Herts Valleys Clinical
Commissioning Group
Primary Care Commissioning Committee
Part 2: 21 March 2019 10.45am
Apsley Meeting Room, Hemel One
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
Part 2 Meeting in Public
Agenda FINAL

Primary Care (Medical Services) Commissioning Committee (PCCC)

21 March 2019 10.45 – 13.00
Apsley Room, Herts Valleys CCG, Hemel One, Boundary Way, Hemel Hempstead HP2 7YU
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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 terms of reference
for approval
6.
Committee work plan
to note
Strategy and Performance
7.
BAF report update
for discussion
8.
Director of Primary Care Update report
for information
9.
Operational planning: utilisation of £1.50 in
for assurance
2018/19
10.
Extended Access Deep Dive Cancelled
for assurance
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Date
Time
Venue

:
:
:
:

Primary Care Commissioning Committee (PCCC) Part 2 held in public
24 January 2019
10.45am
Apsley Room Hemel One

Present:
Andrew Anderson (AA)
Daniel Carlton-Conway (DCC)
Diane Curbishley (DC)
Trevor Fernandes (TF)
Alison Gardner (AG)
Caroline Hall (CH)
Kathryn Magson (KM)
Thelma Stober (TS)
In attendance:
Jill Ainsworth-Beardmore (JA)
Elizabeth Babatunde (EB)
Joel Bonnet (JB)
Michelle Campbell (MC)
Lynn Dalton (LD)
Charlotte Earl (CE)
Sue Fogden (SF)
Sundera Kumara-Moorthy (KMo)
David McConnell (DM)
Katy Patrick (KP)
Nicky Williams (NW)

Independent GP
Board GP Member (St Albans and Harpenden)
Director of Nursing and Quality/Deputy Chief Executive
GP Board Member (Dacorum)
Board Lay Member
Chief Finance Officer
Chief Executive Officer
Board Lay Member (Chair of meeting)
Patient representative
Executive Lead for Primary Care Development
Deputy Director of Public Health, Hertfordshire County Council (HCC)
Deputy to AD of Localities & General Practice Development
Director of Primary Care
Senior Pharmaceutical Advisor, Pharmacy & Medicines Optimisation Team
(PC/21/19 – PC/22/19 only)
Assistant Director - Premises
Healthwatch Hertfordshire Representative
Lay Member, West Essex CCG (Observer)
Governance and Risk Manager (Minutes)
Medical Director, Bedfordshire and Hertfordshire Local Medical Committee

PART 1: MATTERS TO BE CONSIDERED WITHOUT THE PUBLIC AND PRESS PRESENT
PC/12/19
12.1

Chair’s introduction and apologies for absence
• Apologies were received from Rami Eliad, Peter Graves and Iain MacBeath.
• TS noted that some papers had been circulated for information, including HVCCG’s meetings
policy and asked all present to abide by the principles of this policy.
• TS welcomed David McConnell to the meeting as an observer.

PC/13/19
13.1

Interests to declare
• A schedule of interests declared in advance of the meeting was discussed and is appended
at appendix 1 to the minutes.
• TS noted that she had reviewed the interests declared with LD prior to the meeting and
concluded that there were no interests in relation to this meeting’s agenda that would
require anyone to be removed from a discussion or to recuse themselves from a decision.

PC/14/19
14.1

Minutes of previous meeting (Chair)
• TS noted that the previous meeting had been chaired by AG in her absence and asked those
who attended that meeting to review the minutes.
The Committee accepted the minutes as a true record of the meeting.

14.2
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PC/15/19
15.1

15.2
PC/16/19
16.1

16.2
16.3
16.4
PC/17/19
17.1

Decisions made remotely (TS)
• TS reminded the committee that two decisions were made remotely since the last meeting
and the outcomes recorded in the paper:
- Premises charging: The proposal was approved following responses being sent to a
number of queries.
- Mental Health Parity of Esteem Funding – alignment with primary care networks: The
committee agreed that mental health parity of esteem funding should be made
available through localities. The committee approved the process for the proposal.
The committee noted the decisions that were made remotely since the last committee
meeting.
Matters arising
On the action log for the public section of the meeting, the following was noted:
PC/138.4/18 Practice visits programme. The practice visit paper has been updated to include
clarification of the informal process and provide further definition of a formal visit and
circumstances when these may be undertaken. This paper is being shared and discussed at the
Practice Managers forum (including an LMC representative) on 6 February 2019 for comment
before final sign-off by KM and DCC. It will also be shared with Rachel Lea. TS noted that it is
important to set the context about the reasons for visits on a mandated three year rolling
programme. Good practices are visited in order to share learning and good practice and most
are planned. Any unannounced visit would only be made to address certain contractual issues or
particular concerns.
PC/141.4/18 Flu vaccinations in pregnancy. The contracting team have confirmed that it is in
the core contract for midwives at WHHT to offer pregnant women the ‘flu vaccine. DC
confirmed that this was raised at a recent Contract and Quality Review Meeting with the Trust
where the CCG were informed that 98 women had been vaccinated this winter, but there was
no indication as to what percentage this represented or what the figures were for numbers
offered and refused. Further information has been requested but it seems that this has not been
implemented well this winter. JB noted that he would bring this matter up at the Beds and Herts
‘Flu Planning Group. AA stated that it is very important that vaccination is not only offered, but
the benefits of having it are explained. The committee agreed that this action should be closed
and added instead as an action for WHHT CQRM meetings.
PC/141.5/18 Flu action plan. MC confirmed that ‘flu vaccination uptake is monitored bi-weekly
and discussed with practices where there is no data or a lack of uptake. The Chief Locality
Officers are responsible for sharing this information to reduce variation and so that best practice
can be used to improve performance where necessary. TF noted that there are issues with
pharmacies informing practices that they have vaccinated patients. LD confirmed that she would
pick up through the ‘Flu Planning Group and with NHSE. The committee agreed that this action
should be closed and added to the Primary Care Working Group action log for locality oversight.
All other actions had been completed.
The committee noted the updates on the action log and delivered verbally.
ACTION: Monitoring vaccination of pregnant women to be added to the action log for CQRM
with WHHT (DC)
ACTION: Monitoring practice uptake to be added to the action log for PCWG (MC)
Committee work plan (TS)
•
•
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The committee reviewed and discussed the draft plan. It was agreed that deep dives should
be held within the Part 2 meetings in public, unless commercially sensitive and that the
committee meeting in public should review the work plan at each meeting.
The committee agreed the following amendments to the plan*:
- a review of how last year’s £1.50 per patient funding had been invested should be
brought to the March meeting, together with a look forward at plans for 2019/20;

-

17.2
PC/18/19
18.1

18.2

18.3

18.4
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a deep dive on workforce should be brought forward to the May meeting;
The enhanced commissioning framework item should be scheduled for July, not
September.
The committee agreed the work plan subject to the amendments noted above.*
BAF report (KP/LD)
• KP introduced the report and noted that the committee was being asked to review and
discuss the report, including:
- whether the committee agrees with the risk scoring;
- whether the committee feels assured by the current controls, actions and
progress towards the forecast and target scores;
- keep these strategic risks in mind while discussing other papers submitted to
the committee;
report their conclusions to the board in the Chair’s report.
• LD noted in relation to BAF risk 1.2: “Risk that member practices, local providers, local
authorities and other partners do not respond constructively to engagement,” that things
were now changing at pace in primary care but the delay in implementing the Enhanced
Commissioning Framework 2018/19, which was not initially well-received, had had an
impact on delivery of the target score. There is, however, now 100% sign-up to the ECF.
Extended access is now also at 100% delivery with the federations engaged and awarded
two year pilot contracts that may be extended. There is good engagement and the CCG is
working with the federations to assure a more joined up approach with Herts Urgent Care.
13 Primary Care Networks have been established and there were 20 submissions for the
£200k funding with six successful candidates. Plans and proposals for a frailty PCN project
are being progressed. LD asked the committee to note the controls and assurances in the
report and suggest any further actions necessary.
The following points were raised in discussion:
• DCC noted that there was a continuing challenge to reach the wider primary care workforce.
KM suggested that this is being addressed at Target events. LD also noted that the number
of GP Forums is being increased with attendance a requirement of the ECF and the practice
managers also encouraged to engage. KM and LD are pro-active with any practices that are
not engaging.
• NW noted that there was an emphasis on primary care in the controls and actions with no
mitigation noted in relation to the local authorities and other partners whose involvement is
key to the success of Primary Care Networks. She suggested that the risk report should
provide more assurance about engagement with other partners as well as reflecting other
work such as the federations’ involvement in local delivery boards.**
• KM noted in relation to BAF risk 3.2b “Risk that there will be insufficient support from GP
practices and GP federations to transform the delivery of care in west Hertfordshire,” that
this risk is about providers being ready to perform and that she is worried about the pace of
development of GP practices and federations. In a recent board development session there
was a discussion about the fact that a lot of experience sits with the CCG and we need to
make sure that we are aligned with providers. For example local GP commissioners need to
be more involved in local delivery boards. There is a need for a shift in thinking to facilitate
the move towards Integrated Care Alliances with a lot of work still to do.
The following points were raised in discussion:
• TF suggested that the current risk score should remain at its relatively high level given the
scale of the challenges involved in engaging and developing a mixed workforce and
resilience issues in primary care.
• DC suggested that the target achievement of 8 by September 2019 was overly optimistic.
The committee agreed that it was more realistic to set target achievement for September
2020.**
• KM noted that there are a number of avenues for cascade of consistent messages, such as

18.5
18.6
18.7

PC/19/19
19.1

19.2

19.2
19.3
PC/20/19
20.1
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the Practice Managers’ Forum and GP Bulletin and avoiding variability in messaging is very
important. The CCG should ask locality chairs what training opportunities would be valued
by practice, primary care networks, localities and federations and in what format.
The committee noted the information in the report and made some recommendations as
noted above **
ACTION: Discuss additional information required for BAF 1.2 with David Evans (KP)
ACTION: Write to locality chairs asking what training opportunities would be valued by
practices, primary care networks, localities and federations and in what format (KP)
GP 5 Year Forward View update (MC)
• MC introduced the report and noted that there had been a confidential update on Primary
Care Networks in Part 1 of the meeting.
• There have been some interoperability issues in extended access related to direct booking of
appointments by the 111 service. These do not only affect HVCCG and conversations have
taken place with NHS England and NHS Digital in order to identify a solution. Due to the
requirement to implement same day booking by March 2019, a work-around solution is
being piloted to allow bookings in the evenings and at weekends while the CCG continues to
seek a sustainable solution.
The following points were raised in discussion:
• There is currently underuse of available appointments that would seem to require an IT
solution. Working solutions have been found elsewhere.
• Patients are sometimes not willing to travel to another town for an appointment which is an
issue in geographically spread areas, but it is important to avoid the decision to travel to an
emergency department where possible.
• HVCCG practices are 100% compliant with communicating new arrangements to patients,
but there will inevitably some people who are not regular users of services who are not
aware.
• This report summarises what has been delivered: more detail has been available in previous
reports to the committee. Information can be shared about what is left to be done.
• Educating the public about the wider primary care workforce and new language (for
example ‘Connect’ rather than ‘MSK’) are both important: the CCG is working with
Healthwatch Hertfordshire to develop a programme to explain Right Care in the community.
• The CCG actively pursues those practices which are not engaging with the additional
opportunities offered to develop the wider workforce.
• There are new opportunities with IT platforms that will be piloted with volunteers. All IT
schemes for potential use in primary care have to go through an NHSE accreditation process.
• Going forward this work will now has now been re-badged as the NHS Long Term Plan.
The committee accepted the report for information.
ACTION: Identify remaining gaps and plans for delivery (MC)
Finance report (CH)
• CH introduced the Finance Report, noting that it provides an overview of the whole CCG
with more detail around the Primary Care aspects.
• The headlines are as follows:
- The CCG is currently just under £8m underspent against plan but some recovery is
expected by the end of the year and we are forecasting break even.
- Acute contracts are overspent, largely at Royal Free London (RFL) and the team are
working to understand this and put in place mitigation.
- There is a Continuing Healthcare (CHC) over spend of around £1m, but this is an
unpredictable area with pressures, especially in Children’s Continuing Care.
- A £2m underspend in prescribing is offsetting these pressures.
• Slide 6 of the report summarises spend in Primary Care. A slight underspend is being
forecast.

•

Any underspend at the end of the year will remain in the CCG’s overall position but we
cannot access the reserve to spend it.
20.2
The following points were raised in discussion:
• Support for PCNs and Frailty projects has already been included and funded in these figures.
• The CCG plans expenditure having commissioned and contracted services: sometimes the
actual expenditure is variable and difficult to predict. This is particularly so with prescribing
as the data is three months behind other areas (currently month 5 data). We will always try
to maximise benefits for patients, for example, providing pump priming funds for
transformation. Any spending must be done in a planned way and is rigorously scrutinised
by the auditors.
20.2
The committee noted the CCG’s financial performance to date and the forecast outturn.
CE joined the meeting
PC/21/19
Pharmacy and Medicines Optimisation Team summary report (CE)
21.1
• CE introduced the report which includes outputs from the December meeting of HMMC and
the Medicines Optimisation Clinical Leads Group:
- Adoption of the East of England PAC statement on unlicensed cannabis-based medicinal
preparations that is a summary of the national prescribing recommendations and
guidance that has been issued. Prescribing by GPs is not permitted, even when
treatment has been initiated by an appropriate specialist clinician, working in either an
NHS or a private setting.
- Three NICE technical advices (TAs) that the committee is asked to ratify as the CCG has
to provide funding for these: detailed costs will be provided in a subsequent paper.
21.2
The following points were raised in discussion:
• Patient representatives are now working well in the group and DCC has also attended.
21.2
The committee approved the recommendations.
PC/22/19
22.1

Gluten free foods policy update (CE)
• CE noted that HVCCG published a local policy on gluten free foods in December 2017,
following the Let’s Talk consultation. This policy does not advocate prescribing gluten free
foods, with some limited exceptions.
• Subsequently, a national consultation took place and the outcome from the Department of
Health (DH) was that they recommended restricting prescribing to just breads and mixes.
Formal guidance was issued in November 2018 that came into force in December 2018.
• HVCCG has now reviewed the local policy in the light of the national decision and taken the
decision that the policy should stand because it was based upon extensive local
consultation. The one exception, in line with national guidance, is that those who are
exceptions to the policy may no longer receive pasta on prescription, just bread and mixes.
• The QIA and EQIA have also been updated.
22.2
The following points were raised in discussion:
• It needs to be noted that the change is to the existing policy on page 21.
• There is no change for the majority of people since HVCCG was only prescribing gluten free
foods in exceptional circumstances: this is small change relevant only to those people who
qualify as exceptions to the policy. Revised commissioning information will be added to the
website as with other policies.
• Clinicians welcome the clarity that the policy provides.
• Compliance with the policy will be managed through Effective Resource Management
meetings.
• PMOT will send a communication out to the prescribing leads through their regular bulletin.
22.2
The committee accepted the recommendations in the report.
CE left the meeting
PC/23/19
Internal audit report on Primary Care Commissioning (LD)
23.1
• LD introduced the report and noted that this was the first of a series of NHSE mandated
audits.
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•

23.2

23.3
23.4
23.5
PC/24/19
24.1
24.2
24.3

This was a very detailed audit and there is one clear action for the CCG to undertake a health
needs assessment. NHSE was asked for this when HVCCG undertook delegated primary care
commissioning, but this was not forthcoming. The team has been focused on a number of
contractual priority issues during 2018/19 but recognises the need to undertake the HNA in
2019/20. This process will be scoped out with Public Health, but is likely to take several
months to complete.
• Overall, the audit is rated as ‘reasonable assurance’ (amber/green) and provides assurance
that HVCCG is effectively discharging its NHSE responsibilities.
The following points were raised in discussion:
• The outcome of this audit is commendable given the problems that were inherited when
HVCCG took on delegated commissioning from NHSE.
• The scope for the HNA should be brought back to the committee.
• JB suggested that the HNA is likely to take at least a year to complete so advised that the
CCG amends the completion date for the recommendation to April 2020.
The committee noted the internal audit report on primary care commissioning.
ACTION: Amend the achievement date for the audit recommendation to April 2020 (LD)
ACTION: Liaise with Public Health to scope the health needs assessment and bring a report
back to the committee (LD)
New risk identified in the meeting (TS)
• Readiness, responsiveness and acceptance of learning among the federations. To be
discussed at the March Part 1 meeting.
• BAF risk 1.2 needs more information about partnership engagement and mitigations.
ACTION: Add an item on federation readiness to the March work plan (KP)

PC/25/19
25.1

Items for cascade to localities and staff (TS)
• Gluten Free Foods policy via PMOT communications.
• ‘Flu leads in localities regarding pregnant women.

PC/26/19
26.1

Reflection on equality and diversity in relation to decisions made (TS)
• The Quality Impact Assessment for the GFF Policy has been signed off.
• Need to check whether the EQIA was signed off by the CCG Equality and Diversity lead.
ACTION: Confirm that the EQIA has been signed off by Paul Curry (CE)

26.2
PC/27/19
27.1

Any other business
• In relation to the paper circulated to the committee for information ‘Section 106 Planning
Obligations Explained’, DCC asked how the committee can gain assurance that the CCG
responds appropriately to all notices of developments planned.
• SF confirmed that there are processes in place for all planning notices. They are received at a
central email address and the CCG responds regarding capacity issues. Where bigger
developments are being planned the CCG goes out to acute, community and GP providers to
gain a collective view before responding.
• SF also noted that there are, however, fewer s.106 agreements now due to the introduction
of a Community Infrastructure Levy with a proportion of the levy going to all public services.
The process is explained in the paper. The CCG does, however, continue to engage in early
dialogue with planners and developers.
• KM noted that s.106 is not the only way to unlock funds. For example most district councils
are supporting primary care in different ways.

PC/28/19
27.1
PC/29/19

Date of next meeting
21 March 2019, Part 1, 9.30-10.30, Part 2, 10.45 – 1pm
There was no further business and the meeting closed at 12.15pm
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Appendix 1: Declarations of interest and apologies – PCCC 24 January 2019
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.
Rami Eliad
• GP in Watford & Three Rivers locality
• Member of federation
• Prescriber
Trevor Fernandes
• GP in Dacorum Practice.
• 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

•

Kathryn Magson

•
•

Thelma Stober

•

Jill Ainsworth-Beardmore

•

Peter Graves

•

Sundera Kumara-Moorthy

•

Nicky Williams

•
•
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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
Medical Director Beds and Herts LMC

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

Patient registered with Redhouse Group
GP Practice, Radlett

Indirect

Andrew Anderson

•
•

Agenda item

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

6. Committee work plan
7. BAF report
8. GP 5 Year Forward View progress update
9. Finance report
10. PMOT team summary report
11. Gluten free foods policy
12. Internal audit report primary care commissioning.

Aim

Note
Discussion
Assurance
Information
Approval
Information
Discussion

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
Part 2 - Public
Specific interests declared
None
None
None
None
None
None
None

Nil returns i.e. no specific interests declared
Charlotte Earl
Caroline Hall
Jill Ainsworth-Beardmore
Joel Bonnett
Sundera Kumara-Moorthy
Michelle Campbell
Sue Fogden
Thelma Stober
Elizabeth Babatunde
Apologies for meeting received
Rami Eliad
Peter Graves, LMC
Visitor observing
David McConnell, Lay Member, West Essex CCG and Chair of their Primary Care Commissioning Committee
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How managed

Diane Curbishley
Kathryn Magson
Nicky Williams
Lynn Dalton

Iain MacBeath

Herts Valleys CCG Primary Care (Medical Services) Commissioning Committee - last updated 15.03.19
Private /
Public

Action Log

Date of Meeting

Subject

Action

Responsible Officer

Due Date

Public

39

PC/138.4/18

15.11.18

Practice visits

Revise the plan to clarify formal
visits and circumstances in which
they might be made and obtain
sign off from KM and DC

Public

46

PC/16.4/19

24.01.19

Practice uptake of flu vaccinations

Monitoring practice uptake to be
added to the action log for PCWG

BAF report

Discuss additional information
required for BAF 1.2 with David
Evans and bring an updated report
back to the March committee.

Katy Patrick

21.03.19

Public

47

PC/18.6/19

24.01.19

Michelle Campbell

21.03.19

Michelle Campbell

21.03.19

Katy Patrick

Public

48

PC/18.7/19

24.01.19

BAF report

Public

49

PC/19.3/19

24.01.19

GP5YFV update

Identify remaining gaps and plans
for delivery

Michelle Campbell

21.03.19

Public

50

PC/23.4/19

24.01.19

Internal audit report on primary care
commissioning

Amend the achievement date for
the health needs assessment audit
recommendation to April 2020

Lynn Dalton

21.03.19

51

PC/23.5/19

24.01.19

Reasons not completed by original completion date

Status

Practice Visit paper has been updated to include clarification of the
Open
informal process and provide further definition of a formal visit and
circumstances when these may be undertaken. This paper is being
shared and discussed at the PM forum on 6 February for comment
before final sign-off by KM and DCC. Also to be shared with Rachel Lea.
March update: New NHSE Seconded Manager now in post and picked
up this work programme and is updating documentation following PMs,
PCWG and LMC feedback.

Flu uptake is a standing agenda item on the PCWG monthly meetings

Completed

On the agenda for 21 March meeting

Completed

21.03.19

Write to locality chairs asking what
training opportunities would be
valued by practices, primary care
networks, localities and federations
and in what format

Public

Comments

Completed.
Completed
Planning to arrange Risk Management and Governance/Decision
Making training sessions and offer them to Federations but also other
non-NHS providers. Kevin Barrett has suggested delivering governance
training to PCNs at end of April including COI, Risk Management and
Decision making
Update included in Director of Commissioning update to the March
meeting.

Completed

Flagged with RSM at the Audit Committee on 21 February 2019

Completed

Work in progress; will take 9-12mths to complete. Update added to the Open
work plan for January 2020.
Audit has now been re-assesed and graded green so the board can take
substantial assurance that the controls upon which the organsiation
relies on to manage the identified area are suitably designed,
consistently applied and operating effectively.

Internal audit report on primary care
commissioning

Liaise with Public Health to scope
the health needs assessment and
bring a report back to the
committee

Katy Patrick

21.03.19

Federation readiness completed for Watford GP Federation and forms
part of the Director of Primary Care report; agreement on the
timescales for the other 3 GP Federations still needs to be agreed.
Paper to come to May meeting.

Charlotte Earl

21.03.19

EQIA was discussed with Paul Curry who confirmed that a full EQIA was Completed
not needed in this instance as the changes are national and outside of
Herts Valleys control.

Public

52

PC/24.3/19

24.01.19

Risks identified in the meeting

Add an item on federation
readiness to the March work plan
for the Part 1 meeting

Public

53

PC/26.2/19

24.01.19

Gluten Free Foods Policy

Confirm that the EQIA has been
signed off by Paul Curry

Lynn Dalton

21.03.19

Open

NHS Herts Valleys
Clinical Commissioning Group
Primary Care Commissioning
Committee Meeting
Date of Meeting: 21 March 2019
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 Committee Terms of Reference review
Agenda item 05
NHS Official Sensitive: Commercial
NHS Official Sensitive Personal
Purpose* (click
Decision ☐
appropriate box)
Author and job title

☐ 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.

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.

