Herts Valleys Clinical
Commissioning Group
Primary Care Commissioning Committee
Part 2 in Public
19 September 2019, 10.45am
Conference Room 2,
The Forum, Hemel Hempstead HP1 1DN
Note concerning HVCCG management of conflicts of interest.
A conflict of interest occurs where an individual’s ability to exercise judgement, or act
in a role is, could be, or is seen to be impaired or otherwise influenced by his or her
involvement in another role or relationship. In some circumstances, it could be
reasonably considered that a conflict exists even when there is no actual conflict. In
these cases it is important to still manage these perceived conflicts in order to
maintain public trust.
Members and attendees of the Committee are reminded of their responsibilities.
To ensure transparency and openness, individuals should notify the Chair of any
potential conflicts of interest in relation to agenda items, even if the interest is
already formally recorded.

January 2019

The Nolan Principles
In May 1995, the Committee on Standards in Public Life, under the Chairmanship of
Lord Nolan, established the Seven Principles of Public Life, also known as the
“Nolan principles”. These principles are the basis of the ethical standards expected
of all public office holders.
The Herts Valleys CCG Constitution recognises that in all its work it must seek to meet
the highest expectations for public accountability, standards of conduct and
transparency. It will therefore ensure that the Nolan principles, set out below, are
taken fully into account in its decision making and its policies in relation to standards
of behaviour.
1. Selflessness. Holders of public office should act solely in terms of the public
interest.
2. Integrity. Holders of public office must avoid placing themselves under any
obligation to people or organisations that might try inappropriately to influence them
in their work. They should not act or take decisions in order to gain financial or other
material benefits for themselves, their family, or their friends. They must declare and
resolve any interests and relationships.
3. Objectivity. Holders of public office must act and take decisions impartially, fairly
and on merit, using the best evidence and without discrimination or bias.
4. Accountability. Holders of public office are accountable to the public for their
decisions and actions and must submit themselves to the scrutiny necessary to
ensure this.
5. Openness. Holders of public office should act and take decisions in an open and
transparent manner. Information should not be withheld from the public unless
there are clear and lawful reasons for so doing.
6. Honesty. Holders of public office should be truthful.
7. Leadership. Holders of public office should exhibit these principles in their own
behaviour. They should actively promote and robustly support the principles and be
willing to challenge poor behaviour wherever it occurs.

January 2019

Herts Valleys Clinical Commissioning Group
Agenda Part 2 in Public

Primary Care (Medical Services) Commissioning Committee (PCCC)
19 September 2019 10.45am Conference Room 2, The Forum, Hemel Hempstead HP1 1DN
Part 2 – MATTERS TO BE CONSIDERED WITH THE PUBLIC AND PRESS PRESENT
10.45i 1. Chair’s introduction and apologies for absence
to note
2. Interests to declare
to note
3. Minutes of previous meeting
for approval
4. Matters arising and action log
for approval
5. Committee work plan
to note
Strategy and Performance
11.00
6. Director of Primary Care Update report
for assurance
11.10
7. GPECF
for approval
11.30
8. Enhanced Diabetes PCN service
to note
11.40
9. Finance report
for information
Pharmacy and Medicine Optimisation
11.50 10. Update on anti-coagulation safety concerns
for assurance

Chair
Chair
Chair
Chair
Chair
Lynn Dalton
Sarah Ayub
Pamela Shepherd
Caroline Hall
Sarah Crotty

12.00

11.PMOT virtual paper for noting

for assurance

Charlotte Earl

12.10

12.Changes to the LIS quality payments for noting

verbal

Charlotte Earl

Governance/Assurance
12.20
13.Reflection on how conflicts of interest were
managed in the meeting
14.New risks identified
15.Items for cascade to localities and staff
16.Reflection on equality and diversity in relation to
decisions made
Date, time and location of next meeting:
21 November 2019,
Conference Room 2, The Forum

for agreement

Chair

for agreement
for agreement
for agreement

Chair
Chair
Chair
Chair

Draft Minutes

Meeting
Date
Time
Venue

:
:
:
:

Primary Care Commissioning Committee (PCCC) Part 2 held in public
18 July 2019
3.00pm
Conference Room 2, The Forum, Hemel HP1 1DN

Present:
Thelma Stober (TS)
Board Lay Member (Chair of meeting)
Dr Andrew Anderson (AA)
Independent GP Member
Dr Elizabeth Babatunde (EB)
Executive Lead for Primary Care Development
Diane Curbishley (DC)
Director of Nursing and Quality & Deputy Chief Executive
Dr Asif Faizy (AF)
GP Board Member and Locality Chair – Watford and Three Rivers
Alison Gardner (AG)
Board Lay Member
Caroline Hall (CH)
Chief Finance Officer
Kathryn Magson (KM)
Chief Executive Officer
In attendance:
Thira Awan (TA)
GP, Abbotswood Surgery and North Watford PCN (PCCC/115/19 only)
Sarah Ayub (SA)
Primary Care Contracting and Commissioning Manager (PCCC/116/19 only)
Michelle Campbell (MC)
Deputy to AD for Localities & General Practice Development
Lynn Dalton (LD)
Director of Primary Care
Charlotte Earl (CE)
Senior Pharmaceutical Advisor (PCCC/XX/19 only)
Sundera Kumara-Moorthy (KMo) Healthwatch Hertfordshire Representative
Katy Patrick (KP)
Deputy Head of Corporate Governance (Minutes)
Dr Nicky Williams (NW)
Local Medical Committee Representative
Observers:
Dr Chi Cheung
Clinical Fellow
Dr Jayna Gadawala
GP Fellow and member of the Primary Care Workforce Development team
Leen Kubba
Pharmacist, PMOT team (PCCC/XX/19 only)
One member of the public was in attendance at this meeting.

PART 2: MATTERS TO BE CONSIDERED WITH THE PUBLIC AND PRESS PRESENT
PC/106/19
106.1

Chair’s introduction and apologies for absence
• The chair welcomed everyone to the meeting and noted that there were some observers at
the meeting including one local GP but they would not be participating.
• A member of the public was welcomed to observe the meeting
• Apologies were received from committee members Drs Daniel Carlton-Conway and Trevor
Fernandes.

PC/107/19
107.1

Interests to declare
• A schedule of interests declared in advance of the meeting was discussed and is attached
to the minutes as appendix 1.
• All Herts Valleys GPs were conflicted for a number of items on the agenda as itemised in
the appendix. It was decided that Asif Faizy could take part in the discussion of these items
but would excuse himself for the decisions.
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PC/108/19
108.1
108.2

Minutes of previous meeting (Chair)
• The minutes of the meeting held on 16 May 2019 were reviewed.
The Committee accepted the minutes as a true record of the meeting.

PC/109/19
109.1

109.2

Matters arising
On the action log for the public section of the meeting, the following was noted:
• PC/138.4/18 Practice visits. Two pilot visits undertaken and learning shared with practices
and LMC via the Practice Managers Forum. The practice visit programme will be finalised
at the primary care risk log meeting on 19 July to confirm which practices will be visited
over the 3-year programme. This action to be closed.
AG noted that the committee should commend the work that has been done by the team.
Also noted that the recent Patient and Public Involvement Committee discussed a standard for
delivery of practice patient groups. The patient group structure will be included in practice
visits.
• PC/24.3/19 Federation readiness. This item was discussed in the private session of the
meeting as the report contained commercially sensitive information. This action to be
closed.
• All other items on the public log had been closed.
The committee noted the updates.

PC/110/19
110.1

Committee work plan (Chair)
The committee noted the work plan for 2019/20.

PC/111/19
111.1

Director of Primary Care Update Report
Extended Access.
• GP Connect direct booking solution to enable 111 to directly book into a GP practice
appointment is being piloted by NHS England (NHSE) in Herts Valleys. It has not proved
possible to replicate this solution for extended access appointments: a further element of
the service will need to be commissioned but no date for this is confirmed.
Practice Visit Programme.
• Discussed under matters arising.
Primary Care Networks (PCNs).
• PCNs were signed off by 30 June 2019. Herts Valleys has 16 PCNs with 100% population
coverage. Initial issues with one practice in St Albans and Harpenden locality were
addressed by 27 June, but a further issue arose with a PCN in Hertsmere advising on 28
June that they wished to change their membership, leaving one practice not in a PCN. The
PCN advised they were willing to provide services and population coverage for that
practice under the network DES. The CCG informed NHS England of the position and as
100% population coverage had been achieved, they were in agreement to the CCG
approving its 16 PCNs across west Hertfordshire.
• The CCG has met with the PCN, the practice, Local Medical Committee (LMC) and a lay
member of the CCG Board to progress discussions on achieving 100% practice inclusion
into a PCN. The CCG will provide additional support to the locality in line with the support
provided in St Albans and Harpenden and will fund facilitative sessions where required to
reach a positive outcome. If this is not achieved the CCG will approach neighbouring PCNs
with the aim of the practice joining one of them.
• The initial review of PCNs pilots was noted.
The committee noted the contents of the report and the approval of the 16 PCNs across the
CCG subject to further support to the Hertsmere locality to ensure 100% practice coverage.

111.2

PCCC/112/19 E-Consultation (CH)
112.1
• CH introduced the paper and noted that it had been to the Finance Committee earlier in
July but all GPs were conflicted about the decision and the PCCC was therefore being
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asked to make the decision with independent GP input.
This a national ‘must do’ funded to a limited level. The CCG needs to decide which
company to use for a portal. Five practices have expressed an interest in taking part in the
pilot.
• Having reviewed the options and learnt from the poor experience of a neighbouring CCG
with a company from the lower end of the financial envelope, HVCCG concluded that
additional funding would be required from CCG core funds in order to procure an
appropriate portal. The table on page 27 of the report sets out the figures involved.
The following points were raised in discussion:
• The company to be used in the pilot was selected from a framework of accredited
providers.
• This is a two year contract with a break clause at six months to allow the CCG to withdraw
if performance in the pilot is not satisfactory. CH to check the detail with the procurement
specialists.
The committee approved the maximum financial envelope for the Primary Care EConsultations Programme of £370,000 to procure a two year e-consultation service with a
six month break clause subject to satisfactory completion of the pilot and confirmation from
the procurement specialists. This will entail an additional investment by HVCCG of up to
£75,000 in order to top up the national funding available.
ACTION: Seek confirmation from the procurement specialists that these arrangements
satisfy procurement law (CH)
•

112.2

112.3

112.4

PCCC/113/19 Locality Transformation Plans (MC)
113.1
• This year there are overarching Locality Transformation Plans for the whole system which
have been signed off by all partners at the Herts Valleys Delivery Board and then sent for
sign off by all committees and boards in the system to take through their governance
processes and commit to delivering the plans from 1 October 2019.
• Outcomes in the plans are consistent for all four localities with some variation in methods.
• There are five domains:
• Enhanced Effective Resource Management (EERM)
• Frailty programmes both at locality level and across the STP
• Carers
• Care Homes
• Medicines Management
• The plans were discussed and approved at the HVCCG board in public on 27 June 2019. The
board asked for PCNs to sign up to delivery with Clinical Directors taking the lead.
• There is a lot of work to be done to achieve a start date of 1 October 2019 and this is being
overseen by the Herts Valleys Delivery Board and managed through a number of task and
finish groups.
• Next steps are:
• Conclusion of a Memorandum of Understanding (MoU) that is explicit about the role
and responsibilities of each partner.
• Contracts to be concluded and signed.
• IT and other infrastructure support to be put in place
113.2
The committee noted the content of the paper and the content of the locality
transformation plans.
PCCC/114/19 Supporting Practices Winter Pressures 2019-20
114.1
• The June Primary Care Working Group discussed innovative ideas to improve on previous
years’ support to ease pressure on GPs and the wider system.
• In 2019/20 it is proposed that this work should be commissioned at PCN level, however,
some clinicians have raised concerns about the range of changes to be implemented in
primary care this year. It is therefore proposed that this year’s scheme should minimise
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114.2

114.3

114.4

mandated changes to the current set up, with each PCN able to build on more where it
wants to.
• The Watford pilot model for urgent on the day appointments was successful.
• There are expectations that practices will step up to support when the acute trust is at
Operational Pressures Escalation Level (OPEL) 4 by embargoing appointments for direct
booking by 111. This process will be made simpler with improved interoperability.
• AF was conflicted. It was decided that he could contribute to the discussion but would
recuse himself for the decision.
The following points were raised in discussion:
• There has been good delivery of winter pressures schemes over the last three to four
years and this has built up experience.
• It is important to agree how the schemes will be monitored against an established
baseline and for there to be action taken where there is non-compliance
• The NHS utilisation tool and user guide rolled out recently is not yet well used by practices
but should be encouraged. Both baseline data and compliance on delivering additional
appointments need to be built into the specification.
• It is important that practices do not use this funding to solve their effective resource
management issues, i.e. the current level of patient access expected.
• It is expected that there will be some variance in the way that the schemes are delivered.
Contracting should be at PCN level, with each individual PCN able to decide whether they
will deliver a collective scheme or sub-contract to individual practices.
• If delivered by the PCN, member practices will hold each other accountable for the use of
appointments.
• The baseline data worked up for Hertsmere locality in relation to extended access can be
shared with the PCN clinical directors with the practice names removed.
• Schemes will be delivered by offering part time staff additional hours as well as booking
agency staff. The earlier agreement of the scheme this year will allow for more planning
time.
• Finance Committee approval of funding will be required as it is above this committee’s
authorisation level. The Finance Committee will be aware of the intended expenditure as
it was in the financial plan.
The committee noted and approved the plan, subject to Finance Committee approval of
funding and to the following conditions:
• establishment of a minimum baseline for each practice prior to launch;
• clear evidence that additional capacity has been put in place will be required: this
money is not to address existing effective resource management issues;
• implementation should be in collaboration with the clinical directors of PCNs;
• clear communications to be sent to practices as soon as possible.
ACTION: Finance Committee to be asked for virtual approval of the funding. Note that all
Herts Valleys GPs are conflicted (LD)

PCCC/115/19 Evaluation of PCN Pilot Early In-Hours Visiting (LD/TA)
115.1
• It was noted that AF had declared an interest in this item as he is a member of the North
Watford PCN and was involved in the pilot project. It was decided that as the paper was for
information he could remain in the meeting.
• LD introduced the paper and noted that in November/December 2018 HVCCG asked GP
practices to submit bids for transformation project pilots to prepare for the move to PCNs.
• This was the shortest of the PCN pilots that were run.
Dr Thira Awan from the North Watford PCN was introduced and noted some points from the
evaluation report.
• The network of practices delivered in-hours home visits in March, April and May 2019 in
order to either avoid hospital admission or see patients as early as possible so that if they
needed to go into hospital and overnight stay could be avoided.
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The funding was used for two purposes:
- Providing the service
- scoping and upscaling other stakeholders such as the ambulance service, mental
health professionals and others.
• The majority of funds were spent on GP visiting time, car use and admin, plus some was
used for newer laptops that could remote access more efficiently. Overall there was an
under spend.
• The project provided support for practices and demonstrated that the PCN can deliver a
collaborative service, working closely to provide effective and safe care. All the practices
involved showed commitment and resilience.
• Of the 325 appointments available only 33% were used (107 visits). There were 7
admissions: none of these patients returned home the same day. 10% (14 visits) were
assessed as having avoided admission.
• The project operated close to the specification with all of the appointments taking place
between 8am - 12 noon.
• Patient feedback was positive but gathered verbally not in written form.
• Some initial teething issues with IT and accessing records were resolved after the first
session.
• The template used for data was good allowing a consistent approach.
• Some adjustments were made as the project progressed, for example the use of triage.
• All sessions that were offered were provided with good cover for illness and leave and safe
handover.
• Some of the patients visited were round to not be suitable for the purposes of the project,
that is, they had chronic illness and the visit was not related to avoidance of hospital
admission.
• It became clear that some practices had more need of these type of appointments than
others but the pilot had been set up to offer each practice one visit per day of 45 minutes,
with the hosting practice taking the fifth appointment.
• If the pilot were continued for 1 year the network would use the under spend to: maximise
the use of appointments by changing the way that they were allocated; engage with wider
services to improve pathways so that CLCH colleagues came out to see patients earlier and
delays with ambulance transport did not negate the benefits of being seen earlier in their
home.
The following points were raised in discussion:
• The report should be shared with the acute trust to support discussions about the need for
more consistent ambulatory care at Watford General Hospital and to target same day
emergency care.
• CH noted that the report came to the committee to note and for information, not to
request an extension of the pilot.
• These pilot projects were funded as pump-priming exercises to support the PCN to change
the ways that they work. But it is not good that only 33% of the appointments were
utilised. Learning needs to be taken from these pilots about how they could have worked
better.
• An East and North Herts initiative was successful in smoothing out ambulance transfers
across the day and cohorts of patients through good triage. However, it was noted that the
E&NH scheme most probably worked better because it was being done at scale.
Nevertheless, it would be worth revisiting this to see if there were any learning points for
HVCCG.
The committee noted the report.
•

115.2

115.3

PCCC/116/19 Review of GP ECF 2018-19 and draft proposal 2019-20 (SA)
116.1
• SA introduced the paper, which explains the background to the GP Enhanced
Commissioning Framework (GP ECF) in Herts Valleys, progress in 2018-19 and the changes
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116.2

116.3
116.4
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now being proposed for Year 2.
• The GP ECF was approved for 12 months, establishing a framework for all local
commissioned services with one payment that made administration simpler.
• The budgets contain both unified and variable elements.
• There was 100% sign up to the GP ECF in Year 1 and commenced on 15 November 2018.
The framework is not aligned to the financial year due to a delay in implementation
relating to the funding models.
• Activity data is received with the majority of practices using EMIS enterprise but some
sending in manual returns. Compliance requirements are monitored and shared with
practices quarterly.
• A meeting between HVCCG and the LMC reviewed compliance; discussed where ‘best
endeavours’ were being used; and where compliance was reducing or there was no
compliance. 25/58 practices were found to be fully compliant with the remainder either
‘aspiring’ or ‘non-compliant’ in some areas. Issues to resolve were identified in order that
they can move to a better position.
The following points were raised in discussion:
• Quarterly discussions take place with individual practices as appropriate and actions are
agreed. The compliance data for quarter one has just been sent out in a targeted report.
• There are still some actions to be followed up in relation to ‘flu vaccinations last winter
because circumstances outside of the practices’ control meant that they did not have a
timely source of vaccines. Compliance ratings in relation to ‘flu have not yet been
formalised.
• KM suggested that the team should take away and follow up on the actions necessary then
share the final version with the LMC for agreement. Primary Care team should note where
we are with practices and assure them that they will know before the next ‘flu season
starts that they will get their money.
The Committee were not yet assured and deferred comment on the 2018/19 report until the
proposed actions had been taken.
• The report goes on to discuss areas for development in Year 2. However, it has been
agreed that any changes will be kept to a minimum due to all the other changes happening
in primary care.
• It is proposed that Year 2 should be aligned to the financial year, commencing from April
2019, while Year 1 is extended up to March 2020 with just some small changes introduced
from November 2019.
• There are national changes to be taken into account with PCNs to be actively engaged and
linking to Local Delivery Partnerships.
• Practices will be expected to:
- be compliant with national and CCG priorities;
- declare their conflicts of interest
• Each clinical service will have a unified and a variable budget
• Domicillary Phlebotomy and Leg Ulcers which were in the Adult Community Health
Services (ACHS) contract will be coming out into the PCNs
• Shared care arrangements will require more clarity in definition and more robust reporting
• The biggest changes are in Component 3, relating to Frailty work and how it links into the
STP work stream. The work will be expanded in Year 2 to all moderately frail patients and
incorporate falls risk assessments and postural hypotension if appropriate, screenings for
loneliness, depression and anxiety, polypharmacy reviews, attendance and involvement in
MDT meetings, and linking to the My Plan documentation. Frailty is also a large
component of the Locality Provider Board Delivery LPDB) plans and it is important that
what is in the GPECF complements the local plans and vice versa. The core GMS
contractual requirements have been reviewed to ensure there is no duplication.
• The End of Life clinical service under a unified budget is now in Component 3.
• The intention for Component 4 – Primary Prevention – was for this to be reviewed each

116.5

116.6

116.7
116.8
116.9
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year, however it was acknowledged there were delays with the launch of the Primary
Prevention Dashboard and as such it was concluded that this should remain unchanged
with the exception of Cardiac Prehab continuing and targets being brought back in.
• The GPECF development group considered the workload implications of the additional
requirements for GPECF Year 2. The size of the frailty cohort for Year 1 is 10,000 and this
will rise to an estimated 16,000 when the cohort is extended to all moderately frail patients
from November 2019. It is expected that, in view of the alignment of other providers
(acute, community, social care) to the frailty work stream and the introduction of
community vulnerable care coordinators as part of the locality provider delivery plans, the
workload will be less than this as these reviews may also be done (either in full or in part) in
other settings. Also the 10,000 would seem to have been overestimated for Year 1 as only
4,000 were implicated with an admission or a fall. Some patients will also be covered under
the core GMS contract for over 75 health checks.
• Proposed payments for 2019/20 (compared to 2018/19) are set out on page 73.
The following points were raised in discussion:
• Not all over 75s routinely receive a health check.
• Patients assessed as moderately frail do not all have the same level of need. It may be
sensible to prioritise those patients who go into hospital or have multiple needs.
• NW noted that she had a number of detailed comments on compliance which she would
email to the team, but would like some more clarification about the definition of ‘an active
member of a PCN’ and how that might be measured. LD to address detail outside the
meeting, but it is expected that all practices will be actively taking part in delivery within a
PCN, with the one practice not currently included to be resolved.
• The framework would be better if more succinct and had clear levers to link the work
together.
• The budget has been maintained for 2019/20 but there has been a reduction in the
number of services that practices are required to deliver as the CCG are signalling that
these will be commissioned through the PCNs.
• The proportion of unplanned admissions for moderately frail patients is relatively low, but
all areas of frailty impact on the acute and we need the rest of the system to work better
together, for example with a review triggered in acute and then followed up in primary
care or community. It would also be helpful to clarify the proportion of frail patients at
each practice.
The committee agreed on the following actions before final sign off:
• Review LMC comments.
• Checks to be made re ‘best endeavours’ and then notified.
• Finalise narrative in light of discussions.
• Agree with CH the explicit impact on the budgets of the proposed change to extend year 1
timeline to March 2020.
• Clarify what needs to be delivered from 15 November 2019 and what will be from Year 2,
1 April 2020, with more PCN delivery in Year 2.
• Share final draft, after queries and comments have been addressed, with the Primary Care
Working Group, localities and Practice Managers.
• Signal to localities and practice managers that ‘flu payments will be available.
• All to come back to the committee for approval in September.
The committee noted that there was further work to be done before the proposal could be
approved and deferred this until the September meeting to allow time for the actions
agreed to be completed.
ACTION: Proposal to be updated with suggestions from this Committee and then shared with
the LMC, PCWG, localities and practice managers for comment (LD)
ACTION: Paper to be added to the work plan for September PCCC (LD)

PCCC/117/19 Finance report M2
117.1
• CH noted that only the front sheet of the finance report had been circulated, but since this
was the M2 report, there was little to be reported due to a lack of data at this time of the

year. Report to be circulated for information with the draft minutes.

Item 12 PCCC 180719
Finance Report M2 Fro

Finance Report PCCC
month 2.pptx

117.2

117.3
PC/118/19
118.1

118.2

118.3

118.4
118.5

The following points were raised in discussion:
• LD and DC attended the STP Primary Care Workforce Group meeting where some funding
opportunities for 2019/20 were discussed (£311k available). Any plans for this
expenditure will need to come back to PCCC for approval as it is over the personal
authorisation level of the CCG Execs. Detail to be discussed with CH outside of the
meeting.
The committee noted that the finance report slides would be circulated with the minutes.
Pharmacy and Medicine Optimisation (CE)
• CE introduced her pharmacist colleague Leen Kubba who had come to the meeting as an
observer.
• CE noted that there were three elements of the report requiring the committee’s
approval:
- HMMC decisions
- MOCL decisions
- 2018/19 Local Incentive Scheme payments to practices (Herts Valleys GPs conflicted)
• The MOCL recommendations include roll out of Eclipse live training now that GDPR
concerns have been addressed.
The following points were raised in discussion:
• Before approving the recommended LIS payments to practices involved in mergers during
2018/19, CE will need to provide CH with further information.
• There is an appeal process where practices are not satisfied with the amount being paid.
The committee:
• Ratified the recommendations reached by HMMC
• Delegated approval of the proposed final payments to GP practices in relation to
achievement within the 2018-19 PMOT Local Incentive Scheme to CH once further
information has been received from CE about the calculations for payments to practices
involved in mergers.
3. Ratified the recommendations reached by MOCL.
ACTION: Provide CH with further information about detail of the calculations made for
practices involved in mergers when recommending LIS payments (CE)
ACTION: Review further information and agree final payments to practices under delegated
authority from PCCC (CH)

PC/119/19
119.1

Review of how conflicts of interest were managed in the meeting (Chair)
• AF was conflicted in relation to three items for decision as noted above and left the room
while the decisions were made.
• There were some observers in the room, one of whom was a Herts Valleys GP. They did
not leave the meeting as they were not involved in making any decisions.

PC/120/19
120.1

Reflection on equality and diversity discussions in the meeting (Chair)
• There were no EQIAs or QIAs discussed at this meeting.
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•

The committee had reflected on the need for equality of access and consistency in primary
care.

PC/121/19
121.1

New risks identified (Chair)
• There were no new risks identified in the meeting.
• Primary care risks on the BAF report to be updated and brought to the September meeting
following discussion at board in July.

PC/122/19

Items for cascade to localities and the organisation (Chair)
• Updated Draft Enhanced Commissioning Framework to be circulated as discussed above.
• Signal information about winter pressures plans.

PC/123/19
123.1

Any other business (Chair)
• There was no further business and the meeting closed at 5.35pm

Date and time of next meeting (Chair)
19 September 2019, 10.45am
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Appendix 1: Declarations of interest and apologies – PCCC 18 July 2019 Part 2
General Interests Declared:
Name
Financial
Andrew Anderson
• GP Partner in Octagon medical practice at
Jenner Health Centre Whittlesey,
Peterborough
• Do out of hours work as GP for Herts
Urgent Care in Cambridge and
Peterborough
Daniel Carlton- Conway
• GP in St Albans & Harpenden locality.
• Federation STAHFED.
• Practice in a primary care network.
• Prescriber.
Asif Faizy
• GP in Watford & Three Rivers locality
• Member of federation
• Prescriber
Trevor Fernandes
• GP in Dacorum Practice – Parkwood
Surgery
• Part of Federation.
• Prescriber.
Alison Gardner

Non-financial professional
• Clinical Lead for Urgent Care Cambridge
and Peterborough CCG
• Independent GP advisor to West Essex CCG
• Ceased working for the NICE Indicator
advisory committee in December 2018

Non-financial personal

•

Patient of Berkhamsted Group Practice

•

Registered at the Lodge Surgery in
Redbourn.
Redbourn Parish Councillor
Patient at Milton House when discussing
risks.
Patient at Gossom End Surgery
Patient registered at Lincoln House Surgery,
Hemel Hempstead.

Kathryn Magson

•
•

Thelma Stober
Jill Ainsworth-Beardmore

•
•

Peter Graves

•

Sundera Kumara-Moorthy

•
•
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Potential organisational conflict of interest
for the LMC. It should be noted that the
LMC is the only statutorily recognised body
representing general practice, the rights
and wellbeing of GPs and their practices
and is almost entirely funded by GPs.
The LMC is closely involved with the
practices that appear in the reports found
in the confidential part of the meeting.
Vice Chairman, Trustee/Director,
Healthwatch Hertfordshire
Trustee/Director, POhWER

•

Patient registered with Redhouse Group GP
Practice, Radlett

Indirect

Agenda item
6. Director of Primary Care Update report
7. E-consultation
8. Local Delivery Board Transformation Plans

Aim
Assurance
Approval
Assurance

9. Supporting Practices Winter Pressures 2019-20
10. Evaluation of PCN pilot early in-hours visiting

Approval
Assurance

11. Review of GP ECF 2018-19 and draft proposal

Discussion

Part 2 - Public
Specific interests declared
None
All HV GPs
Alison Gardner - registered patient at the Lodge Group which is part
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Short summary of paper
This paper provides the committee with a progress update on the GP 5Year
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Note the report on progress to date.

Engagement with
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other stakeholders
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Quality. We will commission safe, good quality services that meet the needs of the population, reducing
health inequalities and supporting local people to avoid ill health and stay well.
Transforming Delivery. We will work with health and social care partners to transform the delivery of care
through the implementation of “Your Care, Your Future”, the Strategic Review in west Hertfordshire and its fit
with the wider STP strategy, “A Healthier Future”.
Affordable & Sustainable Care. We will ensure that we fulfill our statutory duty to deliver a financially
sustainable and affordable healthcare system in west Hertfordshire.
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Individual updates provided at the monthly primary care working group

Director of Primary Care report – September 2019

2

1. Executive Summary
This paper relates to the HVCCG strategic risks on the BAF as noted on the front sheet
above. The current assurance levels overall is noted as medium, suggesting the
Committee can take some assurance that the controls upon which the organisation
relies to manage this risk are suitably designed, consistently applied and effective, action
needs to be taken to ensure this risk is managed. This paper is to provide the
Committee assurance of the progress of the Locality and Primary Care workstreams.
2. Primary Care Workforce Development
2.1. Sustainability and Transformation Partnership (STP) Local GP Fellowship
Programme
A local GP Fellowship programme is in place across the STP to encourage GPs within 5
years of post-certification of completion of GP training (CCT) to stay in the area.
Employment is initially on a one year fixed term basis with the intention of future
permanent employment. GPs are offered 4-6 sessions work in general practice, 2
session working as a GP in a specialist placement and funding towards a post graduate
qualification.
To date the GP Fellows programme has recruited thirteen GP Fellows. Seven GP Fellows
were recruited in the first round of interviews which took place in March 2019 and six
GP Fellows were recruited in the second round of interviews which took place on 23
August 2019. Further interviews are scheduled to take place on 19 September 2019 (2
candidates).
A national GP Fellowship scheme is in place however has proved less beneficial for the
Hertfordshire and West Essex STP with just two successful recruits to the STP.
Discussions with acute and community providers about potential speciality placements
have taken place with providers such as West Herts Hospital Trust, East & North Herts
Hospital Trust, Hospital, NHS Central London Community Healthcare Trust l and Health
Harmonie Limited. All Providers want to support the Fellowship Programme and are
having further internal conversations before the final commitment is agreed.
2.2. Physician Associates
Conversations are taking place with Hertfordshire University to open up discussions with
general practices about Physician Associates (PAs) as 19 PA students will graduate in
September 2019. Throughout the year practices across the STP have had PAs on training
placements which has been encouraging. Herts Valleys had ten PA students.
The next step is for Practices/Primary Care Networks to recruit a PA from the
programme. To move this forward a booklet has been developed which has information
about the practices/PCNs who have expressed an interest in recruiting a PA graduate
(Herts Valleys has eight practices all members of a PCN interested). The booklet has
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been sent to the University and will be given to the PA students for them to consider the
practices as a place of work.
The CCG is prioristing the recruitment of PAs by practices that have expressed an
Interest on behalf of their Primary Care Network (PCN). Under the terms of the Primary
Care Network, Directed Enhanced Service (DES), PCNs will receive funding for additional
new staffing over the five year contract period. In year 1 PCNs received 70% funding for
a Clinical Pharmacist and 100% funding for a Social Prescriber. From April 2020
additional funding will be available for PCNs to recuit Physicians Associates and in
preparation for this the CCG is taking the approach of seeking expresssions of interest

2.3. Clinical Pharmacists
On 22 August 2019 a “meet and greet” evening led by Dr Jayna Gadawala, GP Clinical
Fellow and Sarah Crotty, Head of Pharmacy and Medicines Optimisation took place for
the local clinical pharmacists working within Primary Care in a GP practice or a PCN The
aim was to give them an opportunity to network with the new PCN pharmacists as well
as those that are already within practice. A series of presentations took place followed
by group discussions on what challenges they are facing; what roles they have been
carrying out and what support they have been given or would like.
The next “meet and greet” evening is scheduled to take place in November 2019. The
CCG is intending to develop a CP support programme
2.4. GP Educational Meetings: Network, Learn and Support
A series of educational events led by Dr Jayna Gadawala, GP Clinical Fellow will be taking
place for local GPs. The aim is to provide GPs with an opportunity to learn, network and
develop their knowledge.
The first meeting will take place on 26 September 2019 at 6:30pm at The Forum and was
well received.
3. Extended Access
3.1. Extended Access pilot contracts - Quality Assurance Visit and Report
Extended Access is the provision of pre-bookable appointments on evening and
weekend outside of core GP contract hours of 8am to 6.3opm Monday to Friday and
provided at hub level across the 4 localitites.
The introduction of Extended Acccess was a national requirement by NHS England in
March 2018 when CCGs had to ensure 40% coverage increasing to 100% from October
2018. HVCCG met the national targets for extended access.
The current extended access contracts are pilots in Dacorum, Hertsmere, and St Albans
and Harpenden localities and are due to end on 31 March 2020 The committee will be
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aware the contract for the Watford locality was the first national pilot contract to
commence in July 2015 as a result the contract was put out to competitive tender in
2019.
It is now NHS England’s intention that by April 2021 the funding for the existing
Extended Hours Access service be will be delivered by Primary Care Networks (PCNs)
under the PCN DES.
NHS England are currently undertaking a review of access to evolve the current access
offer and implement a coherent access offer for both physical and digital services. This
will deliver convenient appointments in hours, reduced duplication and better
integration between settings such as NHS111, urgent treatment centres and general
practice. The review commenced in 2019 and will be ready for full implementation by
2021/22.
As such the intention is for the CCG to extend these contracts for one year initially to tie
in with the 1 April 2021, which will align with the Watford EA t contract to the start date
for delivery by PCNs. Before this can be done, a Quality Assurance Visits will be carried
out for each pilot in order to provide assurance the pilots are effectively delivering
against core national extended access requirements. The intention is for these reviews
to be carried out during October and a report of these visits and recommendations to
extend the contracts will come to PCCC in November. These visits will be a deep dive
into each service over and above the quarterly contract performance management visits
that currently happen.

3.2. Direct Booking
The CCG continues to liaise with NHS Digital and NHS England and Improvement to
progress the GP Connect pilot for direct booking by the OOH/111 service into general
practice and extended access service.
The “on boarding” process for GP Connect requires sign off by the CCG’s accredited
Clinical Safety Officer (CSO). NHS England and NHS Digital have agreed that the sign off
can be completed jointly be the CCG’s Chief Clinical Information Officer (CCIO) and the
STP’s Interoperability lead based in West Essex who is an accredited CSO.
The final part of the “on boarding” process is for the CSO and CCIO to complete a clinical
safety case report and hazard log based on the suppliers own governance
documentation. This will enable the End User Organisation Declaration (EUOD) to be
completed, and NHS Digital to set up appropriate data sharing on the national spine so
testing can commence.
Adastra version 3.29 which will enable direct booking from 111 directly into practice is
ready for suppliers to order now and the CCG is in conversation with Herts Urgent Care
to upgrade from their adastra system version 3.28 to 3.29 in readiness for the testing.
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Adastra version 3.31 will enable 111 to directly book into extended access hubs and this
release will not be ready for order until late October/November 2019. As any upgrade
will require downtime and incur additional costs, Herts Urgent Care are reluctant to
upgrade to version 3.29 and would prefer to upgrade directly to version 3.31 when this
is available.
NHS England have recommended that a joined up communications plan is drawn up
with NHS Digital and the CCG to ensure appropriate messaging is in place in the run up
to GP Connect being implemented; this is currently in progress. The CCG have also
contacted colleagues in Hampshire who have already implemented GP Connect in order
to seek advice and share lessons learnt when through the implementation process.
NHS Digital have also advised that they are in the process of writing guidance on how
the Directory of Services (DOS) should be structured to best support GP Connect and this
will be shared once finalised.
3.3. Paediatric Appointments in Extended Access
Further to feedback at the last meeting, the Embargoed Paediatric Extended Access
proposals were revised with national tariff requirements and split out by investigation
and procedure in order to give the federations a clinical view on what activity could be
repatriated into a Primary Care setting. The Primary Care team has met with the
federations who have accepted the implementation and delivery of this and are due to
provide the CCG with their final capacity requirements and associated costings by midSeptember.
A briefing paper is being prepared for the Chief Executive Officer and Chief Finance
Officer to approve as they were given delegated authority to do this by the Committee
previously. The additional capacity, subject to approval and sign-off, will commence
from 1 October 2019 and will be implemented on a phased approach to ensure full
utilisation is achieved at the outset. The CCG communications team is engaged in this
programme to support wider communications to patients and stakeholders.

4. Primary Care Networks – Ongoing Development Programme
The national prospectus for Primary Care Network (PCN) Organisational Development was
published at the beginning of August and additional funding has been identified to support
CCGs programmes. The allocation for Herts Valleys CCG is approximately £440,000.
In order to assess the level of support PCNs and Clinical Directors require, the CCG has
circulated the national PCN Maturity Matrix, a self-assessment tool, to identify gaps in
knowledge, skills and competencies to support the Organisational Development programme
currently being developed by the CCG.
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“Meet and greet” meetings were setup for both PCN Clinical Directors and Clinical
Pharmacists with follow-up meetings planned to start this journey of support. The meetings
were well received and enabled the CCG to work with our Clinical Directors to develop a
local organisational development programme in advance of being informed of the national
programme. The directorate will work with the CDs to amalgamate the best programme for
PCN development.
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NHS Herts Valleys
Clinical Commissioning Group
Primary Care Commissioning Committee
Date of Meeting: 19 September 2019
Please refer to further guidance here N:\Nursing & Quality\8 Risk Management System\2. Board Assurance
Framework\BAF 201920\Current versions for front sheet reference when completing this front sheet.
Title GP Enhanced Commissioning Framework 2019 - 2021
Agenda item 7
NHS Official Sensitive: Commercial
☐ Check the box if paper contains commercial information which may be damaging
to the CCG, another NHS body or a commercial partner if improperly accessed.
☐ Check the box if paper contains personal information relating to an identifiable
individual where inappropriate access could have damaging consequences.

NHS Official Sensitive Personal
Purpose* (click
Decision ☐
appropriate box)
Author and job title

Approval ☒

Discussion ☐

Assurance ☐

Information only ☐

Responsible director and job title

Director signature

The director is signing to indicate their approval of the paper and to confirm that any EQIA, QIA or DPIA has been approved.

Sarah Ayub, Primary Care Contracting and
Commissioning Manager
Short summary of paper

Lynn Dalton, Director of Primary Care

The first year of the three year GPECF launched on 15 November 2018. It was agreed that
the GPEF would evolve and develop each year and the CCG assured practices that
development for the following year would begin as early as possible as to ensure that there
is enough time to engage with member practices on the proposed changes to the
framework.
The Primary Care team with input from Board GP for Primary Care, Executive Clinical Lead
for Primary Care, clinical leads, and Planned Care colleagues have met to discuss proposed
changes for the GPECF.
Amendments have been considered for all four components of the GPECF: Compliance;
Clinical Services; Transformation; and Primary Prevention Project and options have been
included below.
It has been proposed that primarily due to the changes which are required to the Frailty
work stream in Component 3, that Year 2 will commence on 15 November 2019 and end on
31 March 2021.

Recommendation(s)
Engagement with
patients/public/staff and
other stakeholders

It is the CCG’s intention that all clinical services sitting under the variable budget will be
commissioned solely at PCN level from 1 April 2020.

The Board/Committee is being asked to:

Approve the proposed changes to GPECF Year 2 for implementation in November
2019
Commissioning Executive – May 2019, September 2019
Locality meetings – May - June 2019
CCG PM Forum – June – September 2019
Board – July 2019
Primary Care Commissioning Committee – July 2019
Meetings with LMC – July – September 2019
Primary Care Commissioning Working Group – June – September 2019
GP Forum - September 2019
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Links to Strategic Objectives (click on all boxes that apply)
Effective Engagement. We will continually improve engagements with member practices, patients, the public,
carers and our staff to contribute to and influence the work of Herts Valleys CCG.
Quality. We will commission safe, good quality services that meet the needs of the population, reducing
health inequalities and supporting local people to avoid ill health and stay well.
Transforming Delivery. We will work with health and social care partners to transform the delivery of care
through the implementation of “Your Care, Your Future”, the Strategic Review in west Hertfordshire and its fit
with the wider STP strategy, “A Healthier Future”.
Affordable & Sustainable Care. We will ensure that we fulfill our statutory duty to deliver a financially
sustainable and affordable healthcare system in west Hertfordshire.
Board Assurance Framework

☒
☒
☒

☒

Refer to latest BAF report here for current and target risk scores: N:\Nursing & Quality\8 Risk Management System\2. Board
Assurance Framework\BAF 201920\Current versions for front sheet reference

Ref.

