CCG allocation)
£12.314 per weighted patient

(1) Ba s ed on pa ti ent popul a ti on a t Ja nua ry 2021

(2) Estimated 55% of Additional Roles Reimbursement will be funded from within primary care baseline allocation (per planning submission)
45% funding retained centrally by NHSE/I

For the Additional Role Reimbursement Scheme (ARRS), PCN’s have a set amount
of funding available to them based on their list size, from which they are able to claim
reimbursement of additional PCN workforce costs in line with the rules of the scheme.

5
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The maximum ARRS funding available to PCNs to support the requirements of the
Contract DES equates to £12.372 per weighted patient. It is anticipated that
applications for reimbursement will, as a minimum, equal the baseline funding
allocated to the CCG (£2,090k for H1 and £4,180k full year).
The baseline funding available to the CCG is estimated to be 55% of the total ARRS
funding available to PCNs. A further 45% is retained centrally by NHSE/I and is
available to be drawn down by the CCG once reimbursement exceeds the baseline.
PCNs are required to submit an annual workforce plan by 31st August 2021 which will
provide details of existing and future recruitment to additional roles.
4.2 Local Enhanced Services
The H1 budget allocation of £6,094k has been funded and allocated as per the tables
below:

H1 Allocation H2 Allocation

LOCAL ENHANCED SERVICES

£000'S

£000'S

TOTAL Annual
Budget
£000'S

LES / LIS Schemes

514

0

514

GP Specification

5,165

0

5,165

415

0

415

6,094

0

6,094

Core PCN Funding

Total

The forecast outturn for Local Enhanced Services is £6,053k as at 30th June 2021.
This represents an underspend of £41k.
LOCAL ENHANCED SERVICES

Year to Date
Budget
£000'S

H1 Budget
£000'S

Year to Date
Actual
£000'S

Year to Date
Variance
£000'S

Forecast
Outturn
£000'S

Forecast
Variance
£000'S

LES / LIS Schemes

514

257

285

28

569

56

GP Specification

5,165

2,580

2,580

0

5,165

0

415

208

208

0

415

0

PCN Development Fund

0

0

0

0

0

0

PCN Supporting Practice Fund

0

0

0

0

0

0

COVID-19 Expenditure

0

0

0

0

0

0

Flu Expansion Expenditure

0

0

0

0

0

0

Core PCN Funding

Prior Year (2020/21)

Total

0

0

(97)

(97)

(97)

(97)

6,094

3,045

2,976

(69)

6,053

(41)

The forecast H1 underspend of £41k is made up of an anticipated £56k overspend on
the Homeless Services scheme, offset by a £97k prior year benefit which is largely
made up of benefits on the Diabetes (£88.5k) and Phlebotomy (£6.8k) services. It is
forecast at this stage that all other LES schemes will achieve a balanced position.
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4.2.1 Supporting General Practice Fund
NHSE/I announced in March 2021 that the GP Covid Capacity Expansion Fund,
originally introduced in November 2020, would be extended to September 2021.
NHSE/I have specified that the continuation of the expansion fund is intended to cover
current pressures, support health checks for people with learning disability or severe
mental illness and to help smooth the path to vaccine delivery.
Access to the funding is conditional on practices and PCN’s continuing to progress
national appointment and workforce data in line with contractual requirements and
returning activity to at least prior levels.
National funding has been allocated on an STP level based on a ‘fair share’ approach
in line with weighted 2020/21 Primary Care allocations. For Cheshire & Merseyside,
the allocation is identified as £5,551k of which £1,175k has been allocated to Liverpool
CCG. Funds started to be deployed to practices from July 2021.
4.3 Prescribing
The H1 budget allocation of £45,907k has been funded and allocated as per the tables
below:

PRESCRIBING
H1 allocation
H2 allocation
Total

PRESCRIBING
BSA Prescribing
High Volume Vaccines
Rebates
Other e.g. licences /
subscriptions
Prior Year (2020/21)
Total

Annual
Budget
£000'S
45,907
0
45,907

0
0
0

TOTAL
Annual
Budget
£000'S
46,835
258
(248)

221

0

221

(1,159)
45,907

0
0

(1,159)
45,907

H1 Allocation H2 Allocation
£000'S
46,835
258
(248)

£000'S

7
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PRESCRIBING
BSA Prescribing
High Volume
Vaccines
Rebates
Other e.g. licences /
subscriptions
Prior Year (2019/20)
Total

£000'S
46,835

Year to
Date
Budget
£000'S
22,847

258

129

133

4

267

9

(248)

(124)

(124)

0

(248)

0

221

110

111

1

222

2

(1,159)
45,907

(1,159)
21,804

(1,159)
22,639

(0)

(1,159)
47,577

(0)
1,670

H1 Budget

Year to
Year to
Forecast Forecast
Date
Date
Outturn Variance
Actual
Variance
£000'S
£000'S
£000'S
£000'S
23,677
830
48,494
1,659

835

The prescribing budget for H1 2021/22 is £45.907m, and forecast expenditure at M3
is £47.577m, an anticipated overspend of £1.67m.
5.2
The expenditure forecast is based upon PMD (Prescribing Monitoring Data)
system data, and it is worth noting that this prescribing data is only available two
months in arrears. The forecast at M3 is therefore based upon April prescribing costs,
extrapolated across prescribing days to produce the H1 forecast. It is acknowledged
that prescribing costs are volatile and could change substantially as H1 progresses,
and a more robust indication will be available once we receive actual prescribing costs
for subsequent months.
5.

STATUTORY REQUIREMENTS (only applicable to strategy &
commissioning papers)

5.1 Does this require public engagement or has public engagement been carried out?
N/A
5.2 Does the public sector equality duty apply? N/A
5.3 Explain how you have/will maximise social value in the proposal: describe the
impact on each of the following areas showing how this is constructed to achieve the
most:
a) Economic wellbeing
b) Social wellbeing
c)
Environmental wellbeing
5.4 Taking the above into account, describe the impact on improving health outcomes
and reducing inequalities N/A
6.

FINANCIAL IMPLICATIONS AND RISK

Effective contract and commissioning management will ensure robust financial
management of the Primary Care budget. The commissioning of Local enhanced
8
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Service schemes ensure a more effective use of NHS sources moving services
outside of secondary care settings into the community.
7.

WORKFORCE IMPLICATIONS

N/A
8.

COMMUNICATION REQUIREMENTS

Primary Care Commissioning papers are communicated to staff through the CCG
internal website. Senior leadership team leaders to communicate outcome and outputs
of the committee through regular team meetings.
9.

CONCLUSION

The Primary Care Commissioning Committee is asked to
 Note the 2021/22 half year (H1) forecast financial position based on expenditure
at 30th June 2021including key issues that have been factored into reporting
assumptions.
Paul Brennan – Primary Care Accountant
6TH AUGUST 2021
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Primary Care Commissioning Committee
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August 2021

Title of Report:

General practice income for LES and GP specification, Quarters
3 & 4 2021-22
Dave Horsfield
Director of Transformation, Planning and Performance
Paula Guest
Head of Planning and Delivery – Out of Hospital
Mark Bakewell
Chief Finance and Contracting Officer
Dave Horsfield
Director of Transformation, Planning and Performance
Decision ☒
Discussion ☒ Assurance ☐
Information ☐

Presented by
Report Author
Lead Governor
Senior Leadership
Team Lead
Report Category
Purpose of this report

This report describes the proposal for payment of Direct and Local Enhanced Schemes and
the general practice specification for the second half of the 2021-22 financial year.
Recommendation(s)
The Committee is asked to:
a) Approve the proposal to delay implementation of the new LES service specifications
until 2022-23.
b) Approve the proposal to retain the matrix of indicators associated with the CCG’s GP
specification, to support practices in recovery of service and protect this element of
their income.
c) Note that guidance on planning and funding for 2022-23 has not yet been received.
Whilst it is anticipated that a Liverpool GP specification will be offered, the form and
funding of this remains unclear.
Is this subject matter confidential?
No ☒
Yes ☐
Relevance to CCG Strategic Objectives / Governing Body Assurance Framework
01
Commissioning for better health outcomes
02
Ensure commissioning of high quality, safe and responsive health services
03
Reduce health inequalities
04
Ensure maximum value from available resources
05
Decisions that are evidence-based and evaluated for maximum impact
06
Maintain the CCG’s reputation and safeguard public confidence
Executive summary

