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St Helens CCG Primary Care
Committee Meeting
Date:

Wednesday, 15th March 2017

Time:

9.00 am – 12.00 noon

Venue:

Room 10, St Helens Town Hall

Part 1 of this meeting will be held in public

Mission Statement:
‘Making a difference – right care, right place, right time’

St Helens Clinical Commissioning Group fully support and abide by the
pledges set out within the NHS Constitution and we work to ensure we
portray the values and behaviours expected of all NHS organisations
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PRIMARY CARE COMMITTEE
WEDNESDAY 15TH MARCH 2017 9.00AM-12NOON
MEETING ROOM 8, ST HELENS TOWN HALL

Apologies for absence:

Declarations of Interest:

Item

Time

Agenda Item

Purpose

Presented
by

PC17.03.01

9.00am

Apologies

(to note)

Chair

PC17.03.02

9.05am

Declarations of Interest

(to note)

Chair

PC17.03.03

9.10am

(for ratification)

Chair

PC17.03.04

9.15am

Minutes of Previous (Extra Ordinary)
Meeting held on 15th February 2017 and
Action Log
Matters Arising

(to note)

Chair

PC17.03.05

9.30am

Finance Report

(to note)

P Brickwood

PC17.03.06

9.50am

Primary Care Dashboard

(to approve)

K Ingham

PC17.03.07

10.05am

GP Forward View Update

(to note)

D McBride

PC17.03.08

10.35am

Post Payment Verification

(to approve)

D McBride

PC17.03.09

10.45am

(to note)

D McBride

PC17.03.10

10.50am

Minutes from the Primary Care Quality
and Operational Group held on 26th
January 2017
Any Other Business

(to note)

All

Date and time of next meeting:
Wednesday 17th May 2017 9.30-12noon, Conference Room A, St Helens Chamber, Off Chalon Way,
Salisbury Street, St Helens, WA10 1DA
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St Helens Clinical Commissioning Group
Meeting of the St Helens CCG
Primary Care Committee
held on Wednesday, 15th February 2017
in Meeting Room 10, Town Hall
Victoria Square, St Helens

Part I - Minutes
Members:
Geoffrey Appleton
Prof Sarah O’Brien
Julie Abbott
Julie Ashurst
Sue Forster
Rachel Jones
Tony Foy
Dr Hilary Flett
Dr Joe Banat
Dr Mike Ejuoneatse
Iain Stoddart
Lisa Ellis
David McBride
In Attendance: Tom Hughes
Angela Delea
Karen Leverett
Jan Laurens
Sue Humphrey

Minute Taker

Sarah Lawrenson

Members of
the Public

None in attendance

GA
SOB
JA
JAsh
SF
RJ
TF
HF
JB
ME
IS
LE
DMcB
TH
AD
KL
JL
SH

Chair, Governing Body/Committee Chair
Clinical Chief Executive
Deputy Chief Executive
Deputy Chief Finance Officer
Interim Director of Public Health
Lay Member, PPI
Lay Member, Audit, Governance and Finance
GP Governing Body Member
GP Governing Body Member
GP Governing Body Member
Chief Finance Officer
Chief Nurse
Associate Director – Primary Care
Chair, Healthwatch
Associate Director, Corporate Governance
Primary Care Management Lead
Planning Estates, St Helens LA
Primary Care Commissioning & Contracts
Manager
PA - St Helens CCG

3
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PC17/
02/01
1.1
1.2

Chair’s introduction
Apologies

Action

Apologies were noted from:
Paul Brickwood, Chief Finance Officer
Rose Gorman, NHSE
Kirk Benyon, NHSE
Mike Wyatt, Strategic Director; People’s Services St Helens MBC
Dr Paul Rose, GP Governing Body Member
Elaine Inglesby-Burke, Governing Body Member
Margaret Geoghegan, Associate Director Medicines Maangement
The Chair welcomed the attendees to the Committee meeting.

PC17/
02/02

Declarations of Interest

2.1

GA reminded Committee members of their obligation to declare
any interest they may have on any issues arising at the
committee meeting which might conflict with the business of the
CCG.
Declarations declared by members of the Primary Care Decision
Making Committee are listed in the CCG’s Register of Interests.
The Register is available either via the Associate Director,
Corporate Governance or the CCG website at the following link
http://www.sthelensccg.nhs.uk/Library/public_info/Register_of_Int
erests/Register%20of%20Interest%20Returns%20St%20Helens
%20CCG%20updated%20January%202017.pdf

2.2

Declarations of interest from today’s meeting
The following update was received at the meeting:
HF declared a conflict of interest in respect of agenda Item:
PC17/02/05: GP Forward View
PC17/02/06: GP Quality Contract
PC17/02/07: GMS Contract Changes
JB declared a conflict of interest in respect of agenda item:
PC/17/02/07: GMS Contract Changes
Direct Pecuniary conflict of interest in being a GP Partner at Park
House, Fingerpost.
ME declared a conflict of interest in respect of agenda item:
PC17/02/06: GP Quality Contract
PC17/02/07: GMS Contract Changes: He is a GP providing
medical service provision and could as such have a potential
prejudicial conflict.
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Nil returns were received from:
Tom Hughes, Healthwatch
Sarah O’Brien, Clinical Chief Executive
Geoffrey Appleton, Lay Chair
Tony Foy, Lay Governing Body Member
Julie Abbott, Deputy Chief Executive
Sue Forster, Interim Director, Public Health
Rachel Jones, Lay Member, Patient and Public Involvement
Paul Brickwood, Chief Finance Officer
David McBride, Associate Director Primary Care
GA declared the meeting is quorate and noted that SOB would be
slightly delayed with her attendance due to undertaking a Radio
interview.
GA noted the declarations of interest for Part 1 of the meeting and
the GP representatives would be part of the discussions and
decisions made.
PC17/
02/03

Minutes of Previous Meeting

3.1

The minutes of the previous meeting held on 18th January 2017
were agreed as a true and accurate record.

PC17/
02/04

Matters Arising

4.1

Action Points from the previous meeting

4.1.1

HF noted section 10.16 of the Terms of Reference which were
discussed at the last meeting, it was agreed at Governing Body
the value for delegated budget matters, however there was no
reference to a specific value.

4.1.2

TF noted that a date had been set in March to complete the
review of the Constitutional, therefore the Scheme of Delegation
does not highlight the amount, however this will be included when
finalising.

PC17/
02/05
5.1

GP Forward View

5.2

DMcB highlighted Sections 1 and 2 of the report which highlighted

The Associate Director – Primary Care (DMcB) presented the GP
Forward View to Members for noting. The purpose of the report
is to ask Committee Members to agree a process for allocation of
the Primary Care Transformation Fund in 2017/18.
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the design principles for the GP Forward View programmed in St
Helens and the Transformation Fund priorities identified with the
Membership. DMcB further noted Section 3.3 of the report
highlighting the key priorities from the GP Forward View which
were discussed with the Membership and there was broad
support for a range of interventions. DMcB suggested to the
Committee that they focus on two key points:
5.3



Support the development of a borough based Federation
including workforce recruitment initiatives to increase the
number of GPs working in St Helens.