Katy Patrick
Deputy Head of Corporate Governance

Rod While
Head of Corporate Governance

Short summary of paper

The committee terms of reference are due for an annual review. No changes have
been made to the ToRs.

Recommendation(s)

The Committee is being asked to:
Approve the terms of reference.

N/A
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.

Risk
Owner

Risk description

1.2

LD/DE

3.2b

LD

Risk that member practices, local providers, local
authorities and other partners do not respond
constructively to engagement
Risk that there will be insufficient support from GP
practices and GP federations to transform the delivery of
care in west Hertfordshire.
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Current risk
score and
movement

Target risk
score

*Assurance
Level

12→

8

Medium

16→

8

Medium

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

N/A.

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

N/A

Equality delivery
system (EDS2)

N/A

Data Protection
Impact
Assessment
(DPIA)
Report history

CFO Signature

N/A

Better Health Outcomes
Improved Patient Access and Experience

☐
☐

A Representative and Supported Workforce
Inclusive Leadership

☐
☐

N/A

N/A

Appendices
PCCC Terms of Reference
*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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Herts Valleys Clinical Commissioning Group
Primary Care Commissioning Committee
Committee Work Plan and Deadlines for Papers 2018 - 20 (updated 15.03.19)
Deadlines for Papers (unless alternative arrangements have
been agreed with the Chair and Exec Lead)
Date of Meeting
Draft Agenda developed
Agenda Approved by Chair
Draft Papers Received
Deadline for Papers Review
Final Papers to be received by 5pm
Final Papers to Committee Members (1 week prior)
Administrative items
Terms of reference
Committee work plan
Committee self-assessment of effectiveness
Session in private
1 ETTF Projects update
2 Primary Care Risk Log (including premises)
3 GP Forward View workforce plan update
4 Effective referral management progress report
5 GP Resilience Panel update as required

2018
20 Sept
24 Aug
27 Aug
3 Sep
7 Sep
12 Sep
13 Sep

√

15 Nov
19 Oct
22 Oct
29 Oct
2 Nov
7 Nov
8 Nov

√

2019
24 Jan
28 Dec
31 Dec
7 Jan
12 Jan
16 Jan
17 Jan

21 Mar
22 Feb
25 Feb
4 Mar
8 Mar
13 Mar
14 Mar

√

√
√
√

√
√

√

6 Contractual updates as required
7. Contract awards – as required

√
√

√
√

√
√

8. Resilience panel minutes – as required
9. Primary Care Working Group minutes
10. Primary Care Contracting Group minutes
11. Deep dives (if commercially sensitive)

√
√
√

√
√
√

√
√
√

12. Additional ad hoc exception reporting as required
Session in public
1.Board Assurance Framework
2 GP extended access – progress
3 Locality transformation plans - progress
4 Enhanced Commissioning Framework
5 Finance report
6 HMMC Report
7 MOCL report
8 Procurement summaries
9.Winter resilience plan
10. Audit Outcomes

Committee work plan template June 2017

√

√
√
√
√

√

16 May
19 Apr
22 Apr
29 Apr
3 May
8 May
9 May

NHSE report
on GPRP
√
√
Update on
WEA
procurement
√
√
√

18 Jul
21 Jun
24 Jun
1 Jul
5 Jul
10 Jul
11 Jul

√

2020
19 Sep
23 Aug
26 Aug
2 Sep
6 Sep
11 Sep
12 Sep

21 Nov
25 Oct
28 Oct
4 Nov
8 Nov
13 Nov
14 Nov

23 Jan
27 Dec
30 Dec
6 Jan
10 Jan
15 Jan
16 Jan

19 Mar
21 Feb
24 Feb
2 Mar
6 Mar
11 Mar
12 Mar

√

√
√
√

√

√

√

√
√

√
√
√
√
√

√
√

√
√

√
√

√
√

√
√

√
√

√
√

√
√

√
√

√
√
√
Federation
readiness

√
√
√

√
√
√

√
√
√

√
√
√

√
√
√

HNA analysis
√
√

√
√

√
√
√
√

√
√
√

√

√
√

√
√
√

√

√
√
√

√
√
√

√
√

√
√
√

√
√

√
√
√

√
√

√

√
√
√

√
√

√
√
√
√
√

11. Deep dives

√
GP Forward
View
progress

11. Additional ad hoc exception reporting as required

Other items
S106 proposals (community infrastructure levy)

Committee work plan template June 2017

√
Operational
planning –
Locality
utilisation of
£1.50 2018/19
and look
forward to
£1.50 2019/20
GP5YFV gaps
identified and
plans for
delivery

√

√
Primary care
workforce
plan

√
Evaluation of
Primary Care
Network bids

Practice
requests

Review of
GPECF 2018/19
and proposal
for 2019/20 July

√
Extended access
1 year review

√
Primary Care
transformation
and
PCN’s progress

√
Review of practice
quality visit
programme,

√
Primary Care
Estates provision

NHS Herts Valleys
Clinical Commissioning Group
Primary Care Commissioning
Committee Meeting
Date of Meeting: 21 March 2019
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 BAF risk update
Agenda item 07
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 ☐

Responsible director and job title

Information only ☐
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.

Katy Patrick
Deputy Head of Corporate Governance

Rod While
Head of Corporate Governance

Short summary of paper

The BAF risks particularly relevant to this committee have been updated to reflect
the discuss at January PCCC and other updates.

Recommendation(s)

The Committee is being asked to:
Note the updated BAF risks and bear them in mind when discussing other matters
at the Committee.

N/A
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
Ref.
Risk
Risk description
Current risk
Target risk *Assurance
Owner
score and
score
Level
movement

1.2
3.2b

LD/DE
LD

Risk that member practices, local providers, local
authorities and other partners do not respond
constructively to engagement
Risk that there will be insufficient support from GP
practices and GP federations to transform the delivery of
care in west Hertfordshire.
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12→

8

Medium

16→

8

Medium

New strategic risks identified by this report
Other significant risks related to this report (from the Corporate Risk Register)

Resource
implications

N/A.

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

N/A

Equality delivery
system (EDS2)

N/A

Data Protection
Impact
Assessment
(DPIA)
Report history

CFO Signature

N/A

Better Health Outcomes
Improved Patient Access and Experience

☐
☐

A Representative and Supported Workforce

☐

Inclusive Leadership

☐

N/A

N/A

Appendices
BAF summary
*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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BAF RISK 1.2 Risk that member practices, local providers, local authorities and other partners do not respond constructively to engagement CAUSES: (A) Failure to
communicate effectively with member practices, local providers, local authorities and other partners; (B) Pressures in general practice, providers, local authorities and
others (C) Unclear approach and absence of strategy
RISK OWNERS: Director of Primary Care and Director of Commissioning
ASSURANCE SUMMARY (5 March 2019)
The final GP Enhanced Commissioning Framework (ECF) and funding model was communicated to practices on 15th November 2018 and there has been 100 per cent sign
up. Locality frailty events to underpin the ECF were completed by end of October 2018 and further attendance at locality meetings will be provided where required to
launch the framework and provide further information. Preparations for Year 2 development of the ECF commenced in November 20 18.
Effective resource management schemes 2018/19 (demand management) were approved by the Chief Executive Officer (CEO) in September 2018. The main focus of
monthly meetings with CEO and Director of Primary Care going forward will be on urgent care and how localities can support th e wider system, for example, examining
practice data on A&E attendances.
Supporting practices with winter pressures (SPWP) schemes provide £1.10 per patient for additional capacity in hours with pri nciples and criteria applied. Where acute
trusts move to escalation level 3 (OPEL3) GPs are obliged to embargo a percentage of their appointments for patient redirection from 111.
From 1 October 2018 HVCCG has been delivering 100% access to its population to extended access appointments in all four local ities. Utilisation of shifts and appointments
is improving but there is still variance across localities. The CCG has written to local federations to try and improve this positio n. In Hertsmere an IT solution is now in place
and as part of contract meetings the CCG is looking at how patients access appointments in other practices.
The CCG is working with members and their federations to ensure that they integrate with Herts Urgent Care to agree effective use of resources. Better interoperability with
the 111 provider means that they are now directly booking appointments and workforce is being used more appropriately. KM and LD have met with the federation in St
Albans to encourage liaison with the provider over the Minor Injuries Unit to integrate the service at pace.
HVCCG participates in Health and Wellbeing Board and Health Scrutiny at both county and district level.
Development and delivery of primary care networks (PCNs) is at implementation stage. A launch event took place in November 20 18 and expressions of interest have been
submitted. Following shortlisting some networks were invited to make presentations to a panel on 13th December 2018 with decisions communicated in week commencing
17 December 2018. PCNs need to be implemented and operational by 31 March 2019. It is expected that the CCG will have 15 PCNs in total.
A GP Forum on 11 December 2018 gathered member views on the primary care aspects of the STP clinical strategy.
Herts Valleys CCG has, along with providers, set up a structure that ensures partners are engaged from localities to CCG foot print into the STP. Providers sit on all Delivery
Groups which design, support and deliver services across each locality reporting into the Herts Valleys Delivery Board. This ensures engagements from all partners in primary
and secondary care alongside voluntary and community services. Transformation plans are designed, delivered and monitored, reporting into the Local Delivery Partnership
which consists of CEOs across all providers, Healthwatch and HCC.
The current risk score has been reduced to 12 in line with the in-year forecast to reflect the considerable progress made over the last 12 months. The target of 8 is expected
to be achieved by September 2019. This reflects the further work necessary to develop and formalise the 13 Primary Care Networks established and secure participation
from the remaining two practices not yet involved in a network. Additional funding for primary care is budgeted for in 2019/20 to support PCNs as a priority under the NHS
long-term plan. Communications to all practices have reinforced the message that both funding and support are available to support primary care development.
Inherent risk score
20

Current risk score
12↑

Target risk score achievement September 2019
8

25
20

Inherent

15

Current

10

Target
Forecast

5
0

Q1 18/19

Q2 18/19

Q3 18/19

Q4 18/19

Forecast for end of 2018/19
12

BAF RISK 3.2b Risk that there will be insufficient support from GP practices and GP federations to transform the delivery of care in west Hertfordshire.
CAUSES: (A) Pressures in general practice; (B) Insufficient pace in the development of primary care
RISK OWNER: Director of Primary Care RISK LEAD: Deputy to Assistant Director Localities and Primary Care Development.
ASSURANCE SUMMARY (5 March 2019):
HVCCG is providing support to both GP practices and GP federations in planning for the transformation of delivery of care in west Hertfordshire. The current risk score
reflects the scale of the challenges involved in implementing the Enhanced Commissioning Framework, Extended Access Schemes and Primary Care Networks.
An Executive clinical lead, working two days per week, is supporting the transformation programme and will be visiting all practices.
The primary care team has implemented the national GP Forward View transformational programme which includes extended access; workforce; training; primary care
networks and online consultation.
From 1 October 2018 HVCCG has been delivering 100% access to its population to extended access appointments in all four localities. Utilisation of shifts and appointments
is improving but there is still variance across localities. The CCG has written to local federations to try and improve this position. In Hertsmere an IT solution is now in place
and as part of contract meetings the CCG is looking at how patients access appointments in other practices.
The CCG is working with members and their federations to ensure that they integrate with Herts Urgent Care to agree effective use of resources. Better interoperability with
the 111 provider means that they are now directly booking appointments and workforce is being used more appropriately. KM and LD have met with the federation in St
Albans to encourage liaison with the provider over the Minor Injuries Unit to integrate the service at pace.
The new GP Enhanced Commissioning Framework (GP ECF) will take practices on the journey towards an Integrated Care System (ICS) and Integrated Care Partnership (ICP).
The final GP Enhanced Commissioning Framework (ECF) and funding model was communicated to practices on 15th November 2018 and there has been 100 per cent sign
up. Locality frailty events to underpin the ECF were completed by end of October 2018 and further attendance at locality meetings will be provided where required to
launch the framework and provide further information. Preparations for Year 2 development of the ECF commenced in November 2018.
Plans have been developed and approved to utilise the £1.50 per patient transformational support as required by the HVCCG Operational Plan 2017-19. Plans are in place to
introduce ‘e-consultation’ to support the transformation of how patients access care and how practices manage patient care.
HVCCG has implemented ten high-impact changes to training for practice staff who work on administration, as well as training and development opportunities for practice
managers and their deputies.
HVCCG has provided procurement training to GP federations to strengthen their ability to bid for service contracts. The CCG continues to support GP federation
development and will use the recent governance review of Federation structures to support this work. Training for federations on identifying and managing conflicts of
interest was delivered in February 2019 and further training sessions on risk management and corporate governance are being planned.
Supporting practices with winter pressures (SPWP) schemes provide £1.10 per patient for additional capacity in hours with principles and criteria applied.
Development and delivery of primary care networks (PCNs) is at implementation stage with 13 PCNs now established and only two Herts Valleys practices not actively
involved in a PCN. PCNs need to be implemented and operational by 31 March 2019 and Target events have been arranged for March 2019 to explain what PCNs mean for
GPs and how they might work with community providers. Legal advice has also been sponsored by the CCG to advise PCNs how to form contractual arrangements.
The current risk remains at a relatively high level although the situation has moved forward with ECF, extended access and PCNs. It was agreed at Commissioning Executive
on in December 2018 that there is further work to be done before GP practices and federations are ready to play a significant role in the delivery of transformation. For this
reason, it was proposed that the forecast risk score for 2018/19 was increased to 16. There is no change to risk scores proposed in quarter 4.
Inherent risk score
Current risk score
Target risk score achievement September 2019
20

16→
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NHS Herts Valleys
Clinical Commissioning Group
Primary Care (Medical) Commissioning
Committee
Date of Meeting: 21st March 2019
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 Director of Primary Care Report
Agenda item 08
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 Hill, Chief Locality Officer Watford and
Three Rivers
Joyce Sweeney – Head of Primary Care
Workforce Development
Biliana Barker, STP Project Manager GP
eConsultations/Trudi Mount
Elizabeth Cox, Chief Locality Officer
Hertsmere
Short summary of paper

Lynn Dalton, Director of Primary Care

This paper provides the committee with a progress update on the GP 5Year Forward View
workstreams:

•
•
•
•
•

Workforce Development
Extended Access
GPFV 10 HIA
Online Consultations
Primary Care Network

The paper also highlights the proposed next steps for these work streams.

Recommendation(s)

The Board/Committee is being asked to:
Note the report on progress to date.

Engagement with
Regular updates at the Primary Care Working Group, Locality meetings, Practice
patients/public/staff and
Manager meetings and CCG GP Forums.
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”.
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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 201819\Current versions for front sheet reference

Ref.

Risk
Owner

Risk description

*Refer to assurance levels table below.
Risk that member practices, local providers, local
1.2
LD /
authorities and other partners do not respond
DE
constructively to engagement

Current risk
score and
movement

Target risk
score

*Assurance
Level

16→

8

Medium

2.1

DC

Risk that we do not deliver on all NHS Constitutional
pledges, key national targets and priorities

16→

8

Medium

2.5

LD /
DE /
CH
LD

Risk that we are unable to commission good quality and
sustainable healthcare for the population of west
Hertfordshire

12→

8

Medium

Risk that there will be insufficient support from GP
practices and GP federations to transform the delivery of
care in west Hertfordshire.

16→

8

Medium

3.2b

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

Workforce Development – NHS England funded
10 High Impact training changes – NHS England and HVCCG
funded agreed in 2017
E-on-line consultation – any resource implications will be
funded via the national funding or by using existing CCG
resource.
GP Forward View (GPFV) Primary Care Networks funding for
2019/20 from the delegated primary care budget.

CFO Signature

All HVCCG GP representatives are conflicted as there practices benefit from this programme
and the associated funding; however this paper is a progress update and no decisions required.
Conflicts of interest will be managed within the meeting.

Equality and
quality impact
analyses (EQIA
and QIA)

Individual EQIAs are completed for each work stream where appropriate. No negative impacts
identified.

Equality delivery
system (EDS2)

Does your paper provide supporting evidence for HVCCG’s EDS2 portfolio? No
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

Better Health Outcomes
Improved Patient Access and Experience

☒
☒

A Representative and Supported Workforce
Inclusive Leadership

☒
☒

N/A
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(DPIA)
Report history

None
Individual updates provided at the monthly primary care working group

Appendices

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 GP Forward View work
streams.

2. Primary Care Development - Workforce Progress Update March 2019
Outlined below is detail of the work taking place to deliver the Hertfordshire and West Essex
STP GPFV Workforce plan.

2.1. Primary Care Workforce Planning – Identifying the current workforce and skill mix
Quarter three workforce data template was sent to Practices week commencing 11
December 2018. The table below shows the number of forms received and outstanding for
HVCCG.
Locality
Dacorum
Watford & Three Rivers
Hertsmere
St Albans & Harpenden
Total

Data forms
received
15
16
8
9
48

Data forms
outstanding
2
5
1
3
11

Work is ongoing to quality assure the data as there are a number of gaps in the data
provided. Currently the data provided cannot be relied upon or used to actually give a true
picture of the primary care workforce.

2.2. Developing the Primary Care Workforce

STP Workforce Leads have been asked to continue to work on retention initiatives. In
support of the local GP retention initiatives the Herts and West Essex STP have received an
allocation of £214,480.

a) GP Career Plus Programme

A GP career Plus Task and Finish Group took place on 11 January 2019. A survey has been
sent to GPs who are predominantly towards the end of their careers in order to establish
what offerings within a GP Career Plus scheme might be attractive to them. To-date 18
surveys have been returned. The Herts & West Essex STP Programme Manager is working
on the analysis of the data received to identify key themes.
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In addition to the survey each CCG in the STP organised local meetings with GPs to provide
them with an opportunity to influence and provide ideas to help shape the future workforce
retention initiatives. The Herts Valleys CCCG local meeting took place on 21 February 2019.
Twelve GPs attended. A further meeting will be set up to feedback the key themes and
inform of next steps.

b) GP international recruitment

In early 2018, the Hertfordshire and West Essex STP submitted a bid and plan to be part of
the national International General Practitioner Recruitment scheme (IGPR); however, to date
this has not led to any IGP recruits arriving in our CCG.
A number of international recruitment pilot schemes have been run and one of these, based
in Lincolnshire, has proved to be particularly successful. It has been decided to scale up this
pilot to the other four STPs in Central Midlands, including Hertfordshire and West Essex.
The STP has produced is awaiting a clear description of the scheme from NHSE. Practices will
be provided with this information and asked for expressions of interest.
It is expected that recruitment will commence early 2019 with the first cohort of GPs arriving
at practices in autumn 2019 (following assessment, interviews and campus based training).

c) STP Local GP Fellowship Programme

The Local GP Fellowship Scheme is intended to increase the number of GPs in the
Hertfordshire and West Essex STP area. The programme will run over 12 months. The
programme advert went on NHS Jobs in January 2019 and was circulated as widely as
possible. Interviews will take place on 8 March 2019 and a date in April 2019. Eight
candidates invited to interview.

d) Physician Associate Placements

Currently there are 27 Physician Associates (PA) year one students on the Hertfordshire
Universities PA programme. 19 students will graduate in September 2019.
Herts University opened up recruitment to the 2019 programme on 24 January 2019.
Closing date is 10 March 2019. To-date 120 applications have been received. Interviews will
take place in April 2019. The number of student places available is not yet agree but hoped
to be 40. Health Education England will fund 20 places.

Herts Valleys CCG Practices currently have a total of ten PA students on placements. The
table below shows the number of PA Students in each locality.
Locality

Total Number

1 Dacorum

2

2 Watford & Three Rivers

5

3 St Albans & Harpenden

3

4 Hertsmere

0

Total

10

The University are very keen to gain more interest from Practices to provide PA placements.
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e) STP First5 Network
The STP is looking to employ a GP Clinical Lead – First 5 network. The lead will develop the
establishment of a First5 network in their geographical footprint to contribute to the
ongoing GP recruitment and retention agenda across the Midlands and East area.
The advert for the role went live on 7 March 2019 and will close on 24 March 2019.

2.3 General Practice Nurse (GPN) Development
2.1

Primary Care Nurse Tutors
The Primary Care Practice Nurse Tutors continue to support the actions in the GPN 10 point
plan. Below is a summary of progress to date.
Primary Care Practice Nurse Forums
The Nurse Tutors actively support practice nurse staff as individuals and as a group in
Practice Nurse Forums across the localities. A schedule has been agreed for 2019/2020.
The forums have a structured agenda which includes a format to record learning from
sessions and reflection which can be used towards revalidation. Part of the forum
membership includes regular email updates and sharing information.
West Herts College – Promoting Primary Care Nursing as a First Destination Career
The Primary Care Nurse Tutors are working collaboratively with West Herts College to
support promoting Primary Care Nursing as a first destination career. The Nurse Tutors
delivered presentations to over 40 students at the college on 27 February 2019 and 1 March
2019. There was a mixture of students on different courses such as access to nursing,
midwifery and child and social care. Further presentations will take place in April and May
2019.
Clinical Supervision for Practice Nurses
On 8 February 2019 the first clinical supervision session took place for Practice Nurses. The
session was run by Kathryn Cremins, Macmillan Practice Nurse Lead, HVCCG supported by
Stephenie Evis, Safeguarding Lead, HVCCG. Practice Nurses were given an opportunity to
reflect on their practice either by talking through a clinical event or by listening to others.
Five nurses in total attended. Two from the Watford locality and three from Dacorum.
The next clinical supervision session will take place on 8 March 2019.
One of the Practice Nurse Tutors completed clinical supervision training in February 2019
and the other Practice Nurse Tutor is booked on the September 2019 course. The aim is that
clinical supervision sessions will be set up in each locality.
Infection Control Champions Launch Event
The Primary Care Nurse Tutors are working collaboratively with Lynn Stewart, Infection
Control Lead, HVCCG to host an ‘infection control champion launch event’. The event will
take place on 20 March 2019 at the Stanborough centre, Watford.

2.2

General Practice Nurse Conference 2019

The Hertfordshire and West Essex STP are planning two GP Nurse Conferences. The first
conference will take place in West Essex on 2 April 2019. The date for the Hertfordshire
conference is yet to be determined.
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2.3

2.4

General Practice Nurse Mentorships

The Practice Nurse Tutors are actively working with Practices to determine a baseline of
active members and are currently aware of thirty-one active mentors in the CCG area. Work
is continuing to identify the mentorship training required including reviewing support
available for mentors.

General Practice Nurse Training Opportunities

Hertfordshire and West Essex STP have collaborated to develop a programme of
qualifications that meet the education and training needs of the Nursing workforce for the
future. We are developing pathways that embed employability and transferrable skills from
entry level HCA to Advanced Nurse Practitioner roles.
The STP has secured an amount of educational funding for Health Care Support Workers and
GPNs. This enables any educational fees to be covered by the STP Nurse training fund. A
flyer listing the training courses was circulated to Practices.

2.5

Practice Managers Development

Hertfordshire and West Essex STP secured £26,000 to develop Primary Care Practice
Managers. To date the funding supported the first STP Practice Managers conference which
took place on 26 November 2018. It was aimed at informing Practice Managers of the vision
of the STP. The conference was well attended. A further conference is planned to take
place in June 2019.
A range of training courses have been offered to Practice Managers i.e. Diploma in advanced
Primary Care, Personal Effectiveness and Leadership, Project management. Funding has
been agreed for four Practice Managers to study the diploma in advanced primary care.