Risk
Risk description
Owner

Example:

1.3

LD/JR

2.1

DC

2.5

LD/DC
/CH

3.2b

Risk that we have an unengaged staff body and wider
clinical workforce.
Risk that we do not deliver on all NHS Constitutional
pledges, key national targets and priorities
Risk that we are unable to commission good quality
and sustainable healthcare for the population of west
Hertfordshire
Risk that there will be insufficient capacity for GP
practices, primary care networks and federations to
deliver the transformation of care in west
Hertfordshire

Current risk
score and
movement

Target risk
score

*Assurance
Level

16→

8

Medium

16→

8

Medium

12→

8

Medium

12→

8

Medium

*Refer to assurance levels table below.

New strategic risks identified by this report

Other significant risks related to this report (from the Corporate Risk Register)
Resource
implications

Potential conflicts
of interest
Equality and
quality impact
analyses (EQIA
and QIA)

State funding costs and potential saving. This should include non-financial CFO Signature
resources. Any proposals for investment must be signed off by the Chief
Finance Officer (CFO).
The signature is confirmation that the CFO has read the proposal but does
not mean that funding will be released.
State how any conflicts of interest have been managed.
Are there any interests that the meeting chair should be made aware of in relation to this paper? If yes,
state name of person conflicted and nature of the interest.
EqIA guidance and templates can be found here: https://hertsvalleysccg.nhs.uk/download_file/2169/410
Confirm that the EQIA and/or QIA has been reviewed and approved by the appropriate person or group:
QIAs to be sent to Clare Molloy, Deputy Director Nursing and Quality clare.molloy2@nhs.net
EqIAs to be sent to Paul Curry, Equality and Diversity Lead p.curry@nhs.net
Attach either the approved analyses or screening form to your draft and final reports. Decision makers
are required to ensure themselves that the reasons given for ‘none required’ are adequate.

Equality delivery
system (EDS2)

EqIAs will be published on the HVCCG website. QIAs will be reported to the Quality Committee.
Indicate here the key points the analysis has identified, relevant to the decision required:
Does your paper provide supporting evidence for HVCCG’s EDS2 portfolio?
Please refer to EDS2 guidance here: https://www.england.nhs.uk/wp-content/uploads/2013/11/edsnov131.pdf and indicate which goal your proposal/paper supports by clicking the appropriate box(es)

Better Health Outcomes
Improved Patient Access and Experience

☒
☒

A Representative and Supported Workforce
Inclusive Leadership

☒
☒
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Data Protection
Impact
Assessment
(DPIA)

Report history
Appendices

Complete a DPIA checklist to establish whether one is needed N:\Information Governance\Information
Governance\PIA\DPIA Checklist
Liaise with the Data Protection Officer or Information Governance Manager to complete the necessary
form trudi.mount@nhs.net or ruth.boughton@nhs.net
Confirm that your DPIA has been reviewed by the Information Governance Lead and approved by the
Information Governance sub-group.
Attach the approved assessment to your draft and final reports.
State here any outcomes from the privacy impact assessment and how they will be implemented.
State which groups or committees have previously seen this report or a version of this report. State the
date and any relevant recommendations from that committee or group.
Also state what the next steps are for report – does it go to another committee for example?
Please note, embedded documents cannot be circulated to the Board or Committees.

*Assurance levels – use this guide to identify the level of assurance indicated in the risk table above.
Level
Details

**N.B. The executive summary for this paper should explicitly point to the evidence to support the assurance level indicated. For
example:
Very high – Where in the report is the evidence is to support the current strong position & how it will be sustained?
High – Where in the report is evidence of what is being done to strengthen controls and mitigate the likelihood of this risk
materialising?
Medium – Where in the report is the evidence of what is being done to address gaps in assurance and how successful is this
action proving?
Low – Where in the report is a statement of the urgent actions planned to address the lack of assurance?

Very high
High

Medium
Low

Taking account of the issues identified in this report, the Board can take reasonable assurance that
the controls upon which the organisation relies to manage this risk are suitably designed, consistently
applied and effective.
Taking account of the issues identified in this report, the Board can take reasonable assurance that
the controls upon which the organisation relies to manage this risk are suitably designed, consistently
applied and effective. However, we have identified issues that, if not addressed, increase the
likelihood of the risk materialising.
Taking account of the issues identified in this report, whilst the Board can take some assurance that
the controls upon which the organisation relies to manage this risk are suitably designed, consistently
applied and effective, action needs to be taken to ensure this risk is managed.
Taking account of the issues identified, the Board cannot take assurance that the controls upon which
the organisation relies to manage this risk are suitably designed, consistently applied or effective.
Action needs to be taken to ensure this risk is managed.

1. Executive Summary
This paper relates to the HVCCG strategic risks on the BAF as noted on the front sheet above. The
current assurance levels overall is noted as medium, suggesting the Committee can take some
assurance that the controls upon which the organisation relies to manage this risk are suitably
designed, consistently applied and effective, action needs to be taken to ensure this risk is managed.
This paper is to provide the Committee with the year 2 proposal for delivery of services for general
practice under the GP Enhanced Commissioning Framework and our commitment to support
practices in the transition to an Integrated Care System.
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2. Background
In 2018/19 the Primary Care Commissioning Committee (PCCC) approved Year 1 of a three year
General Practice Enhanced Commissioning Framework (GPECF) for practices in Herts Valleys CCG.
The aim of this was to help the CCG to support its members to ensure they were in the best position
to transition into an Integrated Care System (ICS). This included working with fellow partners in the
Hertfordshire and West Essex Sustainability & Transformation Partnership (STP) on key work streams
which would become part of the GPECF.
The overarching principles of the refreshed 2018/19 GP Enhanced Commissioning Framework was to
remove complexity, reduce bureaucracy and to provide a light touch, high trust approach to support
its member practice in the continued delivery of high quality services.
The aims of the GPECF were to achieve equity of delivery and access to services for the registered
population, encourage collaborative working in Primary Care Networks (PCNs), support the CCG and
STP transformation agenda and improve or maintain performance against locality, CCG, and national
targets and ambitions. The successful delivery of the GPECF across all member practices aimed to
ensure practices are well positioned to transition into an Integrated Care System (ICS) in the coming
years.
In July 2019 the Committee saw a previous version of the proposal and noted that there was further
work to be done before the proposal could be approved and deferred a decision until September to
allow time for the agreed actions to be completed. See Appendix 1 for the updated GPECF proposal
for Year 2.
3. Best Endeavours
Following an initial meeting held with the LMC in June 2019, a number of actions were agreed on
areas in which practices were outliers and could be putting their unified GPECF budget at risk if they
were still noncompliant at the end of the year.
Following analysis of the detailed flu uptake data for each practice, it was agreed that best
endeavours should be used for the flu indicators for 2018/19 as practices would be unable to
improve their uptake from March 2019 as the flu season had ended. It was noted that while 18
practices had actually increased their uptake from the 2017/18 achievement, it was not evident if
these practices had a particular problem with the delivery of the flu vaccine. There was also an
agreement on a suggested approach for the 2019/20 flu season and it was agreed a separate
communication to be sent to practices which will focus on the need for a proactive flu plan and
sharing of best practice from those practices who achieved all the targets.
For other indicators where practices were able to continue making progress before and up to yearend, actions were identified on how best to increase compliance in these areas. One area was the
dementia locality targets where to date two localities have not yet reached the locality target. A
clear way forward led by the locality clinical chairs and the mental health leads was identified.
It was agreed that a letter will be sent out to all practices to communicate the actions taken by the
CCG and LMC to apply best endeavours will positively impact of their compliance positions against
GPECF Year 1. As it has been proposed that the GPECF Year 2 will run from 15 November 2019 to 31
March 2021, and that practices have an additional four and a half months until 31 March 2020 to
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achieve the target based compliance requirements for Year 1, it has been agreed that the letter will
be held back until this paper has been approved.
4. Changes to GPECF Timeline
Following the feedback received from commissioning executive, the localities, the PM Forum, and
the LMC executive, and subsequent discussion at the GPECF development group, it was
acknowledged that in order for the GPECF to be aligned to the financial year that there would need
to be an extension of four and a half months to either Year 1 or Year 2 and extend the year from 12
months to 16.5 months.
It is proposed that primarily due to the changes which are required to the Frailty work stream to
deliver STP priorities in Component 3, that Year 2 will commence on 15 November 2019 and end on
31 March 2021. The first reporting period will be 15 November 2019 to 31 December 2019, and
thereafter will revert to align to quarterly reporting for the remaining 15 months of Year 2. The
revised three-year timeline is below:
Year 1 – 15 November 2018 – 14 November 2019
Year 2 – 15 November 2019 – 31 March 2021
Year 3 - 1 April 2021 – 31 March 2022
5. GPECF Year 2 – 15 November 2019 – 31 March 2021
The principles of Year 2 of the GPECF is to continue and build upon what was delivered during Year
1, while incorporating the required updates to support STP work stream delivery and future delivery
of services at PCN level where appropriate.
It was noted that since the GPECF commenced in November 2018, the national priorities around
Primary Care Networks (PCNs) had moved along considerably with all practices required to be part
of a PCN by the end of May 2019 and delivery of the PCN Directed Enhanced Service (DES) to
commence from 1 July 2019. It was also acknowledged that NHS England’s expectation was that
future national enhanced services would be commissioned through PCNs, with seven specifications
being developed, five of which will be commissioned from 1 April 2020 and a further two from 1
April 2021.
All components of the GPECF were reviewed by the GPECF development group and considered for
updates and improvements for GPECF Year 2. Suggested updates to the compliance component
were influenced by local, STP and national priorities. Following feedback received from localities and
the LMC, it was agreed to group the components into categories so the requirements were easier to
understand.
All clinical services were reviewed by the appropriate clinical and commissioning leads, and primarily
the feedback was that these should remain unchanged where possible. It was noted that the
Phlebotomy and the Minor Treatment clinical services would need to change as Domiciliary
Phlebotomy and Leg Ulcers will move into the newly commissioned Adult Community Services
Contract (ACS) from 1 October 2019. The associated funding will follow the services into the ACS
contract and the overall budget for GPECF Year 2 would be reduced accordingly.
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6. Anticoagulation Level 4
Anticoagulation level 4 will be commissioned at PCN level to ensure better coverage across the CCG
from 1 April 2020. Currently 21 of 58 practices are signed up to provide the anticoagulation level 4
service and these are heavily skewed towards Dacorum and Watford localities. Only one practice is
signed up in Hertsmere and none in St Albans and Harpenden. Once this is mapped across the PCN
footprint, 11 of 16 PCNs have a practice who are signed up to provide this service. The PCN Clinical
Directors have been engaged regarding their appetite to provide this service and the CCG is collating
feedback. See Appendix 2 for draft anticoagulation level 4 specification.
We are also currently reviewing all existing clinical services for PCN delivery from1 April 2020.
7. New variable budget clinical Services
Two new clinical services have been included this year under the variable budget to be
commissioned at PCN level from 15 November 2019:
Holistic Cancer Care Reviews
This is a new clinical service intended for delivery at PCN level.
The objective of the post-treatment holistic cancer care reviews is to ensure that all people with
cancer are offered an effective, holistic Cancer Care Review in primary care within 6 months of
diagnosis (QOF), at a year from diagnosis and then yearly, using a Holistic Cancer Care Model for
Cancer Care Reviews as advocated by the East of England Cancer Alliance and NHS England.
The NHS Long Term Plan (2019) 1 stipulates that by 2022 every person diagnosed with cancer will
have access to personalised care; including needs assessment, care planning and health and
wellbeing information and support which will be delivered in line with the NHS Comprehensive
Model for Personalised Care. This will empower people to manage their care and the impact of their
cancer maximising the potential of digital and community based support.
Cancer Care Reviews will be carried out by GPs or ideally Practice Nurses that have undertaken CCG
funded training. The patients would then be offered a yearly Holistic Cancer Care Review again
triggered through internal flagging using the practice’s call and recall system. Primary Care
Networks will be awarded £45 for each yearly review performed as part of the GPECF.
Quality measures will be in place to assure that a holistic review is conducted and these include
designated appointment slots of at least 20 minutes and the use of the Macmillan Cancer Care
Review template. It will be expected that HCP carrying out reviews will have attended adequate
training and have awareness of the clinical competencies expected.
Physical health checks for patients with a SMI
This service is for completing enhanced health checks and developing care plans for patients on the
SMI register.

1

https://www.longtermplan.nhs.uk/
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NHS England published revised guidance for Clinical Commissioning Groups (CCG’s) in May 2019 [4],
which clearly outlines the responsibilities of primary and secondary care teams for carrying out
annual physical health assessments and follow up care.
The national ambition identified in the Mental Health Five Year Forward View (MHFYFV) is to ensure
by 2020/21 that 280,000 people living with severe mental illness (SMI) have their physical health
needs met by increasing early detection and expanding access to evidence-based physical care
assessment and intervention each year. This equates to a target of 60% of people on the primary
care mental health register receiving a full and comprehensive physical health check.
There are an estimated 4695 people on the SMI register across Herts Valleys. Therefore, by Q4 of
2019/20 a minimum of 2,817 people are required to have had a physical health check. Herts Valleys
CCG reported that only 17% of people on the SMI register had received a comprehensive health
check in Q1 of 2019/20.
Practices will receive the following payment for identifying leads, undertaking training and
completing the checks and an enhanced personalised care plan.
•
•

£60 per completed enhanced health check and care plan once per year per patient.
Bonus payment for delivering health checks to a minimum of 60% of the QOF SMI
primary care list before 31st March 2020: £5 per check completed

8. Component 3 – Transformation
It was also acknowledged that Component 3 - Transformation of the GPECF would continue to be
heavily influenced by the STP work stream and the three-year transformation plan. This would build
upon the Year 1 requirements and reflect the STP priorities. Year 2 will expand the work from
moderately frail with an unplanned admission in 12 months to all moderately frail patients. The work
will incorporate falls risk assessments and postural hypotension if appropriate, screenings for
loneliness, depression and anxiety, polypharmacy reviews, attendance and involvement in MDT
meetings, and linking to the My Plan documentation. There would be continued opportunistic
Rockwoods required for those patients identified as mildly and severely frail. Frailty is also a large
component of the Locality Provider Board Delivery LPDB) plans and it is important for what is in the
GPECF to complement the plans and vice versa. The core GMS contractual requirements have also
been reviewed to ensure there is no duplication.
The changes to Component 3 will be effective from 15 November 2019 and will be monitored from
15 November 2019 – 31 March 2021 to allow practices an opportunity to use the first 4.5 months as
a mobilisation period. It is intended that there will be a review to this component in October 2020
once STP requirements for year 3 of the STP plan for frailty are known. Funding and workload linked
to this component will be reviewed in year in advance of any changes being made.
9. Component 4 – Primary Prevention Project
The intention for Component 4 – Primary Prevention Project – was for this to be reviewed each year,
however it was acknowledged there were delays with the launch of the Primary Prevention
Dashboard and as such it was concluded that this should remain unchanged with the exception of an
introduction of targets.

[4] https://www.england.nhs.uk/wp-content/uploads/2018/02/improving-physical-health-care-for-smi-in-primary-care.pdf
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10.Engagement and Feedback
Feedback from Commissioning Executive:
The feedback from the Commissioning Executive is that they would support the alignment of the
GPECF to the financial year as this has proved difficult for practices to understand.
They were supportive of relatively minimal changes being incorporated to GPECF Year 2 as it was
acknowledged that the pressures linked to the PCNs and DES delivery were high, and it would
support the practices and their PCNs while they were maturing.
There was support for the holistic cancer care reviews and it was agreed that this service should
form part of the variable clinical services, and there was also support that this be commissioned at
PCN level.
Feedback from localities and LMC:
The Commissioning Executive paper was circulated to Localities, PM Forum representatives, and the
LMC for discussion at their monthly meetings, and feedback is summarised below:
•

The support for aligning the GPECF to the financial year was very well received and was
highlighted as important to enable practices to be compliant with the GPECF particularly with
regards to achieving locality and CCG targets.

•

It was also discussed why targets were included in the Compliance section and whether these
should sit elsewhere within the GPECF

•

There was very vocal support from localities that either very little or none of the GPECF be
commissioned at PCN level as they were concerned that November would still be too soon for a
number of PCNs. There was also concern that this would add confusion to matters.

•

There was concern that there were proposals to add a number of requirements to the GPECF
and none earmarked for removal. It was highlighted to all that workload implications were being
considered by the development group and everything in GPECF 2019/21 would continue to be
reviewed as part of this process

•

There was also a request that any changes to the GPECF be realistic and manageable.

Following discussions with the localities and LMC, it has been agreed that the CCG will hold
implementation events at locality level for the Practice Managers and their staff to ensure that all
practices are fully briefed of the administrative requirements of the GPECF. It has also been agreed
that the CCG will produce a timetable showing key milestones for the GPECF so practices are aware
of key reporting and monitoring requirements. There is some confusion around the payments
processes and remittance notices received by practices and commit to review the processes to see if
they can be simplified.
Appendix 3 shows a summary of feedback captured throughout the engagement process.
11.Workload
The GPECF development group considered the workload implications of the additional requirements
for GPECF Year 2. The size of the frailty cohort for Year 1 is 10,000 and this will rise to an estimated
17,000 when the cohort is extended to all moderately frail patients from November 2019. it is
expected that, in view of the alignment of other providers (acute, community, social care) to the
frailty work stream and the introduction of community vulnerable care coordinators as part of the
locality provider delivery plans, the workload will be less than this as these reviews may also be done
(either in full or in part) in other settings. Some patients will also be covered under the core GMS
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contract for over 75 health checks. As practices start to code moderate group, by default they will
find a significant number are mild, so this mild frailty Rockwood group will increase by default.
Analysis of GPECF Year 1 frailty data to date shows that the work carried out for the transformation
component has not yet reached estimated levels of activity and therefore practices are being well
rewarded for work which has not yet been carried out.
Increasing the cohort to 17,000 is not expected to increase the workload in general practice. While
the funding for the transformation component is part of the unified budget, using the notional
budget for Frailty we can estimate that each frailty check will be paid at approximately £67.
12.Funding for GPECF Year 2
The GPECF will continue to be funded at the rate of £5.95 per weighted patient per year from 15
November 2019 to 31 March 2020 using 1 April 2019 list size. The total funding for this period will be
£1.35m and will be funded from existing Local Enhanced Services budgets.
From 1 April 2020 an inflationary uplift will be applied to the £5.95 per weighted patient, the level of
which is yet to be determined. In addition, this will be funded using 1 April 2020 list size.
The holistic cancer care reviews would commence with newly diagnosed patients and patients
diagnosed in the preceding 12 months to make sure that patient numbers grow steadily and
payment can be achieved within the first year of the project. The projected additional cost for the
CCG would be around £117,900 in the first year and will be funded from existing Local Enhanced
Services Budget. If patients were offered a yearly Holistic Cancer Care Review for 5 years from
diagnosis, the table below shows the approximate cost to the CCG over that time. These figures
however do not reflect that the number of patients diagnosed with cancer is increasing year on year,
some patients will die and some will not take up the offer of a review.
Year
1
2
3
4
5

Numbers of Patients Diagnosed (excluding
patients with prostate cancer)
2620
5240
7860
10480
13100

Proposed Yearly Cost
£45
£117,900
£235,800
£353,700
£471,600
£589,500

The CCG will monitor the uptake of the cancer care reviews and will take appropriate actions to seek
additional funding if required.
If 60% of physical health checks for SMI patients are completed by primary care by March 2020 the
cost would be £184,000 over 12 months. If 80% of checks are completed the cost would be
£244,000 over the 12 months. It is not anticipated that practices will achieve over 80% by the end of
March 2020.The CCG will fund the payments out of the Mental Health Investment Standard growth.
13.PCN Delivery
The development group have considered feedback received from the practices regarding PCN
delivery and will allow time for PCNs to mature before commissioning the GPECF as a whole at PCN
level.
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The CCG’s intention is to commission all the clinical services which sit under the variable budget in
Component 2 solely at PCN level from 1 April 2020. This is in addition to the two new clinical services
for holistic cancer care reviews and physical health checks for patients with a SMI which will be
commissioned at PCN level from 15 November 2019. In addition, we are adding a new service
specification for yearly holistic cancer care reviews within the ECF in order to improve holistic care
for cancer patients.
In line with the direction of travel from NHS England that enhanced services will be expected to be
commissioned at PCN level and to ensure primary care has a smooth transition into Integrated Care
Systems, the intention will be to commission all of the GPECF at PCN level from 1 April 2021.

14.Recommendations
The Committee is being asked to approve the GPECF Proposal for Year 2 for implementation from 15
November 2019.
Appendix 1 – GPECF Year 2 Proposal
Appendix 2 – Anticoagulation level 4 specification
Appendix 2 – Feedback Summary
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Executive Summary
The five year forward view (NHS England, October 2014) and the General Practice forward view (NHS
England, April 2016) are starting to change the way in which healthcare is commissioned, contracted and
delivered. New models of care are starting to change expectations of healthcare providers and if Herts
Valleys CCGs want our local providers to be successful in their ambitions to improve patient care we must
support them to change.
In the move towards system working through the Sustainability & Transformation Partnership (STP) and the
voluntary roll-out of Integrated Care Systems (ICS) (formerly known as Accountable Care Systems), it is
critical that the CCG supports its members to ensure they are in the best position to transition into an
Integrated Care System (ICS).
The principles of Year 2 of the GPECF is to continue and build upon what was delivered during Year 1, and
continue to support equity of delivery and access to services for the registered population of Herts Valleys.
This will continue to support the CCG and STP transformation agenda and lead to improved performance,
and ensure practices are well placed for transition into an Integrated Care System.
During the engagement process it was agreed by all parties that in order to simplify the monitoring and
reporting processes, realignment to the financial year would be welcomed by all parties. In order to do this
either Year 1 or Year 2 would need to be extended and become 16.5 months long instead of 12 months.
It has been agreed that primarily due to the changes which are required to the Frailty work stream in
Component 3, that Year 2 will commence on 15 November 2019 and end on 31 March 2021. The first
reporting period will be 15 November 2019 to 31 December 2019, and thereafter will revert to align to
quarterly reporting for the remaining 15 months of Year 2.
From 15 November 2019 to 31 March 2020 the GPECF will continue to be funded at £5.95 per weighted
patient, but using 1 April 2019 list size.
From 1 April 2020 to 31 March 2021, the intention is to apply an inflationary uplift to the funding per
weighted patient and will be paid using 1 April 2020 list size.
The CCG’s intention is to commission the clinical services which sit under the variable budget in Component
2 solely at PCN level from 1 April 2020, and the whole GPECF at PCN level from 1 April 2021.

Introduction

The final GPECF for 2018/19 was reviewed and amendments were considered for all four components of the
GPECF: Compliance; Clinical Services; Transformation; and Primary Prevention Project.
Component 1: Compliance – Additional compliance requirements have been GPECF Year 2. The monitoring
period that will be covered will be 15 November 2019 – 31 March 2021. Where monitoring requirements or
timeframes for a particular compliance requirement differ – these will be clearly marked against the
requirement.
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Practices which are currently noncompliant against compliance requirements linked to flu, learning
disability health checks, and locality dementia targets will have until 31 March 2020 to achieve these.
Component 2: Clinical Services – Domiciliary phlebotomy and leg ulcer services were included in the
procurement of Adult Community Health Services which commenced on 1 October 2019, and therefore
provision of these services under the GPECF will cease on 30 September 2019.
The remaining existing Clinical Services remain unchanged, and two new clinical services are now included
under the variable budget. It is the CCG’s intention that all clinical services sitting under the variable budget
will be commissioned solely at PCN level from 1 April 2020.
It should be noted that any changes to national commissioning arrangements may result in changes to the
GPECF. NHS England have stated their intention for a number of seven national Network Service
Specifications to be delivered under the Primary Care Network DES, one of which relates to enhanced health
in care homes. While the current thinking is that this service will be based on the care home vanguards, the
content of the specifications will not be known until NHS England and GPC negotiations are completed in
early 2020. Any proposed changes in year will be signposted as early as possible.
Component 3: Transformation – The focus for Year 2 continues to be Frailty and the changes included build
upon the requirements of Year 1, moving towards the STP three-year implementation of the frailty work
stream. This continues to support STP work streams and collaborative working while also complementing
locality provider delivery plans.
The changes to Component 3 will be effective from 15 November 2019 and will be monitored from 15
November 2019 – 31 March 2021 to allow practices an opportunity to use the first 4.5 months as a
mobilisation period. It is intended that there will be a review to this component in October 2020 once STP
requirements are known. Funding and workload linked to this component will be reviewed in year in
advance of any changes being made.
Component 4: Primary Prevention Project – This requirement is largely unchanged from last year and will
continue with the Cardiac Prehab scheme and prevention dashboard.
Engagement
In order for general practice to successfully deliver and meet all the requirements of the GPECF, it will
require a commitment to engage with the locality and CCG. To avoid any confusion or misunderstanding on
what engagement means within this framework, we have provided a definition on our expectations for
engagement:
“Engagement is not just about attending meetings and being involved in practice/locality discussions; it is
about taking a proactive approach and actively participating, or allowing practice staff to participate, in work
streams or initiatives as determined by the Primary Care Network / Locality or CCG”.
The CCG will monitor compliance of engagement via various sources of data to support expected outcomes
i.e. Locality/Practice Heat Maps. If the required outcomes are not evidenced the CCG will seek assurance
from the practice that information has been cascaded appropriately and that any required changes have
been implemented.
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Context for Year 2
The principles of Year 2 of the GPECF is to continue and build upon what was delivered during Year 1, while
incorporating the required updates to support STP work stream delivery and future delivery of services at
PCN level where appropriate.
Since the GPECF was launched, the national priorities around Primary Care Networks (PCNs) have moved
along considerably with all practices required to be part of a PCN by the end of May 2019 and delivery of the
PCN Designated Enhanced Service (DES) to commence from 1 July 2019. NHS England’s expectation is that
future enhanced services should be commissioned through PCNs, with seven national services expected to
be commissioned this way from 1 April 2020 and 1 April 2021.
It is the CCG’s intention that all clinical services sitting under the variable budget will be commissioned solely
at PCN level from 1 April 2020. This does not necessarily mean that all of these will be required to be
delivered at PCN level, this will vary per specification.
Further to this it is the CCG’s intention that the whole GPECF will be commissioned at PCN level from 1 April
2021 in order to allow PCNs to develop and mature during 2020/21.
The CCG will monitor compliance using a delivery framework where each practice will be RAG rated to show
whether they are compliant, aspiring, or not compliant against each of the requirements in Component 1.
Data from GPECF Year 1 showed that as of September 2019, no practices were rated green in all areas and
therefore no practices were 100% Compliant. It was noted that the reasons for this were sometimes outside
of control of the practice i.e. Flu uptake.
At the first quarterly meeting between the CCG and the LMC to discuss performance against GPECF and
whether best endeavours and exceptional circumstances should be taken into consideration it was agreed
that practices should not be penalised for their achievements against the flu targets due to the issues with
availability of flu vaccine during flu season and the levels of patients who declined to receive the flu vaccine.
It was also suggested that as the usage and adherence to the community pathways was covered under the
ERM work stream, the practices initially rated as aspiring should now be marked as compliant. Taking the
aforementioned into account, 24 of 58 practices are fully compliant. Two localities are currently not meeting
the dementia locality targets – St Albans and Harpenden and Dacorum which means that practices who
would otherwise be compliant are not currently – and if this compliance requirement is also excluded 51 of
58 practices are fully compliant.
The CCG will continue to monitor activity and where it is identified there is a significant variance in delivery
from previous years, individual discussions with the practices concerned will take place to ensure activity is
maintained or to identify an additional commissioning need

Changes to GPECF content
All components of the GPECF were reviewed by the GPECF development group and considered for updates
and improvements for GPECF Year 2. Suggested updates to the compliance component were influenced by
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local, STP and national priorities. A number of the additional requirements relate to work already taking
place in the majority of practices and the intention is to bring all practices up to the same level.
The specifications for clinical services have been reviewed and it was agreed that there should be minimal
changes to existing clinical services, and only where these were deemed necessary.
It should be noted that the Phlebotomy and the Minor Treatment clinical services have changed as
Domiciliary Phlebotomy and Leg Ulcers as of 1 October 2019 have moved into the newly commissioned
Adult Community Services (ACS) contract. The associated funding has followed the services into the ACS
contract and the overall variable budget for GPECF Year 2 has been reduced accordingly.
New services commissioned at PCN level from November 2019
Two new clinical services have been included this year under the variable budget to be delivered at PCN level
from November 2019.
The first is a post-treatment holistic cancer care reviews. This is a new clinical service which will sit outside of
the unified budget and will be paid on actual activity, and is intended for delivery at PCN level.
The second is a service to provide physical health checks for patients with a Serious Mental Illness (SMI). This
service is for completing enhanced health checks and developing care plans for patients on the SMI register.
Holistic cancer care reviews
The objective of the post-treatment holistic cancer care reviews is to ensure that all people with cancer are
offered an effective, holistic Cancer Care Review in primary care within 6 months of diagnosis (QOF), at a
year from diagnosis and then yearly, using a Holistic Cancer Care Model for Cancer Care Reviews as
advocated by the East of England Cancer Alliance and NHS England.
The NHS Long Term Plan (2019) 1 stipulates that by 2022 every person diagnosed with cancer will have
access to personalised care; including needs assessment, care planning and health and wellbeing
information and support which will be delivered in line with the NHS Comprehensive Model for Personalised
Care. This will empower people to manage their care and the impact of their cancer maximising the potential
of digital and community based support.
Cancer Care Reviews will be carried out by GPs or ideally Practice Nurses that have undertaken CCG funded
training. The patients would then be offered a yearly Holistic Cancer Care Review again triggered through
internal flagging using the practice’s call and recall system. Primary Care Networks will be awarded £45 for
each yearly review performed as part of the GPECF.
Quality measures will be in place to assure that a holistic review is conducted and these include designated
appointment slots of at least 20 minutes and the use of the Macmillan Cancer Care Review template. It will
be expected that HCP carrying out reviews will have attended adequate training and have awareness of the
clinical competencies expected.
Physical health checks for patients with a SMI

1

https://www.longtermplan.nhs.uk/
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People living with severe mental illness (SMI) face one of the greatest health inequality gaps in England. The
life expectancy for people with SMI is 15-20 years lower than the general population. [1] This disparity in
health outcomes is partly due to physical health needs being overlooked both in terms of identification and
in receiving appropriate treatment.
Smoking is the largest avoidable cause of premature death, with more than 40% of adults with SMI
smoking. Individuals with SMI also double the risk of obesity and diabetes, three times the risk of
hypertension and metabolic syndrome, and five times the risk of dyslipidaemia imbalance of lipids in the
bloodstream) than the general population. People with an SMI are also three times more likely to attend
A&E with an urgent physical health need and almost five times more likely to be admitted as an emergency.
It is estimated that for people with SMI, 2 in 3 deaths are from physical illnesses that could be prevented. [2]
In the vast majority of cases, these early deaths could be avoided through timely diagnosis and treatment,
however there is a lack of clarity over whether the responsibility for providing physical health care to this
cohort of people lies principally with GPs, mental health teams, or both. Other barriers to accessing primary
care for physical health may be further exacerbated by stigma and socioeconomic inequalities among people
with severe mental illnesses (Kings Fund 2016 [3]).
NHS England published revised guidance for Clinical Commissioning Groups (CCGs) in May 2019 [4], which
clearly outlines the responsibilities of primary and secondary care teams for carrying out annual physical
health assessments and follow up care.
The national ambition identified in the Mental Health Five Year Forward View (MHFYFV) is to ensure by
2020/21 that 280,000 people living with severe mental illness (SMI) have their physical health needs met by
increasing early detection and expanding access to evidence-based physical care assessment and
intervention each year. This equates to a target of 60% of people on the primary care mental health register
receiving a full and comprehensive physical health check.
For Herts Valleys CCG there are an estimated 4695 people on the SMI register. Therefore, by Q4 of 2019/20
a minimum of 2,817 people are required to have had a physical health check. Herts Valleys CCG reported
that only 17% of people on the SMI register had received a comprehensive health check in Q1 of 2019/20.
By introducing annual enhanced health checks and care plans for patients on the SMI register, the CCG is
aspiring to increase the level of health checks to 60% across the CCG. A practice will receive £60 per
completed health check and care plan once per year per patient. If a practice achieves the national
aspiration and delivers health checks to a minimum of 60% of the QOF SMI primary care list before 31 March
2020, the practice will also receive an additional £5 per completed check.
The CCG also intends to commission all clinical services under the variable budgets from PCNs from 1 April
2020.
[1]

Chesney E and others. ‘Risks of all-cause and suicide mortality in mental disorders: a meta-review’ World Psychiatry 2014: volume
13, issue 2, pages 153 to 160 (viewed on 2 July 2018)
[2]
The Mental Health Taskforce, NHS England. ‘Five Year Forward View for Mental Health’ 2016 (viewed on 2 July 2018)
[3] https://www.kingsfund.org.uk/sites/default/files/field/field_publication_file/Bringing-together-Kings-FundMarch-2016_1.pdf
[4] https://www.england.nhs.uk/wp-content/uploads/2018/02/improving-physical-health-care-for-smi-in-primary-care.pdf
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Changes to Frailty
It was also acknowledged that Component 3 of the GPECF which looks at transformation would continue to
be heavily influenced by the STP work stream and the three-year transformation plan. This would build upon
the Year 1 requirements and reflect the STP priorities.
Individuals suffering with frailty experience higher incidence of non-elective admissions and are at greater
risk of deterioration in the event of being admitted to hospital.
Levels of avoidable harm among older people are considerably higher than in younger age groups.
It is estimated that there are currently 70,046 patients registered in Herts Valleys CCG living with frailty
(based on electronic frailty index, May 2018). Approximately 16,811 of these have moderate frailty and
4,203 have severe frailty.
According to the 18/19 QOF data there are 5128 patients on practice dementia registers.
The STP frailty programme includes the following areas with respective pathways:







Frailty
Falls
Dementia
Tissue Viability
End of Life
Care Homes

In wave 1 (2018-2021) the following pathways are being implemented:








Identification of frailty
Proactive management of frailty
Acute/emergency frailty
Identification of falls
Proactive management of falls
Dementia
End of Life

The above could change as new pathways are developed and the requirements of the frailty transformation
section of the GPECF will have review points that could change the GPECF frailty transformation
requirements.
Across Herts Valleys a whole system approach is being taken to implement the pathways through the
Locality Delivery Board, Primary Care Networks pilot projects, and the General Practice Enhanced
Commissioning Framework. The requirements for the system are summarised in the table below.
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In 2019/20, the core GMS GP contract required GP practices to identify the severely frail cohort and provide
targeted interventions. At the time of writing it is assumed that this frailty work is being rolled over into
2020/21, but we are unable to confirm this as the contract documentation has not been released.
The 2019/20 GP contracts require practices to:
Take steps each year to identify any registered patient aged 65 years and over who is living with moderate to
severe frailty by using the Electronic Frailty Index or any other appropriate assessment tool.
Identify patients aged 65 or over living with severe frailty and undertake a clinical review to include:
•
•
•
•

an annual review of the patient's medication; and
where appropriate, a discussion with the patient about whether the patient has fallen in the
last 12 months, provide the patient with any other clinically appropriate interventions; and
where the patient does not have an enriched Summary Care Record advise the patient about
the benefits of having an enriched Summary Care Record and activate that record at the
patient's request.
The Contractor must, using codes agreed by the Board for the purpose, record in the
patient's Summary Care Record any appropriate information relating to clinical interventions
provided to a patient under this clause.

Dementia
The 2019/20 General Medical Services (GMS) Quality and Outcomes Framework (QOF) guidance indicates
that practices are required to:


Records - The contractor establishes and maintains a register of patients diagnosed with
dementia
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Ongoing Management - The percentage of patients diagnosed with dementia whose care
plan has been reviewed in a face-to-face review in the preceding 12 months (achievement
threshold 35-70%)

The QOF guidance states that the face-to-face care plan or advanced care plan review focuses on support
needs of the patient and their care. In particular, the review should address the following key issues:
•
•
•
•

an appropriate physical, mental health and social review for the patient,
a record of the patients’ wishes for the future,
communication and co-ordination arrangements with secondary care (if applicable),
identification of the patients’ carer(s); and
1. obtain appropriate permissions to authorise the practice to speak directly to the nominated
carer(s) and provide details of support services available to the patient and their family, if
applicable, the carer’s needs for information commensurate with the stage of the illness and
his or her and the patient’s health and social care needs,
2. as appropriate, the carer should be included in the care plan or advanced care plan
discussions,
3. if applicable, the impact of caring on the care-giver,
4. offer the carer a health check to address any physical and mental health impacts, including
signposting to any other relevant services to support their health and wellbeing.

Locality Delivery Board Plans (LDBP)
Locality Delivery Board plans include nine different projects out of which four are part of the frailty
programme (see appendix 7).
Aim from November 2019
The aim is to deliver proactive, person-centred, co-ordinated and holistic care to patients aged 65 and over
identified as moderate frail. This is to build on the implementation of STP frailty pathways year 1 (2018/19).
The ultimate objective of this care is to respond to need at the earliest opportunity, thus reducing urgent
interventions within this cohort of patients and delaying the onset of severe frailty.
The service will:
 Support the proactive identification and management of moderate frail patients
 Improve the number, quality and effectiveness of frailty assessments for moderate frail patients
 Provide a holistic approach to identify health and social care needs and aim to meet these needs
through locality working as detailed in local delivery plans (appendix 5)
 Help people to stay healthy and independent
 Empower patients to improve their health and well being
 Reduce unnecessary A&E attendances
 Reduce unnecessary admissions to hospital
 Enable more proactive end of life care planning
 Ensure a consistent approach to multi-disciplinary meetings
 Build capacity in the community, to provide early and effective support
 Improve value to the system and outcomes for the patients
Year 2 GPECF Frailty workload assumptions
For an average practice of 10,000 patients it is estimated that this will amount to approximately 14 patients
per month as this will be monitored over 16.5months. However, it is expected that, in view of the alignment
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of other providers (acute, community, social care) to the frailty work stream and the introduction of
community vulnerable care coordinators, the workload will be less than this as these reviews may also be
done (either in full or in part) in other settings.
End of Life
Please note that in GPECF Year One, the End of Life requirements fell under Component 2: Clinical Services,
but has now been moved to the Transformation component. The requirements are unchanged.
The intention for Component 4 – Primary Prevention – was for this to be reviewed each year; however, it
was acknowledged there were delays with the launch of the Primary Prevention Dashboard and as such it
was concluded that this should remain primarily unchanged but with targets to improve performance based
on using Year 1 data as baseline data.
There is a new domain in QOF 2019/20 which seeks to fulfil the recommendation in the Report of the Review
of QOF to introduce a quality improvement domain. The aim of this domain is to provide support for
contractors and their staff to recognise areas of care which require improvement, and take steps to address
this through the development and implementation of a quality improvement plan and sharing of learning
across their network. One of the topic areas for 2019/20 is end of life care, but this will change on an annual
basis.
This guidance sets specific objectives for each topic which contractors are expected to work towards and
provides advice on potential quality improvement actions. Within the parameters set out in this guidance,
contractors are encouraged to understand where they have the potential to make quality improvements and
then to design and implement bespoke quality improvement plans, including improvement targets to
address these.