Support to enable locally working between practices and
community service providers, shared process development
and development of local leaders.

5.4

DMcB asked the Committee to consider whether to focus on
these priorities in year one and then consider the transitional
support for practices to be phased in year two.

5.5

DMcB noted that the second element in relation to the CCG
supporting the development of the Borough wide Federation of 35
general practices in St Helens CCG is to evidence the capacity
and capability of ROTA to support practices.

5.6

TF noted the importance of securing funds to benefit all practices,
rather than requiring them to bid. He further noted the need to
focus on major developments.

5.7

TF noted his concerns that the role of Primary Care Team is to
advise the Committee of the shape of the development within the
Membership and the Committee should not be discussing
whether the CCG should make a bid. TF further noted that there
should be robust engagement with the Membership for
developing the Federation.

5.8

GA reminded the Committee that it needs to consider what is the
CCG’s vision, what does it believe is sustainable and to then
share the vision with the Membership.
SOB arrived at the meeting

5.9

RJ noted that the purpose of the GP Forward View was not
necessarily around increasing the number of GPs and should
focus more on ways of working. RJ sought clarification on the
CCG using a third of the transformation funding.

5.10

GA noted GPs become Consultants and the CCG needs to
support transition to a new model of care, making Primary Care
resilient going forward.
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5.11

JA noted that £300k is not a vast amount of money and will be
diluted and fragmented. The Committee should define what it is
looking for and what it is not about. JA noted the focus should be
on delivering the vision around Primary Care. JA referred to a
recent Practice Visit where she met a young GP who had
commented that they would like to stay in the borough. JA noted
that it might be helpful if an analysis was undertaken to ascertain
which GPs do in fact want to remain in the borough.

5.12

HF referred to Section 4.1 of the report in relation to the proposal
for use of the fund in 2017/18, in particular the proposal of
developing a bid to help make the transition from individual
practice to locality working and the expected cost to be in the
region of £100k in year one. HF asked the Committee to consider
whether that was what the CCG should really propose. HF noted
that in her view ROTA should be the Provider Arm and the CCG
should have clarity on this and further noted that as there are not
that many GPs in the borough then Pharmacists should be
considered with a view to funding training for them.

5.13

GA noted that the status of Consultants was an important factor.

5.14

ME also referred to Section 4.1 and noted his concerns regarding
the increasing realisation of the need for GPs to work differently.
ME noted that the CCG should set the agenda of its vision which
would then be driven through Federation level. ME further noted
that there are varying degrees of different groups forming,
however the GP Quality Contract encourages how to engage with
each other.

5.15

SOB briefed the Committee following her interview with Radio 4
and noted that St Helens had been referred to three times
positively, in addition to this also positive comments made by the
Prime Minister regarding the work that had been put into social
acute. SOB noted that following her interview, Radio 4 were
going to interview St Helens and Knowsley NHS Trust. SOB
concurred with ME’s comments and noted that there has not been
a vision for Primary Care and this is where the gap is. SOB
further noted that Primary Care as a provision is not joined up and
it may be necessary for the CCG to take a pause with a view to
having a debate during a Timeout Session to consider how
Primary Care fits in. .

5.16

HF added that there should be a GP Provider representative.

5.17

SOB noted that the system does not understand Primary Care
and CCGs, the role of the Membership and the role of Primary
Care as a Provider.
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5.18

ME noted as part of the Timeout discussion, the Committee
should consider governance for borough wide Federation, that
would benefit the CCG.

5.19

TF noted that a Timeout Session – Development Day for
Governing Body Members had been proposed for 31st March
2017 through the Associate Director of Governance, however
there was an issue regarding availability for this date and
colleagues should make this Development Day a priority in their
respective diaries. TF will liaise with the Associate Director of
Governance with a view to seeking an earlier date in March to
accommodate this session.

5.20

JB noted that the GP Forward View needs to be led and
encouraged by the CCG and co-ordinated through a joined up
approach.

5.21

JA noted that part of the Alliance work and sharing functions
should include a back-office function option.

5.22

DMcB briefed the Committee following his attendance at an STP
Primary Care level work-stream and his view was that this
process was bottom up rather than top down.

5.23

GA noted that the Vision should be outlined on A4 highlighting
clear views from Membership, staff and wider partners and
following the Timeout Session the Vision should be articulated
with partners.

5.24

DMcB noted that the locality work in respect of a Primary Care
home model and community of practice. He noted that there are
100 CCGs participating.

5.25

SOB sought clarity on Section 4.1 of the report regarding the cost
of £100k is not for one person and in fact there is detail behind
putting locality managers in which can be discussed at the
Timeout Session.

5.26

There followed a discussion regarding other models that other
Federations have developed with a different approach. It was
noted that the CCG should consider all the pit falls, listen and
learn from others.

5.29

NHS St Helens Primary Care Decision Making Committee: Noted the content of the report.
 Agreed that an Timeout Session – Development Day
should be arranged for early March 2017 to drive the
Vision.
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TF

DMB

TF

PC17/
02/06
6.1

GP Quality Contract

6.2

KL noted Page 15 Section 2 of the report and highlighted the key
indicators for inclusion in the Contract for 2017/18 that are under
discussion. In addition to these, Geriatrics are now picked up in
the Contract for Frailty and addressed through Falls.

6.3

HF noted that she was supporting Map of Medicine and this was
being discussed at the GP Forum later that day to see if the
Members had any further suggestions. HF asked the Committee
to support this key indicator as part of the GP Quality Contract so
it can support the funding of £198k which can be used towards
the Improvement Plan. J Ashurst confirmed that the Premium
would be taken from this amount and then be reinvested.

6.4

KL noted that a detailed Specification would be finalised in March
2017.

6.5

SOB expressed she was pleased to learn that the GP Quality
Contract was being discussed at the GP Forum later that day and
noted it was a positive approach engaging the Members. SOB
agreed with the continuation of the contract and noted that she
would not be averse to keeping Access as one of the potential
key indicators.

6.6

SOB noted following attendance at a Cheshire and Mersey LDS
meeting with Public Health that there are three key priority
prevention which are core Primary Care business:

The Primary Care Management Lead (KL) provided an update on
the continued work being carried out to determine which
indicators should be included in the Quality Contract Local
Enhanced Service (LES) for 2017/18. The Committee are
requested to approve the continuation of the GP Quality Contract,
subject to approval of Finances by Finance, Governance and Risk
Committee and the final approval of the Service Specification by
the Primary Care Decision Making Committee.





Hypertension
AMR
Alcohol

6.7

SOB therefore suggested that these priorities are included within
the GP Quality Contract. KL confirmed that AMR is already
included.