2.6

Hertfordshire and West Essex STP Website – Primary Care Workforce

Hertfordshire and West Essex STP are reviewing options to developing a Primary Care
Workforce database. The aim is that all training data and general information for all Practice
Staff will be available on the website. A meeting is taking place in March 2019 to progress
the development.

3. Training and embedding the 10 High Impact Actions
CCGs are mandated to and funded by NHSE to commission training for practices to support the
embedding of the 10 High Impact Actions as part of the GP Forward View plan; to develop primary
care reslience and sustainability . There is a requirement in the GP Enhanced Commissioning
Framework for practices to participate in this training which includes Active Signposting and
Workflow Optimisation.
a)
Active Signposting (AS) & Market Place Event
Following the success of Clarimed Active Signposting (AS) programme last year, we are offering
further AS training, including the ‘Combo’ training. This has been especially developed for practice
staff that have not been able to send staff in the past and new staff. This combines the key elements
from AS 1 & 2. These sessions are joined by an actor for the scenarios that enable participants to get
the most out of the training without worrying about having to taking part in a role play.
The two sessions in February were well attended, 45 in total at the two Watford (am & pm) sessions
and 37 at the two sessions in Dacorum. The lunchtime market place event proved very successful,
many of the staff attended to meet the stall holders from the top most used services and voluntary
organisations that the Community Navigators and Hertshelp offer to those who need some kind of
social care support. The feedback was very positive, many remarking how helpful this was to learn
more about these services and what they can offer.
Stall holders for the Watford event included:
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Community, Navigators, Carers in Herts, Hertshelp, Herts Independent Living Service (HiLS) Herts
Telecare Service, Age UK Hertswise, MIND, W&3R Together ClubThere are a handful of practices that
have not engaged in AS training, although all practices attended the Introduction to AS at the Target
Event May 2016:
Watford and Three Rivers: New Road, Consulting Rooms, Pathfinder, South Oxhey, Cassio and
Garston Medical Centre.
St Albans & Harpenden; Colney Medical Centre and Hatfield Road.
b)
Practice Manager Development
Following the RCGP Learning PM Development Master Classes 2017/18 on Quality Improvement and
Patient Safety, we are now offering the final set of Masterclasses for PMs & aspiring deputies.
There are two sessions at two locality based venues.
•
•

9 May
19 June

c)

Workflow Optimisation

Patient Safety (repeated)
Manager, Leader or both?

Stanborough Centre , Watford
South Hill Centre, Dacorum

About 50% of HVCCGs practices have taken advantage of the document management training so far.
Practices have a choice of two providers to choose from, HERE and AT Medics (EZ Docs). These
providers were selected by the HVCCGs PMs Forum following a competitive evaluation process.
Practices are invited to attend courses that are arranged when there are a viable number of
practices, (8-12 practices).
d)
Productive General Practice
PGP Productive General Practice (PGP) Quick Start programme is an on-site, hands-on, short term
support package offering coaching and mentoring for practices, this at forms part of a local Time for
Care programme. Alongside the 10 High Impact Actions it aims to help practices release time for care
and build improvement capability. The training consists of group based earning sessions as well as
individual onsite practice visits.
Wave 6 Cohort finished for the seven participating practices in mid-November 2018;
•
Hertsmere: Little Bushey
•
Watford: Callowland, Vine House, Suthergrey, Bridgewater, and Chorleywood
•
St Albans; Harvey Group Practice
Wave 7 funding was granted for a further seven practices to participate in the programme that
commenced autumn 2018;
•
Dacorum; Everest House, Fernville Surgery
•
W&3R; Gade Surgery, Manor View, The Colne, Consulting Rooms
•
St Albans & Harpenden; The Village Surgery
4. GP eConsultation Update
The CCG are progressing with the exercise to procure an eConsultation solution for member
practices. The product chosen will be procured from the national framework that support econsultations. Practices were approached to be champion practice involved in the pilot work and
the following five champion practices have been identified:• Red House Surgery
• Rothschild House Surgery
• The Maltings Surgery
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•
•

Harvey House Group
Sheepcot Medical Centre

These practices will be attending a ‘Show and Tell’ day towards the end of March. This will give
suppliers the opportunity to show their products and the champion practices the opportunity to ask
questions and understand the options on offer. Two products will be chosen to pilot across the five
practices.
The anticipated timeline for the project overall is:1. Champion practices choose 2 products to pilot at the ‘Show and Tell’ day in March 2019
2. These products will be piloted 6 months in quarter 1 and 2 of 2019/20
3. Pilot will run for 6 months and determine the system of choice
The project team have attended a CCG PPI meeting to inform patients of the project and to take
feedback and questions so this can inform the procurement process also.

5. Primary Care Network Development Update March 2019
In 2018/19 the planning guidance outlined the requirement for CCGs to actively encourage every
practice to be part of a (PCN) so there are complete geographically contiguous population coverage
of primary care networks by the end of 2018/19 serving populations of at least 30,000-50,000.
The planning guidance requires CCGs to commit a recurrent £1.50 per actual registered patient. In
2019/20 the focus is to develop and maintain PCNs.
In the NHS Long Term Plan, Primary Care Networks are an essential building block of every
Integrated Care System. 100% geographical coverage of the Network Contract DES is expected by
July 2019.
Update on Primary Care Network Pilots
As previously detailed in the paper to the January PCCC, (Item 6 GPFV Primary Care Update), 6 of the
originally received, 20 bids were supported. In the intervening period since the January meeting
work has been ongoing to ensure that we had in place with each network a service specification for
the proposed service and that a time limited APMS contract was agreed and signed.
The successful proposals were:
Grand Union Primary Care Network (New Road Surgery, Baldwins Lane Surgery, Bridgewater
Surgeries)
•
•

Treatment of Sore Throat
Living Wells/Falls Prevention

North Watford Primary Care Network (Garston Medical Centre, Vine House Surgery, Sheepcot
Medical Centre, Abbotswood Medical Centre)
•

Early In Hours Visiting Service

Central Watford Primary Care Network (Cassio, Upton Road Surgery, Suthergrey, Elms):
•
•

Identification of Treatment of patients with Hep c
Community Vulnerable Patient Care Co-ordinator (Frailty)

Harpenden Primary Care Network (Davenport House, Elms Medical Practice, The Village Surgery)

Director of Primary Care Update Report March 2019

•

HASTY Individual and Group CBT to 5 – 19 year olds.

The service specifications have been agreed and the APMS contracts have been signed by both
parties. Instruction for release of the initial 50% of the funding as agreed in the contract has been
processed. The remaining 50% will be paid in equal amounts on a monthly basis for the duration of
the contract. The PCN will be accountable to HVCCG to deliver the pilot in line with the service
specification and HVCCG will manage the contract to ensure delivery of the pilot.
Frailty Hub Roll Out
The agreed service specification for the Community Vulnerable Patient Coordinator (Frailty) has
been circulated to all of the practices in the CCG and practices that are not currently part of a
network that has been successful in receiving funds for a proposal will be able to express an interest
in providing this service and will receive funding for a six month period on the agreement of the
service specification and contract signing. The amount awarded to the Central Watford PCN of
£57,442 will also be available to the PCNs who take up this offer.
Primary Care Network – Development Events
PCN Target events are being held in each locality in March to support the development of PCNs and
to introduce the programme of work and support (during April – July 2019) to meet the deadlines
outlined below:
Timetable for Network Contract DES introduction
Jan-April
PCN's meet within their Networks to discuss the Network contract
DES and registration Requirements.
by 29th March 2019
30th April- 15th May 2019

NHS England and GPC England jointly issue Network Contract DES
specification
PCN's submit registration information to their CCG's

31st May 2019

CCG's confirm Network coverage and approve variation to GMS and
APMS contracts.

Early June ( tbc)

NHS England and GPC England jointly work with CCG's and LMC's to
resolve any outstanding issues
Network DES goes live across 100% of the country

1st July 2019

The events will include sessions on the local and national resources available to support practices
and examples from other areas where PCNs have been established. They will also provide the
practices for time to consider their positions in networks and the next steps needed.

6. Extended Access
6.1. Update on Watford Extended Access Contract Award
Further to the procurement process that was completed in Q3 2018/19, the Primary Care
Commissioning Committee delegated authority to the CCG Chief Executive Officer and Chief Finance
Officer to award a contract upon completion of a Quality Assurance process, led by the Deputy
Director of Nursing and Quality.
The process was completed and an assessment took place on Friday 8 March 2019, led by the CCG
Senior Quality Assurance Manager along input from the Deputy Assistant Director of Localities and
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General Practice Development and overseen by the Deputy Director of Nursing and Quality. A
summary paper of the process and outcome is being drafted and will be submitted to the Chief
Executive Officer and Chief Finance Officer to support the recommendation to award the APMS
contract as outlined in the original Invitation to Tender documentation.

6.2 Extended Access Deep Dive
The Committee were due to receive a paper on a deep dive of the extended access services. An
initial draft of the paper was discussed at a meeting with the CEO and Director of Primary Care
where further work and analysis was required. Unfortunately, further analysis of the provider data
identified errors in the data and therefore a final deep dive paper is not available as a separate
paper for discussion at the March PCCC.
The final deep dive paper will be circulated virtually to all members of the PCCC w/c 25 March 2019.
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Executive Summary

Operational Planning Utilisation of £1.50 2018 2019

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 2018/19 Year 2 GP Forward
View (GPFV) transformation workstream.

1. Dacorum Locality
The second half of the GP Forward View (GPFV) Transformation fund in Dacorum was used to define a
collaborative model of care delivered by a team of community providers made up of Hertfordshire
Partnership Foundation Trust (J+HPFT), the Dacorum Holistic Health Care Team (DHHT) and all GP
practices in Dacorum.
The project targeted patients classified as having mild or moderate cognitive impairment (MCI) who
would routinely be discharged back to their GPs with no care plan in place. Through this collaborative
working all Dacorum Practices have undertaken a ‘case matching’ exercise between the MCI and
Dementia registers held on their clinical system, to those held by HPFT.
There were three main components or plan each with a payment upon completion to Practices.
Component 1 £0.30

Validated Dementia and MCI Register correctly coded on records & ongoing maintenance
Component 2 £0.70

Review of patients on register & referral to ICT team if necessary. Updated care plans following
assessment included in clinical notes. Complex patients to be discussed at MDT.
Component 3 £0.50

Each Practice to ensure at least one Nurse/ HCA attends training provided by HCT
The pilot has proved successful and has achieved what it set out to do, it highlighted that there was a
discrepancy between organisations lists. As a result of the pilot all Dacorum practices have up to date
registers and as of February 2019, a total of 65 patients were assessed by the Holistic Health team.
From this 53 were passed to the Memory Nurse provided by HPFT for further face to face assessment,
and 12 received home visits from DHHT.
DHHT have provided practices with a summary of all assessments carried out including any
subsequent interventions that have taken place. Which have been recorded on patient’s records.
Where patients have been identified as having complex care needs, multi-disciplinary team meetings
have been arranged at practice level to discuss individual patient’s needs and any care plans that have
been put in place for ongoing care with the Integrated Community Team (ICT).

Summary Review of MCI pilot
KPI

Guide
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Completion Date

Result

Increase
%
of
patients
on
Dementia Register

Baseline
01.09.2018

%

February 2019

There has been an increase on
surgery registers of 5.5% based on
initial searches

Increase
%
of
patients coded on
the register with
MCI

Baseline
01.09.2019

%

February 2019

There has been a decrease on
surgery registers of 18% based on
the initial searches

Decreased number
of
hospital
admissions
for
patients with known
Dementia or MCI

Baseline
activity
September 2018

February 2019

Awaiting data

Every Surgery in
Dacorum to have a
minimum of 1
nurse/ HCA trained

N/A

March 2019

Total Surgeries Trained 17/17

2. Hertsmere Locality
2018/19 GPFV Year 2 funding was utilised to mobilise three individual network projects.
networks in Hertsmere (at the time of instigating these plans) were:

The

Potters Bar (PB) – Annandale Surgery, Highview Surgery, Parkfield Medical Centre
Borehamwood (BW) – Grove Medical Centre, Schopwick Surgery, Fairbrook Medical Centre
Radlett/Bushey/Theobald (RBT) – Red House Surgery, Little Bushey Surgery, Theobald Medical
Practice.
The 3 networks developed 3 individual plans and our currently mobilising these in their networks.
There has been in delay in this as there was a delay in approving the plan and the funds were note
released until 28th January 2019.
Clinical Pharmacist Support Service

Initial meetings have taken place within network groups to discuss project implementation. As a
network we have appointed a company to support the drafting of the contract. A further meeting is
planned this week (W/B 11th March 2019).
A draft advert and Job specification have been drawn up and jointly agreed and we are currently
arranging for this to be placed and aiming to recruit from April onwards. The pharmacist will be
employed on regular days and assessment will demonstrate the potential value to patients and
resilience and sustainability for the network practices.
Minor Illness Clinics

Nurse Practitioners have been employed in all of the three practices to support provision of minor
illness clinics.
Schopwick Surgery provides 24 hours per week. GP’s are triaging the majority of the on the day

demand and the Nurse Practitioner sees the patients within her remit.
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Grove Medical Centre: Minor Illness Clinics are staffed by a nurse practitioner 5 hours per week.
They have currently also recruited a locum Paramedic who is working 10-16 hours per week to
provide a minor illness clinic over 2 days.

A Minor Illness Practitioner has been employed for 28 hours per
week. With the training our receptionist had received from the GPFV they are signposting the
patients.
Fairbrook Medical Centre:

In all three practices GPs pick up the patients that the Minor Illness Practitioner is unable to see
i.e.: mental health or pregnancy. We made the decision after a month and looking at the statistics not
to triage under 2's and the reception staff book these straight into GP on the day appointments. The
GPs use their freed up time to see the more complex patients. This is currently running well in all 3
practices and following validation they will consider continuing the service
In Hours Visiting Service:

Logistics and collaborative working have been discussed at initial meetings including implementation
timescales. A staff sharing document is in place, agreed by all 3 practices, and organised through LMC
Law. Recruitment has been challenging. Several candidates were interviewed for governance
purposes and to ensure each practice was assured of clinical safety. Two candidates were preferred,
however, because of their own limited availability the group of practices has opted for a combination
of two candidates to embark on the project.
As per allocation of monies per weighted list size, Red House will have 2.5 days/week of the ANP;
similarly Theobald will have 1.5 days/week and LBS will have 1 day/week. Of the two candidates
chosen, one candidate will work for RH, and another candidate for TH and LBS. Variations in volumes
of home visit demand will be monitored and any potential “free time” will be used by the practices to
provide minor illness appointments. TH has started 6th March 2019. RH is due to start imminently,
pending documentation finalisation with the Agency. LBS will commence on 1st April 2019.
Monitoring and Updates

Hertsmere LCC will be provided with an update on all of the projects on a monthly basis to report on
progress of achievement against the KPIs starting at the May 2019 meeting by which time the
implementation plans will have been submitted and ratified by the LCC.

3. St Albans and Harpenden Locality
The St Albans and Harpenden Locality 2018/19 GPFV Y2 £1.50 transformation funding focusses on
four projects, three of the four projects have appointed local GPs to lead and implement them with
two practice managers leading on the fourth project.
Extended Access hub in St Albans City Hospital (SACH)

The main project led by Dr Steve Laitner, is to ensure that the Locality has an Extended Access hub
based in St Albans City Hospital (SACH) in close proximity to the Minor Injuries Unit (MIU) offering
weekend appointments by 31st March 2019. This will also underpin the development of the urgent
care offer for the Locality. The hub is on target to be up and running despite currently dealing with IT
setbacks. Dr Laitner is also looking to enhance the EA model by developing an appropriate skills mix
of practitioners to be able to offer a wide range of GP services during extended access both in
practices and SACH.

Collaborative Pharmacist project

This project has been set up to review approximately 1,300 patients across the 12 practices 65+ and
on more than 5+ medications associated with high hospital admissions. One of the surgeries in
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Harpenden has had the majority of their cohort of patients seen, with the pharmacist training up
other pharmacists in order to review these patients thoroughly, clinics have also been booked. Now
that other pharmacists have been trained, this will now start to accelerate the programme across the
locality.
During the pilot at Davenport House surgery, several lessons have been learnt, including feedback on
a pharmacy template from a consultant from West Hertfordshire Hospital Trust (WHHT) and
implemented to roll out to other practices. Dr Ruth Williams local GP/HVCCG Lead for care homes
also provided feedback for the template regarding de-prescribing for care home patients. Another
benefit of the project was that the consultant attended prescribing meetings to educate local GPs
about polypharmacy in the elderly.
Dr Chas Thenuwara, clinical lead for the project is currently reviewing initial audit sheets, including Rio
Score interventions. The initial review is showing good quality audits with a number of the Rio Score
change interventions being made.
Scoping and developing a young person’s service within General Practice

This project is led by local GP Dr Alison Cowan. Research and information gathering has been
completed across a number of settings to understand the needs of young people and how these
needs can be best met within general practice in St Albans and Harpenden. A model has been
proposed based on the Department of Health ‘Your Welcome criteria’. As part of the model,
partnerships have been developed with a number of local organisations including schools, YC
Hertfordshire and the health and wellbeing officer for St Albans City and District Council (SADC)
Young people have been actively involved in shaping the service through focus groups in schools and
through YC Hertfordshire Empathy volunteer scheme. GPs have been identified who wish to take part
in the training, as well as deliver the service. There has also been a training workshop designed to
cover a wide range of topics relevant to delivering good adolescent healthcare.
Implementation of online training packages – Two separate e-learning portals

Both of these projects are led by two locality practice managers. Online training includes
standardising policies and procedures across the locality, creating a shared library within GPTEAM.net
to communicate to all practices. Bluestream is the other e-online training packages consisting of
several different modules aimed at general practice. All practice managers have been issued with log
in details and guidance on how to set up the e-learning and register their staff. Training dates have
been arranged for administrators, to train them on the functionality of the e-learning packages.

4. Watford and Three Rivers Locality
Watford & Three Rivers £1.50 Urgent on the day appointments in Hubs 2018/19
(Renamed Integrated Urgent Treatment Service (IUTS))
NHSE Funding of £1.50 capitation based on weighted population, was made available for
Transformation. A consultation process took place with member practices. The majority decision by
member practices was for funding to be used for on-the day, urgent appointments. The locality GP
Provider Company/ Federation, Direct Local Health provided the plan to deliver urgent on the day
appointments for practices on a capitation basis and delivered via the hubs using the existing
infrastructure. In return practices were expected to provide a transformation plan for how the time
that is ‘freed up’, by these urgent on the day appointments was used.
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Table shows utilisation of appointments from September 2018 – January 2019
Available
Sep-18
Oct-18
Nov-18
Dec-18
Jan-19
Total

Taken
54
1,163
1,239
1,239
1,570
5,265

47
1,069
1,147
1,171
1,436
4,870

Not Taken Cancellations DNAs
Attended % taken
% Utilisation % DNA
7
1
46
87.0%
97.9%
2.1%
94
23
38
1,008
91.9%
94.3%
3.6%
92
14
89
1,044
92.6%
91.0%
7.8%
68
13
38
1,119
94.5%
95.6%
3.2%
134
25
76
1,335
91.5%
93.0%
5.3%
395
75
242
4,552
92.5%
93.5%
5.0%

A transformation programme was undertaken as part of the IUTS delivery, where the process of
Appreciative Inquiry (AI) was used to evaluate practices transformation work undertaken due to time
created by integrated urgent appointments. The qualitative data obtained is currently being collated
with a view to spread of positive learning and scaling up of some very positive practice initiatives. The
aim across the transformation project is to improve Quality alongside introducing new QI
methodology tools (such as AI).
Several practices undertook work to develop new models of care within their practice for patients
with multi-morbidities or Long-term conditions; several undertook reviews of care home patients,
both approaches aiming to reduce avoidable A&E attendances/admissions. Other projects were
reviews of poorly controlled type2 diabetics and implementing a new workflow project to decrease
doctor time spent on documents.
The most notable work was undertaken by Bridgewater Surgeries who undertook three projects:
1. Reception intelligence
2. Workflow Optimisation
3. Frailty reviews
•

•
•

Reception Intelligence: The freed-up time enabled a partner to sit in reception to understand
exact processes and both adjust them in real time and understand processes better for
changes going forward.
Workflow Optimisation: Practice inbound protocol adjusted. Master protocol developed
reductions in workflow for clinicians noted.
Frailty: Longer appointments offered.

The most notable comment was that the time gave ‘breathing space’ to the practice to interact
better, and to strengthen relationships.

Going forward;
It was noted that formal QI tools/methodology were used in planning and evaluation. Usage going
forward could enable better delineated improvement in with easier lessons for spread and scale. We
would plan to have education on formal QI methodology in further transformation work.
The initiative to understand reception work would be one we would suggest scaling-up and providing
time to practices to do this. This was a simple intervention, but with the ability to directly and simply
improve flow and efficiency.

Operational Planning Utilisation of £1.50 2018 2019
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NHS Herts Valleys
Clinical Commissioning Group
Primary Care (Medical) Commissioning
Committee
Date of Meeting: 21 March 2019
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 Hertsmere Leg Ulcer Service – Contract Extension
Agenda item
11
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

Lynn Dalton, Director of Primary Care

Short summary of paper

This paper provides a recommendation for the extension of the leg ulcer service in
Hertsmere for three months initially to 30 June 2019, and then for a further three months to
30 September 2019 subject to completion of a satisfactory clinical audit. This will ensure
continuity of service to patients in Hertsmere locality until the new Adult Community Service
(ACS) contract commences on 1 October 2019.

Recommendation(s)

The Board/Committee is being asked to:
The recommendation is to extend the Hertsmere leg ulcer contract for three months to 30
June 2019 initially, with a view to extend for a further three months to 30 September 2019.
The Committee is also asked to agree to delegate authority to agree the extension after the
initial 3 month period to CCG Chief Executive Officer and Chief Finance Officer.