☒
☒
☒
☒
☒
☒

In May 2021, the CCG agreed that it would delay implementation of new service
specifications for LES schemes and the introduction of a new GP specification until at least
quarter 3 of the 2021-22 financial year (from September 2021). The CCG agreed to review
this during quarter 2 and if it was not in a position to offer new specifications from September
1
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would not attempt to do this in the current financial year. Due to ongoing operational
pressures in all services, including general practice, and no confirmed information about
financial and contractual arrangements for the second half of the year, the CCG
recommends delaying introduction of new specifications before 2022-23.
Governance and reporting arrangements
(list the committees, groups or other bodies that have discussed this report)
Date
07.06.21

Meeting
Liverpool CCCG Senior Leadership
Team

Decision made / outcome
Senior Team agreed
recommendations described in this
paper
Were there any conflicts of interest identified at any of the above meetings?
No ☒
Yes ☐
If ‘Yes, please give brief details:

Implications
Quality
Patient Experience
Conflicts of interest
Equality / PSED
Privacy or GDPR
Workforce
Are there any risks associated with this report or its
recommendations?
Are these risks included on the Corporate Risk
Register (CRR) or GBAF?

Yes
☒
☒
☐
☒
☐
☒
☒

No
☐
☐
☒
☐
☒
☐
☐

N/A
☐
☐
☐
☐
☐
☐
☐

☐

☒

☐

If ‘yes’, please provide CRR/GBAF reference number and risk description:

Equality & Human Rights Analysis
Yes
No
N/A
Do the issue(s) identified in this report affect one of the protected ☐
☒
☐
group(s) less or more favourably than any other?
Are there any valid legal/regulatory reasons for discriminatory ☐
☒
☐
practice?
If the answer to either of the above two questions is ‘YES’, please include a section in
this report explaining why.
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1.

BACKGROUND

During the Covid-19 pandemic, the usual arrangements for Direct and Local
Enhanced Services (DES and LES schemes) were suspended. Additionally, a
matrix of indicators (shown in Table 1 below) replaced the 2019-21 GP specification
key performance indicators. This matrix was aligned to the key priorities identified
nationally and the Quality and Outcomes Framework (QOF) guidance.
Table 1: Matrix to replace GP specification KPIs
KPI
Annual health checks for people with a learning disability
Physical health checks for people with a serious mental
illness
Cervical screening uptake
Flu vaccinations (patients 65 and over)
Long term conditions reviews
Dementia prevalence
Childhood vaccination and immunisation (combined)

Target
75%
60%
80%
75%
0.6%
90%

In June 2021 the Primary Care Commissioning Committee approved a
recommendation to return to payment by results for LES schemes, with the planned
new specifications delayed until at least quarter three (September) 2021-22. It also
approved a proposal that the matrix shown in Table 1 should remain in place instead
of the GP specification key performance indicators, until the CCG could implement a
new GP specification. In addition to these requirements, GP practices were required
to deliver the new core contract and Primary Care Network DES requirements.
This was in line with NHS England guidance and intended to support general
practice in delivery of the priorities set out by NHS England and Improvement
(NHSEI) whilst protecting the income associated with the schemes and
specifications.
2.

CURRENT SITUATION

General practice income from the Qualities and Outcomes Framework (QOF) and
DES and LES schemes is no longer protected.
NHS England and Improvement (NHSEI) circulated two letters in July 2021. On 1
July the Enhanced Service Specification for Phase 3 of the Covid-19
vaccination programme was published with directions to implement a booster
programme of vaccines from September 2021. 1
A further letter from NHSEI (Arrangements for Primary Care from 19 July 2021) 2
confirmed the requirement for general practice to continue to offer a blended
C1327-covid-19-vaccination-autumn-winter-phase-3-planning.pdf (england.nhs.uk)

1
2

B0783_Primary-Care-letter_190721-002.pdf (england.nhs.uk)
3
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approach of face-to-face and remote appointments with digital triage where possible;
the reinstatement of the majority of previously suspended services; and the
withdrawal of the standard operating procedure (SOP) in the context of coronavirus,
under which general practice had been operating.
In a letter dated 22 July 3 from Amanda Pritchard (then Chief Operating Officer, now
newly appointed Chief Executive of NHSEI) there was confirmation that, subject to
the approval of the Health and Care Bill currently being considered in parliament,
Integrated Care Boards will assume delegated responsibility for primary medical
services. This is the responsibility currently delegated to CCGs. The Cheshire and
Merseyside arrangements for this are not yet clarified.
When, in May 2021, the CCG agreed that the new LES specifications and GP
specification would be delayed until at least Q3 of 2021-22, it was also agreed that
there would be a further review mid-Q2. It was reported to the Primary Care
Commissioning Committee that if it was not practical to implement the new
specifications in Q3, they would not be implemented in the current financial year.
The current two-year CCG GP specification was due to end on 31 March 2021. A
working group has developed new schemes for implementation from the second half
of 2021-22. Implementation would be dependent on guidance from NHSEI on
contractual and financial arrangements for the second half of the financial year; and
on the operational circumstances at the time.
NHSEI has not, at the time of writing this paper, made contractual and financial
arrangements for the second half of the financial year available to CCGs.
In addition to the operational pressures described in this paper, there is a significant
increase in demand across all health services (estimated at c.30% compared with
the same time of year pre-pandemic), including in general practice.
The CCG anticipates that its successor organisation (either at Cheshire and
Merseyside or local level) will be able to offer LES schemes in the financial year
2022-23, but this is not yet confirmed. When this is confirmed, we would seek to
implement the new specifications which have been agreed by this Committee.
Likewise, we anticipate but cannot confirm that there will be an opportunity to offer a
local GP specification in 2022-23. Discussions about the contents of this
specification will not be resumed until there is more understanding about funding and
planning guidance for 2022-23.
3.
RECOMMENDATIONS
Informed by the operational circumstances described in this paper, the CCG
proposes:
a) The new specifications for LES schemes will not be implemented in the
current financial year.

3

PAR817-NHS-England-and-NHS-Improvements-direct-commissioning-functions.pdf
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b) Funding for the GP specification should remain aligned to a matrix supporting
delivery of the identified priorities for the current financial year.
c) The Committee is asked to note that the content of the matrix is subject to
change should different priorities emerge in contractual guidance for the
second half of the financial year; or a significant local priority. Any such
changes would be subject to the agreement of the CCG’s senior leadership
team.
4.

NEXT STEPS

The CCG will notify practices and the working group for development of the GP
specification of the Committee’s decision.
5.

STATUTORY/LEGAL/REGULATORY REQUIREMENTS (only applicable to
strategy & commissioning papers)
Does this require public engagement or has public engagement been
carried out? Yes ☐ No ☒

5.1

i.

If ‘no’ explain why

There are no changes to current services arising from the recommendations in this
paper.
If yes attach either the engagement plan or the engagement report as an appendix.
Summarise key engagement issues/learning and how responded to.
6.

EQUALITY IMPACT ASSESSMENT
a. Does the public sector equality duty apply? Yes ☐ No ☒
b. If ‘no’, please state why.
The proposal contained within this paper is to extend an existing
payment mechanism.

7.

FINANCIAL IMPLICATIONS AND RISK

There are no changes proposed to the cost of the schemes described in this paper.
8.

WORKFORCE IMPLICATIONS

There are no workforce implications.
9.

COMMUNICATION REQUIREMENTS

The CCG will inform practices and the GP Specification Working Group of the
outcome of Primary Care Commissioning Committee’s decision.
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10.