6.8

HF noted that St Helens is not an outlier in respect of
Hypertension, however Osteoporosis is an outlier. In addition to
this piece of work, HF is liaising with the Walton Centre looking at
Pathways for Headaches and Chronic Back pain and looking to
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education the patients and GPs. HF further noted they were
looking to include Endoscopy Referrals as an outlier with further
analysis work to be undertaken.
6.9

HF added that Gastro is covered with in Commissioning for Value
and Bowel Cancer Screening is encouraging people to undertake
screening. HF noted that LDS has an overarching piece of work
and whichever indicator is chosen needs to be manageable.

6.10

GA noted that the Fire Service are undertaking prevention work
on Blood Pressure and Screening. SF noted that there is a vast
number of people in the borough who are undiagnosed with high
blood pressure. SF further noted that the borough is an outlier
with alcohol admissions. There are further arguments for
considering hypertension. HF noted with hypertension there are
already Health Check Pluses embedded in Practices which needs
to be further managed.

6.11

TH noted that access to open hours at surgeries is important to
members of the public and ascertained from the Committee
whether there is a definition of what the public are aware of. TH
further noted that the Membership has one forum with priorities,
however the public have different priorities and blood pressure is
a constant issue within the borough.

6.12

In response to a question raised by JB regarding whether there
was any evidence for inclusion of non-elected admissions (NELS)
in the contract, KL noted that there was no hard data to evidence
as there were different indicators and readmissions had flat-lined.
ME ascertained from the Committee if there was anything
different that could be looked at on NELs with a view to
preventing admissions and therefore providing an opportunity to
target other areas better, e.g. Frailty LES.

6.13

JA noted that the £655k investment is against the £18m
Improvement Plan and the purpose is improving quality. It is
therefore important that the investment is not diluted and to be
included within Commissioning for Value and Map of Medicine
with a view to the CCG not paying in duplicate for what is
included within the Core Contract. HF noted the importance of
focussing on the CCG’s clinical priorities through the GP Quality
Contract.

6.14

SOB reminded the Committee that the CCG will be asked as part
of the Alliance LDS, what the CCG has achieved to support three
priority areas which have been agreed by the Cheshire and
Mersey LDS and the CCG will be asked to make a financial
contribution to this. SOB noted the importance of measuring and
providing evidence that the money has benefitted the CCG. IS
noted that the Alliance Leadership will be asked to contribute to
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the funding as part of the patient cohort and target approach that
feeds into the LDS. He therefore noted the importance to refocus
to a clinical perspective.
6.15

JB noted that alcohol and blood pressure are core work to the GP
Quality Contract and the need to support patients who are not
returning to the surgery to have their blood pressure re-checked.
JB ascertained if there was any evidence of money being put in
and what are the outcomes.

6.16

HF indicated that the CCG should be transformational in its
thinking about screening with a view to Pharmacists undertaking
this. SF noted that it was unfortunate that the CCG does not
have a Hypertension Action Plan as all the indicators discussed
are covered within this. The Canada Model undertook a lot of
clinical engagement and was therefore clinically managed. SF
noted that Public Health trained the Fire Service and will continue
to deliver messages to the public and can include Health Checks
and its criteria, within these messages.

6.17

GA referred to a Chairs Conference that he recently attended and
noted the difference made to patients by them managing
themselves and that this was the biggest transformation, patients
managing their own care.

6.18

RJ ascertained whether it would be viable to move towards
locality working and whether this could be tailored to drive
improvements as part of locality indicators. SOB acknowledged
RJ’s suggestion however noted that this would be an enormous
task and would not be doable this year.

6.19

SOB noted that the consensus from the discussions was to
include two NELs – chronic back pain and headaches – have
patient education and clinical education, using the Start Back Tool
which improves outcomes and also utilising the Walton Vanguard.
GA noted therefore that the Committee therefore supported the
Quality Contract.

6.20

SOB suggested that at GP Forum later that afternoon a
discussion is held and noting that the Primary Care Committee
will ask the Finance Governance and Risk Committee to review
what indicators are measurable and which schemes are Value for
Money at the March meeting. The Performance Team will be
asked to look at the data.

6.21

HF ascertained whether this would be agreed over twelve months
but be transformational. SOB clarified it is a twelve month
Contract.

6.22

JB noted that he had an opposite view as he had not seen that
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many patients admitted to hospital and in his view the section in
the Quality Contract does not address these patients. In
response TH ascertained who would make the final decision?
SOB confirmed that the Finance Governance and Risk
Committee would make this decision.
6.23

NHS St Helens Primary Care Decision Making Committee: Noted the content of the report.
 Supported the Quality Contract
 Review what indicators are measurable and which
schemes are Value for Money to be considered by the
FGR Committee.

PC17/
02/07
7.1

GMS Contract Changes

7.2

DMcB noted that the avoiding unplanned admissions DES has
been removed from the Contract. DMcB noted the requirements
to screen Frailty and discuss when the patient has fallen and an
activated summary care record.

7.3

DMcB noted another key point related to extended hours and
additional hours at surgeries and outside core hours. Practices
only being able to provide extended hours if they are open during
all core hours.

7.4

SOB asked whether the uplift of sickness payment whether this
has a financial implication to the CCG. In response IS noted from
Page 20 of the report that there are some elements being looked
at. SOB further noted from this, this cost pressure could
potentially become a risk to the Quality Contract.

7.5

SOB noted that Frailty had been included within the national
contract changes and that this was good news although this
would be a massive issue for the whole system and bring Primary
Care into the whole system. SOB noted the ECIP following their
recommendations that they had noted three to four different
Frailty Screening Tools in use and the recommendation
suggested this is decreased to one tool. SOB further noted that
the LDS Frailty Pathways and screening for the borough there is
a need to ensure what comes out of the Core Contract is all
joined up and asked how does the CCG ensure this is all being
delivered. SOB further noted there are different validated scores
on the EFI system.

The Associate Director Primary Care presented a report to the
Committee to appraise them of the outcome of the 2017/18 GMS
Contract negotiations between NHS Employers and the BMA’s
General Practitioners Committee on amendments that will apply
to GMS contractual arrangements in England with effect from 1 st
April 2017.
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7.6

ME made a view with caution noting that Frailty is covered in the
Core Contract however what is stipulated is minimal and
identifying a Frailty Score as the NICE Guidelines endorse Year 5
which is validated in the Primary Care System.

7.7

In response DMcB noted that this data regarding Frailty was not
specifically being captured and there required more work around
the Dashboard. HF ascertained whether the data would not be
used for benchmarking purpose as she had noted a comment
within the paper to this effect. DMcB noted that this specific
comment had been made by NHSE and was therefore added in.

7.8

RJ noted in respect of the Dashboard that its purpose and use
was for indicators but also quality of Primary Care within the
Borough, however she had not yet seen the final Dashboard.

7.9

TF noted that there had been detailed discussions at PCQOG
and a large se of data shared with that Group. The Primary Care
Committee has yet to receive the Dashboard which still requires
the key measures, quality and sustainability. TF noted a meeting
was being held with the Head of Performance on 20th February
2017 and following this meeting a copy of the Dashboard will be
shared with the Committee.