Engagement with
None undertaken
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.
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Resource
implications

Potential conflicts
of interest
Equality and
quality impact
analyses (EQIA
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Equality delivery
system (EDS2)

Initial three month extension based on current contract value
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Further three month extension – to be identified following
assurance received.
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Appendix 1 – New Local Quality Requirements
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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
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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;
subject to the completion of conditions attached to the recommendation.
This paper is to ask the Committee to seek approval to extend the contract for the Hertsmere leg
ulcer service for an initial period of three months, with a view to extend for a further three months
subject to a clinical audit to provide quality assurance.
Background
The assessment and ongoing care for leg ulcers is considered over and above core GMS work. In
2013/14 when CCGs were required to transition Local Enhanced Services from NHS England under
new commissioning arrangements, the LES Minor Treatment Services Level 1 and 2 moved to the new
Primary Care Plus arrangements. All Hertsmere GP practices indicated that they would provide the
Primary Care Plus - Minor Treatment Services Level 1 and Level 2 and had been providing this service
since 1 July 2014.
The Level 2 Minor Treatment Service made provision for patients to receive an in-depth holistic
assessment (including Doppler Assessment) and subsequent appropriate management in order to
optimise outcomes for non-healing leg ulcers in adults.
All nine GP practices in Hertsmere signed up to the Level 2 Treatment Service under the Primary Care
Plus. In February 2016 one practice served notice on the Level 2 Minor Treatment Service as they
were unable to resource the staffing required for the number of patients they had with leg ulcers. In
response to this the CCG commissioned an interim Leg Ulcer Service for the surgery from April 2016.
Following this in September 2016 a business case was presented to the Primary Medical Services Joint
Commissioning Committee (JCC) outlining options for the Provision of Leg Ulcer Services in
Hertsmere. The Committee agreed to move forward with a Single Tender Award to Herts Health Ltd,
the Hertsmere locality GP Provider Federation. This service was to be delivered to the locality under a
sub-contracting arrangement between Herts Health Limited and either local GP practices or via a
private provider, My Nurse Ltd.
The leg ulcer service was included as part of the wider specification for the Adult Community Services
(ACS) procurement. As this service will not commence until 1 October, the current contract will need
to be extended for a period of up to six months in order to ensure there is continuity of service to
patients in the Hertsmere locality.
Activity Analysis
The orginal business case submitted to the JCC in September 2016 modelled the activity for the new
service on an audit completed in June 2016 which indicated there were 99 Legs that need treating
with 100 Doppler assessments being delivered per year.
The table below shows the activity per quarter for Year 2 of the contract. Based on indicative data,
there is an expectation that would treat 24 leg ulcers per quarter resulting in an annual total of 99 leg
ulcers. There is an expectation a similar number of Doppler assessments will be delivered.
2018/19 Activity
Q1
Indicative Actual
Activity
Activity
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Q2

Q3

Q4

Actual
Activity

Actual
Activity

Actual
Activity

TOTAL

Variance

No. of Leg Ulcers
Doppler
Assessments

99

60

64

58

182

83

100

15

14

9

38

-62

The data shows that there is currently an increase in activity in terms of numbers to leg ulcers being
treated with a Q1-Q3 total of 182, with Q4 activity still to be finalised. With regards to Doppler
assessments, the contractor has only delivered 38 during Q1-3 and this is lower than the expected
activity by 62 units of contracted activity.
The service activity was reviewed by the CCG Nursing and Quality team, and it was concluded the
activity for Doppler assessments looked lower than the indicative activity in the contract. It was
acknowledged that the numbers of Doppler assessments delivered in each quarter may not match up
completely with the numbers of patients receiving compression bandages in the same quarter and
requested further data from the provider to seek assurance on quality delivered through this
contract.
The quality team are seeking assurance to ensure that Doppler assessments are carried out when
required by both reviewing the referral assessment protocol and plan to work with the provider to
undertake a clinical audit before the end of April 2019.
It is proposed that the contract is initially extended for three months to 30 June 2019 under the
current contract value to ensure continuity of the service. Following completion of the clinical audit
and subsequent analysis of activity, the contract may be extended, with an appropriate contract value
applied, for a further three months to 30 September 2019.
New local quality requirements (LQR) are due to be implemented from 1 April 2019 to bring the leg
ulcer contract in line with all other small contracts and this will be reported to Quality Committee on a
quarterly basis. NB there are a small number of LQR that will be implemented in July 2019 prior to
transition to the ACS contract.
The new LQR will include specific requirements to report on numbers of near misses, Serious
Incidents, complaints, and incidences of whistleblowing. If there are no instances of these occurring, a
nil return will be required from the contractor.
The quality requirements also seek assurance from the provider that staff delivering the service are
fully trained in safeguarding, have completed all mandatory training and have completed their
12/2/19 appraisals. The full description of the LQRs can be found in Appendix 1.
Future provision of leg ulcer services in Hertsmere
In the Adult Community Services (ACS) procurement that was recently completed, the primary care
leg ulcer service was included as part of the wider specification; and therefore it is expected that the
CCG will decommission the current service provision within primary care. However, the new ACS
provider is encouraged to liaise with localities regarding this service and may enter into subcontracting arrangements for the GP Federations to deliver this service from 1 October 2019
onwards.
Recommendation
The committee is asked to:
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•
•

Approve the extension of the Hertsmere leg ulcer contract for three months to 30 June 2019
initially, with a view to extend for a further three months to 30 September 2019;
Delegate authority to the Accountable Officer and Chief Finance Officer to approve the further
extension to 30 September 2019; subject to assurance received following completion of the
clinical audit.
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Appendix 1

SCHEDULE 4

QUALITY REQUIREMENTS ( LEG ULCER)

Quality Requirements

Threshold

LQR1.

Urgent referrals are seen within 5 days

95%

LQR2.

Non-urgent/routine referrals are seen within
10 days

95%

LQR3.

Patients receive a re-assessment every 12
weeks

95%

LQR4.

The Provider will notify the Commissioner
within 1 operational day of visits, warning
notices, compliance actions or similar,
issued to them by regulatory bodies such as
the CQC, HSE etc

100%
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Method
of
Measurement

Consequence
of breach

Timing
of
application
of
consequence
Percentage
of As set out in As
per
new referrals in GC9
contract
the
period
deemed
urgent
who
are seen
within 5 days
Percentage of
As set out in
As per
new referrals in
GC9
contract
the period
deemed routine
who are seen
within 5 days
Percentage of
As set out in
As per
patients on the
GC9
contract
caseload for 12
weeks who have
received a reassessment
Review of service
As set out in
As required
quality and
GC9
performance
report

Applicable
Service
Specification
All

All

All

1

LQR5.

Number of patient safety incidents and
‘near misses’ recorded and level of harm

100%

LQR 6a.

Serious incidents.

100%

Report all SI’s as per national requirements
SI investigation process to be robust
following the Serious Incident Framework,
NHS England ( March 2015)
https://improvement.nhs.uk/resources/seriousincident-framework/

Review of service
quality and
performance
report
Review of service
quality and
performance
report

As set out in
GC9

Quarterly

As set out
GC9

Quarterly

Review of service
quality and
performance
report

As per GC9

1

1

SI’s to have a robust sign off process (e g
appropriate sharing group, oversight and
scrutiny of Medical Director and Director of
Nursing)

LQR 6b.

Duty of Candour compliance

100%

LQR 6c.

Serious incidents and action plans are
completed
Staff trained in Safeguarding Adults and
Safeguarding Children, including MCA and
DOLS, to the appropriate level:
PREVENT
Mental Capacity Act
DOLS training
FGM and CSE training
Level 2 Safeguarding
Non-clinical staff to Level 1
Clinical staff to Level 2
RSCN and Safeguarding Lead to Level 3

100%

LQR 7.

95%

Quarterly

1
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LQR 8.

Mandatory Training Compliance - all eligible
staff to undertake training

95%

LQR 9.

Appraisal compliance – all eligible staff

100%

LQR 10.

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

Numbers – no
threshold

Review of service
quality and
performance
report
Review of service
quality and
performance
report
Review of service
quality and
performance
report

As set out in
GC9

Monthly

As set out in
GC9

Monthly

As set out in
GC9

As required

1
LQR11.

Complaints
Proportion of complaints acknowledged
within 3 working days

100%
(NHS
Constitution)

Review of service
quality and
performance
report

As set out in
GC9

Quarterly.

LQR12.

Proportion of complaints with verbal
communication at the beginning of the
process

95%

Review of service
quality and
performance
report
Review of service
quality and
performance
report
Review of service
quality and
performance
report

As set out in
GC9

Quarterly.

1

LQR13.

LQR 14.

% of complaints responded to within the
agreed timescale – 25 days

Number and % of complaints that have
taken longer than 6 months to investigate
and provide the first response

85%

<5%

1
As set out in
GC9

Quarterly.
1
Quarterly.

1
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LQR15.

LQR 16.

LQR 17.

LQR 18.

Quality Assurance Visits. Providers to
enable the CCG to undertake quality
assurance visits as deemed appropriate by
the CCG (announced or unannounced).
Provider to maintain their compliance the
Data Security and Protection Toolkit (DSP
Toolkit). DSP Toolkit replaces IG Toolkit

No threshold set

100%

N/A

As set out in
GC9

As required

Review of service
quality and
performance
report
Review of service
quality and
performance
report

As set out in
GC9

Quarterly

As set out in
GC9

Quarterly

1

1

Infection Prevention and Control. 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
Hand hygiene audit results by service and
staff group

90%

95%

Review of service
quality and
performance
report

As set out in
GC9

Quarterly

Staff Survey
Report on local staff survey results, to aim
to improve on score from previous survey

Improvement
score from
previous survey

Review of service
quality and
performance
report

As set out in
GC9

Annual

1

1
LQR 19.

1
LQR 20.

Patient satisfaction surveys
Report on patient survey results, to aim to
improve on score from previous survey
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Improvement
score from
previous survey
undertaken

As set out in
GC9

Annual

1
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The CCG is reporting a surplus of £7.481m for the month ending 31st January 2019, against a
plan of breakeven year to date. The reported surplus is primarily due to underspends on the
budgets for acute services and on prescribing. These have been offset, in part, by pressures
from some service lines, which are being actively managed.
The CCG has agreed a new control total with NHSE, to deliver a surplus of £2.932m. The
Forecast Outturn for 2018/19 reports achievement of the revised surplus control total.
Risks and opportunities have been reviewed and the CCG are reporting zero net risks.
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Note the financial performance year to date and resultant Forecast Outturn.
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health inequalities and supporting local people to avoid ill health and stay well.
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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.
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Executive Summary (1)
Financial Performance
Year To Date Surplus
Forecast Outturn
Cumulative Forecast

£7.481m
£2.932m
£7.926m

Running Costs
Year to Date Spend
Forecast Outturn

£9.192m Better than plan
£11.727m In line with plan

Risks & Mitigations
Net risk
Risk adjusted position
Underlying Position
2017/18 Closing Position
2018/19 Position

Report for ten months to 31 January 2019

Better than plan
Better than plan
Better than plan

At month 10 the CCG is reporting a surplus year to date of £7.48m (month 9 £5.22m),
with a forecast outturn of £2.932m surplus (month 9 forecast breakeven). The CCG
agreed a new control total of a £2.9m surplus with NHSE in January following review
of all risks and opportunities. The delivery of this in-year surplus will reinstate the
CCG’s 1% cumulative surplus, and thereby fully meet NHSE Business Rules again.
Programme costs are £6.91m underspent year to date, with significant underspends
in Acute Commissioning and Primary Care Prescribing. A more prudent approach had
been taken on cost and activity assumptions in month 9 in both of these areas, but
actual activity and costs have come in below the original estimates for that month.
The forecast outturn position for all commissioned services is for an overspend of
£3.50m, which will be met by the use of reserves and contingency, to achieve the
agreed control total of breakeven.

Nil
£2.932m

CCG running costs are £0.58m underspent year to date with a forecast outturn of
breakeven.

£4.8m surplus
£3.9m surplus

There are identified opportunities and risks against the CCG’s financial position, in
addition to those included within the forecast outturn. These have currently been
assessed as being fully mitigated (month 9 net opportunities of £2.9m, which have
been included in the forecast outturn in month 10).
The CCG’s underlying position is a recurrent surplus of £4.0m.

QIPP
YTD Plan
YTD Actual
Full Year Plan
Forecast Outturn

£21.8m
£20.7m
£26.5m
£25.8m

Slightly under plan

QIPP schemes are delivering 95.0% of the planned savings year to date. The forecast
is that 97.4% of the Plan of £26.5m will be delivered, producing a shortfall in savings
of £0.7m. This has been incorporated within the forecast outturn.

Slightly under plan
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Acute Commissioning
YTD MONTH 10
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
TOTAL ACUTE COMMISSIONING

BUDGET

ACTUAL

£000

£000

VARIANCE
favourable /
(adverse)
£000

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

215,544
42,276
21,091
12,661
12,282
8,201
5,119
15,885
37,320
370,379

213,770
45,239
20,306
12,826
12,991
9,732
5,521
15,902
36,529
372,816

1,774
(2,963)
785
(165)
(709)
(1,531)
(402)
(17)
791
(2,437)

256,100
50,600
25,200
15,223
14,663
9,783
6,108
19,051
44,537
441,266

256,100
54,405
24,668
15,708
15,509
11,828
6,808
19,049
44,280
448,355

11,255

5,647

5,608

13,991

9,512

381,634

378,463

3,171

455,257

457,867

(0)
(3,805)
532
(485)
(846)
(2,045)
(700)
3
258
(7,089)
0
4,479
0
(2,610)

Year to Date performance above is based on month 9 flex activity, together with an assessment of month 10 expected activity.
Further information is included within the Acute Contracting and Finance Report.
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Non - Acute Commissioning
YTD MONTH 10
NON ACUTE COMMISSIONING
Mental Health
Community
Continuing Care
TOTAL NON ACUTE CONTRACTS
Mental Health
The underspend on Mental Health services
has increased to £594k (month 9 £570k)
at month 10. In oder to comply with the
Mental Health Investment Standard, the
CCG needs to spend up to its budgeted
spend on this service line. Additional
investment through primary care is
planned in the latter part of the year,
which should enable this to happen.

BUDGET
£000
67,483
55,726
38,007
161,216

ACTUAL
£000
66,889
56,156
37,774
160,819
Community

VARIANCE
favourable /
(adverse)
£000
594
(430)
233
397

Pressures on non-contractual community
activity, both in terms of volume of NCA
episodes and the cost of placements has
been the primary factor in the year to date
overspend. This trend is expected to
continue and for the service line to
overspend against budget by the end of the
financial year.

ANNUAL FORECAST
VARIANCE
BUDGET
FORECAST favourable /
(adverse)
£000
£000
£000
81,206
81,206
0
66,975
67,436
(461)
45,407
46,157
(750)
193,588
194,799
(1,211)
Continuing Care
There remains a favourable in year variance
in Continuing Care, partly relating to the
release of a provision for retrospective
costs. This underspend is anticipated to be
offset by expected increases in both package
costs and volume growth in the remainder
of the year, together with the full year effect
of a very high cost children’s placement,
which is creating an overspend this year on
that particular service line.

The combination of these factors results in the overall underspend year-to date for Non-Acute Commissioning. Anticipated cost
pressures mean that the overall position is forecast to be an overall overspend.
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Primary Care Commissioning
YTD MONTH 10
PRIMARY CARE COMMISSIONING
Prescribing
Delegated Primary Care
Enhanced Services
Other Primary Care
TOTAL PRIMARY CARE

BUDGET
£000
65,128
62,232
6,499
15,147
149,007

ACTUAL
£000
62,042
61,687
6,494
14,518
144,741

VARIANCE
favourable /
(adverse)
£000
3,086
545
5
629
4,265

ANNUAL FORECAST
VARIANCE
BUDGET
FORECAST favourable /
(adverse)
£000
£000
£000
77,530
75,104
2,426
74,678
74,749
(70)
7,799
7,799
(0)
18,174
17,354
820
178,182
175,006
3,175

The Primary Care budgets are £4,265k underspent at month 9 (£3,291k month 9), with the major contributor to this being the £3,086k month 10 (month 9 £2,591k )
underspend on Prescribing (4.4% below plan YTD). There was some uncertainty in the early part of the year regarding the impact of national price negoti ations and
short supply drugs. Prices have now been settled and it is anticipated that there will be a favourable variance of £2.4m on Prescribing at year end, which equates to
a 3.6% underspend.
Other categories within Primary Care show a favourable, albeit smaller, variances at month 9. The Delegated Co-Commissioning forecast incorporates uplifts to the
GMS contract, offset by a favourable variance on Premises. The Enhanced Services budget is being closely monitored following the transfer to GPECF payments, but
is not anticipated to overspend. The Other Primary Care budget is likely to have a small surplus in the Out-of-Hours budget line.
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Primary Care Commissioning Detail

2018/19 Primary Care Commissioning
Budgets
Application of Funds

MONTH 9

MONTH 10

MONTH 10

TOTAL
BUDGET
£000

BUDGET
MOVEMENT
£000

TOTAL
BUDGET
£000

YTD MONTH 10
BUDGET

ACTUAL

£000

£000

VARIANCE
favourable /
(adverse)
£000

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

PRESCRIBING
GP Prescribing
Central Drugs
Medicine's Management - Clinical
TOTAL PRESCRIBING

74,005
2,215
1,310
77,530

0
0
0
0

74,005
2,215
1,310
77,530

62,199
1,846
1,084
65,128

59,157
1,877
1,008
62,042

3,042
(31)
76
3,086

71,553
2,240
1,310
75,104

2,451
(25)
0
2,426

DELEGATED PRIMARY CARE
Clinical&Medical-Clinical Other
Clinical&Medical-Independent Sector
DES Extended Hours Access
DES Learn Dsblty Hlth Chk
DES Minor Surgery
DES TPP QRISK
DES Unplanned Admissions
Dispensing Quality Sch
General Practice - APMS
General Practice - GMS
LES Translation Fees
MPIG Correction Factor
Other Primary Care
Premises
Prescribing / Dispensing Costs
Prescription Charges Income
QOF
Seniority
Sterile Products
Contingency & NR reserve

712
30
1,180
218
613
5
15
20
1,923
49,290
1
488
1,703
8,577
801
(49)
7,370
880
28
873

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

712
30
1,180
217.59
613
5
15
20
1,923
49,290
1
488
1,703
8,577
801
(49)
7,370
880
28
873

593
25
983
181
510
4
12
17
1,602
41,075
1
407
1,419
7,148
668
(40)
6,141
734
24
727

593
732
989
180
510
3
12
17
1,506
41,637
1
407
1,532
6,386
630
0
5,984
550
13
5

(0)
(707)
(6)
1
0
1
0
(0)
96
(562)
0
(0)
(113)
762
38
(40)
157
184
11
727

712
99
1,185
217
612
4
15
20
1,640
50,169
2
489
1,875
8,064
730
(1)
7,370
660
16
873

0
(68)
(5)
1
0
1
0
0
283
(879)
(0)
(0)
(172)
513
71
(47)
(0)
220
13
0

TOTAL DELEGATED PRIMARY CARE

74,678

0

74,678

62,232

61,687

550

74,749

(71)

Primary Care Commissioning Detail (2)
MONTH 9
2018/19 Primary Care Commissioning
Budgets
Application of Funds
ENHANCED SERVICES
LES Anti-coagulation
LES Care Home/Nursing Home
LES Care Planning
LES Demand Mgmt
LES GP Comm Incentive Sch
LES GPWSI Sessions
LES LTC Case Management
LES Minor Surgery
LES Multiple Sclerosis
LES Near Patient Testing
LES Palliative Care
LES Phlebotomy
LES Prostate Cancer
LES Treatment Room
LES Vasectomy
Prescribing/Dispensing Costs
Clinical&Medical-Independent Sector
Clinical&Medical-Clinical Other
External Consultancy Fees
LES Gynaecology
Practice Transformation Support
LES GP Specification
C&M - Independent Sector - Prior Year
LES Extended Hours
TOTAL ENHANCED SERVICES
OTHER PRIMARY CARE
Commissioning Schemes
Out of Hours
Oxygen
Primary Care Investments
Primary Care IT
GP Forward View
TOTAL OTHER PRIMARY CARE
TOTAL PRIMARY CARE COMMISSIONING

TOTAL
BUDGET
£000

MONTH 10

MONTH 10

BUDGET
MOVEMENT
£000

TOTAL
BUDGET
£000

YTD MONTH 10
BUDGET

ACTUAL

£000

£000

VARIANCE
favourable /
(adverse)
£000

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

390
624
597
486
355
0
1,462
60
113
507
95
201
65
932
0
0
710
10
0
0
958
0
0
233
7,799

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

390
624
597
486
355
0
1,462
60
113
507
95
201
65
932
0
0
710
10
0
0
958
0
0
233
7,799

325
520
498
405
296
0
1,218
50
94
423
79
168
54
777
0
0
592
8
0
(0)
798
0
0
194
6,499

325
520
498
338
296
0
1,218
50
94
423
79
235
54
777
0
0
592
9
(6)
0
798
0
0
194
6,494

(0)
0
(0)
67
(0)
0
0
0
0
(0)
0
(67)
0
(0)
0
0
(0)
(1)
6
(0)
0
0
0
0
5

390
624
597
486
355
0
1,462
60
113
507
95
201
65
932
0
710
0
10
0
0
958
0
0
233
7,799

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

4,668
8,070
639
37
2,116
2,644
18,174

0
0
0
0
0
0
0

4,668
8,070
639
37
2,116
2,644
18,174

4,073
6,723
533
31
1,763
2,025
15,147

3,684
6,579
496
31
1,703
2,025
14,518

389
144
37
(0)
60
(0)
629

4,180
7,896
596
37
2,001
2,644
17,354

489
174
43
0
115
0
820

178,182

(0)

178,182

149,007

144,741

4,270

175,007

3,175
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Other Programme Costs
YTD MONTH 10
OTHER PROGRAMME COSTS
Better Care Fund
Patient Transport
Non Recurrent Programme
Other
TOTAL OTHER PROGRAMME

BUDGET
£000
8,411
2,222
3,619
3,787
18,039

ACTUAL
£000
8,411
3,152
4,194
3,211
18,968

VARIANCE
favourable /
(adverse)
£000
0
(930)
(575)
575
(930)

ANNUAL FORECAST
VARIANCE
BUDGET
FORECAST favourable /
(adverse)
£000
£000
£000
10,093
10,093
0
2,667
4,048
(1,382)
3,498
4,924
(1,426)
5,389
5,394
(6)
21,646
24,459
(2,813)

The Better Care Fund relates to the agreed budget for Hertfordshire County Council to support social care . The budget is not expected to
under or over-spend in-year.
The Year-To-Date position is affected by four main factors:
1. Patient Transport continues to overspend as additional capacity is being sourced from private providers to support the contract with
EEAST, which is underperforming. The additional capacity is required to ensure patient flow at West Herts and enable appointments to
take place within targets for other treatment types. This trend is expected to continue to year end.
2. Within ‘Non-Recurrent Programmes’, the Discharge Home to Assess programme is overspending year to date, and this is expected to
continue. This supports the discharge process from the acute setting.
3. Within ‘Other’ the Counselling service is currently underspending, although there have been efforts to increase level of referrals through
primary care, so this service is expected to revert to plan by year end.
4. Also within ‘Other’, the amounts paid for premises that were previously healthcare settings and are unoccupied (voids) is significantly
lower than plan. This area is the subject to further analysis and investigation, so is reporting a forecast outturn of plan until such time as
any unutilised budget is identified.
As 1. and 2. above is not offset by 3. and 4., this category of spend is reporting adverse variances for both year-to-date and forecast outturn.
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QIPP
TOTAL QIPP
Year to Date
Plan

Actual

Variance

£m
21.81

£m
20.73

£m
-1.08

Forecast
%
Achieved
%
95.0%

Plan

Actual

Variance

£m
26.47

£m
25.82

£m
-0.64

%
Achieved
%
97.6%

QIPP performance at month 10 is reported as 95.0% of the year to date plan and is forecast to be 97.6% of the annual plan.
There is a shortfall of £0.64m, the impact of which is included within the forecast financial position.
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This paper outlines the:
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2019
a. Recommendations of HMMC on treatments that are not subject to NICE
guidance.
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3. Change to process for implementation of NICE TAs ratified by HMMC.
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‘excluded’ drugs budget.
2. Ratify the recommendations reached by HMMC on treatments that are not
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Committee for ratification.
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The MOCL group includes as members Medicines Optimisation Clinical Leads from
each of the four Herts Valleys CCG Localities, a GP Board member, representation
from the Herts Valleys CCG Pharmacy and Medicines Optimisation Team,
representation from Hertfordshire LPC and two patient representatives.
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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.
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.

Risk
Owner

Risk description

Current risk
score and
movement

Target risk
score

*Assurance
Level

16→

8

Medium

12→

8

Medium

20→

5

Medium

12→

4

Medium

*Refer to assurance levels table below.