CONCLUSION

The Committee is asked to note the contents of this paper and to approve the
recommendations described in point 3.

Ends
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Reporting to:

Primary Care Commissioning Committee

Date of Meeting:

17th August 2021

Title of Report:

Primary Care Network Prescribing CRES Programme

Presented by

Mark Bakewell, Chief Financial Officer

Report Author

Peter Johnstone, Head of Medicines Optimisation

Lead Governor

Mark Bakewell, Chief Financial Officer

Senior Leadership
Team Lead
Report Category

Mark Bakewell, Chief Financial Officer
Decision ☒

Discussion ☐

Assurance ☐

Information ☐

Purpose of this report
This paper describes a prescribing Cash Releasing Efficiency Scheme (CRES) programme,
delivered through a rolling programme of gain share cost reduction projects implemented by
Primary Care Networks.
• To maximise value from our financial resources and focus on interventions that will
make a major difference
• To build successful partnerships which promote system working and integrated service
delivery
• To hold providers of commissioned services to account for the quality of services
delivered
Recommendation(s)
The Committee is asked to:
a) To confirm support for a Primary Care Network CRES programme.
Is this subject matter confidential?
Yes ☐
No ☒
Relevance to CCG Strategic Objectives / Governing Body Assurance Framework
01
Commissioning for better health outcomes
☐
02
Ensure commissioning of high quality, safe and responsive health services
☐
03
Reduce health inequalities
☐
04
Ensure maximum value from available resources
☒
05
Decisions that are evidence-based and evaluated for maximum impact
☐
06
Maintain the CCG’s reputation and safeguard public confidence
☐
Executive summary
The PCCC previously approved a gain share CRES with primary care networks. This did not
progress due to covid and is now being relaunched. Maximum potential savings would be
£4m over the lifetime of the project (2-3 years) with 50% being retained by the CCG.
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Governance and reporting arrangements
(list the committees, groups or other bodies that have discussed this report)
Date

Meeting

Decision made / outcome

Were there any conflicts of interest identified at any of the above meetings?
Yes ☐
No ☐
If ‘Yes, please give brief details:

Implications
Quality
Patient Experience
Conflicts of interest
Equality / PSED
Privacy or GDPR
Workforce
Are there any risks associated with this report or its
recommendations?
Are these risks included on the Corporate Risk
Register (CRR) or GBAF?

Yes
☐
☐
☐
☐
☐
☐
☐

No
☒
☒
☒
☒
☒
☐
☒

N/A
☐
☐
☐
☐
☐
☐
☐

☐

☐

☐

If ‘yes’, please provide CRR/GBAF reference number and risk description:

Equality & Human Rights Analysis
Yes
No
N/A
Do the issue(s) identified in this report affect one of the protected ☐
☐
☐
group(s) less or more favorably than any other?
Are there any valid legal/regulatory reasons for discriminatory ☐
☐
☐
practice?
If the answer to either of the above two questions is ‘YES’, please include a section in
this report explaining why.
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1. PURPOSE
This paper describes a prescribing Cash Releasing Efficiency Scheme (CRES)
programme, delivered through a rolling programme of gain share cost reduction
projects implemented by Primary Care Networks.
2. RECOMMENDATIONS
To confirm support the content of a Primary Care Network CRES programme as
described.
3. BACKGROUND
This proposal was presented to, and agreed by, the Primary Care Commissioning
Committee in early 2020. However, the financial regime put in place through the
pandemic meant that the programme was not implemented. The proposal was
reviewed and agreed by the Senior Leadership Team in July 2021 and supported by
the Clinical Effectiveness Committee.
3.1 Financial position
Although the 2020-1 end of year net prescribing position was £94,224,698, an
underspend of (£1,346,719) / (1.4%) against the budget of £95,571,417, cost
pressures on the budget remain a concern, particularly due to unpredictable cost
changes.

The Medicines Optimisation Committee oversees a number of measures to reduce
unnecessary prescribing costs. These include:
•

Diabetes review by the Diabetes Partnership - Initial work by the LDP has
shown a reliable financial return after a clinical / cost review of prescribing.
The SMT has supported a proposal that the CCG funds one whole time
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•
•

equivalent nurse for a period of one year, at a cost of approximately £57,000
and an annualised return of up to £500,000.
Computerised cost interventions at the point of prescribing using OptimiseRx.
The MOC recently reviewed the OptimiseRx profile to increase the return on
investment. Currently the investment is £175k and the return is £413k
Investment in a dedicated CRES team as part of the Medicines Management
Team. The CCG has allocated £105k of ring-fenced funding to MerseyCare
for the MMT to deliver a cost saving switch programme. This was on hold
through the pandemic but was be reactivated from April 2021 and a target of
£500k agreed.

4. PRIMARY CARE NETWORK PRESCRIBING CRES
4.1 Network focus
The CCG has previously offered prescribing incentive schemes. Whilst these initially
generated savings, uptake and delivery varied between practices, but engagement
dropped in following years and gains were not sustained.
This project will be implemented as a gain share model. This encourages PCNs to
maximise the cost reduction and subsequent income, without risk to the CCG. An
initial payment will be made to support the capacity to deliver a project, with a
second payment at the end of the project, and a third payment after a further 12
months is gains are maintained.
Networks will only be able to use gain share monies to support the infrastructure and
future work of the Networks, and PCNs may be required to account for how gain
share funds are spent.
A PCN focussed programme mirrors the direction of travel for general practice and,
as the payments must be used to for network infrastructure and development, there
is a strong incentive for the PCN leadership to encourage and support all practices to
implement the projects.
4.2 Content
The Prescribing team have identified projects with the potential for substantial
savings but without the risk of adversely effecting the health of patients. This
involves reducing the use of ineffective treatments or switching to cost effective
alternatives. These include:
•
•
•
•

Drugs of low clinical value – reducing prescribing in this area is a national
expectation
Alternative products with the same effectiveness (heartburn products, some
pain killers)
Switch from generic prescribing to cost effective brands and vice versa
Reducing inappropriate use of high-cost products – bath / shower products
and emollients, lidocaine patches, oral nutrition
4
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•

Challenging changes – some high cost / low volume products have limited
evidence of effectiveness, but patients are resistant to change. GPs have
indicated that, with appropriate support, and the city acting as one, deprescribing is possible
4.3 Structure
To meet the needs of the CCG, the CRES must deliver large scale and sustained
reductions in costs. There is not the capacity in general practice to generate this
immediately and therefore the PCN gain share CRES will be a rolling programme,
with the introduction of new savings projects every quarter.
The Medicines Optimisation Committee will then work with PCNs, supported by the
Liverpool Network Alliance, to agree an ongoing programme, with two or three
projects being introduced each quarter. This partnership approach will support
ownership of the programme by the networks and ensure that the degree of savings
expected is realistic.
Each project will then run for 12 months, although the bulk of the work needs to be
carried out in the first three months to maximise the impact and avoid projects
stacking up. The draft programme schedule is shown in Appendix 1.
4.4 Support to PCNs
Delivery of the savings is the responsibility of the PCNs, and this work will not be
undertaken by the Medicines Management Team. However, the MMT and the CCG’s
prescribing team will support the networks by providing advice, designing EMIS
searches, and identifying tools such as audit templates, guidance and advice, and
patient leaflets.
5. STATUTORY REQUIREMENTS (only applicable to strategy & commissioning
papers)
5.1 Does this require public engagement or has public engagement been
carried out? No
No – this paper proposes a framework that promotes the use of cost effective, but
clinically appropriate medication
5.2 Does the public sector equality duty apply?
N/A
5.3 Explain how you have/will maximise social value in the proposal: describe
the impact on each of the following areas showing how this is constructed
to achieve the most:
a) Economic wellbeing
b) Social wellbeing
c)
Environmental wellbeing
N/A
5
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5.4 Taking the above into account, describe the impact on improving health
outcomes and reducing inequalities
The paper proposes a programme that supports the development and maturity of
Primary Care Networks, which are expected reduce variation in delivery and inequality
across the city.
6. DESCRIBE HOW THIS PROMOTES FINANCIAL SUSTAINABILITY
The paper proposes a programme that reduces prescribing costs for the CCG. The
maximum potential cost reduction is approximately £4m, achieved over 2-3 years
7. CONCLUSION
The Primary Care Commissioning Committee is asked to confirm support for the
PCN CRES, previously agreed by this committee in 2020.
Ends
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Reporting to:

Primary Care Commissioning Committee

Date of Meeting:

17 August 2021

Title of Report:

Update on transitional arrangements for homeless health and
primary care
Dave Horsfield
Director of Transformation, Planning and Performance
Clare Mahoney
Programme Lead – Inclusion Health
Mark Bakewell
Chief Finance and Contracting Officer
Dave Horsfield
Director of Transformation, Planning and Performance
Decision ☐
Discussion ☐ Assurance ☐
Information ☒

Presented by
Report Author
Lead Governor
Senior Leadership
Team Lead
Report Category

Purpose of this report
This report provides an update on:
• recent agreement to increase recurrent funding into primary care as an integral part of
plans for an equitable, integrated homeless health service in Liverpool
• Transitional arrangements impacting on for the Homeless Health LQIS, and a new
specification for the transition period.
Recommendation(s)
The Committee is asked to:
a) Note the progress towards an equitable and integrated service response in primary care
for the homeless health/complex lives patient cohort
b) Note the need for a stepped change in relation to delivery, and to joint commissioning, in
order to ensure the continuation of safe services.
Is this subject matter confidential?
No ☒
Yes ☐
Relevance to CCG Strategic Objectives / Governing Body Assurance Framework
01
02
03
04
05
06

Commissioning for better health outcomes
Ensure commissioning of high quality, safe and responsive health services
Reduce health inequalities
Ensure maximum value from available resources
Decisions that are evidence-based and evaluated for maximum impact
Maintain the CCG’s reputation and safeguard public confidence

Page 73

☒
☒
☒
☒
☒
☒

Executive summary
The SBAR paper attached describes the rationale for continuation funding for homeless
health services throughout 2021/22 and plans in support of a stepped change for homeless
health in primary care. A new transitional service specification for Brownlow and Green Lane
is included. This specification is intended to lock-in changes and ensure the continued
involvement of primary care in the integrated out of hospital community model (OOHCM) for
homeless people with multiple and complex needs.
In October 2020 Liverpool CCG Primary Care Commissioning Committee (PCCC) approved
to decommission the Local Enhanced Service (LES) for Homeless Health in favour of a
Liverpool wide enhanced primary care service. The contractual arrangements for the
Homeless Health LES (£119k) alongside a non-recurrent transformation investment to
Brownlow Health for homeless services (£100k) ended in March 2021.
Whilst the contractual arrangements expired in March 2021, the services have, of necessity,
continued to be delivered by the providers.
Homeless health care provision in Liverpool has improved significantly over the last 18
months owing to improvement activity led by Brownlow Group Practice Homeless Access
Service. These improvements were supported by the additional £100k of investment into
Brownlow. One of the conditions of funding was that Brownlow would work with partners to
develop and test out a model of Liverpool-wide and integrated care delivery. This has been
done successfully and is being delivered by the Liverpool Homeless Health Partnership, a
collaboration of all main providers, including the VCSE.
This work is making progress, however, it is not sufficiently mature to enable safe
decommissioning of the Homeless Health LES in favour of a Liverpool-wide enhanced
primary care service. In June 2021 therefore, a request was made to LCCG SLT supported
by the SBAR below, and continuation funding and support for transitional arrangements for
the Homeless Health LES were approved.
Governance and reporting arrangements
(list the committees, groups or other bodies that have discussed this report)
Date
14.06.21

Meeting
Liverpool CCCG Senior Leadership Team

Decision made / outcome

Were there any conflicts of interest identified at any of the above meetings?
Yes ☐
No ☒
If ‘Yes, please give brief details:

Implications
Quality
Patient Experience
Conflicts of interest
Equality / PSED
Privacy or GDPR
Workforce
Are there any risks associated with this report or its
recommendations?
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Yes
☒
☒
☐
☒
☐
☒
☒

No
☐
☐
☒
☐
☒
☐
☐

N/A
☐
☐
☐
☐
☐
☐
☐

Are these risks included on the Corporate Risk Register
☐
☒
(CRR) or GBAF?
If ‘yes’, please provide CRR/GBAF reference number and risk description:

☐

Equality & Human Rights Analysis
Yes
No
N/A
Do the issue(s) identified in this report affect one of the protected ☐
☒
☐
group(s) less or more favourably than any other?
Are there any valid legal/regulatory reasons for discriminatory ☐
☒
☐
practice?
If the answer to either of the above two questions is ‘YES’, please include a section in
this report explaining why.
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SBAR – Integrated homeless health services 2021/22
Topic/Issue: Funding for enhanced homeless health primary care
services from 1st April 2021 onwards

Date:
2nd June 2021

Situation: [what is happening now?]
Homeless health care provision in Liverpool has improved significantly over the last 18 months
owing to improvement activity led by Brownlow Group Practice Homeless Access Service,
delivered in collaboration with all main providers, including the VCSE. Whilst improvements to
services have been expedited in response to the pandemic, the improvements have been
supported by the £100k of investment which has resulted in many changes that have impacted
positively on all aspects of health care for homeless people with multiple and complex needs.
In October 2020 Liverpool CCG Primary Care Commissioning Committee (PCCC) approved to
decommission the Local Enhanced Service (LES) for Homeless Health in favour of a Liverpool
wide enhanced primary care service. The contractual arrangements for the Homeless Health LES
(£119k) alongside a non-recurrent transformation investment to Brownlow Health for homeless
services (£100k) ended in March 2021. Whilst the contractual arrangements expired in March
2021, the services have continued to be delivered by the providers.
Under normal BAU arrangements these changes would be managed via the CCG planning cycle.
However, the CCGs planning cycle for investment in 2021/22 has been pushed back in line with the
national NHS financial arrangements, with potential investment from Q3 2021. A Form 1 has been
submitted for Homeless Health through the planning cycle and was considered by the Prioritisation
Group on the 25th March. The group agreed a timely decision was required for this service due to
the imminent end of the contracts. The group recommended that a paper be prepared for decision
from SLT and that a refreshed Form 1 come back through the process at a later stage detailing the
future primary care service to support the wider model.
This paper seeks to secure the continuation of funding for homeless health services in 2021/22.
The 119K funding from the LES has been confirmed by finance to be in the CCG baseline however
a decision is required on the additional non-recurrent funding. For the changes to be locked in and
extended across the whole City, recurrent continuation funding of £101,500 is required in 2021/22.
Background: [what has happened in the past that is relevant?]
Homelessness in Liverpool:
•

•
•
•

Homelessness is increasing: last year there were 2500 people who were temporarily
accommodated by LCC, of whom 800 were estimated to have multiple and complex needs,
with an average life expectancy of <45 years. The majority have significant mental health
difficulties.
Most health care for this cohort is provided by general practice, funded via a LES.
An estimated 30% are not registered with a GP.
The annual cost of unscheduled care for homeless patients is eight times that of the housed
population and homeless patients are over-represented amongst frequent attenders in A&E.
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Until 2019, LCCG commissioned homeless health care services as follows:
•
•

A LES for homeless health care value circa £119K delivered by 3 practices (Brownlow
Health, Green Lane, Vauxhall)
A Homeless Outreach Team as part of the Mersey Care block contract, case-load capacity
32 patients

Recognition of the limitations to this provision:
•
•
•
•
•

It was inequitable – enhanced care for homeless people was delivered by only three
practices: Brownlow, Vauxhall and Green Lane
It was inadequate – the level of service provision was unable to cope with demand
It was fragmented – there was no integrated approach to care.
It did not meet clinical guidance and standards for this patient cohort
In 2018, LCCG agreed that homeless health care needed support to improve

From Sept 2019 – March 21 LCCG invested £100k non recurrent transformation funding for an
improvement programme led by Brownlow.
•

The non-recurrent transformation funding was paid via over to Brownlow via the homeless
health LES with the additional objectives and outcomes detailed in a revised service
specification.