7.10

NHS St Helens Primary Care Decision Making Committee:Noted the content of the report.

PC17/
02/08
8.1

Minutes for Noting

8.2

NHS St Helens Primary Care Decision Making Committee:Noted the content of the minutes.
Key Issues for the Governing Body

PC17/
02/09

TF

Minutes from the Primary Care Quality & Operations Group
meeting on 26th January 2017 were discussed.





GP Forward View
Timeout Session – Development Day to be arranged for
March 2017
GP Quality Contract – to inform GP Forum Meeting 15th
February 2017

Date and Time of Next Meeting
The next meeting of the St Helens CCG Primary Care (Decision Making) Committee
will take place on Wednesday 15th March 2017 in Room 8, St Helens Town Hall.

Page 13 of 57

3

Page 14 of 57

SOB

PBr

(6.5)

PC17/01/08
(7.4)

DM

PC17/01/07
(6.4)

DM

PBr

(6.9)

Who

Ref

PC17/01/05

February 17
On March Agenda

February 17
On March Agenda

February 17

February 17

GP Quality Contract – The Associate Director – Primary care advised they
were working to integrate performance and quality information relating to GP
Forward View indicators. A paper was being presented at the Primary Care
Operations Group to link the GP Quality Contract to those measures and
feedback would come back to an extraordinary Committee in February 2017.

GP Quality Contract - A dashboard has not yet been formulated but it would
be useful to have 10 – 12 KPI’s to begin with and build on this. The Chief
Finance Officer offered to share the dashboard that Knowsley CCG were
currently using.

GP Quality Contract - The Deputy Chief Executive advised that the PMO
office had mapped out some performance indicators which included the IAF
and the Primary Care Improvement plan and suggested this could link with
the forward view in the GP Quality Contract. The Associate Director – Primary
Care confirmed he would liaise with the PMO to review in more detail. A draft
version of the dashboard will be formulated with narrative of how the data will
be used.

GP Forward View Final Report – The Clinical Chief Executive will submit a
report to this Committee with a proposal on how this will be delivered. She
confirmed that the money is available as this is a national agenda and the
funding will be allocated over 2 years. This Committee will need to decide
where to allocate spend. Members agreed that transparency was important
with a clear process in place. Members will need to agree which Federation
to support and how it will be allocated with a clear process of how practices
can apply.

By When
January 17
On March Agenda

Finance Report Notional Rent – The Chief Finance Officer informed
Members that any increase to the current market rent will add pressure to
CCG finances. The Clinical Chief Executive highlighted this was an issue that
needed further understanding or could potentially lead to significant additional
cost pressures for the CCG.

Item

ACTION POINTS FROM ST HELENS CCG Primary Care Decision Making Committee 15.2.17

3

1

Closed

Page 15 of 57

DMcB

AD

AD

(5.23)

PC17/01/10
(9.4)

PC17/01/11
(10.3)

AD

AD

PC17/02/05
(5.19)

PC17/02/05
(7.9)

AD

PC17/01/08
(7.6)

GMS Contract Changes – A detailed discussions at PCQOG and a large se
of data shared with that Group. The Primary Care Committee has yet to
receive the Dashboard which still requires the key measures, quality and
sustainability. TF noted a meeting was being held with the Head of
Performance on 20th February 2017 and following this meeting a copy of the
Dashboard will be shared with the Committee.

Terms of Reference - Lay Member, Audit, Governance and Finance
explained that this Committee has a separate set of delegations from
Governing Body. The Associate Director – Corporate Governance informed
Members that the constitution does not recognise this Committee therefore
the Scheme of Reservation and Delegation require an update.

PCDMC Risk Register - Members discussed the risk register and agreed
that Primary Care overspend mentioned in the Finance Report should be
added to the risk register. The Associate Director – Corporate Governance
will add this risk to the register.

The Vision should be outlined on A4 highlighting clear views from
Membership, staff and wider partners and following the Timeout Session the
Vision should be articulated with partners.

Update 15/2/17 - TF will liaise with the Associate Director of Governance with
a view to seeking an earlier date in March to accommodate this session.

GP Forward View Final Report - Members agreed that a time out session
would be useful to discuss this further and gain clarity around federation
choices. The Associate Director – Corporate Governance will organise a time
out session.

March 17

March 17

February 17

March 17

2

Report to Primary Care Decision Making Committee
Wednesday 15th March 2017
Date of meeting:
Paul Brickwood, Chief Finance Officer
Governing Body Member Lead:
Paul Brickwood, Chief Finance Officer
Accountable Director:

2016/17 Finance Report
Report title:
Item for: Decision

Assurance

X

Information

X

(Please insert X as appropriate)

This report supports the following CCG Strategic Objectives. Please insert ‘x’
as appropriate.
Strategic
Objectives

Governance
and Risk

1.
2.
3.
4.

To deliver financial sustainability
X
To deliver improvements through system redesign and in priority areas.
To deliver improved outcomes for patients
X
To develop primary care capacity and capability as system leaders

Does this report provide assurance against any of the risks identified in the Assurance
Framework? (please specify)
C2 – Failure to achieve financial target

What level of assurance does it provide?
(List levels i.e. Limited/Reasonable/Significant)
Is this report required under NHS guidance or for statutory purpose? (please specify)

Purpose of this paper
The report informs the committee of the full year forecast position based on information at February
2017. This includes devolved budgets set based on the delegated primary care allocation received
from NHSE plus additional local investment.
The report also highlights those budgets that contain the greatest degree of risk.

4
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Further explanatory information required:

Does this paper link to any of the
10 key themes of the CCG’s
Improvement Plan. If yes, please
specify.

How will this benefit the health and
wellbeing of St Helens residents or
the Clinical Commissioning
Group?

The finance report provides the CCG with an update on the
forecast outturn for both the delegated primary care
allocation and also the CCGs local investment within
primary (medical) care.
Those budgets which contain the greatest degree of risk are
also identified, including how the risk can be mitigated.

Please describe any possible
Conflicts of Interest associated
with this paper.

Please identify any current
services or roles that may be
affected by issues within this
paper.

What risks may arise as a result of
this paper? How can they be
mitigated?

Those budgets that contain the greatest risk are identified in
section 3 of the report. This includes how the risks can be
mitigated.

J\St Helens CCG\CORPORATE\Admin\1. Templates\COMMITTEE ADMINISTRATION
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1. Executive Summary
Nationally NHS England (NHSE) notified CCG’s of their total planned allocations for 2016/17 to
2020/21 in January 2016. Contained in the document was the Primary Care Medical allocation for
each year. This represents the level of funding that has been made available to enable the CCG to
meet the requirements of delegated primary care commissioning.
This report provides a forecast outturn position based on the devolved budgets that have previously
been noted by the committee following receipt of the allocation. The estimates included in this
report are based on the financial position at February 2017.
The report also contains details of the financial position against the local investment in primary
medical care.
The report outlines those budgets which contain the greatest risk and provides a summary of the
key issues which may impact on the current forecast.