1.2

LD/DE

2.2a

DC

4.1

CH

4.3

CH

New strategic

Risk that member practices, local providers, local
authorities and other partners do not respond
constructively to engagement.
Risk that we are unable to ensure good quality, safe
and sustainable services for the population and
patients of west Hertfordshire
Risk that we do not deliver a financially sustainable
integrated healthcare system in collaboration with
our partners in the STP.
Risk that we do not achieve financial balance in
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20 that are new drugs anticipated to carry positive NICE TAs, as
per horizon scanning exercise – best estimate £1,136,000.
 Resource implications identified for Herts Valleys CCG for 201920 that already carry positive NICE TAs, as per horizon scanning
exercise – best estimate £2,371,000.
 Resource implications identified for implementation of the
following updated ratified NICE TAs only – TA221 and TA293. For
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estimate £45,000 per year.
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horizon scanning exercise – best estimate £1,569,000.
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quality impact
analyses (EQIA
and QIA)

All GP members of the Primary Care Commissioning Committee are potentially conflicted as
the matters within this paper refer to products under their prescribing control.
 The HMMC ethical framework considers this element in each non-NICE recommended
product assessment.
 NICE considers equality as part of its NICE technology appraisal guidance recommendations.
 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).
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Data Protection
Impact
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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 HMMC and 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 – SUMMARY
REPORT MARCH 2019
1. ESTIMATED COST PRESSURES FOR HERTS VALLEYS CCG MEDICINES BUDGETS FOR 2019-20. The Primary
Care Commissioning Committee is asked to note the estimated additional Herts Valleys CCG drug cost
pressures and savings for 2019-20, for the primary care prescribing budget and the acute contracts
‘excluded’ drugs budget.
The drug cost pressures and savings for 2019-20 apply to areas where Herts Valleys CCG are the responsible
commissioner and include the primary care prescribing budget and the acute contracts ‘excluded’ drugs budget. Drugs
that are likely to be commissioned by NHS England are not included as they are assumed not to have an impact on CCG
allocations.
Cost pressures are an amalgamation of estimates from the following and based on Herts Valleys CCG population
average of 640,000:
 Published existing NICE technology appraisals (TAs) from 2018-19 (or before if significant ongoing
growth cost pressure) – estimate taken from NICE costing statement / template adjusted for likely
local uptake and growth, or from current growth estimates from high cost drug charges data or
ePACT. Note cost pressure can be considered as an ‘up to’ figure where NICE has designated a TA
to not have a significant impact on resources (that is, it will be less than £9,100 per 100,000
population). Where this applies, the cost pressure has been estimated as 'up to' £58,240 full year
effect.
 Existing non-NICE TA drugs – cost pressures estimated using previous estimates reported to
HMMC.
 NICE TAs to be published in 2019-20 – estimate taken from Prescribing Outlook (October 2018),
adjusted for likely local uptake and estimated for part year i.e. three months after NICE publication
date (with the assumption of 50% uptake in the first year). If NICE TA has a TBC date, cost pressure
has been estimated for 6 months and with a 50% uptake during this time period.
 New drugs licensed from the end of 2018-19 and during 2019-20 which may be approved, with
estimates taken from Prescribing Outlook and estimated for likely local and part-year uptake (part
year effect and assumption of 50% uptake in the first year).
 Generic savings are an estimate of price reductions from the availability of generic medicines for
drugs with patent expiry from the end of 2018-19 and in 2019-20 with expected generic
availability. Estimates are from primary care prescribing data with 80% price reduction and likely
category M designation included in drug tariff (calculated as approximately 4-6 months after
patent expiry and part year savings).
 Adalimumab biosimilar savings are from originator brand price reduction to framework tender
prices since December 2018 (4 months savings for 2018/19 and 8 months for 2019/20 (then in

baseline)). Estimates from April 2019 use the expected reference price. Savings estimates are from
usage at our main provider – West Herts Hospital Trust (WHHT).
Additional information on cost pressures and savings:
 For TAs to be published in 2019-20, actual costs will vary depending on a variety of factors:
whether the TA is positive; actual numbers of patient eligible for treatment; speed of uptake of the
TA; population growth in the area the TA relates to; TA publication date and; any cost reductions
from patient access schemes applied to individual TAs.
 FreeStyle® Libre – local recommendations for FreeStyle® Libre have been implemented since
October 2018. Cost pressure estimates are from patient number estimates from local
recommendations previously reported to HMMC and Primary Care Commissioning Committee
(note some of the costs may be offset by reduction in blood glucose test strip use). Following the
NHS England announcement about access to FreeStyle Libre® from April 2019, CCGs were
informed at the start of March 2019 that GP prescribing through FP10 expenditure will be
reimbursed for 2019-20 and 2020-21. See the following link for further information:
https://www.england.nhs.uk/publication/flash-glucose-monitoring-national-arrangements-forfunding-of-relevant-diabetes-patients/. It is still expected nationally that initiation of treatment
will be by the specialist. It is not clear how this money will be transferred into the primary care
prescribing budget as yet. This aspect will require further work between finance and PMOT leads
during March 2019.
 Brexit – estimated cost pressures from any changes to drug availability and prices (including the
use of Serious Shortage Protocols) associated with the United Kingdom leaving the European
Union have not been included in this report. This could be a significant cost pressure.
 Drug price concessions – Estimated cost pressures from drug price concessions due to stock
availability have not been included in this report. There has been significant unpredictable cost
pressures associated with this and so cannot be predicted for 2019/20 at this stage. These cost
pressures could be significant and will be monitored and reported separately.
 QIPP – estimated savings from Pharmacy and Medicines Optimisation Team QIPP initiatives for
2019-20 have not been included in this report as they are reported separately.
Table 1 summarises the drug cost pressures for Herts Valleys CCG for 2019-20. HMMC papers on horizon scanning are
available on request.
Table 1 – Summary of cost pressure for 2019-20

Primary care
Existing
NICE TAs

Cost
pressure
Cost
saving
Total cost
pressure

£1.26M

Total

Existing
other

New NICE New other
TAs

£17K

£292K

£15K

£419,000 (generics)
£1,161,000

Secondary care
Existing Existing
NICE TAs other

£1.58M £1.24M

£273K

Total

New NICE New
TAs
other

£844K

£20K

£1.15m (biosimilars)
£1,230,000

Key new drug pressures to note:
 Primary care
o Rivaroxaban to receive a license extension for prevention of major cardiovascular events in
people with coronary or peripheral artery disease. This is subject to a NICE TA (expected
AUGUST 2019). Cost pressure for 2019-20 estimated at £277K
o One new oral anti-diabetic (sotagliflozin) and two current oral antidiabetic medications that
belong to the same class of drug (dapagliflozin and empagliflozin) to receive license extension
and NICE TA for use in type 1 diabetes (current licence is type 2 diabetes only). Cost pressure
for 2019-20 estimated at £15,000.

£2.38M

 Secondary care
o New first universal antidote for factor Xa inhibitors (e.g. apixaban and rivaroxaban) for use in
patients with life-threatening or uncontrolled bleeding and for patients requiring urgent or
emergency surgery. This will be subject to a NICE TA. Cost pressure for 2019-20 estimated at
£229K
o License extension for biologic (mepolizumab) for severe eosinophilic COPD. NICE TA due for
this drug. Cost pressure for 2019-20 estimated at £235K
o New first in class drugs for prophylaxis of migraine treatment in adults who have not
responded to other treatments including botulinium toxin A. Three competitor products
Erenumab, Fremanezumab and Galcanezumab injections. This is subject to a NICE TA. If
approved cost pressure in 2019-20 for the three drugs estimated at £368K.

2. HERTFORDSHIRE MEDICINES MANAGEMENT COMMITTEE (HMMC) – SUMMARY OF
RECOMMENDATIONS FEBRUARY 2019.
The Primary Care Commissioning Committee is asked to:
a) Ratify the recommendations reached by HMMC on treatments that are not subject to NICE TAs;
b) Note the mandatory NICE TAs published and likely impact of these on the commissioner’s budget;
c) Note the national directives/initiatives that will impact on medicines optimisation.
a. Recommendations of HMMC on treatments that are not subject to NICE TAs.
Table 2 summarises the recommendations reached by HMMC on the following treatments that are not subject to NICE
TAs. HMMC papers are available on request.
Table 2 – recommendations of HMMC on treatments that are not subject to NICE TAs

Nebido® for male isolated
primary hypogonadism
(adults)

Semaglutide (Ozempic®)
for the treatment of type
2 diabetes mellitus

West Herts Hospital Trust
formulary – formulary
update

 Recommended for restricted use within the Hertfordshire health economy –
AMBER INITITATION status (initiated and stabilised in specialist clinics only,
continued in primary care with prescribing support document).
 Nebido® (testosterone undecanoate) intramuscular injection as an option in adults
for testosterone replacement therapy in isolated primary male hypogonadism when
testosterone deficiency has been confirmed by the specialist through clinical
features and biochemical tests.
 Cost pressure for Herts Valleys CCG not anticipated. Nebido® is already in use in
primary care for this indication. Patient numbers are small. This process formalises
its use and provides GPs with prescribing supporting documentation.
 Recommended for restricted use within the Hertfordshire health economy in line
with HVCCG Type 2 diabetes algorithm – AMBER INITITATION status (initiated in
specialist clinics, continued in primary care)
 New once weekly GLP-1 analogue that local specialists have expressed an interest in
using.
 Semaglutide shows superiority in reducing HbA1c and weight loss compared to
existing weekly GLP-1 analogues. However there is some concern related to diabetic
retinopathy complications. Therefore as this is a new drug interim amber initiation
position agreed to allow the local health economy to gain experience on its use. This
position will be reviewed, using feedback from specialists, in 6 months.
 As with other GLP-1 analogues use with insulin will be Amber Protocol (With sharedcare)
 Cost pressure for Herts Valleys CCG not anticipated, likely to be cost neutral as has
a similar price to other GLP-1 analogues that are currently used in this population.
 Recommended for use within the Hertfordshire health economy (traffic light
statuses within formulary). This is an integrated formulary that can be used by
colleagues both in primary and secondary care.
 An on-going piece of work with West Herts Hospital Trust (WHHT) colleagues to
assign traffic light statuses to every drug in the British National Formulary (BNF).





Buccal midazolam –
document update






Sacubitril-valsartan for
heart failure – document
update







Where a HMMC decision exists, the relevant traffic light status has been applied;
where a formal HMMC decision does not exist, a traffic light is assigned and
presented to HMMC for ratification.
BNF chapter completed and recommended by HMMC in February 2019 include
genito-urinary system, immune system and malignant disease, blood and nutrition
(excluding vitamins, magnesium, calcium and vitamin D), musculoskeletal system,
ear nose and oropharynx, skin, vaccines, anaesthesia, emergency treatment for
poisoning. Sections on formulary related to unlicensed medicines and medicines
with significant off-label use.
Cost pressure for Herts Valleys CCG not anticipated, possibility of cost savings
(within existing Pharmacy and Medicines Optimisation QIPP) through wider
awareness and increased uptake of cost-effective formulary choices. This aims also
to improve GP access to local decisions and reduce time spent in the Pharmacy and
Medicines Optimisation Team on answering formulary-related queries.
Recommended for restricted use within the Hertfordshire health economy –
AMBER INITITATION status (treatment must be under the supervision of a
specialist. Initiated and titration to an optimal dose by specialist services and
prescribing responsibility to be taken over by GPs.)
Document updated with information on changes in licenses. Communication to GP
must specify product choice (which is unchanged):
o WHHT and HCT - Buccolam® pre-filled syringes. All Buccolam® pre-filled syringes
are licensed products
o HPFT: Epistatus® bottle and pre-filled syringes. Where appropriate, the
Epistatus® 10mg/1ml pre-filled syringe is the preferred preparation, but other
(unlicensed) Epistatus® products will still be prescribed where necessary
Cost pressure for Herts Valleys CCG not anticipated. Document update. No change
in choices or position in pathway therefore no cost pressure anticipated.
Recommended for restricted use within the Hertfordshire health economy –
AMBER INITITATION status (treatment must be under the supervision of a
specialist. Initiated and titration to an optimal dose by specialist services and
prescribing responsibility to be taken over by GPs.)
Original recommendation made by HMMC in June 2016 has been updated to
facilitate specialist HF nurses, following advice and discussion with the specialist, to
prescribe sacubitril-valsartan.
Cost pressure for Herts Valleys CCG not anticipated. Eligible cohorts and pathway
remains unchanged and are in line with the NICE TA. The updated document will
facilitate specialist Heart Failure nurses in the community setting to initiate and uptitrate sacubitril-valsartan. This may help free up cardiologist time and improve
waiting lists. Costs in Community HF service are lower than hospital outpatient tariff
and may result in a saving in activity costs.

b. NICE Technology Appraisals (TAs) published 6th December 2018 to 30th January 2019 inclusive,
and the financial implications.
Commissioners have a statutory responsibility to make funding available for a drug or treatment recommended by a
positive NICE TA in line with criteria outlined in the NICE TA and to begin doing so within 90 calendar days (30 calendar
days for products appraised via the Fast Track Appraisal process) of the guidance being published. CCG pharmacists
work with local specialists to agree / clarify criteria for funding and to agree when the treatment is an ‘option’. Local
pathways are updated with this information. For high cost drugs excluded from the national tariff, an application form
is prepared and specialists are asked to submit these for all new patients.
Where NICE does not expect a TA to have a significant impact on resources they define this as less than £5M per year
in England (or £9,100 per 100,000 population). Because of the large population in Herts Valleys CCG, the maximum
anticipated cost pressure in these scenarios is £58,200 per year per TA.

Table 3 summarises the NICE TAs which are CCG commissioning responsibility.
Table 3 – NICE TAs which are CCG commissioning responsibility

Romiplostim and eltrombopag
for the treatment of chronic
immune (idiopathic)
thrombocytopenic purpura
[TA221], April 2011, and
[TA293], July 2013, both
updated October 2018 –
recommended.

The TAs for romiplostim and eltrombopag for the treatment of chronic immune
(idiopathic) thrombocytopenic purpura have been extended to include patients
who have not had a splenectomy. Following review by NICE the wording of the
guidance for TA221 and TA293 have been amended and the TAs have been reissued. The TAs wording has changed removing reference to the marketing
authorisation and the need for patients to have had a splenectomy or that a
splenectomy is contra-indicated. Romiplostim and eltrombopag are national
tariff excluded.
Previously ratified by HMMC at December 2018 meeting and noted by Primary
Care Commissioning Committee at January 2019 meeting. Update provided on
resource impact.

Tofacitinib for moderately to
severely active ulcerative colitis
[TA547], November 2018 –
recommended.

Cost pressure for Herts Valleys CCG is anticipated at £88K per year (accounts
for three extra patients, anticipated that two patients will start on eltrombopag
and one patient will start on romiplostim). A drug cost pressure of £43K for
these two updated TAs has been incorporated into the horizon scanning
exercise, summarised earlier in this report. Since completing this horizon
scanning exercise, additional information from clinicians has resulted in that
estimate being increased to £88K per year. This additional £45K drug cost
pressure has been reported separately under the ‘resource implications’ section
of the front sheet.
Tofacitinib is recommended in line with the TA as an option for treating
moderately to severely active ulcerative colitis in adults when there is a lack of
response / intolerance to other systemic therapies. Tofacitinib is national tariff
excluded.
Previously ratified and traffic light assigned by HMMC at December 2018
meeting and noted by Primary Care Commissioning Committee at January 2019
meeting. Update provided on resource impact.

Darvadstrocel for treating
complex perianal fistulas in
Crohn’s disease [TA556], January
2019 – not recommended.

Cost pressure for Herts Valleys CCG is not anticipated and is dependent on the
dose of tofacitinib used:
2019-20 (5% tofacitinib uptake)
 For the 5mg dose there is an overall cost saving of -£31K (activity costs taken
into account); drug costs alone of -£17K.
 For the 10mg dose there it is anticipated that tofacitinib is cost neutral where
activity costs taken into account; drug costs alone of +£15K. The £15K drug
cost pressure has been incorporated into the horizon scanning exercise,
summarised earlier in this report.
Darvadstrocel is not recommended within its marketing authorisation, for
previously treated complex perianal fistulas in adults with non-active or mildly
active luminal Crohn’s disease.
This is a negative recommendation therefore cost pressure for Herts Valleys
CCG is not anticipated.
HMMC DOUBLE RED status (not for primary or secondary care prescribing).

In addition to the above, HMMC noted nine NICE TAs for medicines that are the commissioning responsibility of NHS
England.

c. MHRA drug safety updates December 2018 to January 2019, inclusive.

Recent MHRA drug safety updates from December 2018 and January 2019 were outlined. Safety messages will be
highlighted at Locality Prescribing Leads meetings and disseminated to Community Pharmacists where agreed.

3. CHANGE TO PROCESS FOR IMPLEMENTATION OF NICE TAs RATIFIED BY HMMC. The Primary Care
Commissioning Committee is asked to approve the proposed change in process for the implementation of
NICE TAs.
NICE TAs are national guidance and Herts Valleys CCG is legally obliged to fund and resource medicines and treatments
recommended by these TAs. Before the recommendations within a TA can be implemented, the current process in
Herts Valleys CCG is that once the TA has been ratified by HMMC, it is presented to the Primary Care Commissioning
Committee for information and to note the likely impact on the commissioner’s budget. This delays the
implementation of these recommendations which can affect legal compliance with the TA process in that the CCG is
mandated to implement TAs within 90 days (sometimes 30 days). As these items are non-negotiable for CCGs to
implement, the necessity to seek formal approval of these TAs is being sought to be removed. If accepted, going
forward the Primary Care Commissioning Committee will only receive a list of the NICE TA items that Herts Valleys CCG
now has to provide for. This will ensure that NICE TAs are implemented within the mandated timeframe.

4. MEDICINES OPTIMISATION CLINICAL LEADS (MOCL) – SUMMARY OF RECOMMENDATIONS FEBRUARY
2019. The Primary Care Commissioning Committee is asked to ratify the recommendations reached by
MOCL.
Table 3 summarises the recommendations made by MOCL. None of the recommendations commit new finances and
savings identified are within existing Pharmacy and Medicines Optimisation QIPP. MOCL papers are available on
request.
Table 3 – recommendations of MOCL

Antimicrobial summary
report (inkling
performance against
2018-19 Quality Premium)

C-Reactive Protein (CRP)
testing pilot report

Care Home Pharmacists
QIPP report Q3 2018-19

Care Homes newsletter,
issue 5

 Recommended for circulation. A summary report highlighting Herts Valleys CCG
performance against NHS England Antimicrobial Quality Premium, at October 2018.
 Cost pressure for Herts Valleys CCG not anticipated as aim of the work within this
report is to reduce unnecessary prescribing and improve the choices of antibiotics
prescribed. If Herts Valleys CCG meets their gateways there will be a payment made
to the CCG for achieving the nationally set targets.
 Recommended for circulation. A summary report discussing the results of the CRP
intervention during a four month period in one practice in Herts Valleys CCG. Results
indicate that there was a reduction in antibiotic prescribing compared to baseline
and that good implementation and training of this point-of-care testing device is key
to good results.
 Cost pressure for Herts Valleys CCG not anticipated as aim of the work within this
report is to reduce unnecessary prescribing of antibiotics. If Herts Valleys CCG meets
their gateways there will be a payment made to the CCG for achieving the nationally
set targets.
 The CRP-testing pilot is still on-going within Herts Valleys CCG in five practices and
will run until October 2019.
 Recommended for circulation. A report summarising work completed by and
savings realised through the medication care home reviews completed by the
Pharmacy and Medicines Optimisation Team Care Home Pharmacists up to the end
of Q3 2018-19.
 Medicines savings through stopping medicines are recorded as part of the
Pharmacy and Medicines Optimisation Team QIPP workstream. Additional savings
through reduction in hospital admissions are not currently part of the Pharmacy and
Medicines Optimisation Team QIPP scheme.
 Recommended for publication. The fifth issue of a pharmacy newsletter for care
home staff, GPs and community pharmacists that highlights key issues / information
for care homes. To be published quarterly.

ScriptSwitch® messages –
supporting use of more
cost-effective products

Prescribing of stoma
accessories position
statement and patient
letter

Immediate access to
medicines summary
document

GP prescribing budget
distribution
Local Incentive Scheme
2019-20
GlucoJuice (and similar
products) position
statement

Brands to generics
standard operating
procedure

 Cost pressure for Herts Valleys CCG not anticipated as information provided is in
line with local and / or national guidance.
 Recommended for addition to ScriptSwitch®. Two cost-saving switches have been
identified and will be added to the prescribing support tool ScriptSwitch® to support
cost-effective prescribing of medicines:
o Oxycodone modified-release (generic and all brands) tablets and capsules 
Oxypro® modified-release (MR) capsules. Oxypro® is one of the least costly
oxiycodone MR preparations available. Morphine sulphate remains the first-line
choice for pain requiring opioid-based pain relief. The addition of the ScriptSwitch®
message to prescribe oxycodone MR as Oxypro® includes that morphine remains
first-choice.
o Macrogols / Movicol® (all preparations)  Cosmocol® or Laxido®. Laxido has
historically been a brand of choice when prescribing macrogols; the addition of
Cosmocol® is to provide an alternative to Movicol® paediatric and half strengths
and to broaden the range of flavours of preparations available.
 Cost saving for Herts Valleys CCG anticipated (within existing Pharmacy and
Medicines Optimisation Team QIPP) of a maximum of £170K through acceptance of
ScriptSwitch® messages at the point of prescribing.
 Recommended for publication. A position statement and associated patient
information letter advising that stoma accessories (deodorants, skin cleansers,
filters, bridges and bag covers) will no longer be prescribed in Herts Valleys CCG as
there is no evidence to support their use. These documents have been developed in
collaboration with WHHT stoma nurses.
 The patient-facing information letter has had input from the patient representative
who sits on MOCL and is currently going through the Herts Valleys CCG
Communications team for input.
 As this is a formulary decision, to be taken through Hertfordshire Medicines
Management Committee for noting (no delay to implementation).
 Cost saving for Herts Valleys CCG anticipated (within existing Pharmacy and
Medicines Optimisation Team QIPP) through use of these documents in promoting
and supporting de-prescribing of stoma accessories.
 Recommended for publication. A summary document detailing the specialist drugs
held by seven community pharmacy contractors across west Hertfordshire, that
would not ordinarily be kept in stock but may be required in emergency situations
(aka ‘just in case’ drugs). This document supplements the ‘just in case’ guidelines
already in place for Herts Valleys CCG.
 Cost pressure for Herts Valleys CCG not anticipated as information provided is in
line with the currently commissioned local service.
See separate paper – GP Prescribing Budget Distribution and Local Incentive Scheme
See separate paper – GP Prescribing Budget Distribution and Local Incentive Scheme
 Recommended for publication. A position statement advising that GlucoJuice (and
similar products) will not be prescribed in Herts Valleys CCG as alternative options
may be purchased.
 As this is a formulary decision, to be taken through Hertfordshire Medicines
Management Committee for noting (no delay to implementation).
 Cost pressure for Herts Valleys CCG not anticipated as this is a negative
recommendation.
 Recommended for internal use only. A Standard Operating Procedures (SOP)
developed to aid practice pharmacists with a consistent approach when performing
switches within GP practices. This SOP is for internal use only and is not for
publication.
 Cost pressure for Herts Valleys CCG not anticipated as the document will only be
used for switches previously agreed by the MOCL group.