Current funding for enhanced primary care and improvement
• LCC contract directly with Brownlow for enhanced substance misuse services.
• LCC also commission a Drug misuse LES on a cost per case, which Brownlow receives
approximately £44K per annum.
• Brownlow have combined the investments to the practice into a single service.
Purpose
Primary Care – homeless health care LES (LCCG)
Primary Care - substance misuse/alcohol (LCC)
Transformation monies (LCCG)

2020-21
119,051
83,948
100,000
302,999

2021 - 22
119,051
83,948
*101,500
304,499

*requested via F1 planning and prioritisation
Assessment [what is the problem/issue in your view?]
Homeless health care provision in Liverpool has improved significantly over the last 18 months
owing to improvement activity led by Brownlow Group Practice Homeless Access Service,
delivered in collaboration with all main providers, including the VCSE. The improvement
programme led by Brownlow and supported by the transformation monies has successfully
delivered the following improvements/outcomes:
•
•

The establishment of a thriving Complex Lives MDT run jointly by Mersey Care and
Brownlow
The development of an active alliance of providers, including the VCSE
5
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•
•
•
•
•
•
•
•
•

•
•
•
•

Increased staffing capacity for primary care: additional GP time, B5 practice nurse, B7 long
term condition nurse, B3 administrator
Assertive and integrated care for circa 67% of homeless patients
50 new GP registrations
Co-production of a high-level stepped model of integrated care
An integrated, jointly delivered Covid care and protect plan for over 600 patients
The introduction of personalised care plans
Assistance offered to all (non-LES) practices
The introduction of an on-call homeless doctor
New weekly outreach Opiate Substitution Therapy (OST) clinics. 103 people were started on
a new OST prescription with 82% of those started remaining on an OST scripts. Weekly
clinics were set up and continue to run.
A monthly palliative care MDT in partnership with Marie Curie looking after 19 patients
during the last year of their life.
A separate weekly Prison MDT
Outreach tele-triage and tele-consults for the street homeless
A culture of collaboration and optimism for this area of service

To secure the service and sustain the improvements put in place, it is recommended that
investment is maintained at the current level during 2021/22 (up to March 22). A new ‘transitional’
service specification has been developed to outline the service for 2021/22 (Appendix 1). The
specification has been reviewed and agreed by the LMC and Brownlow.
It is recognised that the service offer for this population is evolving. Homeless services form part of
the developing Complex Lives population segment work programme and have successfully
attracted substantial external investment in 2020/21. Over the next 12 months service changes will
be introduced to establish an integrated city-wide service offer during which time the requirements
for the health services to support this model will be fully developed. A refreshed Form 1 will be
prepared in-year and brought through the CCG planning process to detail the future service offer
and investment requirements from 2022.
For 2021/22, a total investment of £220,551 is required from LCCG to secure the primary care
homeless health service;
Service
Providers
Funding
For what?
Primary Care
Green Lane
£119,051 To maintain primary care service
Service – Level 1
Brownlow Health
delivery. Funding confirmed in
baseline.
Enhanced primary
Brownlow Health
£101,500 To lock in the changes introduced
care service – Level
and support city wide provision.
2
Summary - Risks
• If current funding levels revert back to pre-2019 levels, gains and improvements made over
the last 18 months will be lost causing hardship among patients and destabilising the
integrated care approach that has been clinically-led by Brownlow
• Inequitable levels of service provision across general practice will continue.
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•
•

Homeless health primary care will not have capacity to integrate with other providers and
Liverpool’s Complex Lives programme will be significantly diminished.
Provider Alliance plans to develop and implement a Complex Lives service will not proceed.

Likely consequences if continuation funding for enhanced primary care is not supported:
• gains and improvements made over the last 18 months will be lost causing hardship among
patients and destabilising the integrated care approach that has been clinically-led by
Brownlow
• the DHSC-funded out of hospital community model will not be viable
• there will be insufficient resource to support the provision of a Liverpool-wide primary and
physical health care for this cohort of patients, the issue of fairness will remain unresolved
• This area of work has gained a strong profile and a reversal of strategic intention on the part
of the CCG would almost certainly cause embarrassment and could strain working
relationships with partners
• the decision made by PCCC to decommission the LES would need to be reversed or an
alternative service contract put in place
• Brownlow may not agree to continue to deliver a homeless health primary care service on
pre-2019 levels of funding - in which case an alternative provider would need to be found.
Provision of homeless health care is difficult and there may not be an alternative provider
willing to work within the original funding envelope.
• The primary care alcohol elements are integrated into primary care and may not be viable as
a standalone service.
• This original specification was not intended for patients with a high order of multiple and
complex needs. Key elements of service would need to be stood down e.g. outreach, MDT
working, provision of single or daily doses of prescription drugs including methadone, end of
life support. This would increase health risk to patients, as well as refer pressures
elsewhere, particularly the local authority, emergency services and urgent care.
Recommendation: [what do you think needs to happen now, what do you want the receiver to
do?]
SLT are asked to support the following recommendations;
• To support and approve £220,551 continued investment in homeless health primary care
services in 2021/22 (to March 22) made up of;
o £119,051 for the core Primary Care Service (in CCG baseline)
o £101,500 for the enhanced primary care service
• To issue a new transitional service specification (attached) to Brownlow and Green Lane in
order to lock in changes and ensure the continued involvement of primary care in the
integrated out of hospital community model (OOHCM) for homeless people with multiple and
complex needs
• To note the development of a refreshed Form 1 to stabilise funding for enhanced primary
homeless health care services from April 2022
Over the next 9 – 12 months
• To work towards the fair and transparent joint commission of a Liverpool-wide enhanced
primary care service as part of the OOHCM
7
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•
•
•
•

To review and appraise sustainability requirements of the wider integrated model and
prepare the necessary business case submissions
To monitor the progress of the enhanced primary care service against the specification
To develop and consult on a fit-for-purpose specification that includes an integrated and
shared outcomes framework.
To progress lead and joint commissioning arrangements for complex lives and homeless
health
Date: 2nd June 2021

Completed By: Clare Mahoney

Appendix 1 – Transitional Service Specification for 2021/22

2021-22 Homeless
Health LES - PCCCv4.d
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SCHEDULE 2 – THE SERVICES
A.

Service Specifications

Mandatory headings 1 – 4: mandatory but detail for local determination and agreement

Service Specification No.
Service
Commissioner Lead
Provider Lead
Period
Date of Review

Version 4
Enhanced Primary Care for Homeless
Health: Transitional Service Specification
Clare Mahoney
Brownlow, Green Lane
1 April 2021-31 March 2022
October 2021

1.