2. Background and Update

The CCG receives an annual primary care allocation which enables the CCG to commission
primary medical services on behalf of the local registered population. Additionally, the CCG
commits to the funding of Local Enhanced Services and the continuation of a GP Quality Contract.

3. Next Steps (as appropriate)

Primary care budgets will continue to be reviewed and risk assessed in the context of the overall
financial position. The committee will be kept informed of any changes to the financial position.

4. Recommendations

It is recommended that the committee note the content of the report.

4
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Finance Report
1. Introduction
Nationally NHS England (NHSE) notified CCG’s of their total planned allocations for
2016/17 to 2020/21 in January 2016. Contained in the document was the Primary
Care Medical allocation for each year. This represents the level of funding which
has been made available to enable the CCG to meet the requirements of delegated
primary care commissioning.
Above the primary care allocation received for 2016/17, the CCG has also made
additional funds available which will enable the commissioning of Local Enhanced
Services plus the continuation of the GP Quality Contract.
This report provides a forecast outturn position based on the devolved budgets that
have previously been noted by the Committee. The estimates included in this report
are based on the financial position at February 2017.
The report outlines those budgets which contain the greatest risk and provides a
summary of the key issues which may impact on the current forecast.

2. 2016/17 Budget
Primary Care Allocation, Appendix 1 – contains a forecast outturn against the
devolved primary care allocation. The original allocation received was £27,512k. It
has been agreed that £868k would be topsliced to support the CCG QIPP plan
therefore leaving £26,644k to be apportioned across a range of subjective
categories.
It is anticipated that the devolved primary care budget will overspend by £376k. This
is a favourable movement of £19k since the last update provided to the committee.
The three main areas that the committee are asked to note are:
i)

GMS Contracts – the budgets that had been set by NHSE on behalf of
the CCG had incorrectly assumed that GMS practices had opted out of
providing an Out of Hours service. This resulted in the budgets being
set 5.15% below the required limit to financially support practices that
provide all essential and additional, including Out of Hours, services;

ii)

Locum costs – a recurrent budget of £37k was set to support the cost
of reimbursing GP practices that incur locum costs for sickness,
maternity, paternity and adoption leave. In year the numbers of
applications that the CCG has received far outweigh the budget and it

4
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is currently projected that the total cost for the year will be £196k.
More detailed information is contained in section 4 of this paper;
iii)

Notional Rent – currently the CCG provides reimbursement across 25
sites for notional rent charges. The District Valuation Office (DV)
review each of the premises on a 3 year cycle and a reimbursable rent
is agreed between the DV, on behalf of the CCG, and the GP Practice.
Any increase to the Current Market Rent (CMR) will put additional
pressure on the historic notional rent budget. Based on the latest
information it is anticipated that the budget will overspend by £128k.
More detailed background information is contained in section 5 of this
report.

There remain a number of devolved budgets that contain risks (see section 3) which
potentially will have an impact on the full year financial position.
Other Primary Care Budgets, Appendix 2 – contains a forecast outturn against
those primary care budgets that have been set from the CCGs programme
allocation. This enables the CCG to commission Local Enhanced Services, continue
to offer practices the opportunity to engage through a GP Quality Contract and to
also ensure that patients receive access to primary care through the Out of Hours
service provided by St Helens Rota.
There are five GP practices that have opted out of the 2016/17 GP Quality Contract.
It is therefore estimated that the budget of £650k will underspend by £89k.

3. Risk
There are a number of recurring risks that have been identified since the CCG took
responsibility for delegated commissioning of primary medical services in April 2015.
The budgets that have been set for 2016/17 are based on historical information
inherited from NHSE plus, in accordance with national guidance, uplifts have been
applied to each GMS, PMS and APMS contract.
The table below provides details of those budgets which contain the greatest degree
of risk and which potentially are most likely to cause a shift in the current financial
projection.

2
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Expenditure
Type

Premises

Risk

Mitigation

Notional Rent - budgets have been set based on
current rental valuations. Any increase in the
The CCG continue to work with NHSE
current market value (CMR) would need to be
(responsible organisation for the management
funded by the CCG. There are currently a number
of DVs) and the current forecast will be
of outstanding district valuations (DVs) which
reviewed on a regular basis.
potentially will result in higher rental costs.
CHP and NHSPS costs - the current forecast outturn
contains the latest charges identified by both CHP
The CCG continue to monitor the cost of GP
and NHSPS. However, these are potentially
practices occupying CHP and NHSPS buildings.
subject to change.

Locum costs

Since November '16 the CCG has taken
responsiblity for approving the
Increase in locum costs to support sickness,
reimbursement of locum claims. . Previously
maternity, paternity and adoption cover. The total
this had been the responsibility of NHSE. This
cost to the CCG is difficult to forecast.
will enable more accurate and timely reporting
of locum costs.

Budgets have been set based on historical
information and do not account for changes to the
Direct Enhanced Minor Surgery DES (removed from PMS baseline
Services
contracts and paid on an activity basis). It is also
anticipated that activity will increase across Direct
Enhanced Services year-on-year.

QOF

Regular review of minor surgery activity.
Identify any practices that commence/cease
offering enhanced services and adjust the
forecast accordingly at the earliest
opportunity.

Budgets have been set based on historical
The Primary Care Commissioning team will
information. Any increase in the number of points review performance based on the information
practices achieve would have an impact on the
declared by practices on the CQRS system.
current forecast.

4. Locum Costs
Responsibility for the administration, processing and approving of GP locum claims
transferred to the CCG in November 2016. Although the CCG’s delegated primary
care commissioning allocation has funded locum costs since April 2015, the
management of the claims process was only recently transferred to the CCG from
NHSE.
Sections 15 and 16 of the Statement of Financial Entitlement 2013 (amended 2015)
detail the criteria which must be met before the CCG can consider reimbursing a GP
practice for locum costs that they have incurred.
The current reimbursable rates are to a maximum of:

4
3
Page 22 of 57

Sickness cover - £1,131.74 per week (26 weeks full amount then half for a further 26
weeks);
Adoption, Maternity and Paternity - £1,131.74 per week for the first two weeks
£1,734.18 per week thereafter to a maximum of
26 weeks.
The table below details the year to date cost and projected future costs between
April 2016 and March 2017.