Drug Safety Update
process for GP practices

Items for noting

 Recommended for publication. A good practice guidance for GP practices on
implementing Drug Safety Updates. This aims to aid GP practices to be compliant
with MHRA Drug Safety Updates and have appropriate audit trails that could be used
for Care Quality Commission inspections.
 Cost pressure for Herts Valleys CCG not anticipated as information provided is in
line with local and / or national guidance.
 A number of items were presented to the MOCL group for noting:
o Amoxil® switch – removal from ScriptSwitch® noted
o Red / double red position statement – amendments noted
o Gluten free foods patient letter – amendments noted
o Gluten free foods frequently asked questions – amendments noted
o Over-the-Counter (OTC) medicines checklist – amendments noted
o ‘How to’ guide for GPs on bulk prescribing – amendments noted
o Reducing medicines wastage in care homes – amendments noted
o Herts County Council Medicines Policy – final policy noted
o Letter to GP practices: OTC medicines – compliance with terms of GP contract
noted
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Summary
i.

There is no appetite amongst local clinical staff to increase the use of warfarin and as a
result warfarin use is decreasing. Therefore there is no need to re-commission warfarinbased anticoagulation services.

ii.

From a sample of patients audited by WHHT clinicians, data from WHHT on CHA2DS2-VASc
versus HAS-BLED scores is more often than not missing at discharge, meaning that in the
majority of cases GPs cannot understand why the NOAC was chosen. WHHT should find an IT
solution to this issue but the Pharmacy and Medicines Optimisation Team (PMOT) have been
unable to get the engagement needed for this to happen due to competing IT prioritise at
WHHT. Escalation of this issue is requested from the CCG on grounds of clinical safety.

iii.

A potential incentive scheme for NOAC switches to edoxaban or warfarin – especially for
patients under-dosed on other NOAC choices – is presented for discussion on its feasibility
for implementation.

1. Background
Anticoagulant treatment forms an essential part of prevention of stroke in those who have been
diagnosed with non-valvular atrial fibrillation (AF). There are two groups of anticoagulants that are
primarily used for stroke prevention – vitamin K antagonists (usually warfarin) and non-vitamin K
antagonist oral anticoagulants (NOACs) i.e. edoxaban, dabigatran, apixaban and rivaroxaban.
Warfarin is an established therapy that has been used in stroke prevention for decades; it is effective
but requires regular and on-going monitoring to check the drug is in range for the anticoagulation
required. This can be inconvenient but allows for flexible use in a variety of indications because the
amount of anticoagulation required is chosen and patients are monitored to that range.
NOACs are newer agents that have come to market within the last 5 – 10 years. NOACs are often
considered more convenient for both patients and clinicians than warfarin as they are associated
with fewer interactions and require less frequent monitoring. NICE (National Institute for Health and
Care Excellence) recommend anticoagulation as an intervention to prevent stroke. NICE places
warfarin and NOACs as equal first-line choices. The choice as to whether warfarin or a NOAC should
be used should be based on clinical benefits along with the preferences of the individual patient. The
drug cost of warfarin is low but does accrue further costs due to the additional costs of the
associated monitoring with this drug. With these accounted for, the annual drug cost of a NOAC is
between 1.7 and 3 times that of warfarin (range due to the variability in cost of warfarin testing). All
clinicians agree that anticoagulating patients safely reduces strokes.
NOAC spend is rising in all CCGs, but particularly in Herts Valleys CCG. The CCG was an early adopter
and is an outlier for having a higher than expected spend because of this. Herts Valleys CCG spent
£4.4M in primary care on NOACs in 2017-18 and is forecast to spend £5.4M in 2018-19 (based on M1
– M8 data). Since 2015-16, the increase in spend on NOACs has been between £1M and £1.3M each
year.

Herts Valleys CCG spend on NOACs 2013 - Present
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The rapid uptake of NOACs continues to pose a significant financial risk for the CCG. Herts Valleys
CCG was an early adopter of NOACs which helps to explain the rapid increase in spend, coupled with
both primary and secondary care clinicians favouring the use of NOACs over warfarin. The PMOT and
Commissioning Team were tasked with reducing, or as a minimum, stemming the growth in NOAC
spend.
Numbers of strokes in Herts Valleys CCG has plateaued but this is likely due to demonstrably
improved atrial fibrillation active case finding (see RightCare data) and subsequently more patients
have been offered anticoagulation. There is no evidence to support that NOACs have overall
superior efficacy to warfarin. It is known that more at-risk patients are being anticoagulated which is
the probable main beneficial effect.
2. Use of warfarin versus NOACs
Although evidence supports warfarin as a possible first choice, most of the local cardiologists, stroke
physicians and lead GPs did not agree with the PMOT that this is a viable option.
a. Primary care engagement
Hertfordshire Medicines Management Committee (HMMC) has guidance on anticoagulant choice in
AF which has been in place since June 2016. This guidance outlines that where there is no reason
that a NOAC would be advantageous over warfarin (including patient preference), warfarin should
be prescribed. It is evident from the growth in NOAC spend and decrease in warfarin spend that this
guidance is not being followed and as such clinicians believe that NOACs are preferred.
The PMOT took a paper to the Commissioning Executive in February 2018 which outlined the
evidence base comparing warfarin to NOACs. The data showed that there is currently no trial data
comparing NOACs to warfarin with a good time in therapeutic range demonstrating better outcomes
for NOACs and there is no consistent trial data comparing warfarin with NOACs which demonstrates
overall improved safety. The committee was asked whether spending significantly more money for
the same outcomes is truly the best use of the CCG’s resources. The clinicians present at the
committee meeting did not commit to advocating the use of warfarin ahead of NOACs where all is
equal (i.e. where there is no clinical reason not to use warfarin). The primary care clinical buy-in to
use more warfarin than NOACs was not achieved.
Another area that was explored regarding increasing the use of warfarin involved looking at
anticoagulation services across Herts Valleys. In primary care, where a patient requires initiation of
warfarin, they are generally referred into secondary care services for initiation and monitoring, with
GPs taking over prescribing following initiation; where a patient requires initiation of a NOAC, this is
done by the patient’s GP. Feedback had been received anecdotally that a contributing factor to the

increase in NOAC prescribing was due to the WHHT anticoagulation (warfarin) service having long
waiting times and as such patients are initiated on to a NOAC rather than referred into this service.
This prompted a review of local anticoagulation services with the view that if anticoagulation
services were more responsive, this would result in more patients initiated on warfarin which would
lead to a stem in NOAC prescribing growth.
In September 2018, a stakeholder event was organised by the commissioning team at Herts Valleys
CCG and attended by GPs, GP representatives and a representative from the Hertfordshire Local
Pharmaceutical Committee (LPC). A draft anticoagulation service specification was shared with the
group prior to the meeting. The discussion was on how Herts Valleys CCG could best redesign the
pathway, by looking at provider experiences and how other CCGs have moved anticoagulation
services into the community. It was established that the following options could be explored further,
but not limited to:
i.
ii.
iii.
iv.
v.

Do nothing
Go out to an Any Qualified Provider procurement
Go out to procurement for one Lead provider who can provide a service across all localities
Go out to procurement for Lots, that is, one provider for each locality
Direct award to GP practices through the GP Federations

It was also identified that East and North Herts CCG had recently gone out to procurement for their
anticoagulation service (option ii) but had no bidders.
In November 2018, there was a second stakeholder event attended by representatives from four
acute trusts. It was identified that appointments were offered to patients within four day of referrals
to the warfarin clinic at WHHT. It was also identified that NOACs were not being prescribed in the
warfarin clinics but by other departments in the hospital. This changed the assumption that a
contributing factor to the increase in NOAC prescribing was due to the slow WHHT anticoagulation
(warfarin) service, resulting in patients being initiated on to a NOAC.
In the course of developing the business case for an enhanced anticoagulation service, it was
acknowledged that various factors had impacted and changed the process. One major factor
identified was that in 2017-18, there were 30 practices delivering ‘Level 4 Anticoagulation Service’
across the four localities; in 2018-19, this number had dropped to 23.
Locality
Dacorum
Hertsmere
Watford
St Albans
Total

2017-18
14
2
11
3
30

2018-19
11
2
9
1
23

It has been established that currently there are no identified quality and patient experience issues
and there is some access to the service across Herts Valleys through either GP practice or locally via
the acute trust.
b. Secondary care engagement
As there is no clear evidence to suggest that NOACs should be used in preference to warfarin and
NICE recommends both as equal first-line treatment choices to reduce the risk of stroke in people
with AF, a meeting between Herts Valleys CCG PMOT and WHHT clinicians was arranged to
understand the drivers of this sea-change. In August 2018, the Head of PMOT and a Senior
Pharmaceutical Advisor met with WHHT clinicians from Cardiology, Haematology and Stroke

departments, along with the lead for Medicine from the WHHT Pharmacy department. WHHT
clinicians were explicit in that meeting that they are not interested in continuing to use warfarin but
instead will choose a NOAC for their patients where it is clinically possible to prescribe these. They
had a strong preference to use apixaban (the most expensive choice) which they believed to be most
cost effective. This is reflected in prescribing data received from WHHT pharmacy team which shows
that in 2017-18 of all anticoagulant prescribing across all indications, 82% of prescribing was of
NOACs. As all NOACs have NICE Technology Appraisal (TA) guidance associated with them, CCGs are
mandated to make these treatments available providing patients meet the criteria in order to
receive that treatment. As NICE places NOACs as equal first-line choice to warfarin, influencing
prescribing behaviour back to warfarin without secondary care clinical engagement is very difficult.
The prescribing patterns of secondary care heavily influence those of primary care. The drive for
continued increased NOAC use by WHHT further compounds the increase in NOAC prescribing in
primary care.
3. Use of lowest acquisition cost NOAC
There are four NOACs available on the UK market, all which have a NICE TA attached to them. This
reduces the CCGs ability to restrict choice to one or two medicines because all CCGs legally have to
offer all four treatment options. There is no clear evidence for one NOAC being superior to another
and NICE places all four NOACs as equal anticoagulation options in those with AF, stating that choice
should be based on patient clinical factors and preference. With these principles in mind, HMMC
guidance states that where there are no specific clinical considerations, the least costly NOAC should
be used. Currently the least costly NOAC is edoxaban – this agent is marginally less costly than other
NOACs when comparing list prices, but Herts Valleys CCG is also in receipt of a retrospective rebate
from the manufacturers (Daiichi Sankyo). This rebate represents a 15% discount off edoxaban list
price and a 21% price differential when compared to Herts Valleys CCG’s most prescribed NOAC
(apixaban). Edoxaban was the fourth and last NOAC to come to market and as such uptake across
the country has been slow, however given the comparable efficacy and safety data and lowest
acquisition cost, uptake is growing. RightCare data puts Herts Valleys CCG as fourth in its top ten for
edoxaban usage. The HMMC guidance is an adopted document from the East of England Priorities
Advisory Committee (PAC) that developed the guidance with the East of England regional cardiology
network. An updated version of this guidance is currently in the sign-off process with PAC and will be
presented at HMMC for adoption in due course. The 2019 version of the guidance continues to
promote the use of edoxaban where there are no specific clinical considerations but also outlines
clinical scenarios where edoxaban should be used in preference to other NOACs.
Data collected via the long-term conditions specification estimates that in 2016-17 (latest data
available) approximately 40% of NOAC initiations (across all indications) occurred in primary care
and 60% in secondary care. Prescribing data (2017-18) from WHHT shows that out of the four NOACs
available, apixaban is most commonly prescribed (72.7% of all NOAC prescribing). This is reflected in
primary care prescribing also (57.1% of all NOAC prescribing).
Clinical engagement to use edoxaban will help to stem the growth of NOAC spend for Herts Valleys
CCG without compromising patient care. In fact, prescribing of edoxaban may improve patient care –
audits conducted in a neighbouring CCG showed that 23% of patients were being prescribed the
incorrect dose with their current NOAC, predominantly under-dosing in those receiving low-dose
apixaban. Under-dosing of NOACS would be expected to reduce the medicine’s effectiveness in
stroke prevention. Dose adjustment for edoxaban is easier (i.e. less complicated and more versatile
to clinical factors) than apixaban.
For 2019-20, if primary care clinicians prescribed edoxaban in 50% of new patients (opposed to a
different NOAC) and did nothing else, Herts Valleys CCG would save £160K. Switching would release
even larger savings but the PMOT believe that there is not enough clinical confidence to do this at
this time.

a. Primary care engagement
At the Integrated Planned & Urgent Care Programme Board meeting in December 2018, there was a
discussion on the efficacy of NOACs compared to warfarin. It was agreed that according to NICE
guidelines, neither show superiority but locally because of the advantages stated above there is a
strong preference for the use of NOACs over warfarin. Changing the NOAC used as first choice is a
much more possible option.
A paper to discuss the promotion of the lowest acquisition cost NOAC (edoxaban) or warfarin within
primary care is due to be discussed at the next Medicines Optimisation Clinical Leads group in
February 2019.
b. Secondary care engagement and audits
Within the medicines specification of the WHHT contract, it states that HMMC guidance will be
followed. It is clear from prescribing figures provided by WHHT pharmacy team that the HMMC
guidance for anticoagulant choice is not being followed. As GPs tend to follow the lead from
secondary care when choosing amongst products from a single class of medicines, as expected GP
colleagues are also likely to initiate the NOAC agent that they most frequently see initiated by
secondary care colleagues (which in west Herts is apixaban).
PMOT started to discuss potentially using more edoxaban with WHHT in the summer of 2018.
Choice of NOAC was discussed at the CCG/WHHT meeting held in August 2018. There was a
discussion around the use of edoxaban and why uptake at WHHT is so low. The stroke physician
cited a large systematic review (Stern et al., 2017) which demonstrated that edoxaban was not as
cost effective as apixaban.
The PMOT have reviewed this paper and found that the costs used for edoxaban were significantly
higher than actual costs and the cost effective analysis used composite outcomes which skewed the
cost effectiveness data. The views of the other two consultant clinicians at this meeting were that
they were not used to prescribing edoxaban, had always prescribed apixaban therefore had lots of
experience with it and so, despite being happy with edoxaban data, they were reluctant to use a
drug they had the least experience in.
At the end of the meeting, there was agreement that the cardiology consultants would trial
edoxaban in a few niche patients where edoxaban use may be more favourable, e.g. patients with
renal impairment, those requiring once daily products. A follow-up meeting occurred in October
2018 where the review of the Stern paper was presented. Only one cardiology clinician and one
WHHT pharmacy representative attended this meeting. The consultant had started edoxaban in
three patients and was aware that his clinical lead had used it a couple of times. A discussion took
place regarding reviewing patients currently under-dosed on their NOAC and switching, where
appropriate, to the correct dose of edoxaban in primary care. The cardiology consultant was in
support of this quality approach.
A further meeting was set-up for December 2018 – none of the invited clinicians attended this
meeting but the pharmacy at WHHT produced usage data for the PMOT to consider. WHHT
pharmacy team identified additional clinicians who are frequent prescribers of NOACs (e.g. lead
consultant for the acute admissions unit) and PMOT continue to attempt engagement with these
clinicians.
During the engagement sessions with WHHT, the presence of Pfizer (manufacturer of apixaban)
within the hospital was discussed as representatives from this company frequently attend and
sponsor educational events and lunches at the Trust. It was noted that the presence of Daiichi

Sankyo is less prominent. The PMOT are currently liaising with Daiichi Sankyo representatives
regarding their relationship with WHHT in an effort to increase awareness of edoxaban being the
lowest acquisition cost NOAC and is the preferred choice across Hertfordshire; future educational
events are planned in line with the WHHT policy.
4. Safety of anticoagulant prescribing
As part of the WHHT contract with Herts Valleys CCG, WHHT are required to complete a six-monthly
audit regarding choice of NOAC initiated, to provide assurance that HMMC guidance is being
followed. The audit should comprise of one-months’ data or 100 patients minimum if more than 100
patients are initiated and should demonstrate that more than 90% of new initiations are in line with
HMMC guidance. The last audit that was completed by WHHT looked at the period of January 2017
to January 2018, comprised of 26 cardiology patient discharge summaries and were all for initiation
of a NOAC in AF. The audit outcomes state that in 100% of cases, the HMMC guidance had been
followed, however of the 26 initiations, less than 5% were initiated on the preferred agent
edoxaban, suggesting that this finding is unfounded. This is further supported by the fact that the
choice of anticoagulation was documented as discussed with the patient in only 30% of cases – this
is not only outside of local guidance but is also outside of the NICE TA where informed discussion
with the patient is a requirement of a NOAC being an option. In addition, less than 35% of patients
had a CHA2DS2-VASc score recorded on the discharge summary and only approximately 30% of
patients had a HAS-BLED score recorded. This highlights a significant safety issue. The patient’s
CHA2DS2-VASc and HAS-BLED score are integral pieces of information on which a decision to
anticoagulate or not is made. If this information is not being considered, there is a possibility that
the risk of starting an anticoagulant outweighs the benefit. GPs require baseline CHA2DS2-VASc and
HAS-BLED scores in order to continue to prescribe an anticoagulant and also require it to compare to
when they conduct the annual review where appropriateness of anticoagulation is re-assessed. The
CHA2DS2-VASc and HAS-BLED score should be recorded as a minimum when an anticoagulant is
initiated and the fact that this occurs in less than 35% of all patients audited is of real concern. This
was raised at the meetings held with WHHT in August, October and December 2018 and has been
fed back to the quality committee. A suggestion of adding CHA2DS2-VASc and HAS-BLED as
mandatory data fields on the discharge summary has been welcomed by the WHHT clinicians but
blocked by Trust management due to competing priorities for IT solutions – with no alternative
resolution proposed.
Prescribing of NOACs in primary care may also be less than ideal. Audits conducted by Bedfordshire
CCG and Surrey CCGs have shown that patients are frequently in receipt of too low dose NOACs
meaning they do not have adequate anticoagulant cover and as such are at an increased risk of
stroke (further details as above in section 3). In addition, anecdotal evidence suggests that patients
who are prescribed NOACs are not always monitored appropriately, (e.g. renal function not checked
as frequently as required; eGFR calculation used to assess renal function rather than creatinine
clearance). To tackle these issues, Bedfordshire and Surrey CCGs have undertaken work through
their local incentive schemes where patients in receipt of NOACs are reviewed and switched, where
appropriate, to edoxaban at the correct dose. This has been coupled with active case finding for
atrial fibrillation. Since starting this work in 2016, Bedfordshire CCG has prevented 36 strokes per
year. The Herts Valleys CCG PMOT is considering a similar scheme as part of the 2019-20 PMOT Local
Incentive Scheme following presentation and discussion with locality and Board prescribing leads,
however this would be a time-consuming piece of work for GPs and so additional resources may be
required for it to be undertaken in full.

5. Next steps / Summary
The current position: It should be noted that although Herts Valleys CCG are high users of NOACs
this is due to early adoption of use. Bordering CCGs show the same growth trends but are up to a
year behind Herts Valleys CCG in their usage because they did not adopt NOACs as quickly as west
Hertfordshire clinicians. The local clinicians often adopt evidence-based medicines early, especially
where they have perceived patient benefits.
In December 2018, the anticoagulation specification and intentions was discussed that the
Integrated Planned & Urgent Care Programme Board meeting. The direction tended towards the
option of ‘do nothing’ in terms of procurement but adopt the new service specification, facilitate
equity of access to community-based anticoagulation for all patients and monitor through primary
care. It was also recommended to use both NOACs and warfarin where appropriate.
Secondary Care Influencers: In order to fully influence NOAC choice in primary care, edoxaban
usage needs to be used more routinely in secondary care. The PMOT have tried multiple times to
engage with and encourage WHHT clinicians to use edoxaban with some small successes – but not
all consultants agreed to use it. WHHT are not following agreed HMMC guidance. There is no
appetite to move towards warfarin use. Audits conducted by WHHT show that patients could be at
risk due to lack of documentation of CHA2DS2-VASc and HAS-BLED scores, with even less data at
transfer of care – as even when these scores are known in secondary care they are not always given
to the GP at discharge. The PMOT plan to take a scheme to the Medicines Optimisation Clinical
Leads group which would look at reviewing low doses of NOACs and switching those on
inappropriate doses to edoxaban – however there remain concerns that were this to be approved by
the group, it is unlikely that engagement on an individual practice level will be maximised without
the changed prescribing behaviour of WHHT colleagues and without additional resources for the
PMOT Local Incentive Scheme.
The potential to introduce change in primary care: Once prescribed, NOACs are often taken for life.
It is the PMOT belief that a reduction in NOAC spend will not occur in 2019-20 for reasons outlined
in this summary paper.
In order to stem the growth in spend on NOACs, the lowest acquisition cost NOAC should be used
across both primary and secondary care sectors. Incentives for GPs to do the work of switching
patients who are inadequately dosed to edoxaban would encourage use of edoxaban and should
grow the confidence in this newer drug. Once confidence is better established, in future years
switching patients may become feasible, releasing larger savings.
This is large piece of work which will only be possible if GPs are adequately incentivised, and if
secondary care champions can be found who endorse it.
6. Recommendations
i.

Continue to use warfarin and NOACs as equal first line anticoagulation options; do not reprocure anticoagulant services. There is no clinical appetite to increase warfarin use either
in primary or secondary care. The use of warfarin and therefore associated warfarin
monitoring is reducing. It has been established that currently there are no identified quality
and patient experience issues and there is access to anticoagulant services across Herts
Valleys, therefore re-procuring existing anticoagulation services would not result in a
reduction in costs or improvement in patient experience. However with the development of
primary care networks there may be an opportunity to commission and deliver level 4
anticoagulation through a network level rather than individual GP practices. This could be
considered through the development of next phase of the GP ECF for 2019/20.

ii.

Advise on how to encourage WHHT to transfer information (i.e. CHA2DS2-VASc and HASBLED scores) to GP colleagues. CHA2DS2-VASc and HAS-BLED scores are consistently omitted
from discharge summaries when patients are initiated on anticoagulation by WHHT. GPs
require this information in order to take on prescribing of anticoagulants and to conduct
annual reviews. Suggested solutions have been blocked by Trust management and there
seems to be little appetite to resolve this safety issue. It is requested that this issue is picked
up by CCG managers.

iii.