Required Changes to GPECF Timelines
Following the feedback received from commissioning executive, the localities, the PM Forum, and the LMC
executive, and subsequent discussion at the GPECF development group, it was acknowledged that in order
for the GPECF to be aligned the financial year that there would need to be an extension of four and a half
months to either Year 1 or Year 2 and extend the year from 12 months to 16.5 months.
It is proposed that primarily due to the changes which are required to the Frailty work stream in Component
3, that Year 2 will commence on 15 November 2019 and end on 31 March 2021. The first reporting period
will be 15 November 2019 to 31 December 2019, and thereafter will revert to align to quarterly reporting for
the remaining 15 months of Year 2. The revised three-year timeline is below:
Year 1 – 15 November 2018 – 14 November 2019
Year 2 – 15 November 2019 – 31 March 2021
Year 3 - 1 April 2021 – 31 March 2022
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Practices which are currently noncompliant against compliance requirements linked to flu, learning
disability health checks, and locality dementia targets will have until 31 March 2020 to achieve these.
Those practices that are currently non-compliant will be supported by the locality team.
Practices that are currently compliant are expected to maintain their compliance between 15 November
2019 and 31 March 2020. However should there be an issue outside of the practices control that impacts
on current compliance will be supported by the locality team.
Practices will be asked to sign up to Year 2 of the GPECF in October 2019 to ensure delivery from 1
November 2019.
Implementation of Year 2
The CCG will ensure that implementation events will be held for Practice Managers and their teams in each
locality to ensure that all practices have a full awareness of the new requirements for GPECF Year 2 before
and during the early stages of implementation. The CCG will also ensure the localities team and other
relevant CCG staff are aware of the updates to the GPECF so they can adequately support practices to deliver
the GPECF.
The CCG will also simplify the monitoring and reporting processes as much as possible, and will produce a
timeline so key reporting milestones are clearly signposted to practices.
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GPECF Components
Component 1: Compliance
Practices will be asked to submit a statement of compliance with the requirements set out below. Where
practices sign up to the GPECF with the intention to knowingly not comply or participate in any one, or a
number, of the GPECF compliance or delivery components, they accept that they will not be eligible for
payment of their unified budget.
The CCG are committed to maintaining investment into general practice and will fully support practices in
achieving all requirements of the GPECF. The CCG will work with practices to ensure that all avenues have
been exhausted before considering applying any financial penalty.
All practices are expected to be compliant with the below requirements at the end of Year 2 – 31 March
2021 except where clearly stated that alternative timeframes apply.
Practices that sign up to the framework are subject to comply with all the following requirements*:
•

Compliance and best endeavours to deliver all components in the GPECF;

Engagement
• GP practice is fully engaged and signed up to delivery of the locality Effective Resource
Management (ERM) plans to reduce variance in general practice and promote peer review;
• Practices will be required to engage with CCG locality schemes including, but not limited to,
ERM, Winter pressures and Locality Provider Delivery Board Plans in order to achieve locality
targets
• Practices will be required to act as a constructive partner and actively engage with the locality’s
provider delivery board (LPDB) plan, where appropriate.
• Practices will be required to actively engage with their Patient Participation Group – it is a
contractual requirement to have a PPG
• Practices will be required to be an active member of their Primary Care Network
• Practice registered population has equity of access across the CCG commissioned services; either
through their own GP practice or via another GP practice or their Primary Care Network (please
see Component 2 for further detail)
• Practices to actively engage with the Care Home specification, and to continue to actively
participate in a fair and reasonable alignment and registration of Care Home patients as agreed
with their locality
• GP practice is proactively engaged in the locality extended access services to ensure equity of
access for its registered population (This does not mean that any or all GPs have to be included
on the extended access rota, but the practice must ensure all staff have the option to participate
in the rota, allow and facilitate interoperability and collaboration between clinical systems of
practices and the practice’s registered patients have full access to extended appointments across
their network).
• Active participation in CCG led or Locality led practice visits;
• Training events – Practices will be expected to attend training events organised by the CCG that
are requirements of delivery for newly commissioned services or targeted training to facilitate
improvement in CCG key clinical priority areas or practice resilience and sustainability; (please
refer to the CCG DNA policy for cancellation of attendance – see Appendix 1
• Practice representation at locality / CCG meetings with the commitment to cascade information
with colleagues within the practice; (a minimum of 75% of meetings to be attended is required
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to meet compliance); however if you are a small practice with a list size less than 5,000
registered patients, the CCG will accept a group of practices working together to agree an
attendance rota. The rota must be agreed to ensure each practice achieves a minimum
attendance of 50% of meetings – this would need to be agreed by the CCG in advance;
Information Systems
• Whenever possible, full utilisation of Scriptswitch, DXS system, NELIE and the NHS e-Referral
service, or alternative systems that the CCG may commission when appropriate;
• Practices will be required to sign up to Data Sharing Agreements for Scriptswitch and Eclipse Live
• Practices will be expected to switch on functionality for systems which support interoperability
between systems as the CCG and partners transition towards an ICS
• Enable the National Workforce Reporting System (NWRS) to allow HVCCG Primary Care
workforce team to access Practice workforce data. This will save duplication of work and align
workforce reporting.
• [EMIS Practices only] GP practice agree to allow the CCG to centrally extract the required
activity data to support the reporting requirement of this commissioning framework, for
example data extracted from practices with EMIS clinical system through a data extraction tool
e.g. EMIS enterprise
• Practices to use the CCG published READ and/or SNOMED codes for the CCG commissioned
services, (and the use of CCG developed clinical templates where available);
Usage of pathways
• Full usage of all CCG commissioned community pathways, both existing and newly developed,
(where available and/or appropriate) as a first referral option unless there are clinical
exceptions;
Services include:
o Integrated MSK Service (including Pain, Rheumatology, Postural Stability Service,
Diagnosed Chronic Fatigue Syndrome, Physiotherapy)
o Enhanced Community Gynaecology Service
o AQP for Ophthalmology
o Community ENT Service
o Integrated Acute and Community Diabetes Service
o Community Respiratory Service
o Community Vasectomy Service
o Integrated Respiratory Referral Management Service
o Community ENT service
o Community Ophthalmology Service
o Community Nutrition and Dietetics Service
o Community Dermatology Service
o Integrated Cardiology Referral Management Service
• Adhering to all CCG policies and guidance relating to prescribing and referrals for low priority /
managed threshold procedures (formerly known as Procedures of Limited Clinical Value
(POLCV));
• Support the implementation of STP pathways with usage and promotion of any tools which will
support these pathways – ie My Plan
Improvement and Assessment Framework (IAF)
• It is expected that practices will continue to use best endeavours to support the improvement of
the CCG’s position within the Improvement and Assessment Framework (IAF) for CCGs in clinical
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•

priority areas where GPs have a direct influence on and where improvement is needed (e.g.
diabetes, learning disabilities)
o It should be noted that improvements in performance under the IAF is not “new” work for
GP practices as it is already delivered through a combination of the locally commissioned
schemes covered under the GPECF, alongside delivery of “business as usual” GMS
contractual requirements, NHS England commissioned Direct Enhanced Services’ (DES)
and the national Quality Outcomes Framework (QoF) for general practice. (HVCCG locally
commissioned service requirements can be found under Component 2: Clinical Services of
the GPECF and associated appendices)
Practices are required to return data relating to patients who are classed as having a Severe
Mental Illness (SMI) as required by the CCG under the Improvement Assurance Framework (IAF)

Governance
• Practices to ensure that all GP partners (or where the practice is a company, each director) and
any individuals directly involved with the business or decision-making of the CCG complete and
submit a full declaration of interest at the start of each financial year and more frequently if
interests change. (Examples of a role in the business of the CCG include attendance of locality
commissioning meetings or a clinical leadership role with the CCG (including members funded to
provide support to CCG workstreams i.e ERM etc).)
Data Returns
• Practices are to record training levels for Levels 1,2, and 3 Safeguarding training for children and
vulnerable adults for all practice staff and submit to the CCG on an annual basis
• Make use of the national workload utilisation tool to understand practice workload and assess
demand on services within the practice and submit data to the CCG on a quarterly basis. The
output from this data will be used to form a baseline for Supporting Practice Winter Pressures
(SPWP) work programme
Targets and locality Targets
• Practices continue to maintain performance if above the national target or use best endeavours
to achieve the national/locality targets (if a locality target has been identified) if currently below,
of quality indicators specifically:
o Dementia diagnosis Locality Target is 69%**
o Flu vaccination uptake
o Flu vaccinations for patients on the Learning Disabilities register Flu Uptake target of
60%**
o Identification of Carers and appropriate signposting and prioritising carers needs subject
to year-end audit
o Flu vaccinations for carers
• Conduct annual Learning Disabilities health checks to 75% of patients aged 14+ on the practices’
LD register**
* If practices are deemed non-compliant with one or more of the requirements above they will not receive
their practice unified budget unless exceptional circumstances have been identified and the CCG informed as
per the Exceptional circumstances and/or Best Endeavours section.
** If these targets are maintained/achieved at the end of the year then practices will receive an additional
reward payment of 5p per weighted population per target achieved
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Exceptional Circumstances
It is acknowledged that there may be exceptional circumstances that may prevent a practice meeting one or
more of the compliance requirements listed above which are outside of their control, e.g. workforce
resilience issues in these instances practices are required to engage with the CCG at their earliest
opportunity to ensure that the appropriate support can be provided at the outset.
In these circumstances only, the CCG confirms that this will not affect the practice’s achievement of this
component based on previous track record, for the duration of time the support is being provided. The CCG
and the practice will agree an action plan and timescales for implementation in which key actions should be
completed, and can only be agreed mutually in advance. For the avoidance of doubt, retrospective requests
cannot be considered.
The CCG is fully in support of taking a very reasonable approach with practices who make their best
endeavours to comply with all of the areas in the compliance section. The reason these are core compliance
requirements, we recognise that, acting as commissioners and providers, we are all responsible for
delivering the national and local strategic objectives.
The CCG will convene an informal panel process on a quarterly basis to review particular issues for those
practices who are showing best endeavours to deliver the compliance requirements, and these will be
considered on a fair and reasonable basis. The informal panel will involve representation from the Locality,
CCG Accountable Officer, Director of Primary Care and the LMC.
Best Endeavours
Best endeavours means using all effort necessary to deliver all the sections of the GPECF. Furthermore, it
means a spirit of collaborative engagement with the GPECF and Herts Valleys CCG. We are expecting the
majority of practices will comfortably meet the requirements of best endeavours. It is clear that where
practices refuse to undertake certain sections of the GPECF, or where practices refuse to engage with the
CCG or the relevant clinical leads, this would constitute non-engagement and non-compliance. Where
practices are running into problems in performance of the GPECF due to resilience or other valid reasons,
then this should be flagged to the CCG in a timely manner and may be considered under Exceptional
Circumstances.
Various examples of what might and might not meet best endeavours are listed below:
Example/Service Area
Care Homes Enhanced Service

Best Endeavours Criteria
Practices are doing their best to participate in the scheme;
• encourage appropriate switching of patients whilst recognising
patient choice;
• registering patients appropriately;
• taking a fair share of patients as agreed with their locality;
• actively engaging with local care homes and locality to support
the alignment process.
A practice should not find their GPECF funds under threat if they fall
short of 100% alignment of patients to their care home(s) if they are
displaying “best endeavours”; however funding will be at risk where
practices refuse to take part in the scheme and/or refuse to receive a
fair allocation of care home patients.
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Practice Closures

Effective Resource Management
(ERM) Scheme

Utilisation of IT systems/tools

Where a practice closure impacts on local practices with respect to
patient registrations and additional clinical workload for an initial
period, the CCG will work with the practices/locality and may agree
the suspension of compliance of GPECF for a period of time.
Reasonable engagement with the CCG over areas of the ERM scheme
as follows:
• General practice ensuring the preferred CCG commissioned
pathways are embedded within routine practice. These include
the community gynaecology, ophthalmology, respiratory and
MSK pathways;
• Engaging with the ERM teams to deliver the locality outcomes;
• Adhering to the requirements in the locality plan.
General Practice utilises CCG funded IT systems/tools to support
delivery of CCG commissioned work streams. Where practices have
embedded the routine use of any IT system or tool but are unable to
use due to scheduled or unscheduled downtime this will not impact
the practice compliance of the GPECF for this period (however
practices should inform the CCG at the earliest opportunity to advise
of the issue)

Additional scenarios of where best endeavours might apply
Scenario 1
The CCG will signal to practices throughout the year whether they may potentially be at risk of noncompliance against any of the requirements in Component 1. This will be via the dissemination of the
delivery framework which will indicate via RAG rating which will indicate whether practices are compliant,
aspiring, or noncompliant against each requirement. The localities team, and locality chair if necessary, will
liaise with the practice regarding any support needs and request an action plan from the practices.
Adherence to the plan and engagement with relevant clinical leads will be monitored. If at the end of the
year the practice have not achieved but can evidence that they have followed the action plan, then best
endeavours will apply in this case.
Scenario 2
Where a practice meets all GPECF compliance requirements with the exception of one (for example the
dementia target) – in this scenario the CCG will review the delivery of the GPECF as a whole and view this in
the context of whether they have met all the other requirements, assuming the practice can demonstrate
reasonable efforts have been taken to meet compliance with the missed requirement.

It is important that any issues practices experience that may impact on the delivery of the GPECF are
communicated to the CCG at the earliest opportunity in order that the CCG can discuss any support
required. The CCG are committed to maintaining investment into general practice and will fully support
practices in achieving all requirements of the GPECF. The CCG will work with practices to ensure that all
avenues have been exhausted before considering applying any financial penalty.
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Component 2: Clinical Services
This component refers to the delivery of all locally commissioned services the CCG commissions from GP
practices. The component is split into 2 sub-sections to identify services included within the practice unified
budget and those that sit outside of the unified budget.
Services paid outside of the unified budget have been identified due to the current variance of delivery
across practices/localities. Practices are still required to work collaboratively to ensure patients have access
to CCG commissioned services within a primary care setting to meet the compliance requirement.

2A – Unified Budget
The following services are included within the practice GPECF unified budget:
o
o
o
o
o
o

Shared Care Medicines – Appendix 2
Prostate Cancer – Appendix 3
Minor Treatment (Level 1 only) – Appendix 4
Anti-coagulation (Level 1) –Appendix 5
24hr ABPM – Appendix 6
Long Term Conditions: - Appendix 7
 Atrial Fibrillation – case finding only
 COPD – case finding only
 Diabetes – case finding and quality improvement component
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2B – Variable Budget
The following services will be paid in addition to the practice GPECF unified budget based on actual
activity delivered where a practice has signed up to provide these services: (practices are encouraged to
work together to ensure patients have equity of access to services were available)
o
o

o

o
o
o

Minor Surgery – (cross practice referrals for Minor Surgery DES procedures and CCG locally
commissioned Minor Surgery service only)** - Appendix 8
Phlebotomy – in practice phlebotomy only – Appendix 9 (please note this service is currently
under review and any changes to the specifications and delivery (for example through PCNs) will
be notified to practices in a timely manner)
Anti-coagulation (Level 4) – Appendix 10 (please note this service is currently under review and
any changes to the specifications and delivery (for example through PCNs) will be notified to
practices in a timely manner)
Care Homes – Appendix 11
Holistic Cancer Care Reviews – Appendix 12
Physical health checks for patients with Severe Mental Illness (SMI) – Appendix 13

PMOT Local Incentive Scheme – will be paid outside of the GPECF.
** The CCG Minor Surgery PCPlus service which is currently provided by only 2 providers across the CCG will
continue until such a time that a Community Dermatology service is commissioned.
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Component 3: Transformation
The work required under this component will be directed by the CCG each year.

Frailty
This includes falls, dementia, tissue viability, end of life and care homes.
GPECF Requirement
Identification
To ensure achievement of the service aims the practice will:
• Take steps each year to identify any registered patient aged 65 years and over who is living with
moderate to severe frailty by using the Electronic Frailty Index or any other appropriate assessment
tool as per core primary care contact requirement 2018/19.

Moderate frail cohort assessments
The practice will have a named clinical frailty practice lead and will:
1. Invite patients aged 65 and over that have been identified as moderately frail using eFI (or other
appropriate assessment tool e.g. Qfrailty) for a face to face frailty health check. The health check will
include:
o Rockwood assessment (appendix 14.1)
o FRAT assessment (appendix 14.2)
o Loneliness assessment (ULCA 3-item loneliness scale - appendix 14.3)
o Depression & Anxiety Screening (PHQ-2 and GAD-2 screening – appendix 14.4)
o If at high risk of falls on FRAT assessment do postural hypertension assessment
o *Polypharmacy review using the 4 questions approach and move to STOPP/START when
available
o Identify the care and support required, and provide that care and support or refer to other
organisations/services as appropriate
o Advise the patient about the benefits of having an enriched Summary Care Record and
activate that record at the patient's request
o Provide the patient with information and guidance to help them live well. This can either be
a printed copy of the frailty resource pack or details provided to the patient on how to
access the resource online - this should be decided by patient preference. (once available)
o Opportunistic frailty health checks for patients who are mild or severe frail.
Dementia
The GP contract QOF requirement is clear on the elements of the dementia review.
We have found that the default templates for dementia reviews provided on EMIS do not reflect all the
elements of the review.
Therefore, we will expect practices to use Herts Valleys CCG dementia template for patients who have
been diagnosed as living with dementia when they have their QOF annual review. This is essentially core
contract work, and not additional.
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Rockwood clinical frailty scale states that ‘the degree of frailty corresponds to the degree of dementia’
therefore if a patient has been diagnosed as having moderate dementia it is expected that these patients
will also be moderate frail and will be included in the cohort of patients invited for a frailty health check.
*This will identify medicines that could be stopped, dosage changes or new medicines that are needed.
Structured medication reviews can lead to a reduction in adverse events.

2. Documentation/coding/recording
o Use STP approved read codes and frailty template/s e.g. frailty, end of life, dementia, tissue
viability, falls (as available) to record patient information. This template will enable all the
practices to have a coordinated and streamlined approach for frail patient assessments.
o Add/update Rockwood score, frailty score (i.e. Prisma 7 – non-clinician frailty assessment),
FRAT score, Loneliness score, depression and anxiety score when received from other
providers
3. Adult/Frailty Multi-Disciplinary Meetings (MDT) (appendix 14.5)
o
o

o

Consider and refer suitable complex frail patients who will benefit from multidisciplinary
discussion locality based adult/frailty MDT meetings
Participate in the adult/frailty MDT in person or via teleconference or video conference (if
preferred) if/when one of the GPs own patients is on the meeting case load at the allocated
time slot
Please note there will be ONE GP who will a regular member of the MDT with the other
professionals. This GP lead will be either from the PCN or Federation which will be funded
over the ECF.

End of Life Requirements
This local commissioned services aims to increase the number of people dying in their preferred place of
death where possible and improving people’s experience at the end of their life through monitoring people
approaching their end of life and those with palliative care needs, in primary care. Also to ensure that
patients are being proactively identified and initiating advanced care planning (ACP) and enabling ACP’s and
preferences to be shared with other healthcare professionals via EPaCCS and therefore preferences will be
met where possible.
Key components of the service include:
•
•
•
•
•
•

Pro-active identification of people who may be approaching the end of their life (placing them on
EOLC registers and supplying EPaCCS information)
Advance Care Plans for people with palliative and end of life care needs
Promotion of effective multidisciplinary team (MDT) communication, collaboration and coordination of care across all health and social care disciplines through Gold Standard Framework
meetings in practice (GSF meetings to be monthly - see specification for full requirements)
Information and support for people and their carers.
Increasing promotion and use of Electronic Palliative Care Co-ordination System (EPaCCs) template
to Westherts.pcrc@nhs.net. This template is available on DXS.
Post death review
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•
•

Delivery of the full specification as per appendix 14.8 & 14.9
Monitoring will be by numbers of the Palliative care register and random audit of practices GSF
meetings and post death audit
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Component 4: Primary Prevention Project
Primary Prevention Project – Year 2

We have committed to investing in prevention as a CCG as this is a key strand in Your Care Your Future
(YCYF). As part of the YCYF engagement program, we were given the strong message by our patient
population that this should be a priority. We know it is the right thing to do clinically and there is good
evidence to support this.
We do have various offers in terms of prevention which are available to HVCCG’s patient population
including smoking cessation, weight management, promotion of physical activity and the National Diabetes
Prevention Program, amongst others. The use of these services by our member practices has been ad hoc
with extremely variable referral and uptake rates historically. This has not been consistently monitored by
the CCG.
It is the responsibility of the commissioners (NHS England, Herts Valleys CCG and Public Health) to fund and
provide these services for practices to refer to. This responsibility includes addressing any capacity issues or
commissioning an alternative or additional service. Practices will not be penalised for any capacity or
availability issues with regard to these services and will receive full outcome payments for any such affected
service.
Practices have their elective and non-elective activity and prescribing data monitored closely. We have a
demand management scheme in place for practices. No such metrics have been used historically with
regard to prevention and we are not currently holding our practices to account for this. If prevention is truly
as important as we say it is, then this should be the case.

Cardiac Prehab Scheme
In GPCEF Year 1, practices were required to roll out the Cardiac Prehab scheme previously piloted in one of
the CCG localities. This was to ensure equity for the wider patient population, many of whom live in more
deprived areas than those where the pilot initially took place.
Cardiac Prehab requirements
As part of the ECF you will be asked to run some sessions for those patients who are at risk of cardiac disease
to encourage lifestyle changes.
Requirements:
1.

Using the patient identification searches provided, identify a minimum of 1% of your practice
population and code and invite them in for a Lifestyle event.
TARGET: 1% of practice population has an invite code on or before 31st August 2020

2.

All invited patients attending an event have been given an event attended code before or on 31st March
2021
TARGET: up to 1 % of practice population has an event attended code on or before 30th September 2020

3.

The CCG will provide a suggested format and presentation to support the event; practices will be able to
tailor this to their patient population. This will include where appropriate the referral of patients to:
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a. Smoking cessation: Increase above 2018/19 baseline
b. Weight management Increase above 2018/19 baseline
c. National Diabetes Prevention Programme (NDPP) Increase above 2018/19 baseline
Referral uptake data will be provided by the CCG quarterly
4.

Reviews of patients who attended an event (can be opportunistic) should record a clinical outcome of
the programme. This is not a performance indicator but will be gathered to measure the effectiveness
of the programme.
TARGET: All patients who attended a review have an outcome code before 31st March 2021
An invitation letter and sample care plan template will be provided as part of the GPECF resource pack.
Prevention Dashboard
A Prevention Dashboard has been developed working jointly between Public Health and the CCG. We now
have good quality provider data for activity by practice, for the National Diabetes Prevention Program,
Smoking Cessation and Weight Management. Figures are shown for each practice allowing comparison
between peers and across localities, compared to CCG averages. This dashboard will continue to be used to
identify surgeries already performing well and to encourage practices that could increase their use of these
services by learning from their peers who will share best practice with them.

Payment process for PPP:
The funding attached to the PPP is included in the practice Unified budget
The Quality Outcomes that will be measured for each area are:
•
•
•

Evidence of Quit Dates from patients using the Smoking Cessation Service
First Attendance rates for Weight Management Service
Initial Assessment rates for NDPP Service (Localities to maintain current levels of activity for the
higher priority referral thresholds; see Appendix 8 –LTC - Diabetes)

Practices will be given up to date information via DXS about the local prevention offers from the local
authority and expected to use these as appropriate depending on the needs of the individual patients within
the PPP.
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The Framework Operating Process
Payment Mechanism
Each practice will receive a practice unified budget that covers delivery of the GPECF (with the exception of
sub-section 2B of Component 2 - Clinical Services and the PMOT Local Incentive Scheme); these will be paid
separately outside of the practice unified budget (see further on how these will be paid below).
For the practice unified budget, Practices will receive quarterly payments for Q1, Q2 & Q3 equating to 70%
of the total unified budget remuneration and the remaining 30% will be paid at year end following
confirmation that all compliance requirements have been met.
Practices are expected to meet all the compliance requirements to be entitled to their unified budget. If a
practice does not comply with one or more requirements the CCG will seek to recover any payment made
during 2020/21 under the GPECF, unless the exceptional circumstance process has been initiated as detailed
earlier the GPECF.
Payments for sub-section 2B - for clinical services listed under this component will continue to be paid based
on activity delivered. For EMIS practices activity data will be centrally extracted by the CCG. In year 2 of the
GPECF, the data will be extracted on a quarterly basis following the end of a quarter; with appropriate
payments made the following month. (The extracted data will be sent to practices for transparency).
TPP SystmOne & Vision practices will be required to submit a claim form to initiate the payments; following
the same timeframe as EMIS practices above.
PMOT Local Incentive Scheme (LIS) – payments relating the PMOT LIS are separate from the GPECF and will
managed by the PMOT team as identified in the LIS specification.
Data Reporting and Performance Monitoring
The CCG Primary Care Team will monitor the above compliance requirements throughout the year and
where a practice is an outlier, has significant variance in activity or is not engaging (as per the definition on
page 5) in CCG initiatives or work streams; individual discussions will be held with practice lead(s) at an early
opportunity to allow the practice to address the issues.
The outcomes of these discussions will determine if the practice is meeting the compliance requirement.
Where the practice is deemed non-compliant, actions will be agreed with the practice to be completed
within 3months to ensure compliance is achieved. If, after 3 months the practice is still not compliant, they
will be expected to return to the CCG the scheme funding received to date and no further payments will be
made the practice under the GPECF until compliance is achieved.
Review of practice performance against the requirements will be carried out by Herts Valleys CCG via a
series of data collection methods some of which are highlighted below:
•
•
•
•
•
•

Data extraction tool – EMIS enterprise
National Data Sets
Post Payment Verification Process
Effective Resource Management (ERM) Meetings
Chief Locality Officer/CCG Intelligence
DXS / NHS E-Referral usage reports
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Where a practice does not agree with the CCG decision then they can enact the CCG Dispute Policy – please
see section below.
The CCG will continue to use EMIS Enterprise to extract non-patient identifiable data activity data, from
practices using the EMISWeb clinical system, to support the delivery of activity under locally commissioned
initiatives. The CCG will be able to centrally extract the required activity data to support the reporting
requirement of this commissioning framework.
The CCG may extract non-patient identifiable data from EMIS practices in relation to this framework more
frequently to assist with future commissioning plans. The CCG will give 14 working days’ notice to
practices when this extraction will take place. SystmOne and Vision practices will not be expected to
submit additional data over and above the 6 month and year end requirement as stated above.
Practices that use SystmOne and Vision clinical systems will still be required to run searches and submit
data to the CCG at 3-months after implementation and year-end.
A six-monthly update will be taken to our CCG Primary Care Commissioning Committee.
Additional information may be requested by the CCG at any time to support service transformation/redesign.

GP Post Payment Verification (PPV) Process
As part of contract management with all providers, the framework will be subject to post payment
verification which will be performed internally by the CCG in accordance with the Herts Valleys CCG Post
Payment Verification Policy.
The PPV methodology and will be shared with practices in advance of any proposed visit and agreed with
LMC.

Disputes
If practices wish to dispute against decisions relating to the achievement of this framework, the CCG’s
Dispute Policy for Payment to Practices will be enacted.
All disputes must be made in writing to the CCG. The dispute process is a 3-stage process;
1. Stage 1 – for disputes less than £5,000, local discussions with the Head of Service/Assistant Director
and Director and appropriate members of the GP Practice. If dispute not resolved, stage 2 will be
invoked;
2. Stage 2 – practice to write to the Chief Executive Officer for all contested Stage 1 disputes and those
exceeding £5,000. The dispute will be considered by a dispute resolution panel consisting of:
a. CCG Board Lay Member (Panel Chair)
b. A GP not practicing in Herts Valleys CCG
c. A senior representative (e.g. Chief Executive Officer or Chief Financial Officer)
d. The Chief Executive or Medical Director of the Local Medical Committee (LMC)
3. Where the decision of the stage-two panel is not satisfactory to the practice, a mediation process
may be agreed between parties. A mediator will be agreed by both parties and the decision of the
mediator is final in the majority of cases.
Full details of the CCG Payments to GP Practices Dispute Policy can be found in Appendix 1.
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CCG Obligations to member practices
To support general practice in the delivery of the GPECF, using best endeavours the CCG commits to:
Being open, transparent and proportionate;
Ensuring appropriate data reporting is provided in a timely manner to assist practices/GP Networks
and localities in the delivery of the GPECF;
• Continue to work with practices to ensure appropriate read coding is used consistently across
practices and the CCG for data extraction purposes;
• Respond to practice queries in a timely manner;
• Supporting practices where they have identified they are struggling; to ensure resilience and
sustainability are achieved for the longer-term;
• Ensure any updated or future requirements for GPECF are provided with sufficient notice for
practices to consider how delivery will be achieved;
• Provide sufficient notice of planned training events; at least 6 weeks’ notice will be provided;
• To provide adequate notice to member practices for requests for ad-hoc manual data submissions a minimum of 28 days’ notice to be provided and will take into account GDPR

•
•
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Appendix 1 - CCG Training DNA Policy
Primary Care Workforce Development Update
2 May 2018
This report sets out to show the number of Course DNAs and cancellations for Primary Care and proposes to
implement a process to recharge for DNAs and late cancellations.
1. DNAs and Course Cancellations
The tables below show the number of DNAs and cancellations for Practice nurse, Practice Manager and
Practice Administrator/Receptionists training.
Practice Nurse Training
Date
Course
30-01-2018 Asthma
Total
Practice Managers Training
Date
21-02-2018
01-03-2018
21-03-2018
18-04-2018
Total

Course
Building Better Relationships
How to be an effective Manager
Creating High Performance Teams
Understanding Financial Management

Practice Admin/Receptionists Training
Date
21-02-2018
01-03-2018
14-03-2018
21-03-2018
18-04-2018
Total

Course
Communicating effectively
Handling difficult people
Building better relationships
Be Time Smart
The Customer Experience

Total cost of DNAs
Total cost of cancellations
Total cost of DNAs and Cancellations

DNA
DNAs Cancelled costs
3
0
£402
3
0
£402

Cancelled
costs
£0
£0

DNA
DNAs Cancelled costs
3
0
£126
0
9
£0
4
1
£168
8
0
£336
15
10
£630

Cancelled
costs
£0
£378
£42
£0
£420

DNA
DNAs Cancelled costs
1
0
£42
2
12
£84
0
7
£0
2
1
£84
2
1
£84
7
21
£294

Cancelled
costs
£0
£504
£294
£42
£42
£882

£1,326
£1,302
£2,628
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2. Proposal to charge for non-attendance
It is imperative that we make efficient use of training budgets as non-attendance costs money and could
jeopardise future funding opportunities. In three months the CEPN training hub has seen a loss of £2,628
due to course non attendances. It is therefore necessary for us to consider charging for course places that
are not attended or cancelled without good reason.
2.1

Proposed guidance

The below guidance is designed to provide clarity and transparency for staff and managers of the training
cancellation policy.
No charge will be made for course places that are cancelled more than 2 weeks before the
Course date. This period has been chosen as it represents a fair amount of time to allow us to
fill your place and allow us to run the course as efficiently as possible.
You will not be charged if you send an appropriate team member as a substitution in your
place.
What will be the cost of the charge?
The charge will be the cost of your place (calculated by dividing the cost of the course plus
venue by the maximum number of delegates) plus 20% to cover administrative costs.
Charges will be imposed for any non-attendance that is reported within 2 weeks of the course
date.
The only situations where the delegate will not be charged are:
•
•
•
•
•
•

Sickness of the delegate
Sickness of child/dependant
Bereavement
Staff sickness leading to lack of cover in workplace
Emergency work commitment (e.g. Safeguarding)
An appropriate substitution has been sent in your place

What should I do if I cannot attend the training that I have booked?
If you are unable to attend the course that you have booked contact the Head of Primary Care Workforce
Development as soon as possible by calling mobile: 07771379052 or by emailing
joyce.sweeney@hertsvalleysccg.nhs.uk.
If you are cancelling on the day of the course please ensure that you, or your manager,
Contact Joyce Sweeney (contact as above) preferably before 9.30 am so that the trainer can be informed.
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Appendix 2 – Shared Care Medicines
Shared Care Monitoring – Requirements
Shared care medicines that fall under this section are those that have been agreed at Hertfordshire
Medicines Management Committee (HMMC) as suitable and appropriate for primary care to take on shared
care prescribing with relevant support from secondary care. Medicines that have not been agreed via this
process fall outside of the scope of this section.
Shared care should conform to the following principles: Shared care principles
All medicines designated as amber protocol (shared care) in the West Herts Formulary may have their care
shared between the GP and the specialist team. Once care is accepted by the GP (in writing) for stable
patients the monitoring should be undertaken by the GP, the frequency of which will be as stated in the
shared care protocol. The formulary also will contain links to protocols for shared care drugs although many
of these are under development
A shared care protocol for each patient should be filed in their notes to enable rapid access to specialist
advice and because this helps with patient management.
The Primary Care Provider’s responsibility is as follows:
•
•
•
•
•
•
•
•
•
•

To manage patients safely:
To maintain an up-to-date register of all shared drug monitoring service patients (see Criteria for
General Practice section).
To ensure systematic call and recall of patients on this register is taking place (see Monitoring Section)
and patient is reviewed at the frequency dictated in the monitoring guidelines.
To take on prescribing and monitoring responsibility of these patients, including responsibility for
organising bloods (and other tests as required).
To act on the results of the monitoring promptly.
To repeat prescription only if safe and appropriate to do so.
To record any changes in therapy in the consultation and prescribing record.
To monitor the patient’s overall health and wellbeing and to report any adverse drug reactions or
interactions to the appropriate secondary care clinician in line with the monitoring guidelines.
To manage these patients in primary community setting and not in secondary care.
All patient records should contain written evidence that the hospital has requested a shared care
arrangement and a reply from the practice confirming the practice is taking on full management of
patients. HVCCG reserves the right to request evidence of this documentation in future audit checks.

Exclusion Criteria
• Patients who are not stable and therefore seen in hospital regularly
• Patients who have not been accepted on a shared-care basis to enable the hospital to relinquish
responsibility for routine and regular monitoring and review. For such patients, a GP practice may check
bloods prior to repeating a repeat prescription under the normal GMS service.
Monitoring Guidelines
For DMARDs, please use national guidance unless a locally agreed shared-care guideline is in place. National
guidance is available on http://cks.nice.org.uk/dmards.
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Locally agreed Hertfordshire shared care guidelines are available on the Herts Valleys website:
https://hertsvalleysccg.nhs.uk/clinicians/medicines-guidance or the formulary:
www.westhertsformulary.nhs.uk
Additionally, a document relating to the principles and responsibilities of shared care can be accessed via:
http://hertsvalleysccg.nhs.uk/publications/pharmacy-and-medicines-optimisation/localdecisions/musculoskeletal-and-joint-disease/dmards
Please see links below to access approved shared care documentation for hospital trusts outside of
Hertfordshire where HVCCG patients may attend:
•

Stoke Mandeville Hospital:
http://www.bucksformulary.nhs.uk/docs/Guideline_401FM.pdf?uid=511296125&uid2=2017149341235

•

Luton & Dunstable Hospital:
http://www.gpref.bedfordshire.nhs.uk/media/139277/ADVGUID_DenosumabGP_InfoSept2015.pdf

If unsure of action required when faced with an abnormal result, it is appropriate for the GP to seek advice
from the consultant or specialist team.
Prescribers should also refer to the relevant Summary of Product Characteristics published by the
manufacturer via: https://www.medicines.org.uk/emc/.
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Criteria to be followed by General Practice
a. Register
To produce and maintain an up-to-date register of all shared drug monitoring service patients, indicating
NHS number, the indication, duration of treatment and hospital appointments with the relevant specialist
and/or nurse for the most recent two consecutive years. A lead should be identified for shared care who will
take responsibility for keeping the list, and manage call and recall.
b. Call and Recall
To maintain and manage a robust call and recall system of patients on this register. Practices will be
required to keep a record of patients who do not attend and action taken.
c. Education for newly diagnosed patients
There are systems in place to ensure that all newly diagnosed/treated patients (and/or their carers where
appropriate) receive appropriate education and advice on the management of and prevention of secondary
complications of their condition. This should include written information where appropriate. It will be the
responsibility of secondary care to provide initial education, but Primary Care should reinforce this at
reviews..

d. Continuing information for patients
Ensure that all patients (and/or their carers and support staff when appropriate) are informed of how to
access appropriate relevant information.

e. Professional Links
All involved have a responsibility to work together with other professionals when appropriate.
f. Referral policies
Refer patients promptly to other necessary services where appropriate and to the relevant support agencies
using locally agreed guidelines where these exist.
If test results are abnormal the GP should consult the relevant shared care guideline for action to be taken.
The GP practice is responsible for advising patients of any changes to their medication.
g. Record keeping
To maintain adequate records of the service provided, incorporating all known information relating to any
significant events e.g. hospital admissions, death, side-effects necessitating cessation of therapy, of which
the practice has been notified (these events should also be reported to the MHRA using the yellow-card
system).
h. Patient Consent
Where appropriate the GP should obtain consent from the patient to share information with the appropriate
professionals involved in the patients care as well as to be able to track patients attendances in secondary
care.
i. Annual Review
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All practices involved in the scheme are required to perform an annual review which should include:






Brief details as to arrangements for each of the aspects highlighted in the service.
Details as to any computer-assisted decision-making equipment used and arrangements for internal
and external quality assurance.
Details as to any blood monitoring equipment used and arrangements for internal and external
quality assurance (details of training and education relevant to the drug monitoring service).
Details of the standards used for the control of the relevant condition.
Assurance that any staff member responsible for prescribing must have developed the necessary
skills to prescribe safely.

j. Untoward events
It is a condition of participation in this service that practitioners will, in addition to their statutory
obligations, give notification within 72 hours of the information becoming known to him/her to HVCCG
Head of Quality of all emergency admissions or deaths of any patient covered under this service, where such
admission or death is or may be due to usage of the drug(s) in question or attributable to the relevant
underlying medical condition. It is encouraged that all participants report any ‘near miss’ event through the
normal local clinical governance reporting procedure.
k. Robust administration procedures
Secondary care should be provided with a practice email address so that shared care agreements can be sent
through for signing directly. This email address can be dedicated for the purposes of shared care or one
already in use for other important communications i.e. CAS alerts. Practices should also have an appropriate
system in place for document filing so this can be retrieved easily i.e. in patient electronic notes
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Appendix 3 – Prostate Cancer
Prostate Cancer requirements
To provide enhanced support for prostate cancer patients in the community including annual holistic needs
assessments (HNA’s) and at least annual PSA monitoring, which will also encourage and facilitate the
transition of care of prostate cancer patients stable on treatment out of the acute hospital setting and into
primary care
The primary care provider will ensure:
•
•
•
•
•
•

•
•

A register is kept of all patients with prostate cancer including those followed up in secondary care
as well as those that have been discharged from secondary care to be followed up in the community
A clear administrative lead should be appointed within each practice (or primary care network) so
that practices (and/or primary care networks) can demonstrate the pro-active monitoring and recall
of these patients.
Each patient discharged to follow up in Primary Care is contacted to arrange a review consultation
within primary care with a 3/6 monthly frequency (As per protocol in the GPECF resource pack)
Each patient on the register should be offered an annual Holistic Needs Assessment (Details of what
should be covered in the holistic needs assessment are included in the GPECF.)
Any patient failing to make an appointment or failing to attend for the review consultation will be
followed up. Should a patient decline to follow up, this should be documented clearly in the
patients’ record and reason stated and should be re-invited at least annually.
The responsibility for managing the care of the patient on the prostate cancer register will be
deemed to be their registered GP although the service may be delivered by another clinician in the
practice. The agreed protocols for management of patients with prostate cancer stable on treatment
will be adhered to for the management of every patient. It is the provider’s responsibility to ensure
that the protocols used reflect the most up to date version.
That patients are aware of the Health and Well-being clinics at the Starlight Centre at the Peace
Hospice and Spring Centre at the Hospice of St Francis and signposted to that service if they have not
been previously referred.
Results are made available to patients. It is good practice to inform patients of their results even if
normal. Please note PSA levels will need to be checked against patient specific “normal “ranges as
per their end of treatment summary. Lab normal ranges may not reflect patient specific threshold.

Exclusion Criteria
•
•

•
•

Patients not registered with HVCCG GP
Men on active surveillance will be monitored by the WHHT nurse led active surveillance programme
and will not be transferred back for follow-up in primary care. Some men that are initially managed
in the active surveillance programme may eventually be transferred to watchful waiting. This will
occur if radical therapy would not be possible or appropriate in the event of progressive disease. In
this situation transfer to follow-up in the primary care setting will be offered.
Men with a significant volume of spinal disease should not be considered for community follow-up
Patients that have received any other type of prostate radiotherapy will remain under oncological
follow-up and will not be transferred back for follow-up in primary care (e.g. clinical trial patients,
salvage patients)
The expected activity levels for the service are based on estimates of 3300 patients for the population
of Herts Valley CCG (620,000). It is expected that the majority of patients discharged to community
follow up will be seen once a year on average. We estimate that at least half of prostate cancer FU
will continue in secondary care.
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However we expect primary care to offer HNA to all patients regardless of place of follow up.
Protocols for community based follow up and holistic needs assessment to be included in GPECF resource
pack
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Appendix 4 – Minor Treatment – Level 1
Minor Treatment - Level 1 Requirements
To provide postoperative care in patients who can attend surgery premises and where the care of such
wounds falls within the skill and experience of the staff involved. The list of procedures and treatments
identified in this service is an indication of the type of work covered by the treatment room service, and is
not meant to be exhaustive in scope.
To include Minor Treatment Room provision of all of the following services/procedures:
•

Suture removal or Clip removal; where the operation was carried out outside general practice as a
consequence of a referral to or on-going care by hospital services.