2016/17 Locum Costs
Practice
Code
N83005
N83054

Practice
Market St
Bethany MC

Locum type
Sickness
Sickness

Year to date
cost
Projected cost
4,045
4,000
14,000
Sub Total
18,045
4,000

N83001
N83010
N83010
N83012
N83020
Y00475

Rainbow MC
Spinney MC
Rainhill Village Surgery
Mill St
Haydock MC
Garswood Surgery

Adoption, Maternity and Paternity
Adoption, Maternity and Paternity
Adoption, Maternity and Paternity
Adoption, Maternity and Paternity
Adoption, Maternity and Paternity
Adoption, Maternity and Paternity
Sub Total

39,335
46,374
26,542
112,251

2,263
27,000
17,000
9,200
61,463

6,000
39,335
2,263
73,374
43,542
9,200
173,714

Total

130,296

65,463

195,759

6,000

Total cost
8,045
14,000
22,045

5. Premises Costs - Notional Rent
The term Notional Rent refers to the funding the CCG makes available to an owner
occupied property which is made available for providing primary care medical
services. To determine the notional rent to be paid, NHSE, on behalf of the CCG,
will appoint a District Valuer (DV - surveyor) who will establish the current market
rent (CMR) value of the property. Consideration will be given to the age, size,
location and facilities available at the premises. (If the property is leased by the
occupant the CCG will fund the lower value of either the CMR or the actual cost of
the lease agreement).
The recommended CMR valuation will then be communicated to the GP practice
who may either agree or seek an independent surveyor to dispute the valuation.
Once the valuation has been agreed the CCG will begin to make monthly payments
to the GP practice – this will include arrears backdated to the anniversary date of
when the initial valuation took place.
NHSE will request a district valuation every 3 years or sooner if
alterations/improvements have been made to the property.

4
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The financial risks to the CCG are:
1. A significant increase to the CMR between valuations;
2. A CMR valuation being disputed by the owner of the premises which can
result in arrears accumulating over a period of time and a higher valuation
being agreed.
To mitigate the financial risk of a CMR that is being disputed, the CCG will begin to
reimburse a practice based on the suggested valuation calculated by the DV. This
helps to minimises the amount of arrears that may need to be paid should the CMR
increase after being challenged.
The process is managed by NHSE on behalf of the CCG. The CCG is informed of
the outcome of each valuation and is then liable for making monthly payments to the
relevant GP practice. Notional rent costs are funded from the primary care
delegated commissioning allocation.
NHSE has confirmed that one practice (Bowery MC N83050) is disputing CMRs
backdated to 2009. The risk to the CCG is that a successful challenge by the
practice would require the CCG to honour arrears backdated to April 2015. NHSE
would be liable prior to this date.
There are also two CMRs dating back to 2016 which are still to be concluded.

6. Conclusion
The Committee are asked to note the financial position and the key risks for the
remainder of the year.
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Contract Value
APMS
PMS
PMS Premium
GMS MPIG
GMS
Enhanced Services
Dementia
Extended Hours
Learning Disabilities
Minor Surgery
Unplanned Admissions
Violent Patients
Other
Locum - Maternity/Paternity/Adoption
Locum - Sickness
Prescribing fees
Seniority
Professional fees
Premises
Clinical Waste
Cost Rent
Notional Rent
Premises Other
Rates
Water Rates
Actual Rent
QOF
Achievement
Aspiration
Sub Total
General Reserve
Grand Total

NHS St Helens CCG
Primary Care Decision Making Committee - Finance Report

4

Annual Budget
18,117,730
1,106,106
4,710,093
293,531
62,127
11,945,873
925,884
134,461
240,597
18,019
107,410
423,207
2,190
655,935
34,046
2,769
159,152
419,934
40,034
3,755,382
60,749
73,074
775,313
2,230,805
248,847
33,032
333,562
2,887,689
866,307
2,021,382
26,342,620
301,539
26,644,159

Forecast Outturn
18,818,762
1,179,204
4,474,044
259,690
49,702
12,856,122
1,033,992
10,182
206,821
59,686
226,375
525,727
5,201
720,637
173,714
22,045
125,199
357,982
41,697
3,665,319
73,851
49,967
902,856
2,236,648
238,306
28,331
135,360
2,781,639
806,850
1,974,789
27,020,349
0
27,020,349

Delegated Primary Care Commissioning
Variance
701,032
73,098
(236,049)
(33,841)
(12,425)
910,249
108,108
(124,279)
(33,776)
41,667
118,965
102,520
3,011
64,702
139,668
19,276
(33,953)
(61,952)
1,663
(90,063)
13,102
(23,107)
127,543
5,843
(10,541)
(4,701)
(198,202)
(106,050)
(59,457)
(46,593)
677,729
(301,539)
376,190
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Local Enhanced Services
24 Hour Blood Pressure
Care of Older People
Near Patient Testing
ECG Incentive
Anti-Coag
Out of Hours
St Helens Rota - Core
St Helens Rota - Visiting Service
St Helens Rota - SPA
St Helens Rota - Resilience
St Helens Rota - Protected Time
St Helens Rota - Host Bridgewater
St Helens Rota - NWAS Pathfinder
St Helens Rota - Blood Collection
St Helens Rota - Contribution to CIP
GP Quality Contract
GP Quality Contract
Grand Total

NHS St Helens CCG
Primary Care Decision Making Committee - Finance Report

4

Annual Budget
590,828
100,000
2,500
48,708
10,620
429,000
643,819
163,367
200,004
117,000
100,004
24,000
12,000
30,000
4,620
(7,176)
650,000
650,000
1,884,647

Forecast Outturn
568,328
108,500
0
43,208
27,620
389,000
639,801
162,693
200,000
115,236
100,000
23,640
11,820
29,544
4,044
(7,176)
561,000
561,000
1,769,129

Other Primary Medical Care Budgets
Variance
(22,500)
8,500
(2,500)
(5,500)
17,000
(40,000)
(4,018)
(674)
(4)
(1,764)
(4)
(360)
(180)
(456)
(576)
0
(89,000)
(89,000)
(115,518)

Appendix 2

Report to Primary Care Decision Making Committee
15/3/17
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Date of meeting:
Michael Ejouneatse
Governing Body Member Lead:
David McBride, Associate Director for Primary Care
Accountable Director:

Draft Primary Care Dashboard
Report title:
Item for: Decision

X

Assurance

Information

(Please insert X as appropriate)

This report supports the following CCG Strategic Objectives. Please insert ‘x’
as appropriate.
Strategic
Objectives

Governance
and Risk

1.
2.
3.
4.

To deliver financial sustainability
To deliver improvements through system redesign and in priority areas. X
To deliver improved outcomes for patients
X
To develop primary care capacity and capability as system leaders
X

Does this report provide assurance against any of the risks identified in the Assurance
Framework?
Objective 4 D5 Failure to have in place a robust internal infrastructure which supports
high quality commissioning
What level of assurance does it provide?
Reasonable
Is this report required under NHS guidance or for statutory purpose?
No

Purpose of this paper
The purpose of this paper is to present a further revised draft Primary Care Performance dashboard to
the Committee for comment and approval. This was discussed and refined following the January and
February 2017 meetings of the PCQOG.
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Further explanatory information required:

Does this paper link to any of the
10 key themes of the CCG’s
Improvement Plan. If yes, please
specify.

How will this benefit the health and
wellbeing of St Helens residents or
the Clinical Commissioning
Group?