Incentivise GPs to review patients currently under-dosed on NOACs and switch to lowest
acquisition cost NOAC (edoxaban) or warfarin.
 It is estimated that 20% of patients prescribed NOACs are currently under-dosed,
increasing their risk of stroke. It is estimated that by 2019-20, Herts Valleys CCG will
have 12,200 patients prescribed NOACs with approx. 2,440 patients on too low dose
NOAC.
 GPs could be incentivised to review this at-risk group of patients and switch them onto
the appropriate dose of edoxaban – this would reduce the patient’s risk of stroke and in
addition be a drug cost saving for the CCG. At 2,440 patients across the patch, this
equates to approx. four patients per 1,000 population requiring a review.
 If 50 – 75% of the at-risk group were switched to edoxaban, this would realise approx.
£160K – £230K of savings through lower NOAC costs. It would also build GP confidence
in edoxaban prescribing and therefore may lead to further savings in the future.
 GPs would need to be adequately incentivised for the time resource that would be
required to carry out face-to-face reviews.
 GP practices could be measured on their edoxaban and warfarin items, i.e. edoxaban
and warfarin as a percentage of all NOAC and warfarin prescribed items. The aim would
be for Herts Valleys CCG to improve its position on spend of edoxaban from fifth highest
when compared to demographically similar CCGs, to second highest, as per the 2017-18
RightCare data pack. GPs may choose to use edoxaban or warfarin in more patient
cohorts than those who are currently under-dosed, thus increasing overall edoxaban
usage, when compared to other NOACs.
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HERTS VALLEYS CCG PHARMACY AND MEDICINES OPTIMISATION TEAM – 2017-18 LONG
TERM CONDITIONS FINAL PAYMENTS TO GP PRACTICES
1. FINAL PAYMENTS TO GP PRACTICES IN RELATION TO 2017-18 LONG TERM CONDITIONS SPECIFICATION
(PRESCRIBING) ACHIEVEMENTS. The Primary Care Commissioning Committee is asked to approve the
proposed final payments to GP practices.
The Herts Valleys CCG Long Term Conditions (LTC) specification has been in place since 2015-16 and ran for three
financial years. The LTC specification contained prescribing elements which were updated at each financial year. For
2017-18, the prescribing element of the specification composed of three parts and GP practices are remunerated
according to level of achievement of pre-agreed thresholds at June/July 2018 data. Further details of the 2017-18
specification can be found in Appendix A.
One component of the LTC specification for 2017-18 was moving appropriate patients from Symbicort® to DuoResp®
Spiromax®, however in-year due to price changes of Symbicort®, this switch was no longer financially beneficial to the
CCG and so this component was changed. As this change to the specification occurred in-year, to acknowledge any
work already conducted on Symbicort® to DuoResp® Spiromax® during 2017-18, it was agreed that all member
practices would be awarded 15% (22.5p) of the payment for this specific component, regardless of position. Details
regarding this can be found in Appendix B.
Monitoring of GP practice attainment for each LTC component is done through the use of ePACT2 data and EMIS
Enterprise (or self-reporting where practices do not have the EMIS Enterprise facility). At the start of the 2017-18
financial year, there were 67 GP practices. Throughout 2017-18 and 2018-19, a number of practice mergers have taken
place. For payments based on data collected through EMIS Enterprise (or self-reporting), practice achievement is
based on merged practice data (including baseline data) as separate achievement data is not possible to obtain

through this data collection method. This affects eight practices (Boxwell Road, Milton House, The Lodge, Redbourn
Health Centre and the four Cassio surgeries) and payments will be allocated to the lead practice and will include
registered COPD and asthma patients for all practices involved in the merger. For payments based on ePACT2 data,
practice achievement data has not been merged (with the exception of Bridgewater House Surgery) as monitoring of
prescribing data has still been possible as separate entities. Where any data has been merged (ePACT2 or EMIS
Enterprise) no practice has been disadvantaged in relation to remuneration due. For two practices, data for the
reduction in short-acting bronchodilators element (element one) could not be collected and as such no payment is due
for that element. This affects West Herts Medical Centre (now closed) and Parkbury House (multiple requests were
made for the practice to submit data but this was never received).
Data required to process LTC remuneration from ePACT2 and EMIS Enterprise has now been received and GP practice
achievements have been calculated as such. For remuneration for elements two and three (i.e. reduction in Seretide®
250 prescribing and stepping down high-dose inhaled corticosteroids/long-acting beta-agonists), if the target has not
been met then payment is proportional to achievement above the baseline values and this is as per Appendix A.
Achievement data used for element one has been extended from end-June 2018 to end-July 2018 in line with the
whole LTC specification being extended to the end of July 2018. Appendix C details proposed final practice payments,
broken down to each element of the 2017-18 prescribing LTC.
In relation to element one of the 2017-18 LTC (prescribing) specification, building of appropriate IT system searches for
GP practices and reporting on position of achievement throughout the year has been challenging and has left practices
at a disadvantage. It is therefore proposed that practices are remunerated on this element where any patients have
been reviewed resulting in a reduction in short-acting bronchodilator prescribing is demonstrated, rather than the 50%
reduction proposed in the specification. Appendix C accounts for this proposed change.

Primary Care Plus Long Term Conditions (LTC)
Medicines Optimisation Actions and Targets
2017-2018
COMPONENT 3 – RESPIRATORY (ASTHMA & COPD)
1. Short-acting beta-agonists (SABA) bronchodilators
Medicines Optimisation Action:

All asthma patients who have been prescribed 12 or more short-acting reliever inhalers in the previous 12
months should be invited for urgent review of their asthma control, with the aim of improving their control
through education and change of treatment if required.

Medicines Optimisation Target:

A 50% reduction in the number of patients who have been identified as being issued 12 or more short-acting
beta-agonist (SABA) inhalers (salbutamol or terbutaline) within the last 12 months.
• Baseline data will be based on practice data at 30th September 2017
• Achievement data will be based on practice data at 30th June 2018
For EMIS practices: PMOT will be able to access data (baseline and achievement) from EMIS Enterprise
For SystmOne/Vision practices: Practices will be provided with pre-built searches* from which baseline and
achievement data will have to be derived and reported back to PMOT.
(* Searches will be circulated at a later stage but will be appropriately dated to represent the required time)

For practices identified as having NO patients who fit the stated criteria at 30th September 2017, a
personalised target will be agreed between PMOT and the practice dependent upon current prescribing.

Payment for Achievement of Medicines Optimisation Target:

£1.275 per registered COPD and asthma patient (based on the latest available QOF disease registers)

Supporting Information
•

•
•

•

Well controlled asthma is associated with little or no need for short-acting beta agonist (SABA)
bronchodilators and should ideally be prescribed ‘when required’. Reliance on frequent use, or a sudden
increase in dose, indicates poorly controlled or deteriorating disease.
National guidelines state that patients who regularly use SABA inhalers more than three times a week
should be prescribed regular corticosteroid inhalers (ICS) and should have their asthma control assessed.
The importance of reviewing patients who use excessive reliever inhalers was identified as a key
recommendation within The National Review of Asthma Deaths (NRAD) report – May 2014.
https://www.rcplondon.ac.uk/projects/outputs/why-asthma-still-kills
The primary aim of this report was to understand the circumstances surrounding asthma deaths in the UK
and identify avoidable factors and make recommendations to improve care and reduce deaths.
Patients to be reviewed in line with local guidelines
Asthma: http://hertsvalleysccg.nhs.uk/publications/pharmacy-and-medicines-optimisation/localdecisions/respiratory-system/asthma-1

2. Seretide Evohaler® 250
Page 1 of 3

Medicines Optimisation Action:

Adult patients (asthma and COPD) to be switched from Seretide Evohaler® 250 to an alternative ICS/LABA
combination inhaler. Ensure patient is aware of this change and knows how to use the alternative product.

Medicines Optimisation Target:

Reduction of at least 50% in the numbers of prescribed Seretide Evohaler® 250 inhalers from baseline (Q1
2017-18 ePACT data)

Payment for Achievement of Medicines Optimisation Target:

£1.50 per registered COPD and asthma patient (based on the latest available QOF disease registers)

Supporting Information

•
•

Seretide Evohaler® 250 inhaler (fluticasone/salmeterol) is a top spend drug in HVCCG – circa. £1 million/yr
There are now several other ICS (inhaled corticosteroid) and LABA (long acting beta agonist) combination
products available that are more cost-effective and approved for use in local guidelines: Asthma: http://hertsvalleysccg.nhs.uk/publications/pharmacy-and-medicines-optimisation/localdecisions/respiratory-system/asthma-1
COPD: http://hertsvalleysccg.nhs.uk/publications/pharmacy-and-medicines-optimisation/localdecisions/respiratory-system/copd/4069-copd-treatment-guidelines/file

3. Stepping down patients on high dose inhaled ICS/LABA
Medicines Optimisation Action:

Adult patients (asthma and COPD) on high dose ICS/LABA combination inhalers to be reviewed and stepped
down where appropriate, in line with local and national asthma and COPD guidelines

Medicines Optimisation Target:
•

The measure is the number of low/moderate dose ICS/LABA inhalers as a percentage of all strength
ICS/LABA inhalers.
• The practice target will be dependent on the baseline position (Q1 2017-18 ePACT data) in relation to
national performance (PrescQIPP national indicator).
Below national median (<55%): To improve by at least 10% from baseline
Between national median and the top 10% (≥55% to <63%):
To improve to the top 10% value (≥63%)
At or above the top 10% (≥63%): To maintain position and not fall below the top 10% value

Payment for Achievement of Medicines Optimisation Target:

£2.20 per registered COPD and asthma patient (based on the latest available QOF disease registers)

Supporting Information
•

•
•

Prolonged use of high dose ICS increases the risk of adverse systemic adverse effects such as adrenal
suppression, increased risk of osteoporosis and diabetes. Other side effects include hoarseness,
candidiasis of the mouth and throat, anxiety, depression, sleep disturbance, behavioural changes,
cataracts and glaucoma and skin thinning and bruising.
High dose ICS/LABA inhalers are the most costly inhalers. ICS is number one spend area in HVCCG
(approx. £5 million/yr).
The BTS/SIGN guidelines recommend stepping down treatment when asthma control is stable for at least
3 months to prevent over treating and to use the lowest possible dose of ICS which controls the
symptoms of asthma.
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•

COPD patients on high strength ICS should be reviewed regularly for a change to a lower potency/lower
cost ICS, if appropriate. Refer to following HMMC links:
Seretide 500 Accuhaler
Seretide 250 Evohaler

Timescales for Delivery of Medicines Optimisation Actions (Indicators 2 and 3 only)
Delivery of medicines optimisation actions
Measurement Period from ePACT for
achievement of targets
By end of Q4 2017-18 (January 2018 – March 2018) Q1 2018-19 (April 2018 – June 2018)
Measurement of Medicines Optimisation Targets

•
•
•

ePACT data will be used to measure the medicines optimisation targets
The measurement period for achievement of targets will be Q1 2018-19 (April 2018 – June 2018)
If the target has not been met when assessed by Q1 2018-19 ePACT data, then payment will be
proportional to achievement above the baseline values (up to 100% for threshold target value achieved at
Q1 2018-19)

Version
Developed by
Date ratified
Review date

1.0
Pharmacy and Medicines Optimisation Team, HVCCG
October 2017 (Chair’s Action for Medicine Optimisation Clinical Leads group); October
2017 (Primary Care Commissioning Committee)
March 2018
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Da vi d Bu ckl e
Med i ca l Di recto r
Hemel On e Bo u n d a ry
Wa y Hemel
Hemp stea d HP2 7YU
www.h ertsva l l eyscc g
.nhs.uk 01442
898888
Dear Member Practice,

11th January 2018

Re: Update on Long Term Conditions Specification 2017-18
I recently wrote to all member practices (dated 7th November 2017) regarding the replacement of
one of the existing Medicines Optimisation components with a different indicator which involved
the numbers of SABA inhalers prescribed for Asthma and COPD patients, over a 12 month period.
After taking into consideration feedback raised by HVCCG GPs, I am writing to inform you that this
target will now be amended to include only Asthma patients as the evidence-base for this cohort of
patients, to reduce asthma deaths has been nationally proven and hence has the potential to save
lives. Practice searches using EMIS Enterprise have also found that the number of patients identified
just for Asthma is significantly higher than we initially anticipated and hence it is felt that it would be
beneficial for practices to concentrate on this clinical group where the supporting evidence is more
robust. Hence this would solely be a viable indicator without including COPD patients. For now the
COPD patients will not be monitored, however this may be reviewed in the future in line with more
detailed consultation with local Specialists. It is hoped that this will be a more acceptable target for
HVCCG member practices.
In addition to the above, I have also taken into consideration concerns regarding the in-year
introduction of this indicator and hence to acknowledge any work already conducted on the
previous LTC indicator (Symbicort® to DuoResp®), within the first 6 months, all member practices
will be awarded 15% (22.5p) of the payment for this specific component, regardless of current
position.
An updated document outlining the most current Medicines Optimisation Actions and Targets 201718 is attached with this e-mail.
Should you have any queries relating to this change, please direct them to the PMOT via the PMOT
query e-mail (hvccg.pmot1@nhs.net)
Yours sincerely