•

Basic skin dressings and dressings performed following a secondary care procedure e.g. post-operative
care of surgical wounds in patients who can attend surgery premises and where the care of such
wounds falls within the skill and experience of the staff involved.

•

Management of Minor Trauma which would not normally require attendance at ‘Accident and
Emergency’; e.g. wound dressing and wound closure e.g. steristrips and glue.

•

Aural Care from appropriately qualified clinical and/or non-clinical staff*, specifically ear syringing.

*Where non-clinical, they must be supervised by an appropriate member of staff
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Appendix 5 – Anti-coagulation (Level 1)
Anti-coagulation - Level 1 Requirements
Warfarin:
Practice will be required to record the TTR supplied by the Acute Provider in the patient record at least every
6 months and to document action taken if TTR is <65%
Practice will be required to document any action taken where the patient meets the criteria for poor INR
control as detailed below.
Assessing anticoagulation control with Warfarin
Poor anticoagulation control can be shown by any of the following:
• INR values higher than 5 or 1 INR value higher than 8 within the past 6 months
• INR values less than 1.5 within the past 6 months
• TTR less than 65%.
Prescribe warfarin as appropriate
Monitor patient for side effects and adverse reactions to treatment
Novel oral anticoagulants (NOACs):
See below
• Initiation Of NOACs: where there is true contra-indication to using warfarin as first line, and patients
have been given choice, NOACs may be initiated by level 1 and 4 practices, provided they have received
appropriate training and accreditation
• NOACs (dabigatran, rivaroxaban, apixaban and edoxaban) to be initiated in line with local Hertfordshire
guidelines.
• LINK TO GUIDELINES HERE
• Risk and benefits of anticoagulation in AF, to be discussed with patient and decision to start treatment,
including choice of product, to be agreed with patient.
• Baseline renal function, haemoglobin, platelets, renal function, CHADS2VASC and HASBLED score
undertaken and recorded in the notes.
• Patient to be reviewed after one month to check whether compliant to treatment, treatment is
tolerated and blood and renal function is the same as the baseline.
• Compliance: The protective effect of NOACs on the risk of stroke may fade 12–24 hours after dose is
taken. Warfarin allows monitoring of effectiveness of treatment if non-compliance is anticipated.
• Ongoing renal function management to be undertaken in line with local guidance
• Annually if CrCl > 60ml/min
• 6 monthly if CrCl 30-60ml/min
3 monthly if CrCl < 30ml/ min, ≥ 75 years or expected decline in renal function e.g. during acute illness
Table of Summary of level 1 specification
Level 1
General
Counselling
Patient education
Lifestyle and food interactions
Records
Individual annual review
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Adverse event
Medical and medicinal interactions
Individual annual review
Safety and Quality data submission and audits
WarfarinRecord TTR 6 monthly
Prescribe warfarin accordingly
Document action taken if TTR <65%
Compliance
NOACs
CHADS2VASC scoring
HASBLED scoring
Initiation of NOAC
Counselling
Renal function monitoring
Compliance
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Appendix 6 – 24hr ABPM
24 Hour (Ambulatory) Blood Pressure Monitoring Requirement
The service includes the following:
•
•
•
•
•
•
•

•
•
•

The provider is expected to provide 24 hour blood pressure monitoring for patients registered with a
General Practice in Herts Valleys CCG.
The service needs to be patient-centered and accessible
Services will be provided by trained and qualified practitioners with appropriate equipment.
A service provided to suitable opening hours from the perspective of patient need, aligning to
existing capacity, infrastructure and logistics.
Each provider should provide full maintenance of 24 hour blood pressure monitors.
Provider will not discriminate between or against patients/Carers on the grounds of gender, age,
ethnicity, disability, religion, sexual orientation or any other non-medical characteristics.
Providers will ensure that their 24 hour blood pressure monitoring services are subject to all of the
same norms as their existing services, and therefore make appropriate assistance and reasonable
adjustments for patients/carers who have communication difficulties or who do not speak, read or
write English
Reasonable adjustments and variations in service must be made for those with a disability – this may
include reserving beginning or end of session appointments where suitable. This will help to
minimize distress for those who may have learning difficulties.
Providers will be required to organize electronic record keeping for patients who has a 24 hour
blood pressure assessment.
Notification of results: Practices will provide patients referred for the community 24 hour blood
pressure monitoring service an information sheet or checklist detailing how they can be notified of
the results
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Appendix 7 - Long Term Conditions
7.1 Atrial Fibrillation
The aims and objectives of this component is to support GP practices/networks/localities to identify patients
at risk of developing atrial fibrillation.
For 2020/21 practices are required to comply with:
Case Finding
• Comply with the CCG developed AF clinical pathways
• Run appropriate searches to case find patients at risk of AF
• Practices to offer an appointment to patients at risk of AF for a pulse check and an ECG (ECG
machines provided by CCG – one per practice) if the pulse is found to be irregular.
Quality Improvement
• Engage with the annual cardiology-related education - the Practice cardiology lead should engage in
the training and cascade the training to the rest of the practice team.
Outcomes
• Increased number. of patients confirmed with AF diagnosis on the QOF register.
• Engage with the CCG planned annual education and training session for Cardiology referrals
• All clinical members of the practice team have increased confidence and competence to support
patients to manage their AF
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7.2 COPD
The aims and objectives of this component is to support GP practices/networks/localities to identify patients
at risk of developing COPD. There is an international recognition that prevalence of COPD is hugely
underestimated.
For 2020/21 practices are required to:
Case Finding
•
•
•

Comply with the CCG developed COPD clinical pathways
Run appropriate searches to case find patient at risk of COPD
Practices to offer an appointment to patients at risk of COPD for a review and diagnostics tests to
confirm diagnosis.

Quality Improvement
•

Engage with the annual respiratory-related education - the Practice respiratory lead should engage
in the training and cascade the training to the rest of the practice team.

Outcomes
• Increased no. of patients confirmed with COPD diagnosis on the QOF register.
• Engage with the CCG planned annual education and training session for Respiratory related
education
• All clinical members of the practice team have increased confidence and competence to support
patients to manage their COPD.
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7.3 Diabetes
The aims and objectives of this component is to support GP practices/networks/localities to identify patients
at risk of developing diabetes and to encourage engagement with the evidence based National Diabetes
Prevention Programme (NDPP) and to deliver high quality care for patients with diabetes.
For 2020/21 practices are required to:
Case Finding
•

•

•

Identify new patients at risk of developing diabetes – pre-diabetic/ non-diabetic hyperglycaemia
(NDH) patients (aged 18 years and over, not pregnant with HbA1c between 42-47 mmol/mol (6.06.4%) or Fasting Plasma Glucose between 5.5-6.9 mmols/I). This could be using the PRIMIS tool or
opportunistically.
For higher risk patients with HbA1c between 44-47 mmol/mol (6.2-6.4%) or Fasting Plasma Glucose
between 6.5-6.9 mmols/I), discuss the outcome face to face/telephone. Inform patient about the
National Diabetes Prevention Programme (NDPP), outline the support available (direct to website
https://preventing-diabetes.co.uk//patient leaflet), offer a referral and encourage patient
engagement with an initial assessment with NDPP.
For lower risk patients with HbA1c between 42-43.9 mmol/mol, direct to weight management or
exercise schemes. Lower risk patients still need to be kept on the register and monitored.

Quality Improvement
• Participate in at least in at least one diabetes practice visit which will be offered by the Hertfordshire
diabetes education team annually. This will involve completion of the diabetes practice
questionnaire and returning to the West Herts Diabetes Education Team at least 3 weeks prior to the
date of the practice visit. Completion of the questionnaire involves: collation of diabetic patient
demographics and data; identifying 5 patients for case discussion; outlining diabetes related quality
improvement activities (e.g. audit, significant event review) and completion of a practice
development plan which will be agreed during the practice visit. The completed diabetes practice
questionnaire with updated development plant returned to the West Herts Diabetes Education
Team will provide the evidence from the practice.
• Engage with telephone/virtual consultations with the integrated diabetes specialist team regarding
diabetic patients.
• Engage with diabetes-related education - the Practice diabetes lead should engage in 6 hours of
diabetes-related education with evidence of cascading to the rest of the practice team. This can
include participation in a variety of learning events with reflection and evidence of cascading
learning to the rest of the practice team for example:
• Attendance at Hertfordshire Diabetes Conference
• Attendance at Primary Care Diabetes Society Conference
• Participation in Webinars
• Completion of e-learning modules e.g. CDEP
• Attendance at Eden Structured modular education
Education development plan and education leaflet will be included in the GPECF resource pack
Outcomes
•

Increased no. of referrals and initial assessments to the NDPP
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•
•

Engagement with the Integrated Diabetes Service to improve outcomes for patients with diabetes
evidenced by improved QOF and NDA outcomes over time.
All clinical members of the practice team have increased confidence and competence to support
patients to manage their diabetes.
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Appendix 8 – Minor Surgery - Level 1
Minor Surgery - Level 1 Requirements
The service will provide minor surgery for over the age of 16 years only. It is divided into three sections as
detailed below and will provide the following levels of treatments:
•

Level 1 Service:
Minor procedures: Punch biopsy for tissue diagnosis, Shave excision for tissue diagnosis.

•

Level 2 Service:
Standard procedures: Elliptical excision of skin lesions*, Ingrown Toenail operations – wedge
excision +/- nail bed ablation with phenol.

•

Level 3 Service:
Complex and advanced procedures: Ingrown Toenails – nail bed ablation by surgical excision,
excision or biopsy of subcutaneous lumps*
* Prior approval agreement for these procedures to be performed on patients from GP
practices other than Practitioner’s own to be sought from HV CCG prior to surgery.

Prior funding approval should be sought for BENIGN Skin Lesions ONLY (all lesions which
are
suspected of being cancer MUST be referred under 2 week wait – suspected BCC
should be referred
using the appropriate pathway). Prior Approval form as included in the GPECF resource pack.
Any suspected malignancies, including SCCs, malignant melanoma and high risk BCCs, should
to secondary care by fax using the agreed cancer 2 week wait form.

be referred

Any patient having skin surgery needs to be assured:
•
•
•
•
•
•
•

that the procedure was necessary;
that it was appropriate to have the procedure performed (in relation to agreed local and
national low priorities frameworks);
that the appropriate procedure was performed (this requires access to diagnostic skills);
that the clinician performing it was suitably trained; and that the facilities were to the
appropriate standard.
Patients will be treated in dedicated minor surgery clinics.
Referrals will be made to the service via Choose & Book or paper referral.
Follow up appointments will generally be undertaken by the patient’s own general
practitioner or as deemed necessary by the doctor providing the service and will be
booked by the provider.
Where wound assessment and removal of sutures is required a suitable competent
person within the referring practice should undertake this under the Minor Treatment
Room Service contract.
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Exclusion Criteria
•
•
•
•

BCCs
All children (aged 0 – 16 years)
Minor surgical procedures on the face are excluded from this service
Any suspected malignancies, including SCCs, malignant melanoma and high risk BCCs,
should be referred to secondary care by fax using the agreed cancer 2 week wait form

Payment
The Commissioner does not pay for any did not attend (DNA) appointments.
•
•
•

Level 1 Service - £50 per procedure
Level 2 Service - £100 per procedure
Level 3 Service - £180 per procedure

These payments are inclusive of a consultation fee.
A £30 consultation fee will be payable for those patients referred where a surgical procedure is not deemed
appropriate.
The fee per procedure covers all standard administration, nursing, equipment costs, dressings, sutures,
consumables, practice overheads etc.
The prior approval form will be included in the GPECF resource pack.
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Appendix 9 – Phlebotomy
Phlebotomy Requirements
•
•
•

•

The provider is expected to provide all standard blood tests for patients over the age of 11
Years of age (inclusion criteria) registered with a General Practice in Herts Valleys CCG. The service
needs to be patient-centred and accessible
Services will be provided by trained and qualified practitioners with appropriate equipment.
A service provided to suitable opening hours from the perspective of patient need, aligning to
existing capacity, infrastructure and logistics (including collection of samples with the current
provider – Hertfordshire Partnership Foundation Trust). Providers should take note of the feedback
from a HVCCG wide phlebotomy survey – which included patient feedback on more flexible hours as
well as being offered bookable and walk in appointments.
The service is required to take routine and urgent blood samples from patients as follows:

A booking service to be offered as the core, basic service whereby urgent phlebotomy should be provided
within 1 working day.
•
•

•
•
•

•
•
•

•
•

•

Under the service it is essential that the provider requests for blood tests using the automated
Sunquest (ICE).
Each provider should have a written protocol for the provision of this service, including infection
control, needle-stick injury management and appropriate use of anesthetic gel (patients aged 11-18
should be offered the gel routinely). This may be covered by the practice through other
requirements such as CQC hence practice to adapt accordingly.
Each provider should maintain a suitable stock of Phlebotomy containers and ancillary Phlebotomy
equipment.
Any issues from practices raised around supply issues of stock or issues with collection should be
escalated appropriately via localities structures and contract management team.
For all children between 11-18 years old, ensure consent is taken appropriately from those with
parental responsibility for each child. Where a child is accommodated by the local authority, ensure
consent is managed with the child’s legal status and also where appropriate in line with any
delegated consent.
Staff performing the tests must be adequately trained and supervised and be familiar with standard
NHS operating procedures for Phlebotomy for all patient cohorts.
Staff providing this service to have completed the appropriate safeguarding children and
safeguarding adults training
That for patients who are hard to bleed, that no more than 3 attempts are made to bleed an
individual patient before escalation by the healthcare professional back to the GP responsible for the
service. The default position for such patients is that they would attend phlebotomy services
provided on an acute site, alongside those patients who require phlebotomy samples to be provided
to pathology immediately.
Provider will not discriminate between or against patients/Carers on the grounds of gender, age,
ethnicity, disability, religion, sexual orientation or any other non-medical characteristics.
Providers will ensure that their phlebotomy service is subject to all of the same norms as their
existing services, and therefore make appropriate assistance and reasonable adjustments for
patients/carers who have communication difficulties or who do not speak, read or write English. In
addition, the availability of a chaperone for patient appointments should be advertised and be
available for phlebotomy appointments, as for other appointments in a surgery (although this
procedure is not invasive).
Reasonable adjustments and variations in service must be made for those with a disability – this may
include reserving beginning or end of session appointments where suitable. This will help to
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•
•
•

minimize distress for those who may be needle phobic or have learning difficulties. Where the GP
provider offers a walk-in service, the provider has to review the composition of any queue and make
necessary adjustments with relation to individuals who may have mental health problems and
therefore find it hard to wait.
Providers will be required to organize electronic record keeping information exchange systems. As a
minimum it will be required to record information on phlebotomy that has been administered (i.e.
who has had their bloods taken and when).
Notification of results: Practices will provide patients referred to the community phlebotomy service
information detailing how they can be notified of the results along the blood test request form.
Specific training and staff information should be made available for recognized protocols covering
guidance for post exposure prophylaxis (PEP) to prevent HIV infection, and that all procedures and
policies in relation to Needle Stick, Hand Hygiene and Safeguarding are adhered to. Exceptions must
be reported immediately through escalation and through KPI reporting.

Payment
Providers to be paid £1.70 per contact (irrespective of the number of vials with a cap at 50% of registered
population attending once per annum.
E.g. a register of 6,000 patients; 50% cap at 3,000 blood sampling appointments giving approximately £5,100
per annum.
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Appendix 10 – Anti-coagulation (Level 4)
Anti-Coag – Level 4 Requirements
•

Service provision is for adults 18 years and above, who meet the outlined criteria Practice to develop
and maintain a register of all patients on anti-coagulation, including patients initiated on NOACs

•

Each patient visit should constitute a “one stop shop” i.e. sampling, monitoring, dosing, education and
booking of next visit to be carried out at one visit.
Patients should wait no longer than 30 minutes from time of a booked appointment; seating must be
available for all waiting patients.
Patient responsibility, involvement and education is actively encouraged
The hours of service provision must be responsive to the needs of patients and commissioners where
appropriate.
Providers must have in place regular and robust reporting of the management of all patients, including
their direct feedback, see appendices for detail
Complaints and incident reporting must be managed, investigated and resolved with lessons being learnt
and implemented by the provider.
Clustering by surgeries is actively encouraged where the practice systems are compatible to ensure
data/notes+ retrieval and will need to be agreed by the commissioner
All patients will be seen in person either in a clinic or at home by a trained healthcare professional
Clinic provision will be based on patient needs, however all will be expected to run a minimum of one
anti-coagulation clinic per week, although 2 clinics per week are preferable depending on the number of
patients being anti-coagulated. The anti-coagulation clinic does not need to be separated from other
clinics but an appointment system should be used for the majority of patients.
It is strongly recommended that clinics take place during the morning in order to allow patients requiring
urgent outpatient secondary care referrals to be made for the afternoons in acute facilities. Service
providers should also be able to carry out anti-coagulation monitoring as and when required (i.e. walk in
patients) but must ensure quality control procedures are followed each time.
The commissioner understands that often anti-coagulation treatments can be affected by other medical
conditions and, when compared to acute facilities, the patients’ own GP will therefore be fully aware of
any concurrent condition which may affect outcomes or dosing.
Providers will be required to organise electronic record keeping information exchange systems.
The provider must ensure that a systematic call and recall system is in place and must be able to provide
data to demonstrate the effectiveness of the system. Under normal circumstances a patient who fails to
attend a clinic at an agreed time should be contacted by telephone or standard letter. The provider must
also implement appropriate and effective strategies for monitoring and targeting non-attendees and
have a clear action plan for any persistent non-attendees and for following these individuals up.
The GP providers are clinically responsible for all patients under their care for anti-coagulation
monitoring and should ensure that an explicit business continuity plan, in relation to both running of
clinics and patient advice, is in place to cover periods of absence for planned and unplanned leave where
surgeries are reliant on individual specialisms.
GPs will not discriminate between or against Patients/Carers on the grounds of gender, age, ethnicity,
disability, religion, sexual orientation or any other non-medical characteristics. GP providers will ensure
that their anti-coagulation service is subject to all of the same norms as their existing services, and
therefore make appropriate assistance and reasonable adjustments for patients/carers who have
communication difficulties or who do not speak, read or write English. In addition, the availability of a
chaperone for patient appointments should be advertised and be available for anti-coagulation
appointments.
Reasonable adjustments and variations in service must be made for those with a disability – this may
include reserving beginning or end of session appointments where suitable. This will help to minimise
distress for those who may be needle phobic or have learning difficulties. Where the GP provider offers

•
•
•
•
•
•
•
•

•

•
•
•

•

•

•
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a walk-in service, the provider has to review the composition of any queue and make necessary
adjustments with relation to individuals who may have mental health problems and therefore find it
hard to wait.
Individual annual review
The GP provider will be required to conduct a formal review of a patient’s health at least annually, including
checks for potential complications and, as necessary, a review of the patient’s own monitoring records and
duration/continuation of treatment. The decision made regarding the continuation or discontinuation must
also be documented.
•

•
•

The service will be commissioned using near patient testing (NPT) for International Normalised
Ratio (INR) monitoring and the commissioner has a strong preference for GP providers to have
and use CDSS (computerised decision support software) for dosing advice.
Anti-coagulation initiation for warfarin will in general be undertaken in the acute service;
however where surgeries are keen to initiate the service they must be accredited appropriately.
For those patients initiated in acute, when their INR has been stabilised; the patient will
be transferred to the community service, where this is the patient’s wish.
Each GP surgery signed up to levels 1 and/or 4 is responsible for ensuring that the service is delivered in
accordance with the specification.
The length of time between test dates will vary but patients should have their INR checked at least every
12 weeks as a minimum. Less stable and new patients will require more frequent tests. Surgeries
undertaking initiation should prepare for more frequent visits.

Practices will be required to:
Calculate the person's time in therapeutic range (TTR) at each visit and also as part of the annual review
When calculating TTR, the practice should:
•
•
•

use a validated method of measurement such as the Rosendaal method for computer-assisted
dosing or proportion of tests in range for manual dosing
exclude measurements taken during the first 6 weeks of treatment
calculate TTR over a maintenance period of at least 6months.

Practice will be required to document any action taken where the patient meets the criteria for poor control
as demonstrated by INR/TTR detailed above.
If poor anticoagulation control cannot be improved (discuss need to review compliance, ill health, lifestyle
changes and interacting drugs), evaluate the risks and benefits of alternative stroke prevention strategies
and discuss these with the person.
Assessing anticoagulation control with Warfarin
Poor anticoagulation control can be shown by any of the following:
• INR values higher than 5 or 1 INR value higher than 8 within the past 6 months
• INR values less than 1.5 within the past 6 months
• TTR less than 65%.
Hand-held records
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Each patient will have an individual hand-held record or ‘yellow book’ in which INR levels, dosing
information, date of next test and contact numbers for advice are recorded, which they will take with them
if they move from secondary to primary care. This should be maintained by the primary care service.
Patients should be encouraged to carry their hand-held record (yellow) book with them at all times and to
show it to any health professional whenever they seek treatment or advice.
•
•
•
•
•
•
•
•
•
•

Name of drug and current dose
Target INR
Reason for and objectives of treatment
Anticipated length of treatment
Ways to remember to take the drug (especially important for NOACs)
What to do in the event of a missed dose
Symptoms of under and overdose and what to do if these occur
Drug and food interactions
What to do if dental treatment or surgery is required
Contact details for the provider in case of concerns

Patients who have been initiated in primary care should have the same awareness and understanding of
their situation.
NOACs:
• Initiation Of NOACs: where there is true contra-indication to using warfarin as first line, and patients
have been given choice, NOACs may be initiated by level 1 and 4 practices, provided they have received
appropriate training and accreditation
• NOACs (dabigatran, rivaroxaban, apixaban and edoxaban) to be initiated in line with local Hertfordshire
guidelines.
• LINK TO GUIDELINES HERE
• Risk and benefits of anticoagulation in AF, to be discussed with patient and decision to start treatment,
including choice of product, to be agreed with patient.
• Baseline renal function, haemoglobin, platelets, renal function, CHADS2VASC and HASBLED score
undertaken and recorded in the notes.
• Patient to be reviewed after one month to check whether compliant to treatment, treatment is
tolerated and blood and renal function is the same as the baseline.
• Compliance: The protective effect of NOACs on the risk of stroke may fade 12–24 hours after dose is
taken. Warfarin allows monitoring of effectiveness of treatment if non-compliance is anticipated.
• Ongoing renal function management to be undertaken in line with local guidance
• Annually if CrCl > 60ml/min
• 6 monthly if CrCl 30-60ml/min
• 3 monthly if CrCl < 30ml/ min, ≥ 75 years or expected decline in renal function e.g. during acute illness

Table of Summary of level 4 specification
Level 4
General
Counselling
Patient education
Lifestyle and food interactions
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Records
Individual annual review
Adverse event
Medical and medicinal interactions
Individual annual review
Safety and Quality data submission and audits
WarfarinEncouraged to Initiate warfarin
Ongoing sampling, monitoring and prescribing of warfarin
Record TTR at each visit and annually
Achieve anticoagulant control TTR >65%
Action taken if poor control (TTR <65%) and referral out of primary care
Compliance
NOACs
CHADS2VASC scoring
HASBLED scoring
Initiation of NOAC
Counselling
Renal function monitoring
Compliance
Payment
LEVEL 4: Warfarin (Practice sampling, testing, dosing and prescribing) - £190.00 per patient per year
A patient will not be ‘new’ if he has been discharged from secondary into primary for anti-coag within the
last three months
LEVEL 4: Warfarin (for a small cohort of patients where the number of appointments exceeds 12 visits within
a calendar year) - £11.65 per attendance (paid at year end)
LEVEL 4: Warfarin initiation (Per patient initiation on Warfarin) A small number of surgeries are initiating
patients. Initiation requires significant set up time, education alignment with acute and higher initial testing
- £190.00 for 3 months on initiation of anti-coag
This payment will be made for initiation and for the following three months of treatment.
Thereafter the patient will revert to the per patient per annum tariff
PLEASE NOTE PRACTICES SHOULD NOT BE CLAIMING UNDER LEVEL 1 AND LEVEL 4 FOR THE SAME PATIENT
Domiciliary Anti-coagulation - Practices providing domiciliary anti-coagulation can claim an additional £5.30
per patient visitation fee. This is only to be claimed when the practice staff carry out the visit and not when
visit has taken place by community nursing
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Appendix 11 – Care Homes
Care Home Requirements
The GP provider is required to deliver the following under this contract, these features are considered to be
over and above the level of care covered by the core GMS contract (Please refer to the GPECF resource pack
for information on what is covered under the core GMS contract):
A clinician quick guide to the spec is in the GPECF resource pack,
• Identify a nominated Nursing & Residential Home Lead(s) for the provision of medical advice and
support to care homes serviced by the practice. The nominated lead must be one of more GP(s) within
the practice.
• Alignment. To work with other practices in the locality to adapt a one home one practice approach.
Or (less ideally) 2/3 practices covering a larger home (e.g. 1 practice covers 1 wing).
• A clinician (GP, pharmacist, nurse prescriber) is to undertake regular medication reviews using the 4
key questions of all care home residents, as a minimum this will be at least every 12 months. (Please
refer to GPECF resource pack for a clinician’s quick guide for further information.)
•
•
•
•

OTHER KEY INFORMATION to be recorded at this review:
In a care home coded – so accurate registers can be produced
DNAR status
Summary Care Record with additional information to be released with patients consent
Dementia diagnosis to be recorded

• Post hospital discharge review for patients recently discharged from hospital. A clinician will
undertake a prompt face to face medical review of all residents recently discharged from hospital.
Ideally the CCG would expect this to be completed within 14 days of hospital discharge; however a
month would be acceptable so that multiple visits can be combined. (Please see clinicians quick spec
guide for further info)
• JIC (admission avoidance) care plan for residents with long term conditions. A clinician will write
Specific JIC (admission avoidance) care plans when guidance will help the care home or out of hour’s
team manage a pre-existing condition to avoid inappropriate hospital admissions. This should be
particularly considered for any patient considered at risk of admission, after an admission, at time of
medication review, or at any other time where clear instructions are needed e.g. when a condition
deteriorates. A copy of the care plan should be kept in the care home and brief instructions added to
the summary care record.(Please refer to clinicians quick spec guide)
The GP provider will be expected to work with other community resources e.g. CHIT (care home
improvement team) and Rapid Response and other community services which support to reduce
avoidable admissions and deliver an enhanced service to care home patients.

Acceptance Criteria
•

Compliance with QOF – inclusion should be based on clinical need and appropriateness. In some
cases it will be inappropriate to pursue a QOF target and residents should be exempted. However
place of residence alone is not an acceptable cause for exemption.
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•
•

The Out of hour’s service arrangements for the individual provider will apply outside of core working
hours
Any new homes registered within the HVCCG which fall into the agreed inclusion criteria

Where providers are receiving a retainer in line with code of conduct conflict of interest the provider will
need to declare whether the retainer is to provide the service beyond this service specification.
Exclusions Criteria
•
•
•
•

This service specification excludes those beds that are commissioned by the CCG for intermediate
care/ non weight bearing and where separate specifications and contracts between the care home
and the primary care have been agreed.
Older people placed in Flexi care schemes –independent living schemes, supported housing.
Learning Disability patients in Residential Homes and Supported Living Schemes as this is covered
under the LD DES. LE nursing home patients are included in this spec.
Enablement placements (Core GMS services still to be provided)

Payment
The payment to practices for providing this service to care homes will be based on the following formula:
GP providers will be paid at a rate of £120.00 per bed per year. Practices will be paid on a quarterly basis as
per their confirmed bed alignment. E.g 20 beds per year x £120 = £2,400 therefore quarterly payments will
be £600 per quarter.
NB. The Practice shall use reasonable endeavours to ensure that the performance report and medication
review sample document (available in GPECF resource pack) are both accurate and properly prepared in
accordance with the CCG requirements; and evidence will be available to the CCG if the practice is selected
for a post-payment verification visit.
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Appendix 12 – Holistic Cancer Care Reviews
Service Specification for the provision of enhanced payments for a yearly Holistic
Cancer Care Review based on a 4 Point Holistic Cancer Care Model.

This proposal has been developed for the Herts Valleys Primary Care Networks to improve care for people
with a diagnosis of cancer within the primary care setting.
1. Scope
1.1 Aims and Objectives of Service
The aim of this project is to improve the level of support provided in primary care for people with a cancer
diagnosis living in Herts Valleys and to ultimately improve the overall patient experience of cancer services.
The service is in line with the national agenda to ensure that every person with cancer has access to holistic
assessment and care planning at significant points along their cancer pathway and the opportunity to access
cancer care outside the hospital setting.
The Objective is to ensure that all people with cancer are offered an effective, holistic Cancer Care Review in
primary care within 6 months of diagnosis, at a year from diagnosis and then yearly, using a Holistic Cancer
Care Model for Cancer Care Reviews as advocated by the East of England Cancer Alliance and NHS England.
2. Population Need
2.1 National context, local context and evidence base
The NHS Long Term Plan (2019)2
The NHS Plan (2019) stipulates that by 2022 every person diagnosed with cancer will have access to
personalised care; including needs assessment, care planning and health and wellbeing information and
support which will be delivered in line with the NHS Comprehensive Model for Personalised Care. This will
empower people to manage their care and the impact of their cancer maximising the potential of digital and
community based support.
National Cancer Survivorship Initiative (2013)3
The current system is failing to meet existing needs, and faces challenges in expanding sufficiently to support
the increasing number of people surviving cancer.
Failing to meet the needs of cancer survivors has significant cost implications for the NHS and wider
economy, resulting in increased use of health resources, reduced economic activity and an increased
dependency on benefits. This means that the NHS is facing a significant cost pressure at a time of financial
austerity.
2

https://www.longtermplan.nhs.uk/
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/181054/9333-TSO-2900664NCSI_Report_FINAL.pdf
3
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Changing the way we support cancer survivors is therefore both an outcomes priority and a financial priority:
simply doing more of the same will not deliver the outcome improvements we want for cancer survivors, nor
will it be a good use of tight NHS resources.
National Cancer Patient Experience Survey4
The National Cancer Patient Experience Survey has two questions related to experience in primary care.
Although the responses for patients to these questions are within the expected range, the scores are low,
with only 60% of patients feeling that ‘practice staff definitely did all they could to support their patients’
and 45% feeling that they were ‘given enough support from health and social services after treatment’.
Patients rating of care
on a scale 0-very poor
to 10 very good

Practice Staff definitely
did all they could to
support the patient
(Q53)

Patient definitely given enough
support from health and social
services after treatment (Q51)

55%-66%

38%-53%

Expected
Range
England
Average

8.8

60%

45%

HVCCG
Average

8.8

60%

42%

Managing levels of Need- Cancer as a long term condition
Long-term conditions are defined on the Department of Health website as “those conditions that cannot, at present, be
cured, but can be controlled by medication and other therapies. The life of a person with a LTC is forever altered – there is no
return to ‘normal’.” (Department of Health 2010)

5

The Transforming Cancer Services Team London (TCST) (2015) 6 proposed the consideration of cancer as a long term condition,
on the basis that increased diagnosis and longer survival rates indicate that long term management is becoming more
important.
There are specific issues for patients with cancer that would benefit from a holistic, long term condition approach with
growing evidence of the importance of the following:
•
•

Diet and increased physical activity to reduce cancer recurrence.
Improving the physical and psychological effects of treatment.

•

Providing a more structured approach to information giving about the signs and symptoms of recurrence, of new
cancers and providing advice on healthy lifestyle changes.

3. Outcomes
4

https://www.gov.uk/government/statistics/national-cancer-patient-experience-survey-2017
https://webarchive.nationalarchives.gov.uk/+/http://www.dh.gov.uk/en/Healthcare/Longtermconditions/DH_064569
6
https://www.healthylondon.org/wp-content/uploads/2017/12/Four-point-model-for-holistic-cancer-care-reviews-cancer-as-along-term-condition.pdf
5
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3.1 NHS Outcomes Framework domains and indicators
This service will support the delivery of the following NHS Outcome Framework domains and indicators.
Domain 1

Preventing people from dying early

Domain 2

Enhancing quality of life for people with long term conditions

Domain 4

Ensuring people have a positive experience of care

3.2 CCG Improvement and Outcome Framework
The CCG Improvement and Outcomes Framework 2017/2018 included four key target areas by which CCGs
will be measured on their cancer performance. One year survival rate for all cancers and cancer patient
experience correlate with the indication for improved provision for cancer patients in Primary Care
Better Care
Cancer

Cancer diagnosed at an early stage
People with urgent GP referral having first definitive treatment for
cancer within 62 days of referral
One year survival rate for all cancers
Cancer patient experience

3.3 Local Defined Outcomes
Indicator

Improvement Target

To increase the 1 year survival rate for all cancers

72%

4. Current Provision and Need for Change
Currently there are two Quality Outcomes Framework (QOF) measures attached to Cancer Care;
CAN001- The contractor establishes and maintains a register of all cancer patients defined as a ‘register
of patients with a diagnosis of cancer’.
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CAN003- The percentage of patients with cancer, diagnosed within the preceding 15 months, who have
had a patient review recorded as occurring within 6 months of the date of diagnosis.
All practices in HVCCG submit QOF returns to indicate that these measures are being adhered to.
However, there are currently no ‘quality’ measures attached to these targets and although resources are
available in the form of templates and training to encourage the undertaking of a holistic review, often
patients have little knowledge that their cancer care review has taken place. If a patient with cancer has
had contact with their GP within the time stipulated a Cancer Care Review code is recorded. At a recent
HVCCG Cancer Patient participation event (December 2018) those attending had no awareness of what a
Cancer Care Review was and some had not had any contact from their GP’s since diagnosis even when
they had finished primary treatment. This correlates with patient experience across the East of England5.
Macmillan Cancer Support believes that Practice Nurses are in a prime position to offer Cancer Care
Reviews in Primary Care; this is due to their experience in managing other long term conditions and their
abilities to undertake holistic assessment. A Macmillan Practice Nurse Lead has been in post in HVCCG
since April 2018, the role includes the implementation of the Macmillan Practice Nurse Cancer Course
and to train surgery staff in carrying out effective Cancer Care Reviews. However, engagement from
Primary Care has been limited and support from practices poor, with some nurses attending the course
in their own time. Practices view this as increased work for practice nurses without financial reward.
In 2015 the Management of Stable Prostate Cancer Patients in primary care project was implemented in
HVCCG; practices are financially rewarded for undertaking an annual PSA test and holistic assessment for
patients with stable prostate cancer in their surgery. A cohort of nurses was trained to undertake the
reviews and mostly all practices are engaged with the project although, most reviews are now
undertaken by GP’s. Some of the Nurses trained to undertake these reviews now attend a Community of
Practice supported by Macmillan and the CCG as they felt their confidence in carrying out reviews
deteriorated due to lack of ongoing support following the training.

5. Proposed model
The proposed model is based on the TCST (2015) 4 Point model (5.1) which was developed to support
people with a diagnosis of cancer to self-manage whilst they have cancer and in the longer term.
The Model involves patients being identified by their GP at diagnosis; the patients are then added to a
register upon which they would be contacted by the practice, thereby fulfilling the QOF requirement.
During this first contact the patient is invited to attend for a holistic Cancer Care Review within 6 months
from diagnosis. This will be triggered through internal flagging at a time agreed with the patient during
the first contact. Cancer Care Reviews will be carried out by GP’s or ideally Practice Nurses that have
undertaken training. The patients would then be offered a yearly Holistic Cancer Care Review again
triggered through internal flagging. Primary Care Networks will be awarded £45 for each yearly review
performed as part of the GPECF.
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If at any time concerns are raised about complex need either at the initial contact after diagnosis, during
treatment or at Cancer Care Review the patient can be referred to support services either directly or via
community navigators.

5.1 The Proposed Holistic Cancer Care Review/4 Point Mode
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5.2 Service Design
Patient diagnosed, contact made and
Holistic CCR arranged within 6months
from diagnosis. If high risk or have
complex need for referral to local
support services
(QOF)

Holistic CCR carried out within first 6
months from diagnosis; if high risk or
have complex need for referral to local
support services
(QOF)

Patients with Prostate Cancer
Offered yearly holistic Cancer Care
Review as part of the Management of
Stable Prostate Cancer Patients in
primary care project; if concerns
raised or late consequences of cancer
treatment identified for referral to
local support
GPECF Unified Budget

Patients with diagnosis of cancer other
that Prostate Cancer
Offered yearly holistic Cancer Care
Review; if concerns raised or late
consequences of cancer treatment
identified for referral to local support
services
GPECF

60

6. Funding
In Herts Valleys 3010 people were diagnosed with cancer during 2016/2017. With 66 registered
practices a mean average of 46 new patients were diagnosed in each practice over that time.
Approximately 390 (13%) of these patients will have prostate cancer and will therefore continue to be
offered their reviews under the existing Management of Stable Prostate Cancer Patients in Primary Care
Project. The remaining patients (n: 2620 87%) will be offered a Holistic Cancer Care Review.
As Point 1 (patients added to a list of cancer patients in the surgery) and Point 3 (Review carried out
within 6 months from diagnosis) of the proposed model are attached to QOF payment , a payment of
£45 is paid to a Primary Care Network for each Yearly HCCR carried out (Point 4).
Quality measures will be in place to assure that a holistic review is conducted and these include
designated appointment slots of at least 20 minutes and the use of the Macmillan Cancer Care Review
template. It will be expected that HCP carrying out reviews will have attended adequate training and
have awareness if the clinical competencies expected.
To ensure that practices are not overwhelmed, the project would commence with newly diagnosed
patients and patients diagnosed in the preceding 12 months to make sure that patient numbers grow
steadily and payment can be achieved within the first year of the project.
7. Proposed Benefits
7.1 Benefit to Patients
• Every patient has the opportunity to access Holistic Assessment in Primary Care and an opportunity
to discuss their concerns with a professional who has received education focused on the needs of
people living with and beyond a diagnosis of cancer and health promotion.
• Patients have contact with a healthcare professional who has a generalised view of the patients
concerns and can help facilitate adjustment to changes in their condition for both the patient and
their significant others.
• As healthcare provision changes and Personalised/Stratified follow-up is introduced, patients will
have the opportunity to attend a planned appointment in primary care to assess need, promote
well-being and monitor for late effects form diagnosis and or treatment.
7.2 Benefit to Clinicians
• Reduce attendance at the surgery if problems are anticipated and prevented. For patients where
changes in condition are anticipated early referral to local hospice services will ensure smoother
transition onto palliative care services.
• To empowers patients to self-manage and therefore reduces reliance on health care professionals
and provide an opportunity for health promotion.
• A holistic cancer care review can be carried out alongside other long term condition reviews as 50%
of patients with cancer will have another long term condition.
7.3 Benefits to the CCG
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•
•
•
•
•

A change in cancer related GP appointments with a reduction in total appointments and increased
direct referral to support services.
Meeting CCG improvement more specifically to increase the 1 year survival rate due to increased
support, early signposting and health promotion.
Providing a quality service to patients with a cancer diagnosis and therefore improvement in cancer
patient experience.
Building solid connections in primary care for patients with cancer which will be invaluable as care
provision for cancer patient’s changes going forward.
Adhering to the concept of personalised care as advocated by the NHS Plan (2019)

4 Point Model For Holistic Cancer Care Reviews: Cancer as a long term condition
TCST London 2017
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Appendix 13 - Physical Health checks for patients with a Serious Mental Illness
(SMI)

Appendix 13 – Physical Health checks for patients with a Serious Mental Illness (SMI)
Service Specification
Service Ref:
Service:

Physical Health checks for patients with a Serious
Mental Illness (SMI)

Commissioning Lead:
Provider Lead:

Tara Mullaney
Mental Health Commissioning Manager
GP practices in Herts Valleys CCG

Start date:

1st April 2019

Frequency of service review:

Annual

Date of last review undertaken:

N/A

End date:

31st March 2020

This Agreement is open to any GP practice within Herts Valleys CCG
1. Population Needs
1.1 National / local context and evidence base
People living with severe mental illness (SMI) face one of the greatest health inequality gaps in
England. The life expectancy for people with SMI is 15-20 years lower than the general
population. 7 This disparity in health outcomes is partly due to physical health needs being
overlooked both in terms of identification and in receiving appropriate treatment.
Smoking is the largest avoidable cause of premature death, with more than 40% of adults with
SMI smoking. Individuals with SMI also double the risk of obesity and diabetes, three times the
risk of hypertension and metabolic syndrome, and five times the risk of dyslipidaemia
imbalance of lipids in the bloodstream) than the general population. People with an SMI are
also three times more likely to attend A&E with an urgent physical health need and almost five
times more likely to be admitted as an emergency. It is estimated that for people with SMI, 2 in
3 deaths are from physical illnesses that could be prevented. 8
7

Chesney E and others. ‘Risks of all-cause and suicide mortality in mental disorders: a meta-review’ World Psychiatry 2014: volume
13, issue 2, pages 153 to 160 (viewed on 2 July 2018)
8
The Mental Health Taskforce, NHS England. ‘Five Year Forward View for Mental Health’ 2016 (viewed on 2 July 2018)
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In the vast majority of cases, these early deaths could be avoided through timely diagnosis and
treatment, however there is a lack of clarity over whether the responsibility for providing
physical health care to this cohort of people lies principally with GPs, mental health teams, or
both. Other barriers to accessing primary care for physical health may be further exacerbated
by stigma and socioeconomic inequalities among people with severe mental illnesses (Kings
Fund 20169).
NHS England published revised guidance for Clinical Commissioning Groups (CCG’s) in May
201910, which clearly outlines the responsibilities of primary and secondary care teams for
carrying out annual physical health assessments and follow up care.
The national ambition identified in the Mental Health Five Year Forward View (MHFYFV) is to
ensure by 2020/21 that 280,000 people living with severe mental illness (SMI) have their
physical health needs met by increasing early detection and expanding access to evidencebased physical care assessment and intervention each year. This equates to a target of 60%
of people on the primary care mental health register receiving a full and comprehensive
physical health check.
For Herts Valleys CCG there are an estimated 4695 people on the SMI register. Therefore, by
Q4 of 2019/20 a minimum of 2,817 people are required to have had a physical health check.
Herts Valleys CCG reported that only 17% of people on the SMI register had received a
comprehensive healthcheck in Q1 of 2019/20.