No

The dashboard will allow close monitoring via a helicopter
view of primary care performance and the quality and safety
of it.
Early identification of any concerns and mitigating them will
improve quality of services delivered to residents

Please describe any possible
Conflicts of Interest associated
with this paper.

None

Please identify any current
services or roles that may be
affected by issues within this
paper.

It needs to be agreed outside of the Group which team will
maintain this dashboard

What risks may arise as a result of
this paper? How can they be
mitigated?

There is a reputational risk to the CCG and its member
practices should concerns be identified via the dash and
subsequently not mitigated and improved.
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1. Executive Summary
A draft dashboard is attached as Appendix 1
The dash currently exists as a static product and is produced in Excel. Further enhancements could
be done to enable drilldowns for either Committee or GP practices. The intention would be to make
this product available in Aristotle which all CCG colleagues and all GP practices can access and
have been offered training on. This would support practices to benchmark themselves and to
deliver improvements. An example of this is the Ambulatory Care Sensitive Conditions measure;
improvements in this area could be facilitated via new working models between practices and
community nurses

2. Background and Update
Since January, The Senior Performance Manager has held further meetings with David McBride,
Tony Foy, Hilary Flett and Karen Edwardson to revisit and re-clarify the purpose of the dash.
Two different dashboards have now been amalgamated into a single dash.
The population of some metrics is outstanding.

3. Next Steps (as appropriate)

1-The Committee need to review each measure and agree if relevant to include
2-It needs to be agreed where each measure should be reported. The suggested approach is as
follows:

Level 1-for Primary Care Team operational use only
Level 2-for PCQOG to receive and review (PCQOG should escalate to PCDMC as appropriate)
Level 3-for PCDMC to receive and review (PCQOG will also receive)
3-Thresholds to trigger a practice visit need to be agreed (for example where a practice has been
red RAG for 3 motnhs)
4-Frequency of reporting needs to be agreed
The dash can then be fully populated. Following that, the feasibility of automating the dash via
Aristotle can be explored
4. Recommendations

It is recommended that the Group review the dashboard and approve, subject to any suggested
changes
It is further recommended that the content is discussed at a GP Member Forum
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Draft reviewed at a meeting with
Dr Hilary Flett on 20/2/17
Discussed at PCQOG on 23/2/17

Outcome
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N83001
N83002
N83003
N83005
N83006
N83007
N83008
N83010
N83012
N83017
N83019
N83020
N83021
N83022
N83023
N83026
N83027
N83035
N83041
N83045
N83049
N83050
N83053
N83054
N83060
N83604
N83614
N83620
N83624
N83628
N83635
N83637
Y00475
Y02510
Y02511
01X

Data Period

Practice
Code

Practice Name

Reporting Level

Practice Details

Rainbow Medical Centre
Patterdale Lodge Medical Centre
Ormskirk House
Market Street Surgery
Phoenix Medical Centre
Lingholme Health Centre
Ferguson Family Medical Practice (Berrymead)
Rainhill Village Surgery
Mill Street Medical Centre
Hall Street Medical Centre
Billinge Surgery
Dr Breach & Partners
Four Acre Surgery
Lime Grove Surgery
Park House Surgery
ParkField Surgery
Central Surgery
Spinney Medical Centre
Rainford Health Centre
Newton MC (Bridge St)
Kenneth MacRae Medical Centre
The Bowery Medical Centre
Longton Medical Centre
Bethany Medical Centre
Holly Bank Surgery
Cornerstone Surgery
Eccleston Medical Centre
Sandfield Medical Centre
Dr Rahil's Surgery
Newton Community Hospital Practice
The Crossroads Surgery
Newholme Surgery
Garswood Surgery
Sherdley Medical Centre
ElderCare
NHS St Helens CCG (based on Median - those in blue)

DRAFT

16,309
13,874
9,377
9,137
3,723
2,611
8,980
7,754
13,840
4,997
11,034
8,343
9,391
9,162
7,902
3,142
7,367
7,905
5,600
4,644
4,470
4,117
5,419
3,928
5,002
2,972
2,897
3,186
3,170
3,089
3,146
3,916
4,688
4,968
2,325

01/01/2017

Weighted List Size

South
Newton & Haydock
North
Newton & Haydock
North
North
South
South
North
South
North
Newton & Haydock
South
N&H
South
North
North
South
North
N&H
North
South
South
North
South
South
North
North
N&H
N&H
South
North
North
South
South

Localities

3

No of Serious
Incidents YTD

3

2

No of clinical
complaints

Reporting in development

3

No of Serious
No of near
Incidents in
misses
month

Level 1 = Operational Use by PC Team
Level 2 = To PCQOG
Level 3 = To PCQOG and PCDMC

2

No of non
clinical
complaints

Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
y
Y
Y
Y
Y
Y
Y
Y
y
Y
Y
Y
Y
Y
Y
Y
Y
Y
y

3

Awaiting Data from
Clare OToole

3
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Awaiting Data
from Nigel
Cosford

2

Anti-microbial
resistance:
Appropriate
prescribing of
antibiotics in
primary care per
STAR-PU
(IAF/MyNHS)

Awaiting Data from
Nigel Cosford

1

Prescribing costs per
ASTRO-PU

Safe

1
0
0
0
0
0
0
0
2
0
0
0
0
0
0
0
1
0
0
0
0
2
1
0
0
0
0
0
0
1
1
0
0
1
0

2016/17

1

0
0
0
0
0
0
0
0
1
0
1
0
1
0
1
0
0
0
1
0
0
1
0
0
0
0
0
0
0
0
0
0
0
0
1

1

No of Cdiff
No of Cdiff
registered to
registered to
Practice
Practice YTD
NEW

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
0
0
0
0
0
0
0
0
0
0

2016/17

1

No of MRSA
registered to
Practice YTD

C:\Users\244991-admin\AppData\Local\Temp\a25bd541-be03-4ee9-9b9b-71b53f0bbe83

5.49%
7.98%
2.94%
7.34%
6.83%
3.40%
6.55%
7.55%
7.27%
5.24%
9.32%
10.09%
5.08%
5.90%
6.92%
6.01%
11.96%
6.82%
7.34%
8.33%
11.52%
7.14%
6.35%
12.50%
4.96%
8.68%
11.60%
12.98%
3.00%
10.34%
11.41%
5.95%
7.62%
7.45%
10.21%

2016/17

1

§ Primary care
GP Children
Prescribing Incentive
workforce: Number of
Safeguarding
Scheme % Cephs,
GPs and Practice
Training up-to-date
Quins &Co-amox Q1
Nurses (FTE) per 1,000
(Y/N) excl Locums progress against
weighted patients
annual audit
baseline
(New indicator in IAF)

NHS St Helens CCG
GENERAL PRACTICE QUALITY DASHBOARD 2016-2017

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
0
0
0
0
0
0
0
0
0
0

1

No of MRSA
registered to
Practice NEW

1079.7
974.3
1042.6
1080
1071
1275.3
1154.4
918.8
963.1
1088.8
801
847
1325
1153.6
1276.4
997.7
937.3
1042.7
696.3
1020.5
925.3
1218
694.4
1127.7
1199.6
951.1
857.6
935.7
991.5
2301.4
851.7
1100.9
849.3
318
N/A
1019.2