David Buckle
Medical Director

DuoResp
Asthma/COPD
Register 2017/18

LOCALITY

Seretide

Low & Moderate Dose ICS/LABA

SABA

Pence per head
achievement

Locality
achievement

Threshold

Baseline

Q1 2018/19
Position

Per head
achievement

Locality
achievement

Threshold

Baseline

Q1 2018/19
Position

Per head
achievement

Locality
achievement

Baseline

Threshold

Q1 2018/19
Position

Per head
achievement

Locality
achievement

Total locality
achievement

DACORUM COMMISSIONING LOCALITY

11,541

0.225

£2,596.73

294

376

318

See below

£10,347.96

63.00%

62.13%

63.15%

See below

£15,194.91

720

701

728

See below

£7,648.73

£35,788.32

HERTSMERE COMMISSIONING LOCALITY

7,185

0.225

£1,616.63

375

496

404

See below

£6,953.96

63.00%

59.39%

60.89%

See below

£8,112.05

287

278

244

See below

£7,484.25

£24,166.89

ST ALBANS & HARPENDEN

10,302

0.225

£2,317.95

236

297

264

See below

£6,007.40

63.00%

66.47%

67.87%

See below

£17,527.20

439

426

381

See below

£4,517.33

£30,369.88

WATFORD & 3RIVERS

14,471

0.225

£3,255.98

514

710

605

See below

£10,828.65

63.00%

57.84%

58.06%

See below

£14,311.16

725

700

657

See below

£8,991.30

£37,387.09

HVCCG

43,499

0.225

£9,787.28

1,418

1879

1591

See below

£34,137.97

63.00%

61.08%

62.02%

See below

£55,145.32

2,171

2,105

2,010

See below

£28,641.60

£127,712.17

Asthma/COPD
Register 2017/18

Pence per head
achievement

Practice
achievement

Threshold

Baseline

Q1 2018/19
Position

Per head
achievement

Practice
achievement

Threshold

Baseline

Q1 2018/19
Position

Per head
achievement

Practice
achievement

Baseline

Threshold

Q1 2018/19
Position

Per head
achievement

Practice
achievement

Total practice
achievement

PRACTICE CODE PRACTICE NAME

DACORUM COMMISSIONING LOCALITY

E82643

ARCHWAY SURGERY

159

0.225

£35.78

0

0

2

£0.00

£0.00

63.00%

61.61%

64.60%

£2.20

£349.80

1

0

1

£0.000

£0.00

£385.58

DACORUM COMMISSIONING LOCALITY

E82032

BENNETTS END SURGERY

1,337

0.225

£300.83

21

27

20

£1.50

£2,005.50

56.63%

46.63%

52.76%

£1.35

£1,804.95

123

122

121

£1.275

£1,704.68

£5,815.95

DACORUM COMMISSIONING LOCALITY

E82076

BOXWELL ROAD SURGERY

324

0.225

£72.90

18

21

11

£1.50

£486.00

63.00%

74.03%

75.00%

£2.20

£712.80

See E82028

See E82028

See E82028

£0.000

£0.00

£1,271.70

DACORUM COMMISSIONING LOCALITY

E82644

COLERIDGE HOUSE MEDICAL CENTRE

77

0.225

£17.33

0

0

0

£0.00

£0.00

63.00%

59.02%

70.15%

£2.20

£169.40

16

15

16

£0.000

£0.00

£186.73

DACORUM COMMISSIONING LOCALITY

E82051

EVEREST HOUSE SURGERY

958

0.225

£215.55

32

39

34

£1.07

£1,025.06

63.00%

61.30%

61.03%

£0.00

£0.00

69

68

62

£1.275

£1,221.45

£2,462.06

DACORUM COMMISSIONING LOCALITY

E82022

FERNVILLE SURGERY

1,179

0.225

£265.28

32

43

48

£0.00

£0.00

63.00%

58.50%

54.92%

£0.00

£0.00

87

86

85

£1.275

£1,503.23

£1,768.50

DACORUM COMMISSIONING LOCALITY

E82652

GOSSOMS END SURGERY

173

0.225

£38.93

0

0

0

£0.00

£0.00

55.52%

45.52%

55.70%

£2.20

£380.60

15

14

14

£1.275

£220.58

£640.10

DACORUM COMMISSIONING LOCALITY

E82050

GROVE HILL MEDICAL CENTRE

342

0.225

£76.95

11

12

20

£0.00

£0.00

63.00%

57.05%

63.21%

£2.20

£752.40

15

14

10

£1.275

£436.05

£1,265.40

DACORUM COMMISSIONING LOCALITY

E82066

HAVERFIELD SURGERY

162

0.225

£36.45

6

6

0

£1.50

£243.00

63.00%

72.59%

57.55%

£0.00

£0.00

7

6

8

£0.000

£0.00

£279.45

DACORUM COMMISSIONING LOCALITY

E82640

HIGHFIELD SURGERY

432

0.225

£97.20

8

9

2

£1.50

£648.00

63.00%

61.11%

60.24%

£0.00

£0.00

40

39

40

£0.000

£0.00

£745.20

DACORUM COMMISSIONING LOCALITY

E82129

KINGS LANGLEY SURGERY

872

0.225

£196.20

19

29

25

£0.60

£523.20

63.00%

77.65%

76.75%

£2.20

£1,918.40

16

15

16

£0.000

£0.00

£2,637.80

DACORUM COMMISSIONING LOCALITY

E82009

LINCOLN HOUSE SURGERY

664

0.225

£149.40

35

46

30

£1.50

£996.00

63.00%

59.62%

58.32%

£0.00

£0.00

64

63

53

£1.275

£846.60

£1,992.00

DACORUM COMMISSIONING LOCALITY

E82028

MILTON HOUSE SURGERY

584

0.225

£131.40

13

15

14

£0.75

£438.00

63.00%

61.39%

59.53%

£0.00

£0.00

40

39

44

£0.000

£0.00

£569.40

DACORUM COMMISSIONING LOCALITY

E82091

PARKWOOD SURGERY

1,346

0.225

£302.85

33

44

37

£0.95

£1,278.70

63.00%

64.21%

66.87%

£2.20

£2,961.20

106

105

99

£1.275

£1,716.15

£6,258.90

DACORUM COMMISSIONING LOCALITY

E82001

ROTHSCHILD HOUSE SURGERY

1,803

0.225

£405.68

53

65

48

£1.50

£2,704.50

63.00%

71.02%

79.95%

£2.20

£3,966.60

57

56

87

£0.000

£0.00

£7,076.78

DACORUM COMMISSIONING LOCALITY

E82094

THE MANOR STREET SURGERY

680

0.225

£153.00

4

5

6

£0.00

£0.00

63.00%

73.80%

73.95%

£2.20

£1,496.00

25

24

31

£0.000

£0.00

£1,649.00

DACORUM COMMISSIONING LOCALITY

E82131

THE NEW SURGERY

178

0.225

£40.05

6

10

15

£0.00

£0.00

50.35%

40.35%

49.07%

£1.92

£341.76

0

0

6

£0.000

£0.00

£381.81

DACORUM COMMISSIONING LOCALITY

Y02638

WEST HERTS MEDICAL CENTRE

116

0.225

£26.10

2

2

2

£0.00

£0.00

63.00%

63.27%

45.37%

£0.00

£0.00

No data

No data

No data

£0.000

£0.00

£26.10

DACORUM COMMISSIONING LOCALITY

E82070

WOODHALL FARM MEDICAL CENTRE

155

0.225

£34.88

3

3

4

£0.00

£0.00

63.00%

57.30%

65.31%

£2.20

£341.00

39

38

39

£0.000

£0.00

£375.88

HERTSMERE COMMISSIONING LOCALITY

E82098

ANNANDALE HOUSE

572

0.225

£128.70

19

24

21

£0.90

£514.80

63.00%

79.00%

78.57%

£2.20

£1,258.40

29

28

10

£1.275

£729.30

£2,631.20

HERTSMERE COMMISSIONING LOCALITY

E82012

FAIRBROOK MEDICAL CENTRE

1,009

0.225

£227.03

63

91

61

£1.50

£1,513.50

58.49%

48.49%

50.63%

£0.47

£474.23

48

47

44

£1.275

£1,286.48

£3,501.23

HERTSMERE COMMISSIONING LOCALITY

E82078

HIGHVIEW MEDICAL CENTRE

736

0.225

£165.60

30

39

36

£0.50

£368.00

63.00%

53.47%

57.48%

£0.93

£684.48

40

39

36

£1.275

£938.40

£2,156.48

HERTSMERE COMMISSIONING LOCALITY

E82657

LITTLE BUSHEY SURGERY

408

0.225

£91.80

18

30

18

£1.50

£612.00

54.21%

44.21%

53.56%

£2.06

£840.48

23

22

30

£0.000

£0.00

£1,544.28

HERTSMERE COMMISSIONING LOCALITY

E82027

PARKFIELD MEDICAL CENTRE

853

0.225

£191.93

21

27

14

£1.50

£1,279.50

63.00%

61.34%

58.39%

£0.00

£0.00

40

39

39

£1.275

£1,087.58

£2,559.00

HERTSMERE COMMISSIONING LOCALITY

E82043

SCHOPWICK SURGERY

907

0.225

£204.08

42

58

25

£1.50

£1,360.50

63.00%

55.70%

58.30%

£0.78

£707.46

25

24

41

£0.000

£0.00

£2,272.04

HERTSMERE COMMISSIONING LOCALITY

E82117

THE GROVE MEDICAL CENTRE

815

0.225

£183.38

24

32

27

£0.94

£766.10

63.00%

60.78%

60.48%

£0.00

£0.00

34

33

23

£1.275

£1,039.13

£1,988.60

HERTSMERE COMMISSIONING LOCALITY

E82085

THE RED HOUSE GROUP

1,311

0.225

£294.98

60

72

94

£0.00

£0.00

63.00%

64.93%

65.92%

£2.20

£2,884.20

31

30

18

£1.275

£1,671.53

£4,850.70

HERTSMERE COMMISSIONING LOCALITY

E82048

THEOBALD MEDICAL CENTRE

574

0.225

£129.15

99

123

108

£0.94

£539.56

63.00%

65.78%

64.55%

£2.20

£1,262.80

17

16

12

£1.275

£731.85

£2,663.36

ST ALBANS & HARPENDEN

E82113

COLNEY MEDICAL CENTRE

221

0.225

£49.73

10

14

7

£1.50

£331.50

63.00%

64.09%

60.66%

£0.00

£0.00

18

17

19

£0.000

£0.00

£381.23

ST ALBANS & HARPENDEN

E82077

DAVENPORT HOUSE SURGERY

739

0.225

£166.28

19

20

9

£1.50

£1,108.50

63.00%

67.72%

70.62%

£2.20

£1,625.80

2

1

16

£0.000

£0.00

£2,900.58

ST ALBANS & HARPENDEN

E82071

ELMS MEDICAL PRACTICE

1,024

0.225

£230.40

15

26

44

£0.00

£0.00

63.00%

56.77%

60.89%

£1.45

£1,484.80

25

24

7

£1.275

£1,305.60

£3,020.80

ST ALBANS & HARPENDEN

E82059

GRANGE STREET SURGERY

752

0.225

£169.20

12

16

20

£0.00

£0.00

63.00%

69.85%

69.11%

£2.20

£1,654.40

40

39

35

£1.275

£958.80

£2,782.40

ST ALBANS & HARPENDEN

E82084

HARVEY HOUSE SURGERY

942

0.225

£211.95

12

15

15

£0.00

£0.00

63.00%

57.30%

56.82%

£0.00

£0.00

42

41

49

£0.000

£0.00

£211.95

ST ALBANS & HARPENDEN

E82004

HATFIELD ROAD SURGERY

248

0.225

£55.80

3

6

4

£1.00

£248.00

63.00%

71.28%

78.05%

£2.20

£545.60

20

19

16

£1.275

£316.20

£1,165.60

ST ALBANS & HARPENDEN

E82107

LATTIMORE SURGERY

600

0.225

£135.00

4

5

4

£1.50

£900.00

63.00%

64.45%

66.22%

£2.20

£1,320.00

90

89

11

£1.275

£765.00

£3,120.00

ST ALBANS & HARPENDEN

E82014

LODGE SURGERY

823

0.225

£185.18

9

12

19

£0.00

£0.00

63.00%

60.92%

58.24%

£0.00

£0.00

47

46

75

£0.000

£0.00

£185.18

ST ALBANS & HARPENDEN

E82031

MALTINGS SURGERY

1,382

0.225

£310.95

48

50

16

£1.50

£2,073.00

63.00%

73.66%

78.22%

£2.20

£3,040.40

49

48

49

£0.000

£0.00

£5,424.35

ST ALBANS & HARPENDEN

E82055

MIDWAY SURGERY

ST ALBANS & HARPENDEN

E82060

PARKBURY HOUSE SURGERY

ST ALBANS & HARPENDEN

E82095

ST ALBANS & HARPENDEN

919

0.225

£206.78

20

25

23

£0.60

£551.40

63.00%

75.47%

76.15%

£2.20

£2,021.80

47

46

45

£1.275

£1,171.73

£3,951.70

1,214

0.225

£273.15

32

39

48

£0.00

£0.00

63.00%

65.37%

70.48%

£2.20

£2,670.80

No data

No data

No data

£0.000

£0.00

£2,943.95

REDBOURN HC MEDICAL PRACTICE

530

0.225

£119.25

29

35

21

£1.50

£795.00

63.00%

68.64%

65.98%

£2.20

£1,166.00

See E82014

See E82014

See E82014

£0.000

£0.00

£2,080.25

E82037

VILLAGE SURGERY

908

0.225

£204.30

26

34

34

£0.00

£0.00

63.00%

65.57%

65.35%

£2.20

£1,997.60

59

58

62

£0.000

£0.00

£2,201.90

WATFORD & 3RIVERS

E82105

ABBOTSWOOD MEDICAL CENTRE

250

0.225

£56.25

3

6

2

£1.50

£375.00

63.00%

55.43%

50.30%

£0.00

£0.00

15

14

12

£1.275

£318.75

£750.00

WATFORD & 3RIVERS

E82124

ATTENBOROUGH SURGERY

1,385

0.225

£311.63

97

144

128

£0.51

£706.35

63.00%

57.63%

58.21%

£0.24

£332.40

51

50

64

£0.000

£0.00

£1,350.38

WATFORD & 3RIVERS

E82049

BALDWINS LANE SURGERY

WATFORD & 3RIVERS

E82013

BRIDGEWATER HOUSE SURGERY

WATFORD & 3RIVERS

E82054

WATFORD & 3RIVERS

E82603

WATFORD & 3RIVERS

E82613

283

0.225

£63.68

1

1

11

£0.00

£0.00

60.25%

50.25%

41.54%

£0.00

£0.00

19

18

14

£1.275

£360.83

£424.50

1,962

0.225

£441.45

32

38

40

£0.00

£0.00

63.00%

70.51%

70.72%

£2.20

£4,316.40

49

48

25

£1.275

£2,501.55

£7,259.40

CALLOWLAND SURGERY

700

0.225

£157.50

9

13

18

£0.00

£0.00

63.00%

57.94%

55.17%

£0.00

£0.00

22

21

25

£0.000

£0.00

£157.50

CASSIO SURGERY - E82603

161

0.225

£36.23

2

2

4

£0.00

£0.00

58.57%

48.57%

59.38%

£2.20

£354.20

68

67

62

£1.275

£823.65

£1,214.08

CASSIO SURGERY - E82613

223

0.225

£50.18

2

2

3

£0.00

£0.00

63.00%

86.54%

79.49%

£2.20

£490.60

See E82603

See E82603

See E82603

£0.000

£0.00

£540.78

WATFORD & 3RIVERS

E82630

CASSIO SURGERY - E82630

137

0.225

£30.83

0

0

11

£0.00

£0.00

63.00%

63.33%

56.50%

£0.00

£0.00

See E82603

See E82603

See E82603

£0.000

£0.00

£30.83

WATFORD & 3RIVERS

E82656

CASSIO SURGERY - E82656

125

0.225

£28.13

0

0

7

£0.00

£0.00

63.00%

55.56%

64.55%

£2.20

£275.00

See E82603

See E82603

See E82603

£0.000

£0.00

£303.13

WATFORD & 3RIVERS

E82064

CHORLEYWOOD HEALTH CENTRE

493

0.225

£110.93

19

21

11

£1.50

£739.50

63.00%

53.64%

54.27%

£0.15

£73.95

19

18

20

£0.000

£0.00

£924.38

WATFORD & 3RIVERS

E82020

CONSULTING ROOMS

563

0.225

£126.68

17

27

22

£0.75

£422.25

48.48%

38.48%

40.52%

£0.45

£253.35

37

36

37

£0.000

£0.00

£802.28

WATFORD & 3RIVERS

E82068

GADE SURGERY

767

0.225

£172.58

164

225

162

£1.50

£1,150.50

63.00%

57.91%

63.13%

£2.20

£1,687.40

55

54

57

£0.000

£0.00

£3,010.48

WATFORD & 3RIVERS

E82017

GARSTON MEDICAL CENTRE

620

0.225

£139.50

7

11

7

£1.50

£930.00

61.06%

51.06%

55.05%

£0.88

£545.60

54

53

46

£1.275

£790.50

£2,405.60

WATFORD & 3RIVERS

E82073

MANOR VIEW PRACTICE

903

0.225

£203.18

32

36

17

£1.50

£1,354.50

63.00%

69.65%

64.97%

£2.20

£1,986.60

15

14

22

£0.000

£0.00

£3,544.28

WATFORD & 3RIVERS

Y00243

MEADOWELL SURGERY

72

0.225

£16.20

8

15

5

£1.50

£108.00

57.27%

47.27%

32.73%

£0.00

£0.00

9

8

13

£0.000

£0.00

£124.20

WATFORD & 3RIVERS

E82106

NEW ROAD SURGERY

757

0.225

£170.33

29

32

27

£1.50

£1,135.50

61.36%

51.36%

52.12%

£0.17

£128.69

52

51

43

£1.275

£965.18

£2,399.69

WATFORD & 3RIVERS

Y01165

PATHFINDER PRACTICE

296

0.225

£66.60

2

3

23

£0.00

£0.00

60.96%

50.96%

49.21%

£0.00

£0.00

2

1

14

£0.000

£0.00

£66.60

WATFORD & 3RIVERS

E82096

SHEEPCOT MEDICAL CENTRE

800

0.225

£180.00

11

18

13

£1.07

£856.00

58.46%

48.46%

47.71%

£0.00

£0.00

37

36

38

£0.000

£0.00

£1,036.00

WATFORD & 3RIVERS

E82655

SOUTH OXHEY SURGERY

274

0.225

£61.65

0

0

4

£0.00

£0.00

62.76%

52.76%

52.88%

£0.03

£8.22

21

20

11

£1.275

£349.35

£419.22

WATFORD & 3RIVERS

E82015

SUTHERGREY HOUSE MEDICAL CENTRE

701

0.225

£157.73

40

56

31

£1.50

£1,051.50

59.60%

49.60%

46.31%

£0.00

£0.00

39

38

43

£0.000

£0.00

£1,209.23

WATFORD & 3RIVERS

E82083

THE COLNE PRACTICE

746

0.225

£167.85

6

8

17

£0.00

£0.00

63.00%

57.59%

58.60%

£0.41

£305.86

22

21

18

£1.275

£951.15

£1,424.86

WATFORD & 3RIVERS

E82069

THE ELMS SURGERY

259

0.225

£58.28

2

4

2

£1.50

£388.50

63.00%

53.17%

60.27%

£1.59

£411.81

16

15

18

£0.000

£0.00

£858.59

WATFORD & 3RIVERS

E82034

TUDOR SURGERY

529

0.225

£119.03

16

18

13

£1.50

£793.50

63.00%

58.13%

59.06%

£0.42

£222.18

15

14

11

£1.275

£674.48

£1,809.18

WATFORD & 3RIVERS

E82045

UPTON ROAD SURGERY

480

0.225

£108.00

5

8

10

£0.00

£0.00

63.00%

56.86%

62.73%

£2.10

£1,008.00

40

39

49

£0.000

£0.00

£1,116.00

WATFORD & 3RIVERS

E82046

VINE HOUSE HEALTH CENTRE

985

0.225

£221.63

13

22

17

£0.83

£817.55

63.00%

55.56%

62.13%

£1.94

£1,910.90

68

67

34

£1.275

£1,255.88

£4,205.95
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Short summary of paper

This paper outlines the:
1. Budget distribution methodology to GP surgeries for 19/20 and 20/21
2. Local incentive scheme 2019-20

Recommendation(s)

The Board/Committee is being asked to:
1. Ratify the recommendations for the methodology in the paper
2. Approve the local incentive scheme 19-20 for primary care prescribing

Engagement with
The MOCL group includes as members Medicines Optimisation Clinical Leads
patients/public/staff and
patient representatives.
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

two

☒
☒
☒

☒

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.

Risk
Owner

Risk description

Current risk
score and
movement

Target risk
score

16→

8

*Assurance
Level

*Refer to assurance levels table below.

1.2

LD/DE

Risk that member practices, local providers, local
authorities and other partners do not respond
constructively to engagement.

Medium

Risk that we do not deliver a financially sustainable
integrated healthcare system in collaboration with
our partners in the STP.
Risk that we do not achieve financial balance in
4.3
CH
2018-19.
New strategic risks identified by this report
4.1

CH

20→

15

Medium

12→

4

Medium

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

Total resource implication for this paper:
1) This is a method setting principles paper of how the
primary care prescribing budget will be allocated to
practices once our primary care prescribing budget is
agreed. There is a primary care prescribing budget of over
£75M – having a fair budget setting methodology set in
advance is good practice and enables us to organise
practice meetings early in the year. This helps GP leads to
engage with the team on quick wins to help practices to
stay within their allocated budget, starting early in the
year and so using the whole 12 month period.

CFO Signature

We set the principles for the coming year in Feb 2017, we
are therefore mainly confirming the agreed method for
practice budget setting in 19/20 and agreeing the method
for 20/21.

Potential conflicts
of interest

Equality and
quality impact
analyses (EQIA
and QIA)
Equality delivery
system (EDS2)

2) The local incentive scheme could cost up to £362K if all
practices hit all targets for being in budget, in their locality
budget and all 3 quality targets.
If all practices underspend their budgets in 19/20 we are
likely to underspend by more than the cost of the scheme,
so it is likely to fund itself, although my understanding is
that finance keep an allocated budget for payments which
are made in 20/21 for 19/20. CCGs without incentive
schemes tend to increase their spend by a 2- 5% more
than those with incentive schemes (unpublished anecdotal
data). 2% of our drugs budget is c.£1.5M
All conflicts of interest are declared and recorded as per the MOCL Terms of Reference that
were approved by the Primary Care Commissioning Committee in June 2018.
All GP members of MOCL and/or Primary Care Commissioning Committee are potentially
conflicted as the matters within this paper refer to setting of budgets and payments for the
prescribing incentive scheme – our GPs are incentivised to stay under budget. If they remain
under budget, they can claim a fee under the incentive scheme.
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.
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

☐

Data Protection
Impact
Assessment
(DPIA)
Report history

Appendices

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.
1) Methods for GP budget allocations in 2017 went to MOCL and PCCC, we try to agree
the direction of travel and principles of budget setting a year in advance.
This 2018 paper has been discussed at MOCL and is coming to PCCC for signoff.
2) MOCL discuss the local incentive scheme at their February meeting but cannot approve
it as many members have a Conflict of Interest. The scheme is presented to PCCC for
approval. It uses the same budget envelope as in previous years, although this has
become weight adjusted in line with other GP payments.
None.

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

Details

Very 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.
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.

**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?

High

Medium

Low

1. Budget distribution methodology to GP surgeries for 19/20 and 20/21
We are moving towards a bigger amount of fair shares and less historic proportion for budgets in
19/20 and 20/21 as recommended in previous years by commissioning executive and the Primary
Care Commissioning Committee.
We will take the budget amount allocated by finance (which is not yet finalised).
Remove pre-agreed primary care QIPP – expected to be approximately £1.145M in primary care
(there is an additional QIPP saving on secondary care of £1.3M).
Top slice (identical to previous years):
•
•

for care homes (to distribute later according to care home patient distribution), 5 x ASO-PU
for budget adjustments due to Capita errors in prescribers,

•

contingency for in-year adjustments e.g. due to exceptional patients, mergers, boundary
changes

•

for historically agreed necessary adjustments e.g. community services (e.g. Watford care
alliance, hospices – based on historic plus same % uplift as total budget uplift)

We will not allow practices to receive a variance on budget of over +10% or -10% compared with last
year. If there is a large variance we cap at 10% and put the remainder back into the locality/total
budget.
This allows us to identify the primary care budget amount (minus care home adjustments).
In 18/19 we have set the locality amounts according to a 60:30:10 split historic: fair shares: diabetes
mellitus register
In 19/20 we will set the locality amounts according to a 50:40:10 split historic: fair shares: diabetes
mellitus register.
WHMC has closed, their budget will be set using this methodology and amounts re-distributed to the
practices taking their patients using simple proportions so if a practice takes on 20% of WHMC
patents they will receive 20% of the budget. This will need to be added on when the reliable data is
known and so there will be a ghost budget for WHMC which will be fairly redistributed when we
have the accurate data.
In 20/21 we will set the locality amounts according to a 40:50:10 split historic: fair shares: diabetes
mellitus register
The care home amount per case per practice is added to each practice budget.
The 19/20 method of budget allocation was agreed in Feb 18. For 20/21 we would like to continue
to move towards a larger proportion of fair shares each year. We wish to agree the method
principles for 20/21. This was agreed at MOCL on 26th February 2019.
Note: The draft budgets were not presented, but it should be noted that we will be assuring the %
uplift, QIPP and care home distribution in budget after this meeting with finance/care home team outside the meeting. Final budgets will be re-circulated for noting.

2. Local incentive scheme 2019-20

Gateways
It is essential to be compliant with Gateway issues a), b) and c) to qualify for Local Incentive Scheme
(LIS) payments. Historical gateways are now either in routine practice or specified in the Enhanced
Commissioning Framework (ECF). Gateways for this LIS are:
a) Attending Locality Prescribing Meetings: The prescribing lead GP (or a clinical deputy) will
attend a minimum of four of the five annual meetings run by the Pharmacy & Medicines
Optimisation Team (PMOT) and cascade the information within their practice.
b) Eclipse Live: Practices will either sign a data sharing agreement to allow CCG use of Eclipse
Live by 30/6/19 (to enable anonymous practice data related to the scheme or nationally
required datasets to be pulled by the Medicines optimisation staff), or they will provide their
own monthly data sets to support the quality elements of the scheme that require combined
data. A pull system such as Eclipse Live is a requirement to meet Q1 metrics of the new GP
contract and is supported by 27 QoF points in 19/20.
c) Clinical Engagement Practice staff will let us know when things aren’t right!
i.e. engage with the PMOT to suggest medication improvements for
www.westhertsformulary.nhs.uk and ScriptSwitch (contact via hvccg.pmot1@nhs.net).

Local incentive payments – Maximum total 60p/practice normalised
weighted (PNW) patient
1. Practice budget: If the practice is under budget for prescribing for 2019-20 (as assessed
using ePACT.net data April 2019-March 2020, available in June 2020) then the practice will
qualify for a LIS payment of 20.0 pence per PNW patient.
2. Locality budget: If the locality as a whole is under budget for prescribing for 2019-20 (as
assessed using ePACT.net data April 2019-March 2020, available in June 2020) then each
practice will qualify for a LIS payment of 20.0 pence per PNW patient. Where a locality
meets their prescribing budget overall we will use a locality payment. Where the whole
locality does not meet their budget we will review Primary Care Networks (PCNs) and make
a payment to practices within any PCN that is underspend for its whole population. The PCN
budget will be formed by amalgamating the total of the practice budgets in each PCN.
3. Quality component: The PMOT has a monthly prescribing dashboard which shows
performance against budgets and the three quality indicators using a Red-Amber-Green
system. The PMOT will circulate good practice guidance during the year and the dashboard
will support implementation by showing monthly data on the dashboard. If practices show
quality improvements on the dashboard the practice will qualify for a quality payment of up
to 20.0 pence per PNW patient. Dashboard items which are attached to this payment will be
clearly labelled, the details of which are defined on page 2. Practices who improve on some
but not all indicators will be given a proportional payment.

Quality Component
The quality scheme elements a), b), and c) are assessed independently of budget performance.
Items a) and b) achieving green pays a maximum of 5p a head. Item c) pays a maximum of 10p a
head.
a) % adult patients (>18 years) taking oral nutritional supplements (includes all sip feeds and
puddings taken orally) on either acute or repeat prescription in current medication with a
BMI recorded within the last six months.
 Green: ≥85%; Amber: 59.90% – 84.99%; Red: <59.90%
 This indicator will be measured twice: April–Sept 2019 and Oct 2019–March 2020 and
the fee claimed for achievement will be the full amount if green overall for both six
month periods.
 Proportional adjustments will be made, e.g. if a practice is amber in the first six
months and green in the second six months.
b) Metformin dose/diabetic patient (using 2017-18 QOF data for diabetes patient numbers).
•

•

Green mean 1200mg-1800mg daily
(Over 1800mg average daily dose we would need to be assured that appropriate
adjustments are being made for renal dysfunction)
Amber mean 1000 - 1199 mg daily

•

Red mean < 1000 mg daily
Latest data run : 10% of GP practices were green, 40% amber, 50% red
c) % items edoxaban and warfarin compared with all anticoagulant items (four NOACs and
warfarin). Green will be set using Bedfordshire CCG average and shown in the prescribing
dashboard.
•
•
•

Green: ≥ 69.20%
(Bedfordshire CCG average over the three month period October – December 2018)
Amber: 33.80% – 69.19%
Red: < 33.80%
(Herts Valleys CCG average over the three month period October – December 2018)
Latest data run : 50% of GP practices were amber; 50% red

To support these quality measures (and also to support assessment of performance against budgets)
there will be a monthly prescribing dashboard which uses a traffic light system to colour code RedAmber-Green practices on each measure. Dashboard data runs two months in arrears.
For indicator a) assessment of achievement data will be assessed using Q1 and Q2 (April –
September 2019) and Q3 and Q4 2019-20 (October – March 2020) – six month periods. These data
are available to PMOT by January2020 and July 2020 using Emis Enterprise or Eclipse Live. Practices
not signing up to Eclipse Live will be requested to send data for each period to the PMOT by 30th
November 2019 and 31s t May 2020. Late submissions will not be accepted.
For indicator b) assessment the data in the dashboard will be shown as latest four month period.
Final achievement will be assessed using the last four months of the financial year’s data (December
2019 – March 2020). These data are available to PMOT by July 2020 (via ePACT).
For indicators c) ePACT data monthly will be used, data will be available to practices in arrears
monthly. Achievement will be assessed using Q4 data (January – March 2020). These data are
available to the PMOT in July 2020.
Payments:
•

Each practice will have an allocated quality fund based on 20p per PNW head.

•
•
•

•

•

Targets a) and b) if fully met (green on the dashboard) will entitle the practice to 25% of the
agreed quality fund each.
Target c) if fully met will entitle the practice to 50% of the quality fund.
The payment for practices who do not quite meet green will be on a sliding scale depending
on movement from baseline at start of year and final position up to a maximum of the target
level stated.
It is recognised with all these targets that it is possible to exceed the target but this will not
attract further payment. Practice achievements will be calculated as a proportion of the fund
available based on this movement (see worked example below).
No improvement/worsened performance compared with baseline equals no payment.

Worked example
Based on a practice with a total allocation of £10,000 end of year calculation:

Target a
Target b
Target c
Total

Fund
Movement to target
End of year allocation
£2,500
100%
£2,500
£2,500
55%
£1,375
£5,000
50%
£2,500
£6,375

The following standard conditions to the above scheme will be applied:
 PNW list size will be based on practice list size as of January 2019.
 For each of the quality items listed above, baseline data will be assessed using the mean of
Q3 monthly data from 2018-19 (first entry on the monthly dashboard).
 Practices will receive payment according to each element threshold achieved.
 Payment for each element will be based on achievement of threshold.
 Payments made must contribute towards patient care for each practice.
 Payments will be based on final achievement of each element at end March 2020. Payments
will therefore be made to practices from August 2020 as the end of year ePACT.net data only
becomes available July 2020. Payments are subject to receipt of clinical use declarations.
 Exception reporting to any element will not be permissible.

Appendix: How can spend on prescribing be reduced?
(By maximising financial benefits for the time spent)
This will be achieved by helping the CCG achieve their PMOT QIPP schemes (for which there is
separate paperwork). A monthly dashboard will support practices and data will be circulated
regularly in the weekly newsletter.
Examples
1.

2

3

4

5

6

Optional Meeting. In Q1 all practices will be offered a meeting with a PMOT pharmacist. Most
GPs will have attended something similar in past years and so be familiar with how this is
tailored based on the practice data. This meeting will focus on reducing costs and increasing
quality. Meeting with the PMOT advisor is not mandatory but will help focus the practice on the
quickest wins.
Selected Switches for High Value Items
For high value switches PMOT will suggest running searches and to switch patients from brands
to either generics or to branded generics.
Examples will be cascaded at prescribing meetings include Asacol to Octasa, use of generics not
brands (e.g. Lyrica to pregabalin, not using branded eyedrops)
The PMOT only suggest systematic searches and replacement for very high value savings
exceeding £100K/year for the CCG, but do ask for the top 10 high value lines which have been
rejected by clinical staff when ScriptSwitch prompts come up to be re-reviewed on a quarterly
basis.
ScriptSwitch
Accept switches for brands to generics and to specific branded generic prescribing lines; this is
actioned by accepting ScriptSwitch changes.
In 2019-20 PMOT intend to focus on higher value switches to gain maximum value per switch,
and to remove negative and very low value switches from the profile (reducing the number of
messages). Please let the PMOT know if there are switches or messages that you feel should be
removed or changed.
‘Specials’
Data run by the PMOT will be reviewed by the practice and recommended switches should be
reviewed and implemented, where clinically appropriate, reducing spend.
Hospital only drugs (list identified by red status on Traffic Lights).
Data run by the PMOT will be sent to prescribing leads. GP Practice staff should write and send
letters to request that the hospital initiators prescribe and post medication within three
months or at the next hospital review (if this is sooner) for each individual patient taking a redlisted medicine. A template letter is available.
De-prescribing initiatives
Stopping prescribing milks for children aged 2 years or more and recommending purchase or
alternatives, stopping statins at end of life, food first instead of sip feeds for many care home
patients, reducing use of puddings / desserts on prescription. Resources to support deprescribing will be developed and circulated by PMOT. The PMOT in-house dietitian will
support sip feed reduction.