Population Needs

1.1

National/local context and evidence base

The purpose of this LES specification
A new model for homeless health care that looks to expand on current provisions in Liverpool is
being co-produced and implemented by a collaborative of local providers. Enhanced primary care
provides the foundations upon which this model is built. Proposals for this new model of care based
on these principles are currently being tested out.
The new model must take into account the high variability of care that is required by each individual
homeless patient, it will be proactive, multi-disciplinary, psychologically informed and
compassionate. This integrated multi-agency approach is essential as it is beyond the gift of any
single agency to provide the range of interventions and approaches needed to support this cohort.
The future model must be co-produced, consulted on and the detail agreed, during which time
Liverpool CCG will continue to contract directly with primary care to provide for homeless people
with complex needs. A transitional Local Enhanced Scheme appears to be the best mechanism for
supporting primary care to maintain current levels of service while at the same time enable work on
the future model to continue with colleagues from other agencies across the public and voluntary
sector. This LES should read and applied in this light.
Health need
People who are homeless are more likely to have tri-morbidities, here defined physical ill-health
combined with mental ill-health and drug or alcohol misuse. Tri-morbidity often has its roots in
histories of complex trauma such as child neglect and abuse. This impacts adversely on
developmental trajectories and mental health in later life. Tri-morbidity is also often associated with
advanced illness at presentation, in the context of a person lacking social networks, who often feels
ambivalent about accessing care and their own self-worth. It may also manifest as chaotic use of
services, and mistrust.
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In Liverpool, physical health care for homeless people is inequitable: while 68% (740) of the city’s
homeless population receive enhanced care from three practices; Brownlow, Vauxhall and Green
Lane, those who are registered with other GPs do not have access to the same level of support.
This situation is exacerbated by the neighbourhood approach to ICCTs: the City Centre MDT has a
focus on people with complex lives which further concentrates resource and expertise in one
geographical area. The challenge for the CCG and for primary care is to develop and
implement a citywide solution that will provide equitable access to specialist care for 100%
of Liverpool’s homeless population.
Impact on health services
Health services are generally ill-equipped to meet the wide-ranging needs of this population. This
can result in poor outcomes for patients, pressures on staff, and inappropriate and costly service
utilisation. Nationally, deaths of homeless people have doubled in the past five years, average life
expectancy for men is 47 years, for women 43 years. The annual cost of unscheduled care for
homeless patients is eight times that of the housed population and homeless patients are overrepresented amongst frequent attenders in A&E. Patients are often not registered with a GP. Low
levels of self-care place many homeless people at distance from health care provision. Many
homeless people are disabled and require reasonable adjustments to be made so that they can
access care. Traditional health care models are therefore not effective for this patient cohort.
Local priorities
A project group of providers and commissioners was set up 18 months ago, tasked with developing
proposals for a new model of care designed to tackle a number of key issues, as follows:
•
•
•
•

Equitable access to primary and physical health care regardless with which GP practice
they are registered:
Personalised and integrated care in line with Faculty standards for Homeless and Inclusion
Health
Capacity to work preventatively and flexibly to help patients sustain positive changes and
avoid returning to rough sleeping.
Better access to mental health care

Summary of the proposed model of care and the future role of primary care
Primary care will be enabled to work as part of this integrated bio-psycho-social delivery system.
The model therefore splits levels of care into five tiers of care depending on the level and type of
health and social need. The tiers are differentiated by the intensity of input which is required and
the skill level of the clinician or practitioner providing oversight to that individual, based on issues of
access and health status. The tiers are as follows:
•
•
•
•
•

Tier 1: Population Screening and Health Interventions
Tier 2: Physical or Mental Health Disease – Individual Self Directed Care
Tier 3: Nurse Led Case Management
Tier 4: GP Led Physical or Mental Health Complexity
Tier 5: Multidisciplinary Team
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It is expected that patients will move up and down the tier system based on their need at a
particular point in time. Patients at higher tier levels will still be able to access care at lower tiers.
An example of this could be a patient who is managed in the MDT (Tier 5), but gets management of
their chronic health condition by a nurse (Tier 3) and still has sexual health screening (Tier 1).
This model intends to provide care for all homeless individuals across the city where this is safe
and appropriate to do so. For registered patients, general practice will provide Tier 1, liaising with
the Homeless Health Team (HHT) where needed; patients without a GP will be directly supported
by the HHT and supported to register at a practice of their choice; the HHT will support the
management of acute disease in Tiers 2-4 to all homeless individuals across the city, irrespective of
their registration. In addition the Homeless Health Team will provide specialist input to the
management of individuals at Tier 5.
The figure below shows the routes of entry into homeless healthcare in the city. This considers
how individuals are identified, and how to make the service easy for them to access and quickly
offer the appropriate tier of health care.
For note: the model of care as depicted below does not highlight all aspects of service offered by
the proposed alliance delivery model. The figure below is intended to highlight how an enhanced
primary care service should operate as part of a wider model.
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The remainder of this document focuses on the terms of a transitional local enhanced
scheme for the primary and physical care of homeless people.
2.
Outcomes
2.1

NHS Outcomes Framework Domains & Indicators

Domain 1
Domain 2
Domain 3
Domain 4
Domain 5

2.2

Preventing people from dying prematurely
Enhancing quality of life for people with long-term
conditions
Helping people to recover from episodes of illhealth or following injury
Ensuring people have a positive experience of care
Treating and caring for people in safe environment
and protecting them from avoidable harm

x
x
x
x
x

Local defined outcomes

Improved access to and quality of service for homeless people who also have complex needs
3.

Scope

3.1 Aims and objectives of service
Context
Three practices are currently signed up to a LES homeless health care: Brownlow Health, Green
Lane and Vauxhall Health Centre. While a new model of service for the care of the chronic
homeless is in development, appropriate care must continue to be delivered in line with the recent
service improvements to homeless health care that have been developed by providers over the
past 18 months. Once arrangements for the proposed model of care are in place, the LES, and the
resource attached to it, will be absorbed into the new, joint-commissioned Liverpool-wide service
system.
Summary
Care for homeless people needs to be proactive, multi-disciplinary, psychologically-informed and
compassionate. An integrated multi-agency approach is essential as it is beyond the gift of any single
agency to provide the range of interventions and approaches needed to support this cohort.
Aims and objectives
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•

To enable general practice to provide a proportionate, respectful, compassionate and
integrated quality services to all patients who have the complex health needs
associated with homelessness.

•

To provide a joined-up response to physical and mental health care needs, with
additional complexity managed by a multi-disciplinary team that includes housing,
mental health, substance misuse, voluntary sector and criminal justice and social care
agencies.
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•

To support equality and equity in commissioning by enabling data about this cohort of
patients to be gathered for use in Joint Strategic Needs Assessments, business cases
and service improvement and Covid recovery plans.

•

To provide walk-in clinics as well as outreach, adjusted to meet the needs of the
patient cohort.
To support medical, nursing and practice staff education so that healthcare
professionals are equipped with the skills and confidence to address health
inequalities and care for this group of vulnerable patients with complex health and
social needs.

•

•

To continue to work closely with the thrust of the One Liverpool Complex Lives
programme, as well as Covid recovery plans, to help shape sustainable and effective
health care for this cohort of patients throughout Liverpool.

•

To help establish and promote referral routes and care pathways between essential
services.

•

To link into key strategic developments, sharing learning and expertise, relating to
the health of homeless people.

•

To provide proactive and co-ordinated care for this cohort of patients and monitor
patient outcomes following community-based interventions.

3.2
Service description/care pathway
There are two levels of care specified within this scheme:
LEVEL 1 will be required to be delivered by practices signed up this LES.
LEVEL 2 includes a number of additional functions, necessary for patients with significant levels of
need that will require the practice to employ specialist and dedicated staff (eg where the patient has
tri-morbidities, severe mental distress, end of life care needs, non-compliant behaviours)
LEVEL 1
1. All patients requiring treatment should be registered at first consultation, with full
registration. If a patient does not have ID this should not be a barrier to registration. Even if
a patient is street homeless every effort should be made to obtain a ‘care of’ address,
contact and emergency contact details, as for all patients.
2. Exceptions to this relate only to patients who have been de-registered, or those patients
who choose not to be registered. These patients will be offered open-access clinics, with
presenting problem addressed first.
3. Homelessness or housing status should be recorded having been identified as early on as
possible in the registration process.
4. Be a homeless friendly practice http://www.homelessfriendly.co.uk/your-pledge/
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•