9
https://www.kingsfund.org.uk/sites/default/files/field/field_publication_file/Bringing-together-KingsFundMarch-2016_1.pdf
10 https://www.england.nhs.uk/wp-content/uploads/2018/02/improving-physical-health-care-for-smi-inprimary-care.pdf
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2. Outcomes
2.1 NHS Outcomes Framework Domains & Indicators
Domain
Domain
Domain
Domain
Domain

1
2
3
4
5

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

Yes
Yes
Yes
Yes
Yes

2.2 Local defined outcomes
•

Physical Health Checks
 Validated mental health register
 Reduction in the life gap for people living with a SMI in the local area (this is a
long-term outcome)
 Proactively target and offer everyone on the mental health register a physical
health check and ensure at least 60% complete a physical health check in line
with national guidance and is referred for the appropriate interventions or onward
investigations
 Provide an enhanced personalised care plan that includes psychosocial support
as well as the appropriate physical interventions and onward investigations
 Reduce demand on physical healthcare services/reduce emergency admissions
 Better outcomes for patients with long term conditions e.g. diabetes
 Better lifestyle choices made e.g. increased number of smoking quitters and
reduced levels of alcohol intake
 Improve access to relevant national screening programmes

3. Scope
3.1 Aims & Objectives of service
The aim of this service is to increase the quantity and quality of physical health checks carried
out for patients with SMI diagnosis on the mental health register (as referred to in QOF). The
service will meet these aims by:
•
Taking a targeted and proactive approach to reach patients on the mental health
register to complete a comprehensive health check and enhanced personalised care
plan. Services need to be accessible, appropriate and sensitive to the needs of all
patients on the register.
•
Developing and maintaining Practice Support Packs available on the CCG
intranet to support implementation of the programme into practices
•
Using the EMIS or Systmone template to complete the health check to ensure
effective reporting at the end of each quarter (the CCG will undertake monthly
monitoring to identify and support practices not meeting the targets)
3.2 Service description/care pathway
As this service mirrors national guidance this service specification may vary to reflect any
updated guidance for 2019/20.
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This service consists of the following three elements:
Part 1 - Sign up and attendance to training
• Each GP practice to identify two members of staff, a named 1) GP and 2) Practice
Nurse, HCA or Pharmacist, to take a lead on physical healthchecks for those with a
SMI.
• Before the end of October 2019, each GP practice to ensure that the named leads
complete e-learning (30-60 minutes) provided by the CCG on physical health checks.
Free additional education sessions will be offered, which will be optional for leads or
other members of the practice to attend as they feel appropriate in line with their own
CPD opportunities.
• The Leads to encourage and provide opportunities for reflective practice and cascade
learning to their colleagues e.g. sharing key learning or case examples in practice
meetings.
Part 2 - Physical Health Checks
• Each GP practice to validate their mental health register at the start of the service and
forward confirmation to the mental health commissioning manager.
• Each GP practice to add the EMIS template to the clinical tree, to facilitate completion
of the elements of the physical health check.
• To utilise the GP call and recall system to contact all individuals on the respective GP
practice mental health register to invite them to attend a full physical health check, see
Practice Support packs for template letters and useful information leaflets.
• To facilitate patients attending health check appointments, admin time should be
allocated to proactively engage and follow up with patients on the list to increase the
likelihood of their attendance.
• Aim to complete an annual physical health check as per the 12 checks including care
plan (listed in section 5) for a minimum of 60% of individuals identified on the mental
health register.
• Following completion of the physical health check, the patient should be made aware of
appropriate services and offered a referral for any issues identified as requiring further
attention, e.g. a referral to smoking cessation directly or refer via the Care Navigation
Service.
3.2.1 Combining with other services
For SMI patients on the register that are between 40 and 74 years of age it would be an ideal
opportunity to combine the extra requirements of the SMI physical health checks when the
patient visits the practice to have their over 40’s physical health check.

3.3 Population covered including any acceptance & exclusion criteria & thresholds
• All patients registered with a GP practice within Herts Valleys CCG listed on the mental
health register with a severe mental illness over the age of 18 years with no upper limit.
• The GP practice workforce within the Herts Valleys CCG who could benefit from
receiving mental health awareness training.
3.3.1 Acceptance criteria
• Physical health checks - The service will be made available to people aged 18 years
with no upper limit who are on the mental health register at the participating GP
practice in the Herts Valleys CCG.

66

3.3.2 Exclusion criteria
• Patients not on a mental health register in the Herts Valleys CCG area
3.4 Interdependence with other service/providers
Interdependencies will be with the following services; however this list is not exhaustive:
• Third sector providers
• HPFT Mental Health Trust
• Hertfordshire County Council Social care services
• Neighbourhoods
• A&E
• Public Health services e.g. smoking cessation
3.5 Training & Competence required
All relevant training will be provided by the CCG. Details will be issued to the identified Leads
following sign-up. Mandatory training for the Leads will be provided via a powerpoint
presentation.
Face to face training will be offered but will not be mandatory for staff to attend. Staff can
attend non mandatory training in line with their own CPD opportunities, as appropriate.

4. Applicable service standards
4.1 Applicable national standards (eg NICE, CQC) and standards set out in
guidance and/or issued by a competent body
The service shall deliver care in line with national and local protocols and guidance including:
• Public Sector Equality Duty, section 149 (1) of the Equality Act 2010
• Health and Social Care Act 2012
• Improving physical healthcare for people living with severe mental illness (SMI) in
primary care (NHSE, February 2018)
• Lester Positive Cardiometabolic Health resource
• NHS Health Check
• NICE Clinical Guideline CG120 (Co-occuring substance missue and SMI)
• NICE Clinical Guideline CG43 (Obesity)
• NICE Public Health Guideline PH44 (Physical Activity)
• NICE Clinical Guideline CG127 (Hypertension)
• NICE Public Health Guideline PH38 and NG28 (Type 2 diabetes prevention and
treatment)
• NICE Guideline NG17, NG18 (Type 1 diabetes diagnosis and management)
• NICE Guideline Clinical Guideline CG181 (Lipid modification)
• NICE Public Health Guideline PH48 (Smoking cessation)
• Royal College of Practitioners top ten tips (Appendix 7)

67

For the purpose of this indicator a person is counted as having had a comprehensive
physical health check if all 12 checks are completed and provided with an enhanced
personalised care plan, as required by the guidance11 :
1. A measurement of weight (BMI or BMI + waist circumference)
2. A blood pressure and pulse check
3. A blood lipid including cholesterol test
4. A blood glucose test
5. An assessment of alcohol consumption
6. An assessment of smoking status
7. An assessment of nutritional status, diet and level of physical activity
8. An assessment of use of illicit substance/non-prescribed drugs
9. Access to relevant national screenings
10. Medicines reconciliation and review
11. General physical health enquiry including sexual and oral health
12. Indicated follow-up interventions.
Provide an enhanced personalised care plan for physical and psychosocial needs. A
personalised care plan will include the following elements:
 Setting personal physical health goals
 Agreeing approaches to self-care, e.g. health coaching
 Physical health referrals, social prescribing or onward signposting
 Follow-up care over the next 12 months
 Clearly identifying roles and responsibilities of named supporting professionals
 Proactive follow up on the results of assessments
 Proactive outreach: peer support and voluntary sector support for those struggling to
attend appointments and engage in interventions
The 12 checks and the enhanced personalised care plan can be completed by a
Practice Nurse, HCA or Pharmacist with oversight of a GP.
4.2 Applicable local standards
• Provision and maintenance of equipment:
The provider shall ensure appropriate equipment to safely provide the services is available
and compliant with minimum service standards. The provider shall ensure that all equipment
used is safe and effective, fit for purpose, regularly calibrated, well maintained,
decontaminated, stored, and used according to manufacturer’s recommendations and relevant
best practice guidance.
• Staffing
The provider shall ensure that the services are staffed by appropriately qualified competent
staff, with current professional registration and indemnity insurance. All clinical and non-clinical
staff shall have appropriate line management, professional development and supervision
arrangements in place. Appropriate records must be kept of all staff registration, membership
of professional bodies and medical defence organisations which are appropriate to their
disciplines and should be available for audit.
• Information Governance
The Provider shall need an appropriate Information Governance Framework in place.

11

CCG data collection for people with severe mental illness receiving a full physical health check and follow-up
interventions in primary care, Technical Guidance, NHS England, September 2018
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4.3 Audit & monitoring
The estimated number of people expected to receive the health check and care plan based on
a 60% target is 2,817. Practices are to submit to the CCG the number of people on the mental
health register who have received a full set of comprehensive physical health check in the 12
months to the end of the reporting period delivered in a primary care setting.
a. EMIS Practices
• The CCG will use EMIS Enterprise to extract the required data from practices using
the EMISWeb clinical system, to support the reporting requirement. Practices are to
report the completed physical health check using the EMIS template which
incorporates the new codes for reporting in 2019/20. We will inform practices once
this is available.
•

Data will be extracted via EMIS Enterprise on specific dates and practices will be
given 28 days’ notice before the search.

•

For EMIS practices that do not share data via EMIS Enterprise please run the EMIS
SMI search and provide the data to the CCG by the requested date each quarter.

b. Systmone and Vison Practices
• Practices that use SystmOne and Vision clinical systems will be required to run
searches and submit data to the CCG. Practices are to report the completed physical
health check using the Systmone template which incorporates the new codes for
reporting in 2019/20. We will inform practices once this is available.
c. Vision
• The CCG is no longer supporting Vison Practices with searches therefore Vision
Practices will be required to build and run their own searches and complete a template
and return to the mental health commissioning manager by the requested date.
4.4 Patient satisfaction survey/feedback
We expect that the GP practice will give patients the opportunity to comment on their
experience of using services on an on-going basis, via their own internal feedback
mechanisms. Any learning should be shared anonymously with the CCG Quality team to
enable best practice to be highlighted and shared with GPs across Herts Valleys CCG.
5. Applicable quality requirements & CQUIN Goals
5.1 Applicable quality requirements
See schedule 4, Parts A-D for the Key Performance Indicators
5.2 Applicable CQUIN goals
Not applicable.
6. Location of service providers premises
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6.1 Providers premises
The service shall be delivered from either appropriate premises within the boundaries of Herts
Valleys CCG or at the patient’s home, in order to deliver the principles of ‘care closer to home’
and integration with other local services,
The service shall be provided within GP practices and it will be the provider’s responsibility to
acquire suitable premises and must be registered with the Care Quality Commission (CQC)
and have suitable equipment. These must meet all criteria set out in national and local
guidance relevant to the service being commissioned including for example:
•
•
•
•

•

•
•

To be DDA compliant
Have access to interpretation and translation services
All premises and equipment to be used must be subject to proper maintenance,
calibration and decontamination as appropriate
To have reception and waiting areas with sufficient capacity to accommodate patients
and any accompanying carers, as might reasonably be expected in line with the
provider’s appointment system;
To have consultation room, with sufficient capacity to accommodate equipment
required to diagnose and treat patients covered by the service, and ensure patient
confidentiality;
To have a treatment room, compliant with all national and local guidelines relating to
infection control and patient privacy/dignity;
To have adequate staff and patient toilet facilities.

The service can be delivered at a patient’s home where a patient is housebound and for whom
travel to surgery by car would cause a deterioration in medical condition or unacceptable
discomfort.
7. Payments & Claims
7.1 Payment schedule
GP practices will receive the following payment for identifying leads, undertaking training and
and completing the checks outlined in section 4 and an enhanced personalised care plan.
• £60 per completed enhanced health check and care plan once per year per
patient.
• Bonus payment for delivering health checks to 60% of the QOF SMI primary
care list before 31st March 2020: £5 per check completed
7.2 Claiming method & timescale
All claims are to be submitted to the CCG. Templates will be provided.
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Appendix 14 – Frailty
Appendix 14.1 Rockwood Frailty Scale
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Appendix 14.2 Falls Assessment (FRAT)
FRAT Questions·
Ask the following 5 questions.
Each answer should be ‘Yes’ or ‘No’·
Score 1 for every answer of ‘Yes’
Falls Risk Assessment Tool (FRAT)
1. Have you had a fall in the previous year? Yes □ No □
2. Are you taking four or more medications per day? Yes □ No □
3. Have you had a stroke? Have you been diagnosed with Parkinson’s disease? Yes □ No □
4. Do you have any problems with your balance? Yes □ No □
5. Are you able to stand up from a chair of knee height without using your arms? Yes □ No □
TOTAL SCORE (Score 1 for each ‘Yes’) ……………
How to interpret the FRAT score
Score 0 = You have a lower risk of falls. To help you maintain independence, stay steady and reduce
your future risk of falls, we have simple self-help advice (See Proactive management of falls risk in
the community pathway – low risk).
Score 1-2 = You have a Lower risk of falls but do have some risk factors. Use our Step-by-step guide
to staying independent and preventing future falls, which will give you further advice about
reducing your risk factors. We also have simple self-help advice to help you (See Proactive
management of falls risk in the community pathway – low-moderate risk).
Score 3 – 5 = Higher risk of falls. You have risk factors, which could increase your risk of falls, so you
will benefit from an assessment by a healthcare team to look at these factors in more detail (a
multi-factorial risk assessment). Your health, social or voluntary/third sector worker who completed
this FRAT score can refer you for this assessment (via GP or Community Trust, or falls and frailty
hub is available).
If you completed this score yourself, please inform your GP practice.
Codes (clinicians only)
FRAT questions asked:CTV3 (SystmOne) XaZP6V2 (EMIS) 38GK.SNOMED Concept ID
839781000000108
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Appendix 14.3 – Loneliness Assessment ((UCLA 3-item loneliness scale)
A number of tools are available. The UCLA scale is described below. Staff may require training and
support to ask negatively worded questions sensitively.
This scale comprises 3 questions that measure three dimensions of loneliness: relational
connectedness, social connectedness and self-perceived isolation.
The questions are:
1. How often do you feel that you lack companionship?
2. How often do you feel left out?
3. How often do you feel isolated from others?
The scale generally uses three response categories: Hardly ever/Some of the time/Often
Using this scale: how to score and interpret your results
In order to score somebody’s answers, their responses should be coded as follows:
Response score for each question
Hardly ever = 1
Some of the time = 2
Often = 3
The scores for each individual question can be added together to give you a possible range of
scores from 3 to 9.
People who score 3 – 5 are usually classed as “not lonely”
People with the score 6 – 9 are usually classed as “lonely”
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Appendix 14.4 - Anxiety and Depression screening
Anxiety 2 and GAD-2 screening
PHQ-2 and GAD-2 screening

Questions 1 & 2 screen for depression, with a total score of 3 or more for these two items
suggesting the strong possibility of clinical depression.
Questions 3 & 4 screen for anxiety (GAD, panic, PTSD & social anxiety), with a total score of 3 or
more for these two items suggesting the strong possibility of clinical anxiety.

Refer to IAPT if screening is positive
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Appendix 14.5 – MDT Terms of Reference
WEST HERTFORDSHIRE ADULT (FRAIL/COMPLEX/HIGH INTENSITY USERS) MULTI-DISCIPLINARY
METTINGS (MDT)

Terms of Reference (TOR)

1. Purpose:
The purpose of the Multi-disciplinary Team is to provide integrated and coordinated care to adults
who are frail, or other adults who have more complex needs or are high intensity users that would
benefit from management at an MDT level.
2. Aims and Objectives
2.1. Strengthen relationships across stakeholder organisation and drive further collaboration,
innovation and improved quality by delivering improved clinical care pathways and social
outcomes, across the physical, mental health and social economy.
2.2. Provide and promote an environment that encourages the adoption and sharing of best
practice and knowledge across organisational boundaries and build an understanding of the various
care pathways.
2.3. Provide instant access to a range of knowledge spanning the various health, mental health,
social and community disciplines, in turn enabling the “risk management” of patients’ care, support
and overview of their health trajectory and improvement in outcomes.
2.4. Through reviewing and supporting robust case management, ensure that the health and social
care support packages are put in place for patients are holistic and fit for purpose.
2.5. The MDT will also be mindful of and proactively work with the relevant Localities to ensure that
they are facilitative and supportive of the direction of travel as they continue to grow and deliver
frailty focused initiatives.
2.6. Time limited multi professional meetings focussed on hospital admission and avoidance and
complex case management with an integrated approach.
2.7. Bring key professionals together to assist in communication and prevent duplication of work
2.8. Provide a forum for the Voluntary Sector to update staff on referral / case progression and
local voluntary services available
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2.9. Establish an audit trail of MDT decision making
2.10. Bring key professionals together to assist in sharing solution options for patients presenting
with challenging needs.
3. Duties of the MDT

The MDT will;
3.1. Manage patients that are frail (identification & definition of frailty is based on the agreed STP
Frailty pathways) and/or adults 18+ who have more complex needs and/or are high intensity users
(3 or more in 3 months or 10 or more per year).
3.2. Provide integrated and co-ordinated care for these patients, bringing together primary care,
social care, nursing, mental health, the care navigators, community vulnerability care
coordinators, social prescribing link workers, and other specialist services including acute and
community as appropriate etc.
3.3. Accept referrals for patients registered with a Herts Valleys GP from clinicians and
professionals. (A DRAFT MDT referral form is attached – see appendix 1).
3.4. Keep a record of the patients referred to the MDT, relevant action plans and date of actions
completed. (A suggested MDT log template is attached – appendix 2). This information will need to
be managed in line with IG and GDPR requirements. The key co-ordinator for the MDT will be the
Adult Community Health Services provider with input from all the stakeholders.
3.5. Onward referrals to appropriate serviced / clinical team to be completed by the referring or
most relevant clinician and recorded on the MDT log by the MDT coordinator.

4. Membership
4.1. Core minimum (depending on the needs of the patient):
•

Chair (to be agreed at locality level)

Primary Care:
•

Locality/Primary Care Network GP representative

•

Professional / clinician / individual making referral to the MDT (option to dial in)

•

GPs (relevant to patients being discussed option to dial in)

•

HUC representative

CLCH
•

MDT Co-ordinator hosted by Adult Community Health Services
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•

Geriatrician (attendance as required to discuss frail patient cohort)

•

Community Nurse / Community Matron

•

Occupational / Physio / Speech Therapists

HCC
•

Care Navigator

•

Social worker

HPFT
•

Mental Health team member

•

Voluntary ED Representative

It is expected that all members who attend the MDT meeting are able to make decisions about
patient care and, as such, any deputation for a member should be a peer in the same capacity.

4.2. Non-core or specialist MDT members:
•

Specialist Palliative Care

•

Specialist members – e.g. respiratory / MSK / Heart Failure, ECP etc.

•

Community pharmacist

•

Psychiatrist

•

Continuing Care team

•

Rapid Response / PACE team member

•

Home Care or Care Home Rep

•

EEAST

Additional members and/or clinical input can be co-opted by the Chair as required.

4.3. Changes in Representation:
Dependent on the contractual arrangements for providers, changes in representation should be
declared to the Chair and the Coordinator, who will be responsible for ensuring that correct
representation is still present.
5. Attendance
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5.1. Every effort should be made by core members to attend; sending an authorised deputy or
update email when clinically appropriate, to represent them on the rare occasions that they are
unable to attend due to other unmovable commitments.
5.2. It is expected that where a clinician submits a patient for review at the MDT, that they or their
deputy are present at the meeting.
5.3. Frequent non-attendance will be escalated to relevant organisational leads.
5.4. A register of attendance will be required and circulated at each meeting, for which each
attendee (core or otherwise) will be required to sign and hand back to the administrator for
documenting. (Recorded in appendix 2).
5.5. All MDT attendees agree to adhere to patient and data confidentiality.
5.6. All MDT attendees are to ensure they have with them when they attend, ‘live’ access to their
associated clinical systems (i.e. via iPad/ tablet), in order to review and discuss the patients on the
MDT list in ‘real-time’ and update information on their own records as appropriate.
6. Roles and Responsibilities

6.1. MDT Co-ordination (meeting arrangement and administration) hosted and managed by Adult
Community Health Services Provider
•

Each MDT will be covered by the central MDT Co-ordinator role who will facilitate and coordinate meetings with key team members, as well as to keep an attendance register for clinical
governance reasons.

•

There is a locally agreed cut-off time of 2 working days ahead of the MDT meeting, for inclusion
of a case on the MDT list, however there is flexibility for cases that may need to be added at the
last minute due to clinical urgency. Members are expected to attend in person or through
virtual connections (e.g. telecon, Skype for business). When a member is unable to attend, an
authorised deputy and/ or an email update may be acceptable as clinically appropriate. The
exception is when presenting a new referral, in which case this must be done in person.

•

There must be sufficient resource identified and available to provide administration cover
where annual leave or sickness results in absence of the usual administrator.

The MDT Co-ordinator will be responsible for:
•
•

•
•

Preparing the agenda and cases to be discussed
Circulating relevant documents to core members 48 hours before the meeting. Compile the
agenda of people to be discussed and share the Action Plan(s) after within two days of the
meeting being held.
Keeping an attendance list.
Ensuring that information is available electronically and securely to the professionals attending
the MDT.
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•
•

Review timescales set at the meeting which the MDT Co-ordinator will manage.
Clustering cases to be discussed in accordance with sources and localities so that GPs can
present in sessions and liaise with GPs so that they are ready to present at specified times over
video-conferencing (Upper Lee Valley are piloting) (Skype for Business coming)
Ensuring they are trained in the video-conferencing mechanism and operate effectively if
required.
Providing administrative support to MDT chair
Evaluating and responding accordingly to queries from referrers to the MDT in conjunction and
where necessary with the Chair if these are clinical queries.
The management of processing all cases received from Health and Social care professionals.
Ensuring the MDT Log (appendix 2) is populated and kept up to date.
Capturing the actions and relevant updates for each patient discussed at the MDT and chase
actions after the meeting via the respective representatives.
The MDT Co-ordinator will save the MDT log in electronic format.
Checking all IT and 3G connectivity is available in each location due to host the next MDT

•

Co-ordinating video-conferences and communication between agencies (where appropriate).

•
•

•
•
•
•
•
•

6.2. MDT Chair:

Each locality will have an identified Chair of the MDT (who may or may not be the same person) and
a deputy to cover when necessary.
•

Ensure all relevant cases are discussed, triaged and prioritised as necessary with all relevant
team members included in discussion

•

Ensure and promote an environment in which all communication and discussions is
constructive, focused and relevant

•

Promote evidence-based and patient-centred recommendations

•

Ensure recommendations and actions are clearly summarised, recorded and fed back to the
MDT coordinator within an agreed timeframe (as per the MDT log)

•

Ensure the current patient discussion, treatment and recommendations recorded on the MDT
Discussion Documents are complete before the next patient discussion starts

•

Ensure all changes of membership are agreed for appropriateness and recorded on file

•

Management and escalation of governance issues that may impact on patient safety and/or
care, to relevant organisational leads.

•

Ensuring the Terms of Reference (TOR) are updated at minimum of 12 monthly intervals or
where there are significant changes that need to be reflected in the TOR accordingly, ensuring
version control at all times.

•

Delegate/allocate responsibility that tasks on the action plan are carried out.

79

7. Patient Cohort
7.1. Frail as identified using Rockwood/FRAT:
FRAT:
1. Score of 3-5 and deemed by professional that Multidisciplinary approach will be effective.
2. For scores below 3, the referring professional must detail reasons additional to score (comorbidities, social reasons etc.) that means patient appropriate for MDT.
Referrals under both criteria will be triaged before being accepted for MDT review.
ROCKWOOD:
1. Scores of 5 & 6 and deemed by professional that Multidisciplinary approach will be
effective.
2. For scores of 4 or 7 review may be considered, but the referring professional must detail
reasons additional to score (co-morbidities, social reasons etc) that means patient
appropriate for MDT.
Referrals under both criteria will be triaged before being accepted for MDT review.
Complex patients identified using risk stratification tools across health and social care,

High Intensity users as defined as patients with 3 or more A&E attendances in three months

8. Information Management and Technology (IM&T)
8.1. Referral Pathway
All identified patient details will need to be sent to the MDT Co-ordinator using a MDT referral
form, which will at a minimum specify the reason for the referral, patient demographics and
referrers’ details. (see appendix 1)
8.2. MDT Log
MDT log needs to be kept up to date by MDT co-ordinator following receipt of updated info from
MDT members in preparation for and in summary of the meeting.
8.3. Clinical and Professional Note Keeping
8.3.1. All clinical notes and any correspondence are to be recorded by clinical staff within their own
relevant clinical records.
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8.3.2. Members will be expected to have ‘live’ access to their respective clinical systems
9. Frequency and location of meetings
9.1. Frequency – one MDT per week per locality. Hence to begin with there will be 16 MDTs in a
month across the 4 localities. Each locality will be maximum 4 hours with a view to review 12-15
patients per MDT. MDTs in the month can be aligned to the PCNs in that locality however that does
not deter the practice from PCN A whose MDT is in week 1 for the case to be reviewed in Week 3
which may be aligned to PCN C.
9.2 Location will be decided by each locality however each MDT will have access to
Skype/Teleconference facilities.
10. Accountability and Reporting (Governance)
10.1 The MDT will be overseen by the relevant clinical lead, eg. Chair, within the practice or
neighbourhood or locality.
10.2. The MDT coordinator should record the KPI information:
•

•

Non clinical
o Number of patients (including number of patients referred who are not appropriate)
o Number of MDT sessions delivered per month per locality/PCN
o Referral source
o Number of patients discussed
o Reasons and number of non-attendance escalation / attendee compliance
o Avoidance of admissions, A&E visits
o Number of patients re-referred within 3 months and reason for referral / Frequent
flyers (Referral criteria needs to be robust)
o Number of onward referrals made and services referrals onto
o Number of onward referrals
o Key worker/case manager identified for each patient discussed and
provider/profession recorded
Clinical
o Clinical Outcome (Depending on the type of MDT & can be locally agreed).
o How professionals feel and benefit from MDTs (job satisfaction), staff survey

11.Evaluation
11.1. 3 monthly retrospective review on feedback and progress made through MDT/temperature
check on engagement across all core professionals, demand vs capacity
11.2. 6 monthly – evaluate the impact of MDT on number of A&E attendances/admissions in
secondary care and Outpatients across acute and community prior to MDT and 6 months. This can
be done remotely through the linkages of the data set via DSCRO data warehouse and to be
managed by the BI support identified through the transformation plan.
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12.Review
These Terms of Reference will be subject to review and any appropriate amendments of a period
no less than once every 12 months or when it is acknowledged that there is a membership, purpose
or clinical need to review and amend them any sooner.

82

Appendix 1: DRAFT MDT Form
Patient name:

NHS number:

DOB:

Address:

Registered GP details:

Referrer Name and
Role:

Referrer’s Organisation:

Date completed:

Reason for Referral / Request to MDT:

Signed:

Appendix 2: MDT Meeting Log:
Date of Meeting:

Name of Practice / Locality / Neighbourhood:

Attendees:
Name:
Patient name

Organisation:
Registered Referrer
GP

Role:
Reason for
referral

Actions
agreed and
timescales

Issues or items for escalation (pertaining to the MDT KPIs)

Contact Details:
Responsible Actions
completed
person
and date

Appendix 3

Draft Frailty Clinical Proforma

Frailty MDT Meeting Record

Name of Person:
Date of Birth:
Date of first Frailty
meeting:
Consent to share information obtained by:
Efi score/ Rockwood Frailty score/
FRAT score.
Medications listed on GP summary:
Brief details of situation/ Past
medical history

NHS number:
Surgery:

Area of risk
Individual in
crisis
Several areas
of risk
Chronic / long
term
conditions /
Specialist
medical
referral

On 5+
medications

Intervention
Referral to

Who

Comprehensive geriatric
assessment
Optimisation of chronic
conditions
Ensure person has
accessed appropriate
community support eg
LD nurse, MS nurse, PD
nurse, heart failure
nurse, community resp
team, diabetes,
community matron,
district nurse etc for selfmanagement of
condition
Polypharmacy review

•
•

•
•

•
•

Locality frailty
clinic
Community
Matrons/specialist
Nurses
GP
As part of CGA in
locality frailty
clinic

GP medication
review
Pharmacist
medication review

Would be done as
part of CGA in
locality frailty
clinic
Carried out by
Community Nursing
team.
•

Skin integrity

Nutrition /
weight loss

• Is skin intact
• Skin assessment
• Waterlow
Any red/ broken areas
Nutritional assessment
Identify weight loss
• If identified –
discussion and
information given on
fortifying diet.
• If weight loss
dramatic – GP for
further interventions
and dietician.

• Basic MUST carried
out by Community
Nursing
• Part of CGA in
locality frailty
clinic
• GP ICT nutritionist

Do 

Reassessed at least
monthly.
Protein and energy
optimisation,
supplements if necessary
Continence

Continence assessment
or appropriate
investigations done to
reach a diagnosis
•

Podiatry
Prevention of
fractures

Falls/ Mobility

Interventions started
where appropriate

Podiatry assessment/
treatment
Bone health assessment
•

Bone protection
medications started
if appropriate

Falls assessment
•

Causes for falls
identified,
investigated and
addressed

Mobility assessment
• Functional
assessment, ADL
assessment
OT input / Aids and
adaptations as required
Exercise
recommendation
Strength and balance
training to reduce
sarcopenia
Memory loss /
cognition

Cognitive assessment 
post diagnostic
Diagnosis given and post
diagnostic support and
sign posting

•

•
•

Continence
team/Community
Nursing
GP exclusion of
UTI
As part of CGA in
locality frailty
clinic

GP – FRAT tool
Would be done as
part of CGA in
locality frailty
clinic
• Rapid response/
postural stability
• Would be done as
part of CGA in
locality frailty
clinic
• ACS/Rapid
response
Community Nursing
•
•

ASC/Rapid response –
depending on if a long
term social need or
health need
• physio class
• postural stability

•

GP and referral
onto Memory
Clinic/Service if
appropriate.

Cognitive enhancers
commenced if
appropriate
• Referral to CMHT if
required
Psychological wellbeing
assessment:

Would be done as
part of CGA on
frailty unit

•

Psychological
wellbeing

Loneliness/Depression
and Anxiety screening
Medications started if
required / psychological
option explored and
signposted to including
IAPT
• CMHT referral if
required
Alcohol/
Smoking

Concerns
regarding
capacity

Speech and
Language
Sensory
impairments
Social
situation
Incl. carer’s
wellbeing

Would be done as
part of CGA in
locality frailty
clinic
• GP
• Community Mental
Health Team for Older
People
•

Review alcohol and
smoking history
Offer support/cessation
therapy as appropriate
IMCA where appropriate
Financial and legal
advice regarding power
of attorney etc.
Capacity assessment if
applicable to any
decision being made
IMCA where appropriate
Financial and legal
advice regarding power
of attorney etc.
Speech and language
referral
Referral to
ophthalmology,
optometry, audiology.

•
•
•

All
GP
As part of CGA in
locality frailty
clinic Smoking
cessation service
and catalyst etc

•
•
•

GP assessment
Lead services
Hospital
consultant in
inpatient

•

GP/Acute

Social care assessment
inc. info, advice and
signposting
Carers/ young carers
assessment
Review financial

• Social care
• Community
navigator

Advocacy
Voluntary
services/
Social
prescribing
Fire services.
Crisis
planning/ End
of life

Return to
Panel

situation and ensure
claiming relevant
additional benefits i.e.
Attendance Allowance.
Advocacy
Referral to social
prescribing team

?
HCC/Herts Help

Referral to The Fire
Services.
Escalation plans – what
to look out for and
contact details for who
to contact for help
Urgent care plan – to
guide out of hours
services, when to take a
person to hospital
Sharing plans with
community services
including ambulance
crews, ED departments,
carers etc
DNAR decision
• Good quality
palliative care for
end stage frailty in
the person’s
preferred place of
care
Referral to palliative
care if appropriate
Review of previously
completed interventions
Actions required:

Return to Frailty MDT?
Date

Actions complete: 

GP
CN
ACS
MH
SC

Appendix 14.6 GP ECF Year One Frailty Achievement data

Appendix 13.7 – Locality Delivery Board Projects

Appendix 14.8 – End of Life Service Specification

Appendix 14.9 - Gold Standard Meeting Terms of Reference
WEST HERTFORDSHIRE GOLD STANDARD FRAMEWORK (GSF) (END OF LIFE CARE) MEETINGS
Terms of Reference (TOR)
1. Purpose:
The purpose of the Multi-disciplinary Team GSF meetings is to provide integrated and coordinated
care to patients who are end of life that would benefit from a multidisciplinary case management
approach.
2. Aims and Objectives
2.1. Strengthen relationships across stakeholder organisations and drive further collaboration,
innovation and improved quality by delivering improved clinical care pathways and social
outcomes, across the physical, mental health and social economy.
2.2. Provide and promote an environment that encourages the adoption and sharing of best
practice and knowledge across organisational boundaries and build an understanding of the various
care pathways.
2.3. Provide instant access to a range of knowledge spanning the various health and community
disciplines, in turn enabling the optimum management of patients’ end of life care and support.
2.4. Through reviewing and supporting robust advanced case management, ensure that the health
and social care support packages are put in place for patients are holistic and fit for purpose.
2.5. The GSF MDT will also be mindful of and proactively work with the relevant Localities to ensure
that they are facilitative and supportive of the direction of travel as they continue to grow and
deliver end of life focused initiatives.
2.6. Time limited multi professional meetings focused on hospital admission avoidance and end of
life care management with an integrated approach.
2.7. Bring key professionals together to assist in communication and prevent duplication of work.
2.8. Establish an audit trail of GSF MDT decision making.
2.9. Bring key professionals together to assist in sharing solution options for patients presenting
with challenging end of life care needs.
2.10 Share learning from post death audits.

3. Duties of the GSF MDT

The GSF MDT will;
3.1. Manage patients that are on the practice end of life register and identify patients to add to the
register.
3.2. Provide integrated and co-ordinated care for these patients, bringing together primary care,
social care, nursing, mental health, the care navigators, community vulnerability care
coordinators, social prescribing link workers, and other specialist services including acute and
community as appropriate. Record and develop appropriate and effective advanced care plans
3.3. Promote effective multidisciplinary team (MDT) communication, collaboration and coordination of care across all health and social care disciplines

3.4. Keep a record of the patients discussed at the GSF MDT, relevant action plans and date of
actions completed. (A suggested GSF MDT log template is attached – appendix 1). This information
will need to be managed in line with IG and GDPR requirements. The key co-ordinator for the GSF
MDT will be the GP practice or PCN with input from all the stakeholders.
3.5. Onward referrals to appropriate services / clinical team to be completed by the referring or
most relevant clinician and recorded on the GSF MDT log by the MDT coordinator.

3.6. Understanding and sharing individual learning experiences and promoting reflective practice as
individuals and in groups to help in the creation of a culture of learning and continuous
improvement.

3.7. Support the delivery of coordinated, responsive care in and out of hours with key cross-sector
stakeholders.
3.8. Discuss the results of the post death audit and develop key learning outcomes.

4. Membership

4.1. Core minimum (depending on the needs of the patient):
•

Chair (to be agreed at practice/PCN level)

Primary Care:
•

Practice GP representative

•

Clinician making referral to the GSF MDT

•

GPs (relevant to patients being discussed option to dial in)

CLCH
•

Community Nurse / Community Matron

•

Specialist palliative care nurse

It is expected that all members who attend the GSF MDT meeting are able to make decisions about
patient care and, as such, any deputation for a member should be a peer in the same capacity.

4.2. Non-core or specialist GSF MDT members: (option to dial in)

•

Mental health

•

Social Care

•

Palliative care consultant

•

Voluntary care

•

HUC

•

PCN pharmacist

•

Community pharmacy

•

Practice/PCN pharmacist

4.3. Changes in Representation:

Dependent on the contractual arrangements for providers, changes in representation should be
declared to the Chair and the Coordinator, who will be responsible for ensuring that correct
representation is still present.

5. Attendance

5.1. Every effort should be made by core members to attend; sending an authorised deputy or
update email when clinically appropriate, to represent them on the rare occasions that they are
unable to attend due to other unmovable commitments.
5.2. It is expected that where a clinician submits a patient to be discussed at the GSF MDT, that
they or their deputy are present at the meeting.
5.3. Frequent non-attendance will be escalated to relevant organisational leads.

5.4. A register of attendance will be required and circulated at each meeting, for which each
attendee (core or otherwise) will be required to sign and hand back to the administrator for
documenting. (Recorded in appendix 2).
5.5. All GSF MDT attendees agree to adhere to patient and data confidentiality.
5.6. All GSF MDT attendees are to ensure they have with them when they attend, ‘live’ access to
their associated clinical systems in order to review and discuss the patients on the GSF MDT list in
‘real-time’ and update information on their own records as appropriate.

6. Roles and Responsibilities

6.1. GSF MDT Co-ordination (meeting arrangement and administration) hosted and managed by
Adult Community Health Services Provider

•

Each GSF MDT will be covered by the central GSF MDT Co-ordinator role who will facilitate and
co-ordinate meetings with key team members, as well as to keep an attendance register for
clinical governance reasons.

•

There is a locally agreed cut-off time of 2 working days ahead of the GSF MDT meeting, for
inclusion of a case on the GSF MDT list, however there is flexibility for cases that may need to
be added at the last minute due to clinical urgency. Members are expected to attend in person
or through virtual connections (e.g. telecon, Skype for business). When a member is unable to
attend, an authorised deputy and/ or an email update may be acceptable as clinically
appropriate. There must be sufficient resource identified and available to provide
administration cover where annual leave or sickness results in absence of the usual
administrator.

The MDT Co-ordinator will be responsible for:
Preparing the agenda and cases to be discussed by prioritising Patients as detailed below:
Needs based RAG coding helps you to organise your meetings, an option is shown here,
but others exist:
1)
2)
3)
4)

Use your own and other staff’s knowledge of the patient and their health
status/closeness to death, prioritise the most unwell.
• Use your prioritisation code as a guide to who to discuss first e.g. patients coded red.
• You will not need to discuss every patient on the list at every meeting e.g. stable
patients coded green and blue.
• Include new additions since the last meeting and anyone else any team member has
concerns about.
• Discuss all deaths since the last meeting including deaths of patients who were not
on the register and sudden or unexpected deaths – consider bereavement care
needs.
Circulating relevant documents to core members 48 hours before the meeting. Compile the
agenda of people to be discussed and share the Action Plan(s) after within two days of the
meeting being held in accordance with information governance
Keeping an attendance list.
Ensuring that information is available electronically and securely to the professionals attending
the GSF MDT.
Review timescales set at the meeting which the GSF MDT Co-ordinator will manage.
•

•

•
•
•

Red – last days of life
Amber – last weeks of life or increasing decline
Green – last months of life or advancing disease
Blue – incurable condition but could live for years, e.g. dementia or frailty.

•
•
•
•
•
•
•

Clustering cases to be discussed in accordance with relevant organisations so that GPs can
present in sessions
Providing administrative support to GSF MDT chair.
Evaluating and responding accordingly to queries from referrers to the GSF MDT in conjunction
and where necessary with the Chair if these are clinical queries.
The management of processing all cases received for discussion at the GSF MDT meeting.
Ensuring the GSF MDT Log (appendix 1) is populated and kept up to date.
Capturing the actions and relevant updates for each patient discussed at the GSF MDT and
chase actions after the meeting via the respective representatives.
The GSF MDT Co-ordinator will save the GSF MDT log in electronic format.

Each practice/PCN will have an identified Chair of the GSF MDT (who may or may not be the same
person) and a deputy to cover when necessary.
•

Ensure all relevant cases are discussed, triaged and prioritised as necessary with all relevant
team members included in discussion.

•

Ensure and promote an environment in which all communication and discussions is
constructive, focused and relevant.

•

Promote evidence-based and patient-centred recommendations.

•

Ensure recommendations and actions are clearly summarised, recorded and fed back to the GSF
MDT coordinator within an agreed timeframe (as per the GSF MDT log)

•

Ensure the current patient discussion, treatment and recommendations recorded on the GSF
MDT discussion documents are complete before the next patient discussion starts.

•

Ensure all changes of membership are agreed for appropriateness and recorded on file.

•

Management and escalation of governance issues that may impact on patient safety and/or
care, to relevant organisational leads.

•

Ensuring the Terms of Reference (TOR) are updated at minimum of 12 monthly intervals or
where there are significant changes that need to be reflected in the TOR accordingly, ensuring
version control at all times.

•

Delegate/allocate responsibility that tasks on the action plan are carried out.

7. Patient Cohort

7.1. Patients who are identified as being at the end of life i.e. may die within the next 12 months
and will benefit from a multidisciplinary approach to care planning.

8. Information Management and Technology (IM&T)

8.1. Referral Pathway

All identified patient details will need to be sent to the GSF MDT Co-ordinator which will at a
minimum specify the reason for the referral, patient demographics and referrers’ details. (see
appendix 3)

8.2. GSF MDT

GSF MDT log needs to be kept up to date by the GSF MDT co-ordinator following receipt of updated
info from GSF MDT members in preparation for and in summary of the meeting.

8.3. Clinical and Professional Note Keeping
8.3.1. All clinical notes and any correspondence are to be recorded by clinical staff within their own
relevant clinical records. The co-ordinating practice/PCN will keep minutes of the meeting
8.3.2. Members will be expected to have ‘live’ access to their respective clinical systems

9. Frequency and location of meetings

9.1. One GSF MDT per meeting per practice or per PCN. Each meeting held at practice level will be
maximum 1-2 hours. If the meeting is held at PCN level the maximum will be 2-3 hours.

9.3 Location will be decided by each practice/PCN
10. Accountability and Reporting (Governance)

10.2 The GSF MDT will be overseen by the relevant clinical lead, eg. Chair, within the practice or
PCN.

10.3. The GSF MDT coordinator should record the KPI information:

•

Non clinical
o Number of patients (including number of patients referred who are not appropriate)
o Number of GSF MDT sessions delivered per year per practice/PCN
o Referral source
o Number of patients discussed
o Keep an attendance register
o Record avoidance of admissions, A&E visits and why patients attended or got
admitted
o Number of onward referrals made and services referrals onto
o No. of Enriched Summary Care Records activated
o No. of patients discussed that died in preferred place of death
o How professionals feel and benefit from GSF MDTs (job satisfaction), staff survey
o Key learning outcomes from End of Life audits
o EPaCCS updated where relevant
o HUC updates

11.Evaluation
11.1. 6 monthly retrospective review on feedback and progress made through GSF
MDT/temperature check on engagement across all core professionals, demand vs capacity
11.2. 6 monthly – evaluate the impact of GSF MDT on number of A&E attendances/admissions in
secondary care by recording data using agreed STP EoL codes and templates.
12.Review
These Terms of Reference will be subject to review and any appropriate amendments of a period
no less than once every 12 months or when it is acknowledged that there is a membership, purpose
or clinical need to review and amend them any sooner.

13. Date of Approval:

14. Last review date:

15. Next Review Date:

Appendix 1: GSF MDT Meeting Log:
Date of Meeting:

Name of Practice / PCN:

Attendees:
Name:
Patient name

Organisation:
Registered Referrer
GP

Role:
Reason
for
referral

Contact Details:

Actions
Responsible Actions
agreed and person
completed
timescales
and date

Issues or items for escalation (pertaining to the GSF MDT KPIs)

General Practice Enhanced Commissioning Framework – Year 2
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Appendix 2

Register of Attendance
Date of Meeting:

GSF MDT Register of Attendance

Attendee Name

General Practice Enhanced Commissioning Framework – Year 2

Organisation
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Appendix 3

DRAFT GSF MDT Referral Form
Patient name:

NHS number:

DOB:

Registered GP details:

Referrer Name and Referrer’s
Role:
Organisation:

Address:
Date completed:

Reason for Referral / Request to GSF MDT:

Signed:

General Practice Enhanced Commissioning Framework – Year 2
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Service Specification
Service Specification No.
Service

ANTI-COAGULATION SERVICE SPECIFICATION

Commissioner Lead

NHS Herts Valleys Clinical Commissioning Group

Provider Lead
Period
Date of Review
Version
Key changes to version
1)
2)
3)
4)
Version control
Version
1
2
3
4

1. National context and evidence base
Anticoagulation has long been a recognised therapeutic intervention to reduce risk of harmful clotting in those
patients deemed to be at higher risk, e.g. Atrial Fibrillation, diseases of the heart. Depending on presenting
complaint patients can be on therapy for life.
Whilst Warfarin remains the main drug of choice for anticoagulation it should be noted that use of alternative
‘Novel Oral Anticoagulants’ (NOACs) is becoming more common, e.g. Dabigatran, Rivaroxaban. These drugs
do not require INR monitoring, but pose other significant considerations in determining patients’ suitability for
prescribing. As their use continues to increase there may be impact on the requirement for anticoagulation
monitoring services:
Financial year

Estimated patient numbers
(NOACs)

Estimated patient numbers
(warfarin)

2015-16

4761

7992

2016-17

7496

7063

2017-18

9952

5963

Although patient outcomes are positive, it is noted that Warfarin has a narrow therapeutic window, so requires
close safety monitoring. Within primary care anticoagulants are amongst those most commonly associated with
fatal medication errors.
The fourth report from the Patient Safety Observatory (2007) stated, “In 2004, the Department of Health
estimated the costs of medication-related admissions to hospitals to be in the order of £200–400 million a year.1
Figures from the largest UK-based study of hospital admissions data suggest that 4.7 per cent of all admissions
were as a result of avoidable (definitely preventable and possibly preventable) harms from medicines”
(Department of Health. Standards for Better Health, 2006).
The National Institute for Health and Care Excellence (NICE) indicates that the proportion of adults aged 18
years or older needing anti-coagulation therapy is up to 2.4% of the adult population of England, per year, or
2400 per 100,000 population.

Herts Valleys Clinical Commissioning Group (HVCCG) has an estimated population of 600,000. Prevalence of
anti-coagulation therapy given the population profile in HVCCG can be assumed to be lower. Public Health data
indicated AF prevalence of 1.5% in 2015 in Herts Valleys CCG against the national average of 1.6%.
Primary care information suggests that diagnosed AF is more common with advancing age, with 85% of people
diagnosed with AF aged 65 or over.
HVCCG commissions a defined anti-coagulation service for their patients’ subject to required safety audits.
This ranges from Level 1 – simple prescribing, to Level 4, where sampling, testing, dosing prescribing and
initiation is provided.
The development of Primary Care Networks (PCNs) provides a further opportunity to redesign the service to
make it more efficient for patients and practices with consistent quality across the CCG. The focus of the
redesign is to improve patient care, offer easier more flexible access and support other transformation
programmes. HVCCG wish to develop a hub model for all variable services to be provided from a central clinic
based in a community setting within each PCN. The model includes:
One or more base(s) with population coverage within the PCN where the service is provided (this can vary
depending on the needs of the population)
• A named clinical lead responsible for the quality of the service
• Administrative support
Innovation using digital and clinical improvements in the way diagnostics are undertaken will be used wherever
possible to create efficiencies in the system. Patients can receive care in ways that are most appropriate for
them and we achieve better outcomes, improved experience, more choice and convenience
Pathology services are being commissioned across the STP and discussions are underway on the scope of the
service provision and options are being for the development of a shared pathology service to support local
hospitals, community services and GPs and the patients that we care for. This specification will be reviewed in
the light of the procurement in December 2019

2. Aims, objectives and outcomes
2.1 Aims and objectives of service
•

The service will provide a high quality, responsive, cost effective primary care led Anti-Coagulation service in
a community setting for those patients registered with a General Practitioner (GP) in the catchment areas of
Herts Valleys Clinical Commissioning Group

•

To provide a clinically safe service that complies with National Guidance and Policy and is subject to audit
and patient satisfaction surveys and feedback, see appendices 3 and 4 for templates

•

To encourage collaborative working with existing acute providers to manage patients and achieve improved
outcomes.

•

Deliver a community-based monitoring service that is, clinically appropriate and in line with NICE, the British
Committee for Standards in Haematology and the National Patient Safety Agency with governance
procedures to safeguard patients

•

Develop clear and appropriate treatment pathway(s) for the patients, for use by referrers, and ensure
patients move smoothly through the pathway by facilitating appropriate onward referrals.

•

Maintenance of patients’ treatment pathways to include:

•

o

Review of continuation of therapy

o

Discontinue therapy where clinically appropriate.

o

Refer unstable patients into acute provision where clinically appropriate

o

Refer patients who become unstable back into acute provision

Provide HVCCG registered patients who require anti-coagulation services with access to an integrated and
seamless community based high-quality care that:
o gives effective and timely advice,
o provides standardised routine monitoring,

provides innovative dosing services and
ensures effective communication with prescribers which ensures the highest levels of governance
and safety.

o
o
•

Provide patient education as part of care delivery to improve patient understanding and management and
encourage self-management where patients may have access to their own Coaguchek machine.

•

Deliver services which are timely and easily accessible

2.2 NHS Outcomes Framework Domains & Indicators
Domain 1,

Preventing people from dying prematurely

YES

Domain 2

Enhancing quality of life for people with long-term conditions

YES

Domain 3

Helping people to recover from episodes of ill-health or
following injury

NO

Domain 4

Ensuring people have a positive experience of care

YES

Domain 5

Treating and caring for people in safe environment and
protecting them from avoidable harm

YES

Public Health Outcomes Framework 2013-2016
Domain 4
Healthcare, public health and preventing premature
Mortality

YES

Adult social care outcomes framework
Domain 4
Safeguarding adults whose circumstances make them
vulnerable and protecting them from avoidable harm

YES

3. Level specifications
3.1 Scope
For the purposes of the contract the intent is to:
-

Commission services within a PCN that provides adequate provision to cover all the practices within the
PCN. As part of the specification there would need to be an annual audit which will provide the quality
assurance to the commissioners, see appendix 1.

Therapeutic indications to be commissioned:
Warfarin:
• Atrial Fibrillation (AF)
• All Venous Thromboembolism (VTE)
• Other conditions such as chronic rheumatic heart diseases, antiphospholipid syndrome, cardiomyopathy
and prosthetic heart valve replacement
NOACs:
• Non-valvular Atrial Fibrillation (AF)
• Treatment of DVT, treatment of PE and prevention of recurrent DVT and PE (VTEt)
3.2 Inclusions
The service provision is for all service users who are registered with a Hertfordshire GP in the Herts Valleys
CCG catchment area in accordance with the Enhanced Commissioning framework and local and national
guidance. This includes domiciliary visits as well as clinics.
Only patients taking warfarin considered ‘stable’ by the Consultant Haematologist should be managed in primary

care unless they have been initiated in primary care.
3.3 Exclusions
Patients with the following conditions/problems should be excluded from the primary care service:
•
•
•
•
•
•
•
•
•
•
•

A known hereditary or acquired bleeding disorder
A known hereditary or acquired thrombophilia
Have had a DVT/PE in previous month
Liver failure

CKD 3 and CKD4

Documented evidence of CNS haemorrhage in the previous 6 months
Gastric-intestinal bleeding in the previous 6 months
Children under 18
Cognitive impairment
Pregnant
Other conditions which the Consultant Hematologist considers should exclude the patient from
management in primary care

Caution should be taken when referring patients with the following conditions/problems into the primary care
service:
•
•
•
•
•
•

A known alcohol problem
IV drug users
Patients in nursing homes
Severe heart failure
On chemotherapy for malignant tumors
Other conditions the Consultant Hematologist considers problematic for management in primary care

Contract - Surgeries are actively encouraged to provide the service collaboratively. HVCCG are seeking to
contract with a PCN to provide the services for all patients registered with the practices within the PCN. The
CCG envisage a hub clinic(s) within each PCN to provide adequate population coverage. The premises will be
located within the PCN in a location which is accessible to patients from all practices and has suitable space to
run the clinics and store the necessary consumables. There may be more than one location if there is a need.

4. Clinical management detail
In the ‘Support for commissioning: anti-coagulation therapy’ guide, published in May 2013, the National Institute
for Health and Care Excellence (NICE) states that the clinical opinion of its Topic Advisory Group indicates there
is wide variation in the safety and quality of the care provided to people receiving anti-coagulation therapy
across all settings. It recommends that commissioners should ensure that the safety and quality measures to be
used and the process for monitoring and acting on these are built into relevant contracts.
Level 4 service:
• Service provision is for adults 18 years and above, who meet the outlined criteria, The PCN to develop
and maintain a register of all patients on anti-coagulation
• Each patient visit should constitute a “one stop shop” i.e. sampling, monitoring, dosing, education and
booking of next visit to be carried out at one visit.
• Patients should wait no longer than 30 minutes from time of a booked appointment; seating must be
available for all waiting patients.
• Patient responsibility, involvement and education is actively encouraged
• The hours of service provision must be responsive to the needs of patients and commissioners where
appropriate.
• The PCN must have in place regular and robust reporting of the management of all patients, including
their direct feedback, see appendices for detail
• Complaints and incident reporting must be managed, investigated and resolved with lessons being
learnt and implemented by the provider
• All patients will be seen in person either in a clinic or at home by a trained healthcare professional
• It is strongly recommended that clinics take place during the morning in order to allow patients requiring
urgent outpatient secondary care referrals to be made for the afternoons in acute facilities. Service

•

•
•

•

•

•

providers should also be able to carry out anti-coagulation monitoring as and when required (i.e. walk in
patients) but must ensure quality control procedures are followed each time.
The commissioner understands that often anti-coagulation treatments can be affected by other medical
conditions and, when compared to acute facilities, the patients’ own GP will therefore be fully aware of
any concurrent condition which may affect outcomes or dosing.
PCNs will be required to organise electronic record keeping information exchange systems.
The PCN must ensure that a systematic call and recall system is in place and must be able to provide
data to demonstrate the effectiveness of the system. Under normal circumstances a patient who fails to
attend a clinic at an agreed time should be contacted by telephone or standard letter. The PCN must
also implement appropriate and effective strategies for monitoring and targeting non-attendees and
have a clear action plan for any persistent non-attendees and for following these individuals up.
The PCN is clinically responsible for all patients under their care for anti-coagulation monitoring and
should ensure that an explicit business continuity plan, in relation to both running of clinics and patient
advice, is in place to cover periods of absence for planned and unplanned leave where surgeries are
reliant on individual specialisms.
The provider will not discriminate between or against Patients/Carers on the grounds of gender, age,
ethnicity, disability, religion, sexual orientation or any other non-medical characteristics. The anticoagulation service is subject to all the same norms as existing services, and therefore the provider
must make appropriate assistance and reasonable adjustments for patients/carers who have
communication difficulties or who do not speak, read or write English. In addition, the availability of a
chaperone for patient appointments should be advertised and be available for anti-coagulation
appointments.
Reasonable adjustments and variations in service must be made for those with a disability – this may
include reserving beginning or end of session appointments where suitable. This will help to minimise
distress for those who may be needle phobic or have learning difficulties. Where the PCN offers a walkin service, the provider must review the composition of any queue and make necessary adjustments
with relation to individuals who may have mental health problems and therefore find it hard to wait.

Individual annual review
The PCN will be required to conduct a formal review of a patient’s health at least annually, including checks for
potential complications and, as necessary, a review of the patient’s own monitoring records and
duration/continuation of treatment. The decision made regarding the continuation or discontinuation must also
be documented.
• The service will be commissioned using near patient testing (NPT) for International Normalised Ratio
(INR) monitoring and the commissioner has a strong preference for CDSS (computerised decision
support software) for dosing advice.
• The commissioner is keen to increase anti-coagulation initiation for warfarin within primary care;
however, the providers must be accredited appropriately.
• For those patients initiated in acute, when their INR has been stabilised; the patient will be transferred to
the community service, where this is the patient’s wish.
• Each PCN signed up to levels 1 and 4 is responsible for ensuring that the service is delivered in
accordance with the specification.
• The length of time between test dates will vary but patients should have their INR checked at least every
12 weeks as a minimum. Less stable and new patients will require more frequent tests. Providers
undertaking initiation should prepare for more frequent visits.
The provider will be required to:
Calculate the person's time in therapeutic range (TTR) at each visit and also as part of the annual review
When calculating TTR, the provider should:
•
•
•

use a validated method of measurement such as the Rosendaal method for computer-assisted dosing
or proportion of tests in range for manual dosing
exclude measurements taken during the first 6 weeks of treatment
calculate TTR over a maintenance period of at least 6months.

The provider will be required to document any action taken where the patient meets the criteria for poor control
as demonstrated by INR/TTR detailed above.

If poor anticoagulation control cannot be improved (discuss need to review compliance, ill health, lifestyle
changes and interacting drugs), evaluate the risks and benefits of alternative stroke prevention strategies and
discuss these with the person.
Assessing anticoagulation control with Warfarin
Poor anticoagulation control can be shown by any of the following:
• INR values higher than 5 or 1 INR value higher than 8 within the past 6 months
• INR values less than 1.5 within the past 6 months
• TTR less than 65%.
Hand-held records
Each patient will have an individual hand-held record or ‘yellow book’ in which INR levels, dosing information,
date of next test and contact numbers for advice are recorded, which they will take with them if they move from
secondary to primary care. This should be maintained by the primary care service. Patients should always be
encouraged to carry their hand-held record (yellow) book with them and to show it to any health professional
whenever they seek treatment or advice.
Patient education
Patients arriving for their first visit for anti-coagulation monitoring in primary care will have had information on the
management of, and prevention of, secondary complications of their condition whilst being treated in an acute
setting. This will be reviewed with them and educational counselling should also be provided at subsequent
appointments where necessary to ensure that the patient is aware of and understands the following:
•
•
•
•
•
•
•
•
•
•

Name of drug and current dose
Target INR
Reason for and objectives of treatment
Anticipated length of treatment
Ways to remember to take the drug (especially important for NOACs)
What to do in the event of a missed dose
Symptoms of under and overdose and what to do if these occur
Drug and food interactions
What to do if dental treatment or surgery is required
Contact details for the provider in case of concerns

Patients who have been initiated in primary care should have the same awareness and understanding of their
situation.
NOACs:
Initiation of NOACs: where there is true contra-indication to using Warfarin as first line, and patients have been
given choice, NOACs may be initiated as long as the provider has have received appropriate training and
accreditation
•

NOACs (dabigatran, rivaroxaban, apixaban and edoxaban) to be initiated in line with local Hertfordshire
guidelines

NICE Guideline Anticoagulation – oral. Last revised in June 2019 Next planned review by December
2021
•
•
•
•
•
•
•

Risk and benefits of anticoagulation in AF, to be discussed with patient and decision to start treatment,
including choice of product, to be agreed with patient.
Baseline renal function, haemoglobin, platelets, renal function, CHADS2VASC and HASBLED score
undertaken and recorded in the notes.
Patient to be reviewed after one month to check whether compliant to treatment, treatment is tolerated
and blood and renal function is the same as the baseline.
Compliance: The protective effect of NOACs on the risk of stroke may fade 12–24 hours after dose is
taken. Warfarin allows monitoring of effectiveness of treatment if non-compliance is anticipated.
Ongoing renal function management to be undertaken in line with local guidance
Annually if CrCl > 60ml/min
6 monthly if CrCl 30-60ml/min

•

3 monthly if CrCl < 30ml/ min, ≥ 75 years or expected decline in renal function e.g. during acute illness

Level 1 Service
Warfarin:
The PCN will be required to record the TTR supplied by the Acute Provider in the patient record at least every 6
months and to document action taken if TTR is <65%
The PCN will be required to document any action taken where the patient meets the criteria for poor INR control
as detailed below.
Assessing anticoagulation control with Warfarin
Poor anticoagulation control can be shown by any of the following:
• INR values higher than 5 or 1 INR value higher than 8 within the past 6 months
• INR values less than 1.5 within the past 6 months
• TTR less than 65%.
Prescribe Warfarin as appropriate
Monitor patient for side effects and adverse reactions to treatment
NOACS - PMOT targets

Percentage items edoxaban and warfarin compared with all anticoagulant items (four NOACs and warfarin).
Two targets have been set to demonstrate stepped change and are shown in the prescribing dashboard.
• Achievement by the end of Q2 2019-20:
o Green : ≥ 43.Green:er: 33.80% – 43.79%
o Red: < 33.80%
• Achievement by the end of Q4 2019-20:
o Green: ≥ 53.80%
o Amber: 33.80% – 53.79%
o Red: < 33.80%
4.1 Table of Summary of level specification
Level 1
General
Counselling
Patient education
Lifestyle and food interactions
Records
Individual annual review
Adverse event
Medical and medicinal interactions
Individual annual review
Safety and Quality data submission and audits
WarfarinRecord TTR 6 monthly
Prescribe warfarin accordingly
Document action taken if TTR <65%
Compliance

NOACs
CHADS2VASC scoring
HASBLED scoring
Initiation of NOAC
Counselling
Renal function monitoring
Compliance

Level 4
General
Counselling
Patient education
Lifestyle and food interactions
Records
Individual annual review
Adverse event
Medical and medicinal interactions
Individual annual review
Safety and Quality data submission and audits
WarfarinEncouraged to Initiate warfarin
Ongoing sampling, monitoring and prescribing of
warfarin
Record TTR at each visit and annually
Achieve anticoagulant control TTR >65%
Action taken if poor control (TTR <65%) and referral
out of primary care
Compliance
NOACs
CHADS2VASC scoring
HASBLED scoring
Initiation of NOAC
Counselling
Renal function monitoring
Compliance

4.2 Prescriptions and dosing-Levels 1 & 4-NOACs and Warfarin
The prescription of medication will become the responsibility of the PCN. The process for the prescribing budget

to be agreed
Dosage of oral anticoagulants should ideally be calculated using Computerised Decision Support Software
(CDSS) if possible.
For NOACs, it is vitally important that the creatinine clearance is calculated to guide dose.
Alternatively, paper-based decision aids can be used to assist in patient dosing. A written sheet, documenting
the dose, time of next appointment and any additional advice, should be given to the patient. Written
documentation of these details also needs to be placed in the patient’s primary health record.
The anticipated duration of overall treatment will be documented at the point of the initiation/initial referral. For
NOACs, patients should be reviewed after one month’s treatment to check compliance, tolerance to drug and
side-effects (this should be reflected in first prescription for one month’s supply given to patient by service
provider).
The decision to discontinue treatment should be reviewed regularly and at least annually. Responsibility for the
decision to discontinue warfarin or NOACs will be in conjunction with the patient’s own GP. Oral anticoagulants
will be discontinued on an agreed defined date and all people involved in the patient’s care informed.
4.3 Adverse events
It is a service requirement that any adverse event, significant or non-significant, is notified to the HVCCG
Nursing and Quality Team, see below. This is in addition to a practitioner’s statutory obligations. The reason for
this is to detect any systematic problems of quality within the service rather than performance management of
individual service providers.
•
•

A non-significant event is any serious untoward incident (such as equipment or serious communication
failure or the issue of an incorrect prescription). This should be reported in the usual way using the CCG
incident reporting form.
A significant event is any clinical event, which is or may be due to usage of the drug(s) in question or
attributable to the relevant underlying condition. This should also be notified to the CCG within 24 hours
including:
o
o
o
o

Any patient who has a major bleed or thrombosis
Any apparent drug reaction
Death of a patient on anti-coagulation therapy, whatever the cause
More than x? individual patients in any six-month timeframe where initiation is carried out but where
they are subsequently referred to acute care due to instability or any of the items on this
specification.

The email address for reporting is hvccgsi@nhs.net
4.4 Referrals out of primary care
Copies of patient anti-coagulation records should be sent with the referral. Patients should be referred to the
A&E Department if they have:
•
•

Signs or symptoms of major bleeding or thromboembolism
Thought to be at risk of major bleeding or thromboembolism

Patients should be referred urgently to the Haematology Department if:
•
•

The anti-coagulation provider feels that the management of a patient is outside his/her sphere of
competence
If the INR is abnormal, once guidance has been sought from CDSS or from paper based systems, the
PCN should seek support and guidance on an immediate basis from acute consultants

4.5 Records and data collection:
Record-keeping for level 1 and 4 services:
The PCN will keep a record for each patient that will be updated in their surgery system template at each clinic
visit and will include:
•

Patient’s INR;

•
•
•
•
•
•
•

Dose of anticoagulant;
Date of next appointment;
Information from the patient about unusual bleeding or bruising, adherence to treatment, other
medication, changes in diet or planned surgery;
Information from the prescriber (where appropriate);
A note that patient is satisfied with counselling and agreement with treatment plan
Additional information from the patient’s medical notes (where appropriate).
TTR

In addition, the PCN must be able to provide the following for any patient on anticoagulation under their care:
•
•
•
•
•
•
•
•
•
•
•

Patient name and address;
Date of birth;
Indication for treatment;
Length of treatment;
Target INR;
TTR (DATED WITHIN THE LAST YEAR) and documented action for poorly controlled patients
Relevant notes supporting dose decision, counselling and self-management;
Medical conditions, hospital admissions likely to affect anti-coagulation such as increased risk from
haemorrhage;
Bleeding episodes and adverse events;
Discontinuation date
Contact details of Carer/District Nurse etc.

The PCN will also be required to ensure that all clinical information relating to the service is recorded in the
patient’s own GP held lifelong record. Access to records, consent and information sharing to be agreed
4.6 Data Collection
•
•
•

The medical data collection is referred to above (in the Clinical Management – Record Keeping section)
Safety clinical quality data: PCNs will submit a log of all significant events to be evaluated and shared
with all surgeries quarterly; payment will be subject to submission of the necessary data as outlined in
tables 3 & 4 in appendices.
Minimum data at 6 months and year end:
Level 1 includes:
o
o
o
o

The number of patients on warfarin prescribed and;
Clinical safety data:
See tables 3 & 4 in appendices for full data that needs submitting before payment can be
made
Monitoring and reporting of ALL adverse effects, including death (any cause) of a patient on
anticoagulation

Level 4 includes
o
o
o
o
o
o
o

Total number of patients (including domiciliary patients) on Warfarin managed in the primary
care Level 4 clinic in each quarter
Total number of patients initiated on Warfarin
Total number of housebound patients on Warfarin managed by the PCN Level 4 clinic (NOT
BY HCT OR OTHER COMMUNITY SERVICES) in each quarter
Total number of DOMICILIARY visits for the housebound patients above for warfarin
management by the PCN and NOT care provided by HCT
Total number of patients having had more than 12 visits per annum at the primary care
Level 4 clinic
Clinical safety data: See tables 3 & 4 in appendices for full data that needs submitting
before payment can be made
Monitoring and reporting of ALL adverse effects, including death (any cause) of a patient on
anticoagulation

The CCG will centrally extract non-patient identifiable activity data at 6-months and at year end. The
CCG will send activity reports at year end for validation purposes.
(The CCG may extract non-patient identifiable data in relation to this service more frequently to assist

with future commissioning plans). The CCG will give 14 working days’ notice to the PCN when this
extraction will take place.
The PCNs are required to undertake an annual review / audit on a sample of patients (minimum 10% of patients
under this service). Practice to reflect on actions and submit action plan (appendix 5) to HVCCG by xx.
Parameters for the review/audit are included under section of Accreditation and Review, see appendices 3 and 4

5. Facilities & Equipment – Quality Schedule
The services and procedures will be carried out in approved practice premises by appropriate staff employed by
the practice. These basic standards should include:
•
•
•
•
•
•

Environment up to CQC infection control standards
Room accessible by wheelchairs and parents with children and pushchairs
Hand wash basin and adjustable lighting
Staffed reception and waiting area with access to disabled access toilets facilities
Work area to be well lit, clean, and quiet
Provision for children, including visual distractions

Service providers will be expected to provide Near Patient Testing (NPT) to determine patients’ INR levels using
coagulometers. Service providers are expected to purchase all consumables required, such as test strips for the
coagulometers.
The NPT equipment must be properly maintained and calibrated, and a record of date and time of testing, test
strip lot number should be recorded in the booklet provided. The LOT number and operator should be recorded
each time a new pack is opened to create an audit trail. Cleaning procedures recommended by the
manufacturer should be adhered to and health and safety standards should always be followed. Sharps should
be disposed of through existing arrangements.
PCNs will be expected to follow a prescribed Internal Quality Control system that will include testing control
samples with known INRs in the practice coagulometers to ensure the equipment is calibrated correctly and
working accurately. Quality control should be performed:
•
•
•

At the beginning of each clinic, and;
Each time a new box of strips is started, or;
Following an unexpected result.

The commissioner would expect that each provider would be registered with the National External Quality
Assessment Scheme (NEQAS) for Blood Coagulation, which monitors the performance of coagulometers.
Guidance is that practices should complete at least two surveys per year each comprising two samples for INR
determination so that the quality of testing equipment can be assured and maintained. The contact is
http://www.ukneqasbc.org/content/PageServer.asp?S=223456054&C=1252&CID=1
As part of the annual audit - there would be expectation of completion of this activity or similar activity which
would provide objective assurance.
All testing should be suspended if there is any reason to doubt the accuracy of the coagulometers.
In addition, the PCN will need to supply their own standard consumables within the tariff. These to include:
•
•
•
•
•
•

Skin cleansing wipes
Non sterile disposable gloves
Puncture resistant sharps containers
Cotton wool and gauze
Plasters/Medical Tape
Alcohol hand rub

5.1 Computerised decision support software (CDSS)
In moving to CDSS, the commissioner encourages the providers to undertake this step, improving their

accuracy, their audit data and their quality. Using CDSS is not mandatory for providers to work to this
specification but it is highly recommended and is perceived by the commissioner as a positive patient quality
step as well as a more efficient approach.
The commissioner would expect any CDSS would have the minimum following capabilities:
•
•
•
•
•
•
•
•
•
•
•

Rapid retrieval of data to screen or printer
Data storage in chronological order
Dosage recommendations according to algorithm or guidelines approved by consultant in charge of the
service - this should include evaluation of results over the full range of INR results
An alerting system for patient results which fall outside defined criteria
A facility to over-ride computer recommendations
Patient recall for testing according to agreed criteria based on previous stability with invalid date alerts
An alerting system for non-attendees
An alerting system for discontinuation of treatment
A prompt system to check for bleeding problems when high INR values are obtained
A system to record bleeding/thrombotic event or other rare side effects
Calculation of TTR

6. Accreditation, population and interdependencies

6.1 Accreditation and Review
Accreditation will need to be established prior to undertaking any treatment.
required is:
•
•
•

The basic level of accreditation

Clinical lead in each PCN to have been accredited through a recognised training programme such as
University of Birmingham and attend updates as appropriate
The Clinical Lead to ensure all other staff involved in providing the service have received appropriate
training to provide this service.
Further information on training and guidelines available below
http://www.bcshguidelines.com/documents/warfarin_4th_ed.pdf
http://www.anti-coagulationeurope.org/

(current edition)

(current thinking from a charitable perspective)

Accredited CPD courses with performance evidence are provided by NCAT (the National Centre for
http://www.birmingham.ac.uk/research/activity/mds/projects/HaPS/PCCS/antiAnti-Coagulation)
coagulation/index.aspx
Alongside these initiatives HVCCG are looking to create accreditation which involves the expertise of
WHHT in helping to design a process that is more crisp, precise and highly objective.
In aggregate the clinical audit (minimum 10% of patients) should cover the areas already highlighted in this
document. These include:
•
•
•
•

Reflect on the number of patients monitored over the year, the number currently monitored annually and
indications for treatment and the anticipated duration
Ensure all staff are trained and accredited accordingly and all equipment is up to the standard required
in the specification.
Reflect on any patient safety, complaints and critical incidents over the review period that relate to the
service.
Reflect on the number of patients referred back to secondary care/bleeding episodes and patients
within, above or below the target INR and with TTR<65%

The PCN is to adapt as appropriate and include additional parameters as necessary and will complete the audit
during the year and send ONLY the action plan back to the CCG by the xxx. The PCN to adapt/amend the
action plan template as necessary.
It is recommended that there is an annual meeting with the WHHT acute anti-coagulation consultant which

reviews the success of practice-initiated patients compared to acute initiated patients and learnings are taken
forward to improve the service. In all cases the annual documented audit is not intended to replace any
immediate action required in the case of exceptions, errors, poor performance or patient feedback.
The PCN will ensure that the service is delivered by staff who at a minimum meet the following service
requirements:
•
•
•

Staff must have received appropriate training in anti-coagulation including any updates
Practical anti-coagulation experience, including some form of shadowing or mentored experience if
possible
Appropriate safeguarding children and safeguarding adults training plus relevant mandatory training

6.2 Population covered, location and timing of services
The service is available for service users who are registered with a General Practitioner (GP) in the Herts
Valleys CCG catchment area and have been satisfactorily discharged from secondary care.
This is a primary care led service and can include professionals such as nurses and pharmacists with suitable
accreditation, ensuring treatment of the patient is seen as part of the Primary Care journey. The intention of this
specification is to encourage practices to work collaboratively within the PCNs to achieve facilities for patients
that are accessible.
6.3 Interdependencies with other services
•
•
•

Acute provided pathology/haematology services. These providers will determine the equipment by and
in which specimens and samples are collected and transported. All current pathology to be provided by
acute services
The referring GPs - The referring GP (and therefore the patient record) might be in a different place from
the service.
Acute provided anti-coagulation services - these services will continue to be available to provide service
for all initiation patients, all unstable patients and any patients who choose to remain in an acute setting.

7. Applicable Service Standards
The service will be delivered according to best practice and in line with the relevant local and national guidance
7.1 Applicable national standards
Prevention and control of healthcare-associated infections in primary and community care http://publications.nice.org.uk/infection-cg139
British Society for Hematology guidelines
http://www.bcshguidelines.com/documents/warfarin_4th_ed.pdf
NSPA guidelines for safe anti-coagulation techniques
http://www.nrls.npsa.nhs.uk/resources/?EntryId45=59814
Government legislation as appropriate
7.2 Applicable local standards
•

As referred to in this document and as developed by providers to ensure that there is an operational
level for self-certified protocols.

•

Hertfordshire Guidelines for novel oral anticoagulants for non-valvular atrial fibrillation

http://hertsvalleysccg.nhs.uk/resources/pharmacy-and-medicines-optimisation/115-local-decisions#cardio
8. Key Service Outcomes & Tariffs

8.1 Tariff description
Basis of contract

Unit of measurement

Price

LEVEL 1: Practice
prescribing Warfarin
following laboratory
sampling, testing and
dosing.

Per patient on anticoagulation register

£10.63 per patient per
year

LEVEL 4: Per patient
contract. (Warfarin)

Per Patient per annum

£190.00 per patient
per year

Includes all
consumables – test
strips which can be
bought in bulk

Practice sampling,
testing, dosing and
prescribing.
Based on each new
discharge from
secondary into primary
per annum.

A patient will not be ‘new’
if he has been discharged
from secondary into
primary for anti-coag
within the last three
months

Notes

LEVEL 4: Warfarin, for a
small cohort of patients
where the number of
appointments exceeds
12 visits within a
calendar year

Per patient per attendance
over 12 anti-coagulation
visits per year

£11.65 per attendance
(paid at year end
following submission
of audit)

Tariff recognises some
higher maintenance
patients, with tariff in line
with acute levels.

LEVEL 4: Per patient
initiation on Warfarin A
small number of
surgeries are initiating
patients. Initiation
requires significant set
up time, education
alignment with acute and
higher initial testing

Per initiated patient by
primary care clinician.

On initiation of
anticoagulant a one-off
payment of £190.00
will be paid to cover 3
months

This payment will be
made for initiation,
thereafter the patient will
revert to the per patient
per annum tariff

PLEASE NOTE PRACTICES SHOULD NOT BE CLAIMING UNDER LEVEL 1 AND LEVEL 4 FOR THE SAME
PATIENT
The requirement for ongoing renal function monitoring with NOACs to ensure safe management, in line with
degree of renal impairment, is highlighted to practices.
Payment for this will be made in line with agreed process outlined in the GP Enhanced Commissioning
Framework i.e. 70% upfront on a quarterly basis with a year-end reconciliation payment made in xxx
Reconciliation payment will be made in xxx upon receipt of the following:
•
•
•
•

Year-end activity submissions
Appendix 3 - LOG of clinically significant events for patients on anticoagulants
Appendix 4 - Audit template
Appendix 5 - Anti-coagulation audit template.

As part of contract management with all PCNs the CCG may carry out random post payment verification
visits during the year to validate data submitted for payment under this scheme. PCNs will be notified in
advance if they have been selected for a visit. Where it is found data cannot be validated, the CCG will
seek to recover the payment.
Details of read codes provided in appendix 2

9. Exit Arrangements
If a PCN wants to stop providing the Anticoagulation Service they will need to provide written notice to the CCG.
The notice period is 6 months and will start from the date the CCG has received the written notice. The CCG will
send the PCN a confirmation email to acknowledge receipt of notice.

10. Appendices

Appendix 2
Anti-Coagulation LEVEL 4
Suggested Read codes for Anti-coagulation Specification Include:

Description

EMIS /Vision Read code

System 1
Read code

Anti-coagulation monitoring in
Primary Care

Initial Warfarin assessment in
Primary Care Clinic

66QD.
XaMh8

66Q1.

66Q1.

66Q7.

XaI00

66Q6.

66Q6.

9NiJ.

XaPCf

Target INR

Initiation of Warfarin or warfarin
started

Did not attend GP anticoagulation clinic

Appendix 3
Provider LOG of clinically significant events for patients on anticoagulants
PCN name:……………………………………………………….Date………………………..
Significant event
Percentage of INRs
tests > 5
Percentage of INR
tests > 8
Percentage of INR
tests < 1.5
Hospital admission
Drug reaction
Death, whatever the
cause
Stroke, TIA or other
event on treatment
Major bleed or
thrombosis

GP Name

Patient
DOB

Name

and

Tick
below

Date of
Event

Action taken

Appendix 4
Audit Template: Submit at 6 month intervals (April to September and October to March)
PCN Name………………………………….
Action
Number of patients
monitored over the
year
Number of patients on
NOACs
Number of patients on
warfarin
Number of patients
self monitoring
Number of patients
whose anticoagulant
has stopped
Number of patients
within TTR range
>65%
No of patients within,
above or below the
target INR and with
TTR<65%
Number of patients
referred back to
secondary care
Number of patient
safety complaints
received
Complaints and critical
incidents
All staff are trained
and accredited
accordingly
All equipment is up to
the standard required
in the specification.

Number of
patients/episodes

Date……………………………………………..
Yes/No

Number of
complaints

Comments

Appendix 5
ANTICOAGULATION AUDIT TEMPLATE – PRACTICE TO ADAPT OR AMEND AS APPROPRIATE
PCN

Audit Period

Name (s) of Clinician involved in audit

Action Plan – Please state any actions and timescale as appropriate

Practice to submit template or adapted/amended template to HVCCG.hvccgreturns1@nhs.net by xxx

GPECF - Stakeholder feedback
Stakeholder
Hertsmere locality

Date

Comment
How does the locality delivery board plan link to GPECF in terms of frailty?