Receptionists should routinely ask if patients need assistance to fill in forms, and
give help as required.
• Assist patients to obtain and attend appointments with ease. Consideration should
be taken of personal or organisational barriers that may exist because of language
or literacy issues; mental health or addictions problems; lack of access to a
phone/credit or individual difficulties e.g. having a dog that the patient cannot leave.
• Operate flexible appointment systems including walk in surgeries and longer
appointment times for people with multiple needs.
• Encourage patients to bring support workers with them to appointments (and/or
referred to peer advocacy services as appropriate). Longer appointments should be
routinely offered on a needs basis
• Leaflets signposting homelessness and other relevant services should be available
in accessible forms.
5. Provide a health promotion and harm minimisation programme, key elements to include:
• BMI
• Blood pressure
• Cardiovascular risk check
• Smoking status and advise if appropriate
• Alcohol and drug use; and a high index of suspicion of substance use and, where
appropriate, initial assessment and/or referral to services
• Screening for depression and wider mental health presentations including the use of
at least two recognised screening questions concerning mood and interest.
• Refer as appropriate to counselling and CPN services
6. Recognition of learning difficulties/ADHD and refer into appropriate services. Providers
must ensure any provision referred too interfaces with this specification to support the
homeless.
7. All patients will be offered a specialist assessment of the physical and mental health of
homeless people when registering. Key elements should include:
o

A high index of suspicion for conditions of TB, hepatitis A, B and C and HIV and
ensuring that screening is made available where appropriate (clinical records should
reflect patient status even if the patient received screening and immunisation at
another service).

o

Assessment of psychological wellbeing and referral if necessary.

o

Ability to provide methadone or facilitate access to methadone prescription.

8. Adhere to relevant guidelines on the prescription of drugs in particular if medication has
street value or potential toxicity. Eg allow for the administration of single or daily doses of
prescription drugs.
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9. Proactively promote health services to the local homelessness community ensuring that
they are aware of the services available to them.
10. Sign-posting or referral in relation to dental/oral problems.
11. Managing long term conditions to NICE and QOF standards, and any other locally and
nationally agreed standards as appropriate.
12. Collaboration with case tracking, contact tracing, community treatment and public health
measures e.g. Latent TB, TB, HIV, Hepatitis C.
13. Using guidance on the Mental Capacity Act, Mental Health Act and Safeguarding Alerts for
adults at risk of abuse, work with mental health services and approved mental health
practitioners to ensure rough sleepers who refuse care are assessed.
14. Support efforts need to be made to reach excluded groups – with specific approaches to
improve coverage – in routine vaccination programmes.
15. Regular involvement in multi-agency planning for people sleeping rough.
16. Ensure good communication links with local statutory services and homelessness agencies
and where appropriate develop joint protocols, e.g. with the local homelessness agencies as
well as links with local A&E departments, monitoring attendance rates for this patient group
and audit the use of alternatives to hospital admission (i.e. community respiratory teams for
COPD).
17. Ensure links are made with relevant probation services.
18. Provide outreach services.

LEVEL 2
1. Integrated multi-component care – summarised as individual care coordination supported by
a multi-disciplinary team. Coordination of the health care of excluded people as they move
between different organisations and settings (hostels/drop-ins, shelters for homeless
families, probation services). The provider will also be expected to contribute to multiagency care planning when relevant and appropriate to the clients.
2. Pro-active clinical case-management of patients with high needs by regular multi-agency
meetings including local street outreach, statutory and non-statutory services. There should
be routine liaison with and provision of medical support to street outreach teams and
provision of continuing care for recently housed and socially excluded patients, with a focus
on enabling access to mainstream services.
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3. Provision of outreach clinics at hostels and drop-in centres. In cases of patients attending
such clinics but who are not registered with the practice, it is noted that a full screening will
not be possible, and that it will not be possible to provide regular or ongoing treatment In
such cases patients will be encouraged to register with a practice.
4. Child and family services to be linked to homeless family hostels with children treated and
recorded as individuals, not adjuncts to the parent.

5. Plans for assertive outreach for non-engaged clients in each area; e.g. liaison with specialist
staff with flexible hours, street outreach.
6. Consultancy and liaison on homeless health to general practice throughout Liverpool.
3.3

Population covered

The definition of homeless patients covers a number of patient situations, where they would be
classed as no fixed abode or are unable to stay at their registered address for fear of violence.
Patients can move between these categories on a day-to-day basis, e.g. a rough sleeper may
obtain a hostel bed for a short time, before becoming a rough sleeper again.
Homelessness is often associated with complex health needs, including advanced illness at
presentation, in the context of a person lacking social support who often feels ambivalent both
about accessing care and their own self-worth. Many patients have tri-morbidities, defined as the
combination of physical ill health with mental ill health and drug or alcohol misuse. Tri-morbidity
often has its roots in histories of complex trauma, including high levels of child neglect and abuse,
that impact on developmental trajectories and mental health.
The national guidance for enhanced services recommends inclusion of the following populations:
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•

Rough Sleepers Patients with no fixed abode or who are not able to stay at their
registered address living rough, who are not living in shelters or temporary
accommodation.

•

Hostel & Night Shelter Residents Patients with no fixed abode or those unable to
live at their registered address, who may be staying in a hostel or night shelter.

•

Bed & Breakfast Residents Patients who have no fixed abode, or unable to live at
their registered address, and are staying in bed and breakfast accommodation.

•

Squatters Patients who may be living in insecure housing where they do not rent or
own the property.
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3.4

•

People staying temporarily with Friends or Relatives Patients who have no fixed
abode, or are unable to live at their registered address, and have insecure
accommodation with friends or family.

•

Bail Hostel Residents Patients who are resident in a bail hostel. For practices to
receive enhanced services payments for bail hostel residents they would need to be
able to prescribe methadone or facilitate methadone scripts through the practice, and
to have appropriate links with probation services.

Any acceptance and exclusion criteria and thresholds

People who do not meet the definition for homelessness above; people who are in-patients in an
acute or mental health trust (this population is covered by a separate arrangement between LCC
and Brownlow, funded via grant from the DHSC).
3.5

Interdependence with other services/providers
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

General Practice
ICT Care Co-ordinator (Chair) Mersey Care
Whitechapel
YMCA
Liverpool commissioners, particularly social care
Social care team leader- LCC
Homeless Outreach Team (Mersey Care)
Addiction services (Mersey Care)
We Are With You (formerly Addaction)
Housing First
HMP Altcourse
HMP Liverpool
Shelter
DARRS team (prison drugs services)
NPS (National Probation Service)
Offender Managers
P3 - a charity that works with offenders
Armistead (Mersey Care Sexual health services)
Enhanced Midwifery Service- Liverpool Women’s Foundation Trust
Housing Options Service
LCAS
Urgent care
Care pathways for various conditions particularly gastro-enterology,

4.

Applicable Service Standards

4.1

Applicable national standards (eg NICE)
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4.2

Applicable standards set out in Guidance and/or issued by a competent body (eg
Royal Colleges)
https://www.pathway.org.uk/wp-content/uploads/Version-3.1-Standards-2018-Final-1.pdf

4.3

Applicable local standards
These are described in section 3.2 Service Description/Care Pathway

5.

Location of Provider Premises

This service will be delivered in various locations: in general practice, or where the patient lives,
including on the street, or online or outreach into hostels. In-reach into acute or psychiatric care
settings is outside the scope of this LES.

6.