CCG Response
The core contract, GPECF, and LDP all contain elements linked to frailty and we will clearly define which
elements are linked to each workstream. A diagram has been included to show how these link together.

We are worried about putting so much through PCNs when they aren’t that mature at this stage for a November date

Commissioning through PCNs will be for clinical services under the variable budget only from 1 April 2020.
Depending on the service this may still be delivered at practice level.

2019-05-15
Hertsmere locality
2019-05-15
Hertsmere locality
Hertsmere locality

Hertsmere locality
Hertsmere locality
Hertsmere locality

Hertsmere locality
Hertsmere locality

Hertsmere locality

Hertsmere locality

Hertsmere locality
Hertsmere locality
Hertsmere locality
Hertsmere locality
Hertsmere locality

Dacorum

Dacorum

Dacorum

2019-05-15 Alignment to financial year would be welcomed by all
Request for a document
2019-05-15 o Monthly submissions
o Annual submissions
2019-05-15 Safeguarding – why quarterly? Should this now be annual?
Phlebotomy cap – no one is near the cap at the moment – LD has looked at this
2019-05-15
o The PCN could then employ a phlebotomist to increase those numbers
Percentage targets
o Do we take out declined?
2019-05-15
o Set realistic targets
o Lower targets
2019-05-15 LBDP – put it in longhand
Nurse training – ie cancer care
2019-05-15 o How many training options are there?
o Choice of dates and choice of days
PCN perspective
o GP capacity is affected by PCN
o Frailty pilot – timeline until end of Sep and reporting end of Nov
Spec – criteria – is that and OR or?
2019-05-15
• Rockwood 6+
• Discharge within 7 days
• Has implication on capacity on meeting the requirement
• Roshina/Dr Virdee for answers
Shared care
2019-05-15 o What is the workload impact?

Aligned to financial quarters from 1 January 2020 and will run to 31 March 2021
This will be worked up for Year 2

2019-05-15 PCN in compliance
Flus – targets affected by pharmacists not providing information
2019-05-15

All practices are required to be in a PCN, mediation is taking place to ensure that this is completed.
Recommended by LPC that practices obtain a login for Pharmaoutcomes to ensure that this is captured for
coding and flu monitoring purposes.
Recommended by LPC that practices obtain a login for Pharmaoutcomes to ensure that this is captured for
coding and flu monitoring purposes.
Minimal changes for Year 2 except for where this is required due to national/STP requirements.
Workload has been reviewed - looking at previous years frailty budget works out to be £67 per check

What is the evidence for including things – will these be evidence and be improving outcomes ultimately Flus – targets affected by
pharmacists not providing information
2019-05-15 PLEA to ensure that this is a manageable change
Changes for phase 1 – frailty only?
2019-05-15 o Bigger change from April 19
o How does the funding support increased worklaod
2019-05-15

Amended
The phlebotomy service is in the process of reviewing this with the intention for commissioning to be done at
PCN level from 1 April 2020
Targets are needed, will be reviewed quarterly, will work with practices to agree action plans.

Amended
Fed back to Macmillan Cancer Nurse - options available for longer course or 1 day course

Linked to PCN pilots, not GPECF - potentially to be included as part of LBDP going forward

No significant impact on workload, helps for procedures to be more robust

2019-06-13 Holistic cancer reviews- this service could be difficult to implement as patients with cancer often remain hospital patients for a time This is an optional service under the variable budget
period and questions around when their care ends have been asked and whether holistic reviews can be offered under GPECF and if
it will be cost effective.
2019-06-13 Frailty Pilots- there needs to be clear separation on the providers of the pilots as it is becoming confusing. There needs to be a
The core contract, GPECF, and LDP all contain elements linked to frailty and we will clearly define which
complete oversight on all the layers and how these link into the ECF and by which work stream.
elements are linked to each workstream. A diagram has been included to show how these link together.
2019-06-13 Compliance- Targets - why 75 % for Learning disabilities?

This has been the case in previous years

Dacorum

2019-06-13 Practices have asked that any new services for implementation via GPECF should be kept completely separate from PCNs. Practices Commissioning through PCNs will be for clinical services under the variable budget only from 1 April 2020.
expressed concerns that they have are only just aligned into their PCNS and there is still much work to do and would not want to
Depending on the service this may still be delivered at practice level.
confuse GPECF work with PCN. Concerns raised about more and more being added to GPECF and nothing coming out.

Dacorum

2019-06-13 It has been asked for the GPECF to be simplified in that the work streams and requirements are clearly set out with Payment
Schedules; timescales and expectations of works to be completed. No excessive embedded documents.
2019-06-19 PCN/Clinical Directors – if the CCG are giving extra work to PCN, will there be additional resource to the PCN in order to deliver all
this? The funding will not confirm this – is that part of the early adopter model?

This will be worked up for Year 2

2019-06-19 In view of SNOMED and EMIS updates – how will the CCG progress with their searches and codes? If these have not been updated,
then will be extra work
2019-06-19 GPECF Y1 – do we have the breakdown in terms of activity – would the practices have hit the targets – the budgets have been
unified?
o AF wants to ensure that the work is being done
o AF concerned that anticoag L4 – where practices are delivering at a loss – they may not be able to do this at PCN level – capacity –
may disappear if they cannot provide this across the whole PCN
2019-06-19 Are there plans to integrate IT?
o Will there be something central to amalgamate all of this – work from other providers under LPDB plans – currently still reliant on
practices coding the work that other parties are doing

This will be worked up with the IT Facilitators

Watford LMG

2019-06-19 There are 22000 patients who are mildly frail in locality – opportunistic coding will still be quite a task

When assessing patients using eFI some may come out as mildly frail - this should be coded

Watford LMG

2019-06-19 Frailty is so big – where does it start and where does it end? AF suggesting that the locality discuss Frailty in detail – can they get
discussion from the leads?

The core contract, GPECF, and LDP all contain elements linked to frailty and we will clearly define which
elements are linked to each workstream. A diagram has been included to show how these link together.

Watford LMG

2019-06-19 PM perspective – notes/payments don’t make sense – remittance notes don’t make sense – payment codes - difficult to reconcile - Localities team working with Finance to make these as clear as possible.
plea from the PMs to simplify this and make this earlier – guidance notes so that all are aware of what codes the practices are being
paid for

Watford LMG

Watford LMG
Watford LMG

Watford LMG

Commissioning through PCNs will be for clinical services under the variable budget only from 1 April 2020.
Depending on the service this may still be delivered at practice level.

Watford & Three Rivers PMG

12.06.19

Service activity - There was a query about whether payment descriptions are matching the payment QTR as per Year 1 QTRs

Localities team working with Finance to make these as clear as possible.

Watford & Three Rivers PMG

12.06.19

Service activity - Information about the services, claim dates, payment dates and amounts should be clearly laid out in a single
spreadsheet. Documents should be embedded in this to make it easy for practices to find.

This will be worked up for Year 2

Watford & Three Rivers PMG

12.06.19

Service activity -Trying to reconcile payments has been near impossible. Amounts / descriptions not always clear. It has been
difficult to see how the amounts have been reached. The old claim forms used to have payment details on so you could easily see
when claiming the amount you would be expected to receive

Localities team working with Finance to make these as clear as possible.

Watford & Three Rivers PMG

12.06.19

Localities team working with Finance to make these as clear as possible.

Watford & Three Rivers PMG

12.06.19

Service activity - Can you please provide in advance cost codes and descriptions for each line? See attached PCN cost codes that
one of our PM’s found on another forum as an example.
Service activity - Can we have the names of the clinical leads that cover the unified and variable budget, when will we be consulted
on any changes?

Watford & Three Rivers PMG
Watford & Three Rivers PMG
Watford & Three Rivers PMG
Watford & Three Rivers PMG

12.06.19
12.06.19
12.06.19
12.06.19

Holistic Cancer Reviews proposal seems reasonable
We want to keep Frailty as per year 1. We need to consolidate on recent practice
We want to keep cardiac rehab and primary preventions as per year 1
We want to keep PCN’s and the ECF separate. It would be too much and too confusing to bring parts together while we are trying to
get to grips

Proposed for Year 2
Frailty needs to change year on year to support STP priorities.
Minimal changes
Commissioning through PCNs will be for clinical services under the variable budget only from 1 April 2020. It
is the CCG's intention for all of the GPECF to be commissioned at PCN level from 1 April 2021 giving PCNs a
chance to develop and mature.

Watford & Three Rivers PMG

12.06.19

Compliance –Why are targets included as compliance as this can vary due to no fault of the practice e.g. flu? Why do you not
include where patients have declined LD checks. Seems that you are only asking for part of the information and not all.

Ensure appropriate levels of support for patients with Learning Disabilities. No intention for exception
reporting to be brought in at this time.

There are no changes intended to clinical services with the exception of two new services being introduced.

Watford & Three Rivers PMG
Watford & Three Rivers PMG
PM Forum

PM Forum

PM Forum

PM Forum

PM Forum

PM Forum

PM Forum

PM Forum
PM Forum
PM Forum
PM Forum
PM Forum
Herts Exec Minutes

Herts Exec Minutes

Herts Exec Minutes

12.06.19

Why do we need to make changes to the actual services themselves? There is a feeling that we should consolidate these. Are we
changing for change sake?
12.06.19 Who gets the final decision? If the majority of practices agree or disagree with an aspect of the PCN will this be taken into account?
Should it be the member practices that make the final decision?
2019-06-05 GPECF be realigned to the financial year, with phase 1 15 November 2019 to 31 March 2020. Then returned to financial year April
to March. This news was well received by all.

Service changes are required to improve quality and consistency across the CCG
The decision will be made by the Primary Care Commissioning Committee following engagement with locality
clinicans, locality chairs, practice managers, LMC.
GPECF will be realigned to financial year with Year 2 becoming 16.5 months long.

2019-06-05 Holistic cancer reviews- this service could be difficult to implement as patients with cancer often remain hospital patients for a time This is an optional service under the variable budget
period and questions around when their care ends have been asked and whether holistic reviews can be offered under GPECF and if
it will be cost effective.
2019-06-05 Frailty Pilots - there needs to be clear separation on the providers of the pilots as it is becoming confusing. There needs to be a
The core contract, GPECF, and LDP all contain elements linked to frailty and we will clearly define which
complete oversight on all the layers and how these link into the ECF and by which work stream. Clear understanding on the layers
elements are linked to each workstream. A diagram has been included to show how these link together.
and where the work streams are coming in from are needed. Changes to services spec need to be understood and why changes are
needed. Schemes are fragmented and being delivered by different schemes and this is causing confusion amongst and recreating
work that is not always necessarily required. Solid pathways are needed and possible consolidation.

2019-06-05 Compliance
o Targets why 75 % for Learning disabilities?
o Compliance should be either a Yes/No option – why are targets involved here?
o Any targets should be separated
2019-06-05 Commissioning at PCN level - Practices have asked that any new services for implementation via GPECF should be kept completely
separate from PCNs. Practices expressed concerns that they have are only just aligned into their PCNS and there is still much work
to do and would not want to confuse GPECF with PCN.

Targets are needed, will be reviewed quarterly, will work with practices to agree action plans.

Commissioning through PCNs will be for clinical services under the variable budget only from 1 April 2020. It
is the CCG's intention for all of the GPECF to be commissioned at PCN level from 1 April 2021 giving PCNs a
chance to develop and mature.

2019-06-05 PCNS requesting breathing time to set up. Do not wish to be bombarded with services to be delivered – suggested time of 1 year at Commissioning through PCNs will be for clinical services under the variable budget only from 1 April 2020. It
least.
is the CCG's intention for all of the GPECF to be commissioned at PCN level from 1 April 2021 giving PCNs a
chance to develop and mature.
2019-06-05 Concerns raised about more and more being added to GPECF and nothing coming out.
Workload has been reviewed - looking at previous years frailty budget works out to be £67 per check. The
remaining changes are to clinical services under the variable budget which is outside the unified budget of
£5.95 per weighted patient.
2019-06-05 It has been asked for the GPECF to be simplified in that the work streams and requirements are clearly set out with Payment
Layout has been simplifed. Compliance has been grouped into separate categories. No embedded
Schedules; timescales and expectations of works to be completed. No excessive embedded documents.
documents.
2019-06-05 An understanding on the layers and where the work streams are coming in from are needed.
This has been clarified.
2019-06-05 Workforce- this is not really ECF, however could be better placed with Joyce Sweeney and her workstream. However funding to
No longer in proposal for GPECF.
develop workforce is very welcome.
2019-06-05 Group requested feedback on case finding for LTCs – issues around reporting tools which are used for this purpose – either are not NHSE RightCare data supports case to keep case finding for LTC areas in the GPECF.
all that useful or do not work at all
2019-06-05 PMs asked if the GPECF is Practice led or CCG led, will practices get the final say?
The decision will be made by the Primary Care Commissioning Committee following engagement with locality
clinicans, locality chairs, practice managers, LMC.
2019-06-13 Members supported the proposal to bring the ECF in line with financial years. The suggestion is that there will be minimal changes
GPECF will be realigned to financial year with Year 2 becoming 16.5 months long.
from 15th November to 31st March, and then Year 2 would start from 1st April.
2019-06-13 Members were concerned about the long list of additional items suggested for the compliance section. This included some things
that practices already do (e.g. signing Data Sharing Agreements) but some things that were additional (providing safeguarding
training information) and new targets to be met. Members agreed that compliance requirements should not include targets as
practices will not know until the end of the year if they have complied or not.
2019-06-13 Members were concerned that there was no review of whether the ECF had been successful or not, no review of the workload
impact on practices (as had been promised during the negotiations last summer) and no reflection on whether the aim of reducing
complexity had been achieved.

It is acknowledged that the majority of practices are already carrying out all requirements of the compliance
component. The intention is for all practices to ensure a consistent offer to patients across Herts Valleys by
reducing variation and imprving the quality of care.
A review has taken place with the LMC, proposal includes a summary of compliance to date.

Herts Exec Minutes

2019-06-13 Members were concerned at the complexity of the ECF, and that it was difficult enough for practice staff to understand, let alone
locums.

The CCG will ensure that implementation events will be held for Practice Managers and their teams in each
locality to ensure that all practices have a full awareness of the new requirements for GPECF Year 2 before
implementation. The CCG will also ensure the localities team and other relevant CCG staff are aware of the
updates to the GPECF so they can adequately support practices to deliver the GPECF.
The CCG will also simplify the monitoring and reporting processes as much as possible, and will produce a
timeline so key reporting milestones are clearly signposted to practices.

Herts Exec Minutes

2019-06-13 Holistic Cancer Review – members wanted more clarification about when the reviews should take place as practices often don’t
know when a patient has finished treatment, and often patients’ treatment is ongoing even if the particular episode has finished.
They were concerned that this may be seen as a way to discharge patients early. As this element would be paid by activity, and no
targets were proposed, members were less concerned about the inclusion of this element

Review is to take place a year post treatment and yearly going forward as difficult to specify end of treatment
as this is so diverse. Refer to updated specification.

Herts Exec Minutes

2019-06-13 Frailty – members were concerned at the lack of services to refer patients once identified. They were unclear about whether there
would be additional money going in to the ECF for the new proposed elements, or if these would replace previous elements. Rachel
Lea reported that she thought that option 2 (roll out the pilot schemes for co-ordinators) had been taken out – this reassured
members as they had concerns about this.
2019-06-13 Finances – there is no reference to finances in the paper, apart from a payment for holistic cancer reviews. Members would need to
know whether there is additional money for additional work, or if new elements would replace old elements so the workload stays
the same.

The core contract, GPECF, and LDP all contain elements linked to frailty and we will clearly define which
elements are linked to each workstream. A diagram has been included to show how these link together.

Herts Exec Minutes

This has now been clarified. With regards to frailty, workload has been reviewed - looking at previous years
frailty budget works out to be £67 per check. The remaining changes are to clinical services under the
variable budget which is outside the unified budget of £5.95 per weighted patient.

NHS Herts Valleys
Clinical Commissioning Group
Primary Care Commissioning Committee
Date of Meeting: 19 Sept 2019
Please refer to further guidance here N:\Nursing & Quality\8 Risk Management System\2. Board Assurance
Framework\BAF 201920\Current versions for front sheet reference when completing this front sheet.
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Provide brief background, context and key points from the paper
Herts Valleys CCG has been awarded NHSE Diabetes Transformation funding to improve
achievement of the 3 Treatment Targets.
From 1 October 2019 – end March 2020, £139,213 of this funding has been approved by the
Chief Executive Officer, Kathryn Magson to fund the Enhanced Diabetes Primary Care
Network (PCN) service.
The aim of this service is to enable PCNs to provide enhanced services for their diabetic
population as an “Enhanced Diabetes PCN”.
The Enhanced Diabetes PCN scheme has two requirements:
1. GLP-1 analogue initiation for type 2 diabetic patients where clinically appropriate for their
patients
2. Identification and pro-active engagement of high risk patients
Further details are provided in the Diabetes Enhanced Primary Care Network (PCN) service
specification attached. Expressions of interest to be sought from PCNs to deliver for 6
months from 1 October 2019.
Next steps are to evaluate the first 3 months of this scheme and bring a future proposal to
Commissioning Exec in February 2020, ensuring co-ordination with ECF planning timescales.

The Board/Committee is being asked to:

For noting the CEO decision to approve use of the NHSE Diabetes Transformation funding for
the Enhanced Diabetes Primary Care Network (PCN) service.
State briefly any engagement activities and the relevant outcomes of that engagement.

Enhanced Diabetes Primary Care Network (PCN) service has been discussed at the
Diabetes Clinical Forum, Primary Care GP Board members, Herts Valleys Integrated
Diabetes Service (HIDS) and wider stakeholders.
Links to Strategic Objectives (click on all boxes that apply)
Effective Engagement. We will continually improve engagements with member practices, patients, the public, ☒
carers and our staff to contribute to and influence the work of Herts Valleys CCG.
Quality. We will commission safe, good quality services that meet the needs of the population, reducing
☒
health inequalities and supporting local people to avoid ill health and stay well.
Transforming Delivery. We will work with health and social care partners to transform the delivery of care
☒
through the implementation of “Your Care, Your Future”, the Strategic Review in west Hertfordshire and its fit
with the wider STP strategy, “A Healthier Future”.
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Affordable & Sustainable Care. We will ensure that we fulfill our statutory duty to deliver a financially
sustainable and affordable healthcare system in west Hertfordshire.
Board Assurance Framework

☒

Refer to latest BAF report here for current and target risk scores: N:\Nursing & Quality\8 Risk Management System\2. Board
Assurance Framework\BAF 201920\Current versions for front sheet reference

Ref.

Risk
Risk description
Owner

Example:

2.2a

DC

3.2b

LD

Resource
implications

Risk that we are unable to ensure good quality, safe
and sustainable services for the population and
patients of west Hertfordshire.
The enhanced diabetes service specification service
includes data on the adult diabetes mellitus (DM)
prevalence in Herts Valleys CCG, the current variation in
identification and achievement of outcomes for people
with diabetes, as evidenced by the National Diabetes
Audit (NDA). This service supports investment of
resources for Primary Care to enable a much more
proactive approach to identify at risk and hard to reach
diabetic patients to ensure good quality, safe and
sustainable services for the diabetic population.

Current risk
score and
movement

Target risk
score

*Assurance
Level

12→

8

Medium

8

Medium

*Refer to assurance levels table below.

Risk that there will be insufficient capacity for GP
12→
practices, primary care networks and federations to
deliver the transformation of care in west
Hertfordshire.
The specification sets out how the enhanced service
supports aims to improve health outcomes and selfmanagement of patients with diabetes with
additional resources for networks of practices to
work together more effectively, to share good
practice and reduce variation in care between the
constituent practices that form the PCN.
Funding for this scheme of £139,213 from NHSE Diabetes
Transformation funding has already been approved by the CEO.

CFO Signature

PCN level funding will be calculated in two parts:
1. Payment for GLP-1 initiation will be paid on a basis of £100
per GP initiation, with an upper limit of 1.25% of the
registered diabetic population.
2. Identification and pro-active engagement of high risk
patients will be paid via a block payment per PCN
calculated at £3.50 per patient on the QOF diabetes
register per PCN to deliver the Enhanced Diabetes PCN
service, with 50% paid on sign up and 50% paid on
evidence of delivery of KPIs.

Potential conflicts None known to date
of interest
EQIA and QIA were completed as part of the Integrated Diabetes Service business case process:
Equality and
quality impact
N:\Planning & Strategy\PMO\_PLANNED & PRIMARY\Diabetes\HV papers\Comm Exec June 2019
analyses (EQIA
and QIA)
Indicate here the key points the analysis has identified, relevant to the decision required:
Through engagement and consultation, we identified areas for improvement within the diabetes
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Equality delivery
system (EDS2)

Data Protection
Impact
Assessment
(DPIA)
Report history
Appendices

pathway, especially around increased access to services at a range of community locations to provide
care in the right place at the time, improving outcomes for patients.
The service re-design addressed the CCG’s vision for care to be more integrated and accessible, to
promote earlier diagnosis and better care, and to empower patients to self-manage, with support to
carers of people with diabetes. The Integrated Diabetes Service aims to reduce the need of a proportion
of secondary care attendances, through developing dedicated community multi-disciplinary teams,
delivering care closer to home, improved access across the localities, reduced variation in primary care
and reduced waiting times.
The Integrated Diabetes service ensures that an effective, equitable and high quality service is provided
across Herts Valleys CCG for all users of the service and their carers and families.
The equality impact assessment was completed and did not predict any adverse effect on any of
Hertfordshire’s residents. The changes ensure that services are more accessible to all with improved
access to all 4 localities across HVCCG.
Does your paper provide supporting evidence for HVCCG’s EDS2 portfolio?
Please refer to EDS2 guidance here: https://www.england.nhs.uk/wp-content/uploads/2013/11/edsnov131.pdf and indicate which goal your proposal/paper supports by clicking the appropriate box(es)

Better Health Outcomes
Improved Patient Access and Experience

☒
☒

A Representative and Supported Workforce
Inclusive Leadership

☐
☐

Not required

Integrated Diabetes Service and Transformation Funding update presented to Commissioning Executive
on 13 June 2019.
APPENDIX C – QUALITY REQUIREMENTS

*Assurance levels – use this guide to identify the level of assurance indicated in the risk table above.
Level
Details

**N.B. The executive summary for this paper should explicitly point to the evidence to support the assurance level indicated. For
example:
Very high – Where in the report is the evidence is to support the current strong position & how it will be sustained?
High – Where in the report is evidence of what is being done to strengthen controls and mitigate the likelihood of this risk
materialising?
Medium – Where in the report is the evidence of what is being done to address gaps in assurance and how successful is this
action proving?
Low – Where in the report is a statement of the urgent actions planned to address the lack of assurance?

Very high
High

Medium
Low

Taking account of the issues identified in this report, the Board can take reasonable assurance that
the controls upon which the organisation relies to manage this risk are suitably designed, consistently
applied and effective.
Taking account of the issues identified in this report, the Board can take reasonable assurance that
the controls upon which the organisation relies to manage this risk are suitably designed, consistently
applied and effective. However, we have identified issues that, if not addressed, increase the
likelihood of the risk materialising.
Taking account of the issues identified in this report, whilst the Board can take some assurance that
the controls upon which the organisation relies to manage this risk are suitably designed, consistently
applied and effective, action needs to be taken to ensure this risk is managed.
Taking account of the issues identified, the Board cannot take assurance that the controls upon which
the organisation relies to manage this risk are suitably designed, consistently applied or effective.
Action needs to be taken to ensure this risk is managed.
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1. Executive Summary
Herts Valleys CCG has been awarded NHSE Diabetes Transformation funding for the past 3 years to improve
achievement of the 3 Treatment Targets for people with diabetes.
From 1 October 2019 – end March 2020, £139,213 of this funding has been approved by the Chief Executive
Officer, Kathryn Magson to fund the Enhanced Diabetes Primary Care Network (PCN) service.
The aim of this service is to enable PCNs to provide enhanced services for their diabetic population as an
“Enhanced Diabetes PCN”.
The Enhanced Diabetes PCN scheme has two requirements:
1.
2.

GLP-1 analogue initiation for type 2 diabetic patients where clinically appropriate for their patients
Identification and pro-active engagement of high risk patients

Further details are provided in the Diabetes Enhanced Primary Care Network (PCN) service specification
attached. Expressions of interest to be sought from PCNs to deliver for 6 months from 1 October 2019.
Next steps are to evaluate the first 3 months of this scheme and bring a future proposal to Commissioning
Exec in February 2020, ensuring co-ordination with ECF planning timescales.

ENHANCED DIABETES PRIMARY CARE NETWORK SERVICE SPECIFICATION
Service Specification No.
Service
Commissioner Lead
Provider Lead
Date of Review

Enhanced Diabetes Primary Care Network (PCN) Service
Herts Valleys CCG
Primary Care Networks
1st October 2019 – 30th March 2020
10th September 2019
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1.
Population Needs
1.1
National context and evidence base
Nationally, according to the 2017/18 QOF prevalence, the proportion of adult patients (17+) with
diabetes mellitus (DM) is 6.8% of the population; a number that is increasing each year. For the
Midlands and East of England Region, prevalence is 7.09%. Diabetes prevalence across the
Hertfordshire and West Essex STP area is 4.68%.
In Herts Valleys CCG the adult (patients aged 17 or over) prevalence based on QOF disease
registers in 2018 is 4.54% of the population equating to 29,318 patients.
Nationally, about 10% of people with diagnosed diabetes have type 1 and 90% have type 2
diabetes.
1.2
Local context
To meet the growing demand, Herts Valleys CCG commissioned Herts Valleys Integrated Diabetes
Service (HIDS) from April 2018 to deliver an integrated service that is responsive to patient’s
increasing and changing needs in a future where both cost and clinical effectiveness are paramount
to the delivery of comprehensive care.
The aim of the Integrated Diabetes Service is to deliver a local integrated adult diabetes service for
the registered adult patient population of Herts Valleys CCG. The model reflects that the majority
of diabetes care, including patients with stable Type 1 diabetes, can now be appropriately provided
in primary and community care settings. This is dependent on appropriate patient support and
pathways being in place thereby increasing opportunities for self-management and for care to be
provided out of hospital and closer to the patient’s home.
However, there is still considerable variation in identification of people with diabetes across
practices as shown by the 2018 QOF prevalence rates across Herts Valleys which range from 10.3%
to 2.1% across our practices:

There is also considerable variation in achievement of outcomes for people with diabetes as
evidenced by the National Diabetes Audit (NDA) Primary Care data on achievement of all three
Treatment Targets (3TT) (19.5% T1; 38.3% T2; 36.8% all patients achieved all 3TT 2017/18 NDA)
and annual delivery of all Eight Care Processes (45.2% T1; 59.1% T2 2017/18 NDA)
New treatment targets have been introduced in 2017-18:
1.
A patient has HbA1c ≤58mmol/mol, and
2.
A patient has a blood pressure ≤140/80, and
3.
For people who fall into the combined prevention of CVD group, Statin Prescription
If a person does not fall into the combined prevention of CVD group, 'All three treatment targets' is
defined as HbA1c and blood pressure only.
The eight care process checks are: HbA1c, blood pressure, cholesterol, serum creatinine, urine
albumin, foot surveillance, body mass index (BMI) and smoking.
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1.
2.
3.
4.
5.
6.
7.
8.

HbA1C
Blood pressure
Cholesterol
Serum creatinine.
Urine albumin
Foot surveillance
BMI recorded
Smoking status recorded

Retinal screening has been excluded as this is not provided by general practice, however PCNs
should encourage and refer all patients with diabetes to attend annual retinal screening as it is an
essential element of diabetes patient care.
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 ill-health 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

Y
Y
Y
Y
Y

Local defined outcomes

This Enhanced Diabetes Primary Care Networks (PCN) service aims to support delivery of enhanced
diabetes care in Primary Care with the aim of achieving the following outcomes:
Expected Outcomes:
•
•
•
•
•
•
3.

Improve standard of care for diabetic patients, evidenced by improved delivery of the eight
care processes and improved achievement of three treatment targets
Identify at risk and hard to reach patients and put plans in place to pro-actively engage
Reduce unnecessary secondary care activity and pressures by performing tasks in primary
care which are consistent with patient safety and high quality care.
Improve communication and joint working between primary, community, acute and
mental health services
Reduce variation in care across PCNs and across the CCG area.
Deliver cost and efficiency savings
Scope

3.1
Aims and objectives of service
The aim of this enhanced service is to improve health outcomes and self-management of patients
with diabetes. The Enhanced Diabetes Service aims to support networks of practices to work
together more effectively, to share best practice and to take a much more proactive approach to
identify at risk and hard to reach diabetic patients and offer Primary Care based support which is
personalised and patient centred, making better use of resources to reduce acute outpatient
appointments, non-elective admissions, A&E attendances, ambulance call outs and readmissions
for this cohort of patients.
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Aims
•
•
•
•
•
•

Ensure patients receive care in the most clinically appropriate setting.
To reduce unnecessary face to face first outpatient attendances and non-elective
admissions
To deliver place-based care for diabetic patients
To improve accessibility
To reduce variation in care
To deliver cost and efficiency savings.

Objectives:
This service enables Primary Care Networks (PCNs) to provide enhanced services for their diabetic
population as an “Enhanced Diabetes PCN”. Enhanced Diabetes PCNs will:
provide local initiation and maintenance of GLP-1 Analogues in individual practices or
across the PCN for type 2 diabetic patients where clinically appropriate for their patients
(see Appendix A: Herts Valleys Treatment Guidelines)
• undertake an audit to identify at risk and hard to reach patients to create a list of high risk
patients and identify a particular cohort for a focussed PCN level intervention e.g. younger
working age type 2 diabetic patients, patients with poor glycaemic control, patients with
diabetic kidney disease, at risk BME groups, patients with Learning Disabilities.
• develop a PCN action plan and deliver additional measures to take a proactive approach to
actively promote engagement of identified at risk and hard to reach groups. This may be
done using one of a variety of interventions, for example: support from DSNs, group
consultations, video consultations, virtual reviews, PCN MDT meetings, delivering practice
based patient education sessions, targeted work with identified at risk patients, promotion
of digital education option
• share good practice and reduce variation in care regarding management of DM between
the constituent practices that form the PCN.
This overall impact of this scheme will be evaluated by monitoring improvement in outcomes for
diabetic patients evidenced by improvements in the delivery of the eight care processes and
achievement of the 3 Treatment Targets at PCN level via NDA data.
•

3.2

Service description/care pathway

The Enhanced Diabetes PCN scheme has two requirements:
3.2.1

GLP-1 analogue initiation for type 2 diabetic patients where clinically appropriate for
their patients (see Appendix A: Herts Valleys Treatment Guidelines)

GLP-1 analogue initiation will take place in accordance with NICE and the local Herts Valleys
Treatment Guidelines (Appendix A) which includes appropriate de-prescription if treatment targets
are not met. It is accepted that some patients will have complex needs requiring secondary care
advice and intervention. It is expected however that secondary care intervention will be short-term
and that the practices will resume care once the patient is stable.
For GLP-1 initiation it is expected that the practices will provide the following minimum
consultations:
GLP-1 initiation payment structure

Local GLP1 initiation
Consultation 1
Consultation 2

Purpose
Education, Assessment, Preparation,
Initiation
Dose and Progress Review within 1-4 weeks
of initiation
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Duration Payment
30 £70
40mins
10mins

£10

- can be telephone/virtual
3 months after initiation:
Progress Review
6 months after initiation: Review and
Consultation 4
Future planning.
Payment per GLP1 initiation if all completed and actioned
Consultation 3

10mins

£10

10mins

£10

Total

£100

There must be a practice/PCN protocol in place detailing how the practice/PCN is going to deliver
the service. This should be based on current accepted practice.
To incentivise appropriate GLP-1 initiation an upper limit has been set of 1.25% of the registered
diabetic population, with payment of £100 per initiation if all of the required steps have been
completed and actioned by the GP.
Competencies
The practices/PCN must ensure that all staff are appropriately registered, trained and competent
to deliver the service as specified.
Key diabetes care providers in each enhanced practice/PCN should provide a training schedule of
diabetes training and date of training attended within last 2 years. Recognised training includes:
- Herts Valleys Diabetes Education Eden diabetes modules, including GLP-1 analogue
initiation modules
- PITstop training
- CDEP modules
- Warwick certification
- other RCGP or RCN approved training
PCNs will liaise with the Herts Valleys Integrated Diabetes Service (HIDS) as needed regarding the
decision to initiate GLP-1 analogues and can, if needed be supported by the specialist nursing
team. Example cases of patients initiated on GLP-1 analogues can be discussed during the annual
practice diabetes visit with consultants.
3.2.2

Identification and pro-active engagement of high risk patients

PCNs should review their diabetes register or undertake an audit to identify a specific cohort of at
risk or hard to reach patients. PCNs should create a list of these high risk patients identified for a
focussed PCN level intervention e.g.: younger working age patients with type 2 diabetes; patients
with poor glycaemic control; patients with diabetic kidney disease; at risk BME groups; patients
with Learning Disabilities.
PCN should develop an action plan and deliver additional measures to take a proactive approach to
actively promote engagement of this identified at risk and hard to reach cohort. This may be done
using one of a variety of interventions, for example: support from DSNs, group consultations, video
consultations, virtual reviews, PCN MDT meetings, delivering practice based patient education
sessions, targeted work with identified at risk patients, promotion of digital education option.
Good practice regarding management of DM should be shared between the constituent practices
that form the PCN to reduce variation in care.
It is the intention of the scheme that PCNs take up both elements of the enhanced service, but
there is the option to complete one part of the specification if there is insufficient capacity to do
both. It is acceptable for GLP1 analogue initiation to occur within the individual practices rather
than across the PCN if this is not feasible. It is also acceptable if only some of the practices within
the PCN wish to initiate GLP-1 analogues.
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3.3
Population covered
The service shall be provided to patients aged 17 or over with diabetes mellitus (DM) registered
with a GP in the PCN in Herts Valleys CCG, including temporary residents.
3.4
Any acceptance and exclusion criteria and thresholds
General inclusions:
Inclusions are:
• Patients living in West Hertfordshire aged 17 or over with diabetes mellitus registered with
a GP in Herts Valleys CCG including temporary residents.
Exclusion Criteria
Exclusions for this service will apply for the following:
•

Patients requiring secondary care services

3.5 Interdependence with other services/providers
• Primary Care
• Secondary and Community Care, including Herts Valleys Integrated Diabetes Service (HIDS)
• Community services including Community Pharmacy and the Diabetic Eye Screening
Service
• Wellbeing Services
3.6 Accessibility/Acceptance
The service provider will ensure that the service offered is respectful and does not discriminate on
grounds of disability (including physical disability), age, sexuality, ethnicity or religion.
Services should be sensitive to the needs people whose first language is not English, and those with
hearing and visual impairment or other disability.
4.1

Applicable national standards (e.g. NICE)

Applicable standards set out in Guidance and/or issued by a competent body (e.g. Royal Colleges).
The Provider must adhere to the NHS England (2015) Accessible Information Specification.
4.2 Safety Alerts
Providers must ensure that they are aware of any safety alerts from the Medicines and Healthcare
products Regulatory Agency (MHRA)
http://www.mhra.gov.uk/#page=DynamicListMedicines and the NHS Central Alerting System (CAS)
4.3
Applicable local standards
The service will adhere to all local policies, procedures and guidelines.
5.

Applicable quality requirements and CQUIN goals

5.1 Applicable Quality Requirements (See Schedule 4 Appendix C)

Performance Management Requirements

Key Performance Indicators (KPIs) as outlined in Appendix B.
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6.

Funding mechanism

6.1 Funding mechanism
Funding for this scheme is provided from NHSE Diabetes Transformation funding.
PCN level funding will be calculated in two parts:
3. Payment for GLP-1 initiation will be paid on a basis of £100 per GP initiation, with an upper
limit of 1.25% of the registered diabetic population.
4. Identification and pro-active engagement of high risk patients will be paid via a block
payment per PCN calculated at £3.50 per patient on the QOF diabetes register per PCN to
deliver the Enhanced Diabetes PCN service, with 50% paid on sign up and 50% paid on
evidence of delivery of KPIs.
Total budget available:
Total Herts
Valleys QOF
Diabetes
register 2018
29,318

Upper
limit of
GLP-1
initiations
366

Total
payment
for GLP-1
initiations
£36,600

Payment
per patient
on diabetes
register
£3.50

Total block
payment
budget
available
£102,613

Total
budget
£139,213

The block payment element will be calculated according to PCN diabetic register
size. Example block payments for identification and pro-active engagement of high
risk patients is shown below:

Estimated
PCN practice
list size
30,000
50,000

Estimated
PCN
diabetes
register
size based
on 4.45%
prevalence
1362
2270

Target
upper
limit of
1.25%
GLP-1
initiations
17
28

Estimated
PCN
Payment
for GLP-1
initiations
£1,700
£2800

Estimated
PCN block
payment
based on
£3.50 per
diabetes
register size
£4,767
£7,945

Total
estimated
PCN
payment

£6,467
£10,745

6.2.
Monitoring Arrangements
Quarterly monitoring of KPIs listed in Appendix A.

Please find attached the following appendices:

APPENDIX A – page 12 - Herts Valleys Treatment Guidelines
APPENDIX B – page 13 & 14 - Key Performance Indicator
APPENDIX C – page 14 - Quality requirements
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APPENDIX A – Herts Valleys Treatment Guidelines
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APPENDIX B – KEY PERFORMANCE INDICATORS
Key Performance Indicator Rationale

Numerator /
Denominator

Measurement
/Frequency

Threshold

Consequence
of Breach

Data
source

To assess the
competency of staff
delivering the enhanced
service

Training schedule of
diabetes training
attended within last 2
years, to include GLP-1
analogue initiation
modules

Annually

N/A

GC9

Practice
records

To pro-actively identify
a specific cohort of at
risk patients

N: Number of patients
on high risk register
D: Number of patients
on diabetes register

Annually

N/A

GC9

Practice
records

Report at end of
scheme

N/A

GC9

Practice
records

Quality and competency indicators
Evidence of attendance at
recognised diabetes
training including:
- Eden modules
- PITstop training
- CDEP modules
- Warwick certification
- other RCGP or RCN
approved training
Evidence of identification a
specific cohort of high risk
diabetic patients for the
PCN

Evidence of delivery of the
PCN action plan which
could include at least one
of the following activities:
group consultations, video
consultations, virtual
reviews, PCN MDT
meetings, PCN based
patient education sessions,
or other targeted work.
G1 HVCCG Front Sheet April 2019 v2.8

Percentage identified as
high risk patients
To pro-actively engage
Report at end of
at risk and hard to reach scheme to evidence the
patients
targeted work carried
out with the at risk
group e.g. number of
group consultations,
video consultations,
virtual reviews, PCN
MDT meetings, practice
based patient education

sessions or other
targeted work
delivered.

Outcome measures
Number of new GLP-1
initiations by PCN as
clinically appropriate (with
de-prescribing if treatment
targets are not met)
Action plan to be
incorporated into the
Diabetes Practice Visit
questionnaire as part of
the Consultant/DSN
meeting

Prompt treatment as
clinically appropriate

N: Number of GP
initiated GLP-1
initiations per PCN

Quarterly

Upper limit
of 1.25%
diabetes
register

GC9

To support joint
working with the
Integrated Diabetes
Service

Completion of Diabetes
Practice Visit
questionnaire action
plan

Annually

N/A

GC9

Practice
records?
EMIS/
Eclipse
Live
Practice
records

Except where otherwise stated in the Consequence of Breach, where the Provider does not meet a quality requirement, the following process shall be followed:
i.

The Provider shall submit a remedial action plan with key milestones to the CCG;

ii.

The issue will be escalated to the appropriate forum and the process set out in Clause 9 of the General Conditions (Contract Management) shall be
followed.

APPENDIX C – QUALITY REQUIREMENTS
Follows

G1 HVCCG Front Sheet April 2019 v2.8

Reporting
Quality Requirement

Rationale

Numerator(N)/Denominator(D)

Measurement(M)/Frequency(F)

Threshold

Consequence of
Breach

Applicable Service
Pathway

100%

GC9

All

100%

GC9

All

90%

GC9

All

95%

GC9

All

95%

GC9

All

85%

GC9

All

95%

GC9

All

95%

GC9

All

Overarching/Standard
Patient Centred Care

LQR2

LQR3

All patients with a learning disability,
autism or both are identified and flagged
from the point of admission though to
discharge and where relevant, have access
to highly personalised care, via
reasonable adjustments to care pathways

Patients with learning disabilities,
autism or both have the same
access to services and outcomes as
their non-disabled peers

All patients to be provided with the
opportunity to provide feedback on their
experience

Patient engagement is at heart of
decision making

M:

Review of Quality/Performance Report (end of
project)

D: No. of relevent patients

F:

End of project

N: No. of patient to complete survey

M: End project

N:

No. of relevant patients identifed, flagged and
received highly personalised care

D: No. of patients asked to complete survey

N:
LQR4

Patient Satisfaction Survey: Responses
indicate patients would be 'highly likely'
or 'likely' to recommend the services

No. of patients stating they would recommend
the service

F:

End of project

M:

Review of Quality/Performance Report (end
project)

F:

End of project

M:

Review of Quality/Performance Report
(beginning of project)

Patient engagement is at heart of
decision making
D: No. of overall responses

Training

LQR5

LQR8

N: No. of staff trained to appropriate level
Staff trained in Safeguarding Adults PREVENT, MCA, DOLS, CSE, Modern Slavery
Staff should be trained to meet the
and Domestic Abuse to an appropriate
needs of service users
level, as per The Intercollegiate Adult
Document 2018
D: No. of staff requiring training

Staff trained in Infection Prevention and
Control (IPC). (Staff who provide clinical
care to patients and other staff who have
direct contact with patients in a clinical
environment have undergone annual
update training in infection prevention
and control)

Staff should be trained to meet the
needs of service users

Complaints responded to within agreed
timeframe (standard 25 working days)

Complaints should be responded to
promptly, with appropriate lessons
identified

F:

Pre and post project

N: No. of staff with IPC training

M:

Review of Quality/Performance Report Pre
and post project)

D: No. of staff requiring IPC training

F:

Pre and post project

M:

Review of Quality/Performance Report (end of
project)

F:

End of project

M:

Review of Quality/Performance Report (end
project)

Complai
nts
N:
LQR11

No. of complaints responded to in agreed
timeframe

D: No. of complaints received

Incident Reporting (Incidents (I), Serious Incidents (SI), Never Events (NE)

LQR13

Serious Incidents reported within 24
hours of being discovered in accordance
with Serious Incident Framework, NHS
England

N:

No. of serious incidents reported within 24
hours of discovery

Service users should receive harm
free care
D: No. of serious incidents reported

LQR14

Incidents reported within 24 hours of
discovery followed by 72 hour report
submitted in accordance with Serious
Incident Framework, NHS England

F:

End of project

N: No. of 72 hour reports submitted within 72 hours M:

Review of Quality/Performance Report (end of
project)

D: No. of 72 hour reports submitted

End of project

Service users should receive harm
free care
F:

Start of project Reporting

End of project reporting

N: No. of 60 day reports submitted within 60 days
LQR15

60 day report submitted in accordance
with Serious Incident Framework, NHS
England

M:

Review of Quality/Performance Report (end of
project)

Service users should receive harm
free care
D: No. of 60 day reports submitted

F:

End of project

N: No. of staff with current DBS

M:

Review of Quality/Performance Report (Start
of project)

D: No. of staff requiring DBS check

F:

Start of project

M:

Review of Quality/Performance Report (Start
of project)

D: No. of staff requiring professional registration

F:

Start of project

N: Not Applicable

M: Review of Quality/Performance Report

D: Not Applicable

F:

95%

GC9

All

100%

GC9

All

100%

GC9

All

Not Applicable

GC9

All

Workforce

LQR18

DBS compliance

Quality assurance

N:
LQR19

Professional registration compliance

No. of staff with current professional
registration

Quality assurance

Assurance

LQR20

Provider to enable the CCG to undertake
quality assurance & improvement visits
as deemed appropriate by the CCG

Announced or unannounced assurance/improvement purposes
As required

Requirement

Reporting Period

Format of Report

Share evidence on how staff are able to raise
concerns and contemporaneous details of all
whistleblowing incidents

As required

Review of Quality/Performance Report

Achieve and maintain CQC registration at all
times against essential standard of quality and
safety with no conditions

As required

Review of Quality/Performance Report

Provider to inform CCG of any CQC conditions
imposed over contract duration

As required

Review of Quality/Performance Report

Maintain compliance with Level 2 Information
Governance

As required

Review of Quality/Performance Report

Equality Delivery - Provider to demonstrate
adherence with EDS2 requirements (review and
improve performance for people with
characteristics protected by the Equality Act
2010)

Annually / As required

Review of Quality/Performance Report

Providers to evidence they have adequate
provision to communicate with all patients
irrespective of their ethnicity, culture, physical or Annually
learning disabilities, including those who do not
speak English as a first language.

EQIA/Review of Quality/Performance Report

Providers to evidence they have adequate
provision to gain feedback from all patients
irrespective of their ethnicity, culture, physical or Annually
mental disabilities, including those who do not
speak English as a first language

EQIA/Review of Quality/Performance Report

Provider must demonstrate compliance with the
Accessible Information Standard 2016, ensuring
Annually
that patients are invited to appointments and
communicated with in their preferred format

EQIA/Review of Quality/Performance Report

Timing and Method for delivery of Report

Application

Submitted to the Relevant Commissioner by the
15th calendar day after month end. This shall be
sent to:hertsvalleysccg.quality@nhs.net

GC9

Submitted to the Relevant Commissioner by the
th
15 calendar day after month end. This shall be
sent to:hertsvalleysccg.quality@nhs.net

GC9

Submitted to the Relevant Commissioner by the
15th calendar day after month end. This shall be
sent to:hertsvalleysccg.quality@nhs.net

GC9

Submitted to the Relevant Commissioner by the
15th calendar day after month end. This shall be
sent to:hertsvalleysccg.quality@nhs.net

GC9

Submitted to the Relevant Commissioner by the
15th calendar day after month end. This shall be
sent to:hertsvalleysccg.quality@nhs.net

GC9

Submitted to the Relevant Commissioner by the
th
15 calendar day after month end. This shall be
sent to:hertsvalleysccg.quality@nhs.net

GC9

Submitted to the Relevant Commissioner by the
th
15 calendar day after month end. This shall be
sent to:hertsvalleysccg.quality@nhs.net

GC9

Submitted to the Relevant Commissioner by the
th
15 calendar day after month end. This shall be
sent to:hertsvalleysccg.quality@nhs.net

GC9
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Executive Summary (1)
Financial Performance
Programme Budgets
Year to Date Spend
Year To Date Surplus
Forecast Outturn
Running Costs
Year to Date Spend
Year To Date Surplus
Forecast Outturn
Overall
Forecast Outturn
Year To Date Surplus
Cumulative Forecast
Risks & Mitigations
Net risk
Risk adjusted position

£300.61m
£0.950m
£914.97m

Better than plan
Better than plan
In line with plan

£3.855m
£0.001m
£11.570m

Better than plan
Better than plan
In line with plan

Breakeven
£0.950m
£8.438m

In line with plan
Better than plan
In line with plan

Nil
Breakeven

Underlying Position
2018/19 Closing Position £6.0m surplus
2019/20 Position
£4.0m surplus
QIPP
YTD Plan
YTD Actual
Full Year Plan
Forecast Outturn

£4.173m
£3.968m
£15.396m
£14.642m

Slightly under plan

Report for financial period ending 31 st July 2019
Financial Performance
• At month 4 the CCG is reporting a surplus (expenditure less than available
resources) of £0.950m. It is forecast that the CCG will deliver to plan at the end
of the financial year.
• Within programme budgets, spend on acute services continues to report to
plan, with three months of activity data available and reviewed. The main
areas of underspend are in Mental Health and Community Services. CHC has
reverted to close to year-to-date plan.
• Running costs are reporting to plan.
• All areas are expecting to spend to plan by the end of the financial year to
deliver a forecast outturn of breakeven.
Risks and Mitigations
• The main risks identified at month 4 relate to activity pressures, including the
high level of emergency activity, and non-delivery of QIPP on the acute
contracts.
• The risks are assessed as being fully mitigated by non-recurrent and prior year
benefits.
QIPP
• QIPP performance is currently at 95.1% and this position is expected to be
reflected in year end performance. Under-delivery has been allowed for in
forecast figures.
• As stated above, there is identified risk to the QIPP requirement in acute
contracts.

Slightly under plan
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Acute Commissioning
YTD MONTH 4

2018/19 Acute Commissioning Budgets
Application of Funds
MAIN TRUSTS
West Hertfordshire Hospitals
Royal Free London
Luton & Dunstable
East & North Hertfordshire
Buckinghamshire Healthcare
University College London
Royal National Orthopaedic Hospital
East of England Ambulance
Other Contracts
TOTAL ACUTE CONTRACTS
OTHER ACUTE

BUDGET

ACTUAL

£000

£000

ANNUAL FORECAST
VARIANCE
favourable /
(adverse)
£000

BUDGET

FORECAST

£000

£000

89,963
19,213
8,796
5,445
5,402
4,104
2,327
7,171
15,419
157,840

89,333
19,419
8,906
5,052
5,651
4,118
2,053
7,171
13,993
155,696

630
(206)
(110)
393
(249)
(14)
274
0
1,426
2,144

268,600
57,296
26,275
16,381
16,269
12,312
6,971
21,405
46,066
471,574

268,577
57,502
26,595
15,988
17,018
12,354
6,697
21,405
44,767
470,903

3,135

5,279

(2,144)

8,901

9,573

VARIANCE
favourable /
(adverse)
£000
23
(206)
(321)
393
(749)
(42)
274
0
1,299
671
0
(671)
0

Year to Date performance above is based on month 3 flex activity, together with an assessment of month 4 expected activity. The
values shown for West Herts Hospitals NHS Trust is for the main Acute contract and excludes Diabetes and Urgent Care.
Further information is included within the Acute Contracting and Finance Report.
4

Non - Acute Commissioning
YTD MONTH 4
NON ACUTE COMMISSIONING
Mental Health
Community
Continuing Care
TOTAL NON ACUTE CONTRACTS

BUDGET
£000
28,253
25,918
17,252
71,423

ACTUAL
£000
27,865
25,666
17,219
70,750

VARIANCE
favourable /
(adverse)
£000
388
252
33
673

ANNUAL FORECAST
VARIANCE
BUDGET
FORECAST favourable /
(adverse)
£000
£000
£000
84,719
84,719
0
77,738
77,738
0
51,623
51,623
0
214,079
214,079
0

Mental Health:
In order to meet the CCG's obl i gati ons i n respect of the Mental Heal th Investment Standard
(mental heal th spend to grow by 0.7% more than other Programme spend), the enti rety of the
mental heal th budget needs to be spent. At month 4, there remai ns a shortfal l i n expendi ture
of £0.4m, as the i denti fi ed fi nanci al envel ope i s not currentl y matched by contractual and
other obl i gati ons for expendi ture. It i s i mperati ve that the CCG i denti fi es how best to uti l i se
these funds.
Community Services:
Communi ty Servi ces i s reporti ng an underspend year-to-date fol l owi ng the recei pt of a credi t
note agai nst performance i n one contract and the rel ease of pri or year benefi ts. These were
smal l i ndi vi dual l y but added to a more si gni fi cant val ue. These factors were offset, i n part, by
acti vi ty l evel s on some contracts, where there remai ns concern about acti vi ty l evel s. These
may need to be rebased. The resul tant cost pressures wi l l need to be matched thi s year by
non-recurrent measures and reserves, but any cost pressure wi l l be recurrent.
Continuing Care:
Conti nui ng care i s reporti ng cl ose to Pl an at month 4, from a reported underspend of £0.3m
at month 3 whi ch l ed from the rel ease of a pri or year benefi t. A further £0.3m non-recurrent
benefi t has been rel eased i n month 4. As a consequence, the run-rate i n CHC i s bei ng cl osel y
moni tored. The forecast outturn of breakeven i s sti l l anti ci pated, but thi s i s rel i ant on costs
and acti vi ty remai ni ng on Pl an.
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Primary Care Commissioning
YTD MONTH 4

PRIMARY CARE COMMISSIONING

Prescribing
Delegated Primary Care
Enhanced Services
Other Primary Care
TOTAL PRIMARY CARE

BUDGET
£000
25,888
26,623
3,098
4,989
60,598

ACTUAL
£000
25,851
26,624
3,096
4,990
60,561

VARIANCE
favourable /
(adverse)
£000
37
(1)
2
(1)
37

ANNUAL FORECAST

BUDGET
£000
77,694
79,867
9,287
14,960
181,808

FORECAST
£000
77,694
79,867
9,287
14,960
181,808

At month 4, Primary Care expenditure is reporting spend in line with plan.
•
Additional budget for Primary Care Network payments are included within Enhanced Services
•
Additional allocations have been received to fund Extended Access payments
•
Prescribing costs are close to budget and the profile of these has been matched to the national profile

VARIANCE
favourable /
(adverse)
£000
0
0
0
0
0
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Appendix 1c Primary Care Commissioning Detail (1)
MONTH 3
2019/20 Primary Care
Commissioning Budgets
Application of Funds

TOTAL
BUDGET
£000

MONTH 4

MONTH 4

BUDGET
MOVEMENT
£000

TOTAL
BUDGET
£000

YTD MONTH 4
BUDGET

ACTUAL

£000

£000

VARIANCE
favourable /
(adverse)
£000

ANNUAL FORECAST
VARIANCE
FORECAST favourable /
(adverse)
£000
£000

PRESCRIBING
GP Prescribing
Central Drugs
Medicines Management - Clinical
TOTAL PRESCRIBING

73,875
2,391
1,428
77,694

(0)
0
0
0

73,875
2,391
1,428
77,694

24,614
797
476
25,888

24,614
797
440
25,851

0
0
36
37

73,875
2,391
1,428
77,694

0
0
0
0

DELEGATED PRIMARY CARE
Clinical&Medical-Clinical Other
Clinical&Medical-Independent Sector
DES Extended Hours Access
DES Learn Dsblty Hlth Chk
DES Minor Surgery
Dispensing Quality Sch
General Practice - APMS
General Practice - GMS
LES Translation Fees
MPIG Correction Factor
Other Primary Care
Premises
Prescribing / Dispensing Costs
QOF
Seniority
AI-Non Pay General Reserves
C&M - Independent Sector - Prior Year
DES PCN Support
DES PCN Participation
DES PCN Clinical Director

0
0
874
226
638
21
1,133
52,342
2
208
1,945
8,606
759
7,676
687
2,610
0
852
977
313

0
0
(0)
0
0
0
0
0
0
(0)
0
(0)
0
0
0
0
0
0
0
0

0
0
874
226
638
21
1,133
52,342
2
208
1,945
8,606
759
7,676
687
2,610
0
852
977
313

0
0
291
75
213
7
378
17,447
1
69
647
2,869
253
2,561
229
870
0
284
326
104

100
745
287
97
213
19
378
17,447
1
69
694
2,818
257
2,559
229
0
0
284
323
104

(100)
(745)
4
(22)
(0)
(12)
(0)
0
(0)
0
(47)
51
(4)
2
0
870
0
0
3
3

0
0
874
226
638
21
1,133
52,342
2
208
1,945
8,606
759
7,676
687
2,610
0
852
977
313

0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0

TOTAL DELEGATED PRIMARY CARE

79,867

0

79,867

26,623

26,624

2

79,867

0

Appendix 1c Primary Care Commissioning Detail (2)
MONTH 3
2019/20 Primary Care
Commissioning Budgets
Application of Funds

TOTAL
BUDGET
£000

ENHANCED SERVICES
LES Anti-coagulation
LES Care Home/Nursing Home
LES Care Planning
LES Demand Mgmt
LES GP Comm Incentive Sch
LES Minor Surgery
LES Phlebotomy
LES Treatment Room
Clinical&Medical-Independent Sector
Clinical&Medical-Clinical Other
LES Translation Fees
C&M - Independent Sector - Prior Year
LES Haematology
LES FLU
DES PCN Support
TOTAL ENHANCED SERVICES
OTHER PRIMARY CARE
Commissioning Schemes
Out of Hours
Oxygen
Primary Care Investments
Primary Care IT
GP Forward View
Primary Care Development
TOTAL OTHER PRIMARY CARE
TOTAL PRIMARY CARE COMMISSIONING

MONTH 4

MONTH 4

BUDGET
MOVEMENT
£000

TOTAL
BUDGET
£000

YTD MONTH 4
BUDGET

ACTUAL

£000

£000

VARIANCE
favourable /
(adverse)
£000

ANNUAL FORECAST
VARIANCE
FORECAST favourable /
(adverse)
£000
£000

355
688
2,267
0
333
64
213
743
0
11
0
0
3,603
32
978
9,287

0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0

355
688
2,267
0
333
64
213
743
0
11
0
0
3,603
32
978
9,287

118
229
756
0
111
21
71
248
0
4
0
0
1,201
11
328
3,098

118
229
472
0
111
21
71
248
284
4
0
0
1,201
11
326
3,096

0
0
284
0
(0)
0
0
(0)
(284)
(0)
0
0
(0)
(0)
2
2

355
688
2,267
0
333
64
213
743
0
11
0
0
3,603
32
978
9,287

0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0

2,438
8,337
616
0
2,144
3,711
0
17,246

(2,338)
0
(0)
0
0
(39)
91
(2,286)

100
8,337
616
0
2,144
3,672
91
14,960

33
2,780
205
0
716
1,224
30
4,989

33
2,780
205
3
715
1,224
30
4,990

0
0
0
(3)
1
0
0
(1)

100
8,337
616
0
2,144
3,672
91
14,960

0
0
0
0
0
0
0
0

184,094

(2,286)

181,808

60,598

60,561

39

181,809

0
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Other Programme Costs
YTD MONTH 4
OTHER PROGRAMME COSTS
Better Care Fund
Patient Transport
Non Recurrent Programme
Other
TOTAL OTHER PROGRAMME

BUDGET
£000
3,847
1,279
1,182
2,254
8,562

ACTUAL
£000
3,847
1,221
1,099
2,157
8,324

VARIANCE
favourable /
(adverse)
£000
0
58
83
97
238

ANNUAL FORECAST
VARIANCE
BUDGET
FORECAST favourable /
(adverse)
£000
£000
£000
11,541
11,541
(0)
3,836
3,836
0
3,902
3,902
0
6,304
6,304
0
25,583
25,583
0

Other Programme Costs are reporting a Year-to-Date underspend of £0.238m. This is caused by an amalgamation of small
variances across services. Specific factors include:
• A reported underspend on Patient Transport, due to activity levels. However, the sustainability of this contract is being
reviewed, which may lead to a change in budget.
• An underspend on Non-Recurrent Programmes. The budget for admittance avoidance schemes is being reviewed in
advance of winter as part of the Systems Resilience Programme. However, this budget is expected to spend to plan by the
end of the year.
• Counselling is reporting an underspend, again due to activity levels. While there are efforts to commission services with
other providers, these have yet to come on line. Spend in this area contributes to achievement of the Mental Health
Investment Standard, so it is important that spend is in line with Plan.
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QIPP
TOTAL QIPP
Year to Date

Forecast

Plan

Actual

Variance

%
Achieved

Plan

Actual

Variance

%
Achieved

£m

£m

£m

%

£m

£m

£m

%

4.173

3.968

-0.21

15.396

14.642

-0.75

95.1%

95.1%

QIPP performance at month 4 is
reported as 95.1% of the year to date
plan and is forecast to be 95.1% of the
annual plan. There is a shortfall of
£0.75m, the impact of which is
included within the forecast financial
position.

10
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Please refer to further guidance here N:\Nursing & Quality\8 Risk Management System\2. Board Assurance
Framework\BAF 201819\Current versions for front sheet reference when completing this front sheet.
Title Anticoagulation safety – update on action Public 60
Agenda item 10
NHS Official Sensitive: Commercial
☐ Check the box if paper contains commercial information which may be damaging
NHS Official Sensitive Personal
Purpose* (click
Decision ☐
appropriate box)
Author and job title

to the CCG, another NHS body or a commercial partner if improperly accessed.
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Assurance ☒
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Short summary of paper

Recommendation(s)

In March 2019, the Pharmacy and Medicines Optimisation Team presented an
anticoagulation summary report to the Primary Care Commissioning Committee. The paper
highlighted two safety concerns:
1) Up to 20% of all patients prescribed a NOAC are under-dosed, increasing risk of stroke;
2) Less than 35% of patients have a written risk assessment completed before being initiated
on a NOAC at the local trust (West Hertfordshire Hospital Trust), meaning that some
patients may be inappropriately anticoagulated.
This update report aims to provide the committee with assurance that work is being
undertaken to address these safety concerns. It is being presented as a response to the
action identified during the March 2019 Primary Care Commissioning Committee meeting
(action: Public 60).

The Board/Committee is being asked to:

Note the work being undertaken by the Pharmacy and Medicines Optimisation Team and
member practices to address anticoagulation safety concerns highlighted at the March 2019
Primary Care Commissioning Committee meeting.
Engagement with both primary and secondary care providers has been throughout this
process and is on-going. This was reported to the Primary Care Commissioning Committee in
March 2019 in the anticoagulation summary report.

Engagement with
patients/public/staff and
other stakeholders
Links to Strategic Objectives (click on all boxes that apply)
Effective Engagement. We will continually improve engagements with member practices, patients, the public,
carers and our staff to contribute to and influence the work of Herts Valleys CCG.
Quality. We will commission safe, good quality services that meet the needs of the population, reducing
health inequalities and supporting local people to avoid ill health and stay well.
Transforming Delivery. We will work with health and social care partners to transform the delivery of care
through the implementation of “Your Care, Your Future”, the Strategic Review in west Hertfordshire and its fit
with the wider STP strategy, “A Healthier Future”.

☐
☒
☒

Affordable & Sustainable Care. We will ensure that we fulfill our statutory duty to deliver a financially
sustainable and affordable healthcare system in west Hertfordshire.
Board Assurance Framework

☐

Refer to latest BAF report here for current and target risk scores: N:\Nursing & Quality\8 Risk Management System\2. Board
Assurance Framework\BAF 201819\Current versions for front sheet reference

Ref.

2.2a

Risk
Risk description
Owner

DC

Risk that we are unable to ensure good quality, safe and
sustainable services for the population and patients of
west Hertfordshire
Assurance is provided that safety concerns raised are
managed appropriately and risks reduced.

Current risk
score and
movement

Target risk
score

12→

8

*Assurance
Level

*Refer to assurance levels table below.

Medium

New strategic risks identified by this report

Other significant risks related to this report (from the Corporate Risk Register)
Resource
implications
Potential conflicts
of interest

This paper does not carry any new resource implications. The incentives CFO Signature
described in this update paper have been previously agreed through the
relevant processes. This report is an update on an action identified in the
March 2019 Primary Care Commissioning Committee meeting.
All Herts Valleys CCG GP members of the Primary Care Commissioning Committee are potentially
conflicted as the matters within this paper refer to products under their prescribing control.

Equality and
quality impact
analyses (EQIA
and QIA)

This paper is an update for an action identified in the March 2019 Primary Care Commissioning
Committee meeting. This paper is for assurance only and there is no suggested change to service
provision or access. A revised EqIA or QIA are not required.

Equality delivery
system (EDS2)

Does your paper provide supporting evidence for HVCCG’s EDS2 portfolio?
Please refer to EDS2 guidance here: https://www.england.nhs.uk/wp-content/uploads/2013/11/edsnov131.pdf and indicate which goal your proposal/paper supports by clicking the appropriate box(es)

Data Protection
Impact
Assessment
(DPIA)
Report history
Appendices

Better Health Outcomes
Improved Patient Access and Experience

☒
☐

A Representative and Supported Workforce
Inclusive Leadership

☐
☐

This paper is an update for an action identified in the March 2019 Primary Care Commissioning
Committee meeting. This paper is for assurance only and there is no suggested change to the way in
which Herts Valleys CCG processes personal data nor will it result in the need to increase processing of
personal data. Completion of a DPIA is not necessary.
This paper is an update for an action identified in the March 2019 Primary Care Commissioning
Committee meeting. The process is for action updates to return to the committee in which they were
identified.
None.

*Assurance levels – use this guide to identify the level of assurance indicated in the risk table above.
Level
Details

**N.B. The executive summary for this paper should explicitly point to the evidence to support the assurance level indicated. For

example:
Very high – Where in the report is the evidence is to support the current strong position & how it will be sustained?
High – Where in the report is evidence of what is being done to strengthen controls and mitigate the likelihood of this risk
materialising?
Medium – Where in the report is the evidence of what is being done to address gaps in assurance and how successful is this
action proving?
Low – Where in the report is a statement of the urgent actions planned to address the lack of assurance?
Taking account of the issues identified in this report, the Board can take reasonable assurance that the controls
Very high
upon which the organisation relies to manage this risk are suitably designed, consistently applied and effective.

High

Taking account of the issues identified in this report, the Board can take reasonable assurance that the controls
upon which the organisation relies to manage this risk are suitably designed, consistently applied and effective.
However, we have identified issues that, if not addressed, increase the likelihood of the risk materialising.

Medium

Taking account of the issues identified in this report, whilst the Board can take some assurance that the controls
upon which the organisation relies to manage this risk are suitably designed, consistently applied and effective,
action needs to be taken to ensure this risk is managed.

Low

Taking account of the issues identified, the Board cannot take assurance that the controls upon which the
organisation relies to manage this risk are suitably designed, consistently applied or effective. Action needs to
be taken to ensure this risk is managed.

In March 2019, the Pharmacy and Medicines Optimisation Team presented an anticoagulation summary report to the
Primary Care Commissioning Committee, which discussed Herts Valleys CCG significant increase in spend on nonvitamin K antagonist oral anticoagulants (NOACs). The paper outlined ways in which growth in this area could be
stemmed and described clinical engagement undertaken so far. The paper also highlighted two safety concerns:
1) up to 20% of all patients prescribed a NOAC are under-dosed, increasing risk of stroke;
2) less than 35% of patients have a risk assessment completed before being initiated on a NOAC at the local trust
(West Hertfordshire Hospital Trust), meaning that some patients may be inappropriately anticoagulated. The
Pharmacy and Medicines Optimisation Team is working with local clinicians to address these safety issues:
1) Up to 20% of all patients prescribed a NOAC are under-dosed, increasing risk of stroke
a. Review of NOAC dosing forms part of the 2019-20 Pharmacy and Medicines Optimisation
Team Local Incentive Scheme. Following the March 2019 committee meeting, the Local Incentive
Scheme was amended to encourage prescribers to review these at-risk patients as soon as possible.
Usually, achievement of targets are assessed at the end of the financial year but for this element of
the Local Incentive Scheme, an additional measure at the end of Q2 2019-20 was added so that
reviews of patients are completed sooner. Prescribers have been briefed extensively as to why this
piece of work is so important and that reviews should take place sooner rather than later.
Remuneration for this work is higher than is usually allocated in this scheme, demonstrating the high
importance of completing these reviews and again, encouraging reviews to take place more quickly.
b. Prescribers are asked to identify patients currently prescribed a ‘low-dose’ NOAC and undertake a
review of each individual patient to establish if they are being prescribed the low-dose appropriately.
Where patients are identified as having been prescribed too low a dose of a NOAC, after discussion
with the patient, a switch to an alternative NOAC at the appropriate dose is advised. The usual
recommended NOAC, edoxaban, has a more straight-forward dosing regimen in renal impairment
when compared to some alternative NOAC options. This aims to reduce the number of patients
under-dosed on a NOAC.
c. Prescribers are being educated regarding assessing the correct renal function, weight and appropriate
NOAC dosing through prescribing meetings and written resources. This aims to reduce the risk of
patients being under-dosed on a NOAC in the future.
2) Less than 35% of patients have a risk assessment completed before being initiated on a NOAC at the
local trust

a. The Pharmacy and Medicines Optimisation Team has requested amendments to the Quality Schedule
for the West Hertfordshire Hospitals Trust contract with Herts Valleys CCG to include the recording of
CHA2DS2-VASc and HAS-BLED scores for patients, i.e. risk assessments completed before
anticoagulation is initiated. This reduces the possibility that the potential risks outweigh the potential
benefits in patients initiated on anticoagulant therapy at the trust.
b. The Pharmacy and Medicines Optimisation Team continues to engage with key clinician stakeholders
at West Hertfordshire Hospitals Trust to improve awareness and understanding of the importance of
completing and recording CHA2DS2-VASc and HAS-BLED scores before initiating anticoagulants.
c. Addition of CHA2DS2-VASc and HAS-BLED scores to relevant patient discharge summaries to inform
their GP of the risk assessment undertaken has been explored but rejected by trust management at
this time, until a suitable IT solution can be found.
The work outlined in this update report is on-going and continues to be monitored by the Pharmacy and Medicines
Optimisation Team. A further update will be submitted to the PCCC when this work is complete.
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☐ Check the box if paper contains commercial information which may be damaging
to the CCG, another NHS body or a commercial partner if improperly accessed.
☐ Check the box if paper contains personal information relating to an identifiable
individual where inappropriate access could have damaging consequences.
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Short summary of paper

Recommendation(s)

Kathryn Magson, Chief Executive Officer [in
Lynn Dalton’s (Director of Primary Care)
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This paper outlines the:
1. Herts Valleys CCG Medicines Optimisation Clinical Leads (MOCL) group virtual
recommendations – August 2019
2. Pharmacy and Medicines Optimisation Team recommendations
The Board/Committee is being asked to:
1. Ratify the recommendations reached by MOCL.
2. Ratify the recommendations reached by the Pharmacy Medicines Optimisation
Team
Recommendations reached by MOCL are negotiated with a committee of clinicians,
with particular focus on evidence base, cost and patient safety. MOCL
recommendations are presented to the Primary Care Commissioning Committee for
ratification.

Virtual ratification of the recommendations is requested so that implementation of
cost savings can occur more rapidly.
Engagement with
The MOCL group includes as members Medicines Optimisation Clinical Leads from
patients/public/staff and
each of the four Herts Valleys CCG Localities, a GP Board member, representation
other stakeholders
from the Herts Valleys CCG Pharmacy and Medicines Optimisation Team,
representation from Hertfordshire LPC and two patient representatives.
Links to Strategic Objectives (click on all boxes that apply)
Effective Engagement. We will continually improve engagements with member practices, patients, the public, ☒
carers and our staff to contribute to and influence the work of Herts Valleys CCG.
Quality. We will commission safe, good quality services that meet the needs of the population, reducing
☒
health inequalities and supporting local people to avoid ill health and stay well.
Transforming Delivery. We will work with health and social care partners to transform the delivery of care
☐
through the implementation of “Your Care, Your Future”, the Strategic Review in west Hertfordshire and its fit
with the wider STP strategy, “A Healthier Future”.
Affordable & Sustainable Care. We will ensure that we fulfill our statutory duty to deliver a financially
☒
sustainable and affordable healthcare system in west Hertfordshire.
Board Assurance Framework
G1 HVCCG Front Sheet April 2019 v2.8

Refer to latest BAF report here for current and target risk scores: N:\Nursing & Quality\8 Risk Management System\2. Board
Assurance Framework\BAF 201920\Current versions for front sheet reference

Ref.

Risk
Risk description
Owner

Risk that member practices, local providers, local
authorities and other partners do not respond
constructively to engagement.
It is essential to react rapidly to out of stock
1.2
LD/DE
situations to maintain the confidence the GPs have in
CCG-recommended switches. All switches are agreed
with the main hospital provider so that there is a coordinated response in all sectors
Risk that we are unable to ensure good quality, safe
DC
and sustainable services for the population and
2.2a
patients of west Hertfordshire
Checks are made to ensure that the quality of
switches suggested do not detract from patient care
Risk that we do not deliver a financially sustainable
CH
integrated healthcare system in collaboration with
our partners in the STP.
The items listed are requested to have a virtual
decision to improve the financial management of
the prescribing budgets and to quickly manage a
stocking issue which could inflate prices if a
4.1
suitable branded alternative is not chosen quickly.
All partners have agreed to wait for the CCG
decision before making active switches, but the
immediacy of out of stock situations puts pressure
on the prescribing budget unless an alternative
switch is sourced and implemented in a
co-ordinated way
Risk that we do not achieve financial balance in
2019-20.
4.3
CH
By making a virtual decision cost saving changes can
be enacted more quickly
New strategic risks identified by this report

Current risk
score and
movement

Target risk
score

*Assurance
Level

12→

8

Medium

12→

8

Medium

20→

5

Medium

12

4

Medium

*Refer to assurance levels table below.

(reset for 2019-20)

Other significant risks related to this report (from the Corporate Risk Register)
Resource
implications

Branded generic switch of buprenorphine patches will support CFO Signature
cost saving towards the £470K in existing QIPP for cost effective
prescribing (within existing Pharmacy and Medicines Optimisation
Team QIPP).

Addition of branded generic Xaggitin® XL (methylphenidate
modified release) will mitigate against the risk of an approximate
£55K cost pressure of increased use of more costly brand
Concerta® XL.
Potential conflicts All conflicts of interest are declared and recorded as per the MOCL Terms of Reference that
of interest
were approved by the Primary Care Commissioning Committee in June 2018.
All Herts Valleys CCG GP members of the Primary Care Commissioning Committee are
potentially conflicted as the matters within this paper refer to products under their prescribing
control.
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Equality and
quality impact
analyses (EQIA
and QIA)

Recommendations made by MOCL have been through separate equality and quality impact
analyses as part of the review of all Pharmacy and Medicines Optimisation Team QIPP
schemes.

Equality delivery
system (EDS2)

Does your paper provide supporting evidence for HVCCG’s EDS2 portfolio?
Please refer to EDS2 guidance here: https://www.england.nhs.uk/wp-content/uploads/2013/11/edsnov131.pdf and indicate which goal your proposal/paper supports by clicking the appropriate box(es)

Better Health Outcomes
Improved Patient Access and Experience

Data Protection
Impact
Assessment
(DPIA)
Report history
Appendices

☒
☒

A Representative and Supported Workforce
☐
Inclusive Leadership
☐
Completion of a DPIA is not necessary in this case as ratification of the recommendations
within this paper will not change the way in which Herts Valleys CCG processes personal data
nor will it result in the need to increase processing of personal data.
None. The current process requires the outputs from MOCL to be reported to the relevant
Herts Valleys CCG governing body.
None.

*Assurance levels – use this guide to identify the level of assurance indicated in the risk table above.
Level
Details

**N.B. The executive summary for this paper should explicitly point to the evidence to support the assurance level indicated. For
example:
Very high – Where in the report is the evidence is to support the current strong position & how it will be sustained?
High – Where in the report is evidence of what is being done to strengthen controls and mitigate the likelihood of this risk
materialising?
Medium – Where in the report is the evidence of what is being done to address gaps in assurance and how successful is this
action proving?
Low – Where in the report is a statement of the urgent actions planned to address the lack of assurance?

Very high
High

Medium
Low

Taking account of the issues identified in this report, the Board can take reasonable assurance that
the controls upon which the organisation relies to manage this risk are suitably designed, consistently
applied and effective.
Taking account of the issues identified in this report, the Board can take reasonable assurance that
the controls upon which the organisation relies to manage this risk are suitably designed, consistently
applied and effective. However, we have identified issues that, if not addressed, increase the
likelihood of the risk materialising.
Taking account of the issues identified in this report, whilst the Board can take some assurance that
the controls upon which the organisation relies to manage this risk are suitably designed, consistently
applied and effective, action needs to be taken to ensure this risk is managed.
Taking account of the issues identified, the Board cannot take assurance that the controls upon which
the organisation relies to manage this risk are suitably designed, consistently applied or effective.
Action needs to be taken to ensure this risk is managed.

HERTS VALLEYS CCG PHARMACY AND MEDICINES OPTIMISATION TEAM – VIRTUAL
RECOMMENDATIONS AUGUST 2019
1. The Primary Care Commissioning Committee is asked to ratify the recommendations reached by MOCL.
Table 1 summarises the recommendation made by a virtual MOCL meeting in August 2019. The recommendation does
not commit new finances and savings identified are within existing Pharmacy and Medicines Optimisation QIPP. MOCL
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papers are available on request. The Pharmacy and Medicines Optimisation Team is asking the Primary Care
Commissioning Committee to virtually approve this recommendation so that implementation of cost savings can occur
more rapidly:
 This is a high value switch which will feed into existing Pharmacy and Medicines Optimisation Team QIPP.
 As the switch involves a controlled drug, community pharmacists need to be given 56 days’ notice to run down
existing stock before GPs can be notified to start implementing. Virtual ratification of this recommendation will
prevent further delays.
 East and North Herts. CCG and West Herts. Hospital Trust will be implementing this switch imminently. Delays in
Herts Valleys will create confusion for patients through different areas using different brands of buprenorphine
patches.
Table 1 – recommendations (virtual) of MOCL

Butec® and Bupeaze®
patches – addition to
ScriptSwitch and PMOT
dashboard

 Recommended for addition to ScriptSwitch and the Pharmacy and Medicines
Optimisation Team prescribing dashboard. A cost-saving switch has been identified
and will be added to the prescribing support tool ScriptSwitch along with the
prescribing dashboard to encourage active switching:
o Buprenorphine 5mcg, 10mcg, 15mcg and 20mcg patches (generic, BuTrans® and
other brands)  Butec® patches. Butec® patches are approximately 55% less
costly than BuTrans® patches.
o Buprenorphine 35mcg, 52.5mcg and 70mcg patches (generic, Transtec® and other
brands)  Bupeaze® patches. Bupeaze® patches are over 40% less costly than
Transtec® patches.
 Two products are required because no single product (or any brand) covers the
whole dose range. WHHT has agreed to use both Butec® and Bupeaze®.
 Cost saving for Herts Valleys CCG anticipated (within existing Pharmacy and
Medicines Optimisation Team QIPP) of a maximum of £130K through acceptance of
ScriptSwitch® messages at the point of prescribing.

2. The Primary Care Commissioning Committee is asked to ratify the recommendations reached by the
Pharmacy Medicines Optimisation Team.
Table 2 summarises the recommendation made by the Pharmacy and Medicines Optimisation Team. The
recommendation does not commit new finances and mitigates against the risk of patients being switched to the more
expensive brand (cost avoidance of approx. £55K). The Pharmacy and Medicines Optimisation Team is asking the
Primary Care Commissioning Committee to virtually approve this recommendation so that implementation can occur
more rapidly:
 The current brand of choice has recently gone out of stock meaning that patients are unable to obtain their
medication.
 As the switch involves a controlled drug, the Pharmacy and Medicines Optimisation Team would like to give
community pharmacists as much notice as possible that a new brand will be being promoted (due to the stock
issue with current brand, the usual 56 days’ notice will not be possible).
 If the new brand is not implemented, patients will be switched to a more expensive brand (Concerta® XL) which
will create a cost pressure.
 East and North Herts. CCG and Hertfordshire Partnership Foundation Trust (HPFT) are already implementing this
switch. Delays in Herts Valleys will create confusion for patients through different areas using different brands of
methylphenidate.
 Due to the urgent nature of this switch, details of this switch will be taken through MOCL virtually or
retrospectively.
Table 2 – recommendations of the Pharmacy and Medicines Optimisation Team

Xaggitin® XL – addition to
ScriptSwitch and
amendment of PMOT

 Recommended for addition to ScriptSwitch and amendment to the Pharmacy and
Medicines Optimisation Team prescribing dashboard. The current methylphenidate
modified-release brand of choice is Delmosart® XL as it is significantly less costly
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dashboard

than the originator brand Concerta® XL. Some strengths of Delmosart® XL have
recently gone out of stock and as such an alternative brand has been identified –
Xaggitin® XL. Updated messages will be added to the prescribing support tool
ScriptSwitch along with the prescribing dashboard:
o New patients: To be initiated onto Xaggitin® XL by HPFT
o Existing patients: Concerta XL (generic and any other brand except for Delmsoart®
XL)  Xaggitin® XL.
o Patients already prescribed Delmosart® XL will not be switched a second time
unless the strength they are prescribed is affected by the stock shortage.
o HPFT has agreed to use Xaggitin® XL.
 Cost pressure for Herts Valleys CCG not anticipated as Xaggitin® XL is the same cost
as Delmosart® XL.

Approval was received from the following committee members:
Andrew Anderson (Independent GP)
Caroline Hall (Chief Finance Officer)
Diane Curbishley (Director of Nursing and Quality and Deputy CEO)
Daniel Carlton-Conway (GP board member)
Alison Gardner (Board Lay Member)
Kathryn Magson (Chief Executive)
Rami Eliad (GP board member)
Trevor Fernandes (GP board member and Deputy Clinical Chair)
Thelma Stober (Board Lay member and Chair)
Asif Faizy (GP board member)
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