Monitoring

Practices working at Level 1 to provide quarterly clinical audit reports against KPIs as set out below.
Practices working at Level 2 to provide a summative (annual) report on how enhanced services have
been delivered.
Audit
Audit should include the following key measures:
•
•
•
•
•
•
•
•
•
•
•
•

up-to-date register of patients who are homeless
List organisations to whom they provide services.
total number of homeless patients
total number of annual reviews
total number of interim reviews
total number (by patient) of AED attendances and NEA
total number of homeless people on each LTC register at year start and year end
number of people having received all of the following (at least annually)
F2f Health review/ bp/ bmi/smoking/ alcohol/ illicit drug use
Contraceptive and sexual health screening
Females with up to date smear status
Up to date and in line w current policy/ guidelines Immunisation status ( to include hepatitis
a/ b)

On-going collation of activity data needs to be maintained including the use of standardised READ
codes when working with homeless patients. Monthly activity data on homeless needs to be collated
and forwarded to the informatics lead.
Monitoring Process
The practice to provide each quarter the number of patients in each category, using the following
Read Codes/SNOMED Codes, whose current registration status is classed as Homeless.
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Key Performance Indicators
DEMOGRAPHICS- Most Recent Registration status each quarter
Read code term
Read Code
SNOMED term

SNOMED Concept
ID
Homeless
13D-1
Homeless
32911000
Homeless family
13D1
Homeless family
105526001
Homeless
single 13D2
Homeless
single 160700001
person
person
Lives in squat
13D6
Lives in squat
266940006
Sofa surfer – person 13D7
Sofa surfer – no fixed 381751000000106
of no fixed abode
abode
Length
of
time 13D8
Length
of
time 442244004
homeless
homeless
Living in a hostel
13F9% (Excluding Living in a hostel
266939009
child code 13F9-1
Sheltered
Accommodation)
Living
in
B&B 13FA
Living
in
B&B 160744003
accommodation
accommodation
Squatter
13FG
Squatter
266940006
Sex worker
0AL
Sex worker
449344001
Pregnancy (code added in the last 9 months)
Patient Pregnant
62
Patient Pregnant
77386006
Military Veteran
Military Veteran
Brain injury
Intracranial injury NOS S64
Intracranial
injury
NOS
LONG-TERM CONDITIONS
Asthma
H33
Asthma
Asthma Annual
66YJ
Asthma
Annual
Review
Review
Atrial Fibrillation
G5730
Atrial Fibrillation
Atrial Fibrillation
6A9
Atrial
Fibrillation
Annual Review
Annual Review
CHD – Ischaemic
G3
Ischaemic
heart
heart disease
disease
CHD Annual Review
6A2
Coronary heart dis
annual review
COPD
H3
Chronic
obstr.
airways disease
COPD Annual Review 66YM
COPD
Annual
Review
CKD Stage 3
1Z12
Chronic
kidney
disease stage 3
CKD Stage 4
1Z13
Chronic
kidney
disease stage 4
CKD Stage 5
1Z14
Chronic
kidney
disease stage 5
Military Veteran
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753651000000107
127296001

195967001
394700004
49436004
248411000000105
414545008
315614006
13645005
394703002
433144002
431857002
433146000

CKD Stage 3A

1Z15

CKD Stage 3B

1Z16

CKD Annual Review

6AA

Diabetes mellitus
Diabetes Annual
Review
Epilepsy
Epilepsy monitoring
Heart Failure
Heart Failure Annual
Review
Hypertensive disease

C10
66AS

Hypertension Annual
Review
Stroke and
cerebrovascular
accident unspecified
Stroke/CVA Review

662d

Anxiety with
depression
Poisoning
On Learning disability
register
Learning disabilities
annual health
assessment
Chronic Liver disease
NOS
Cancer Care review
Schizophrenic
disorders
Manic disorder, single
episode
Recurrent manic
episodes
Single major
depressive episode,
severe with psychosis
Recurrent major
depressive episode,
severe with psychosis
Bipolar affective
disorder, currently
manic
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Chronic
kidney
disease stage 3A
Chronic
kidney
disease stage 3B
Chronic
kid
dis
annual review
Diabetes mellitus
Diabetes Annual
Review
Epilepsy
Epilepsy monitoring
Heart Failure
Heart Failure Annual
Review
Hypertensive
disease
Hypertension Annual
Review
Stroke and transient
ischaemic attack

700378005

662e

Stroke annual review

699270006

E2003

Depressive disorder

35489007

SL
918e

Poisoning
75478009
On Learning
416075005
disability register
Learning disabilities 199751000000100
annual
health
assessment
Chronic Liver disease 328383001

F25
667
G58
662W
G2

G66

9HB5

J61z

8BAV
Cancer Care review
SMI – any of the codes below
E10
Schizophrenic
disorders
E110
Manic
disorder,
single episode
E111
Recurrent
manic
episodes
E1124
Single
major
depressive episode,
severe
with
psychosis
E1134
Reactive depressive
psychosis
E114

Bipolar
disorder,
manic
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700379002
249171000000102
73211009
170777000
84757009
170702005
84114007
390885007
38341003
401118009
720191000000104

720006006
191526005
268619003
191590005

191604000

191676002

affective 191620005
currently

Bipolar affective
disorder, currently
depressed
Mixed bipolar affective
disorder
Unspecified bipolar
affective disorder
Paranoid states

E115

E117

Bipolar
affective 191629006
disorder,
currently
depressed
Mixed
bipolar 191636007
affective disorder
Bipolar disorder
13746004

E12

Paranoid disorder

191667009

Other nonorganic
psychoses
Schizotypal
personality
[X]schizophrenia,
schizotypal and
delusional disorders
[X]manic episode

E13

191525009

Eu2

Non-organic
psychosis
Schizotypal
personality disorder
Schizophrenia

Eu30

Mania

231494001

[X]bipolar affective
disorder
Mental Health
Review
Mental Health
personal health plan

Eu31

Bipolar disorder

13746004

6A6

Mental health review

401061005

Human
immunodeficiency
virus antibody level
Hepatitis C

43WK

Hepatitis B carrier
Tuberculosis

ZV02B
A1

Alcohol dependence
syndrome
Brief Intervention for
excessive alcohol
consumption
completed
Brief Intervention for
excessive alcohol
consumption declined

E23

E116

E2122

8CR7

A70z0
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58214004

Mental
health 736058004
personal health plan
Infectious diseases
Human
19030005
immunodeficiency
virus
Viral hepatitis type C 50711007
Hepatitis B carrier
Tuberculosis
Dependences
Alcohol dependence

9k1A

Brief Intervention for
excessive
alcohol
consumption
completed
Brief Intervention for
excessive
alcohol
consumption
declined
Drug dependence
Shared care drug
misuse treatment

8IAF

Drug dependence
E24
Lifestyle advice
67H3
regarding drug misuse

Hep B Vac offered
1st Hep B Vac

31027006

Vaccination offered/given
EMISNQHE100
65F1
1st Hep B Vac
Case management or MDT
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235871004
56717001
66590003
366371000000105

379411000000105

191816009
372511000000103

170370000

case management
started
Multidisciplinary
review

8CV0

case
management 416341003
started
6AE
Multidisciplinary
708004003
review
SERVICE UTILISATION DATA

AED attendances
ACS attendances
Referral
safeguarding
team
Referral
safeguarding
team

to 8Hkc
adults
to 8Hkh
child

Referral to Social
Prescribing service

7.

8T09

SAFEGUARDING
Referral
to 514331000000104
safeguarding adults
team
Referral
to 514341000000108
safeguarding child
team
SOCIAL PRESCRIBING
Referral to Social 871731000000106
Prescribing service

Data requirements

Practices are required to provide quarterly activity reports, based on the number of patients treated
within the quarter.
Practices working at Level 1 & Level 2 to provide quarterly clinical audit reports against KPIs as set
out in this document
Practices working at Level 2 to provide also a summative (annual) report on how enhanced
services have been delivered

8.

Termination of the contract

A notice period of three months is normally required, in writing, to terminate this contract. This
applies to both the contractor and the CCG. However, the CCG reserves the right to terminate the
agreement immediately should a breach of contract/clinical governance become apparent.

9.

Funding
•
•

Practices delivering the Level 2 will receive a retainer payment of £101.500 Paid in 12ths
Practices delivering Level 1 and Level 2 will also receive £30.63 per quarter for each of the
patients identified as a “homeless” patient, in accordance with the criteria outlined within this
specification.
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Please sign and return this declaration.

I confirm that this Practice wishes to provide the local quality improvement scheme
for homeless people from 1st April 2021 to 31st March 2022 as per the above
specification.

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

Date completed: ………. / ………. / ……….

Signed: …………………………………………………
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