2013-15

2

Mortality
(DSR all age
all cause)

3

Number of nonprescribing clinicians
in surgery

3

Number of
resignations

Awaiting Data
Awaiting Data from
Awaiting Data
from Clare OToole
Clare OToole
from Clare OToole

3

Number of
prescribing
clinicians in
surgery

0
1
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
0
0
0
1
0
0
0
0

2016/17 Q3

3

Controlled Drug
Prescribing

5
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N83001
N83002
N83003
N83005
N83006
N83007
N83008
N83010
N83012
N83017
N83019
N83020
N83021
N83022
N83023
N83026
N83027
N83035
N83041
N83045
N83049
N83050
N83053
N83054
N83060
N83604
N83614
N83620
N83624
N83628
N83635
N83637
Y00475
Y02510
Y02511
01X

Data Period

Practice
Code

Practice Name

Reporting Level

Practice Details

Rainbow Medical Centre
Patterdale Lodge Medical Centre
Ormskirk House
Market Street Surgery
Phoenix Medical Centre
Lingholme Health Centre
Ferguson Family Medical Practice (Berrymead)
Rainhill Village Surgery
Mill Street Medical Centre
Hall Street Medical Centre
Billinge Surgery
Dr Breach & Partners
Four Acre Surgery
Lime Grove Surgery
Park House Surgery
ParkField Surgery
Central Surgery
Spinney Medical Centre
Rainford Health Centre
Newton MC (Bridge St)
Kenneth MacRae Medical Centre
The Bowery Medical Centre
Longton Medical Centre
Bethany Medical Centre
Holly Bank Surgery
Cornerstone Surgery
Eccleston Medical Centre
Sandfield Medical Centre
Dr Rahil's Surgery
Newton Community Hospital Practice
The Crossroads Surgery
Newholme Surgery
Garswood Surgery
Sherdley Medical Centre
ElderCare
NHS St Helens CCG (based on Median - those in blue)

DRAFT

16,309
13,874
9,377
9,137
3,723
2,611
8,980
7,754
13,840
4,997
11,034
8,343
9,391
9,162
7,902
3,142
7,367
7,905
5,600
4,644
4,470
4,117
5,419
3,928
5,002
2,972
2,897
3,186
3,170
3,089
3,146
3,916
4,688
4,968
2,325

01/01/2017

Weighted List Size

South
Newton & Haydock
North
Newton & Haydock
North
North
South
South
North
South
North
Newton & Haydock
South
N&H
South
North
North
South
North
N&H
North
South
South
North
South
South
North
North
N&H
N&H
South
North
North
South
South

Localities

86%
74%
46%
89%
*
86%
no data
no data
45%
94%
no data
no data
*
81%
83%
no data
no data
no data
93%
85%
*
*
NA
no data
100%
100%
100%
100%
100%
100%
*
no data
85%
75%
100%

2

FFT
(core question
%
recommended)

45
9
13
14
no data
no data
28
0
no data
10
11
11
259
no data
19
no data
40
no data
41
13
1
no data
no data
33
48
27
3
no data
8
2
5
0
28
44
6
13

Dec-16

2

FFT Number of
responses

87%
79%
81%
83%
86%
92%
81%
91%
76%
90%
59%
71%
76%
79%
89%
84%
86%
90%
95%
89%
96%
76%
93%
79%
92%
81%
92%
84%
100%
85%
93%
91%
90%
90%
93%

Jul-16

3

PES Overall
Experience of GP
practice

65%
63%
45%
53%
66%
93%
43%
92%
38%
91%
37%
48%
43%
46%
43%
77%
76%
71%
91%
69%
91%
69%
81%
83%
64%
79%
86%
86%
100%
76%
81%
85%
80%
77%
82%

Jul-16

2

PES -Ease of
getting through
via phone

90%
89%
85%
79%
97%
94%
71%
92%
72%
91%
70%
80%
80%
88%
79%
89%
91%
77%
82%
86%
92%
84%
90%
89%
85%
85%
88%
87%
95%
89%
95%
87%
82%
82%
78%
87%

Jul-16

2

72%
73%
63%
65%
66%
87%
85%
73%
60%
62%
62%
59%
73%
73%
70%
76%
56%
72%
68%
63%
74%
58%
62%
70%
74%
70%
69%
70%
68%
67%
74%
52%
67%
75%
82%
70%

Jul-16

2

2

64%
59%
61%
55%
62%
70%
58%
70%
68%
54%
66%
65%
66%
65%
71%
64%
63%
72%
80%
56%
73%
74%
55%
61%
84%
62%
82%
62%
76%
69%
58%
60%
70%
71%
83%
65%

Jul-16

No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No

5 ticks
Not Inspected yet
Good
Not inspected yet
Good
Good
Not inspected yet
Good
Not inspected yet
Not inspected yet
Not inspected yet
Good
Good
Good
Good
Good
Not inspected yet

No
No
No
No

Not inspected yet
Not inspected yet

No

Good

No

Not inspected yet

Good

No

Requires Improvement

No

Good
Not inspected yet

No

No

Not inspected yet

No

No

Not inspected yet

Good

No

Good

Not inspected yet

No

Good

No

No

No

3

Contract
Breach
(Yes/ No

Requires Improvement

Good

Good

Good

2

CQC Overall Rating

78.1
70.5
77.9
70.9
69.8
77.7
82.1
77.8
73.2
77.7
72.9
68.9
72.5
73.8
71.1
80.9
73.4
74.5
81.7
71.9
79.1
68.2
76.7
80.0
79.1
73.9
76.7
75.6
86.4
71.3
78.1
64.2
77.9
75.4
79.6
75.0

2015/16

2

Flu Vaccine for
aged 65 and
over

Level 1 = Operational Use by PC Team
Level 2 = To PCQOG
Level 3 = To PCQOG and PCDMC

Effective

TBC
TBC
TBC
TBC
TBC
TBC
TBC
TBC
TBC
TBC
TBC
TBC
TBC
TBC
TBC
TBC
TBC
TBC
TBC
TBC
TBC
TBC
TBC
TBC
TBC
TBC
TBC
TBC
TBC
TBC
TBC
TBC
TBC
TBC
TBC

2

6%
5%
4%
6%
2%
2%
3%
4%
4%
3%
3%
3%
5%
5%
4%
2%
4%
3%
2%
1%
2%
2%
2%
1%
2%
2%
0%
1%
1%
1%
1%
1%
1%
0%
9%
2%

2016/17 (Apr - Jan)

1

8
7
6
6
13
5
8
5
8
7
4
8
6
10
9
10
8
12
4
12
5
6
7
5
11
9
9
8
7
10
7
13
4
6
5
7

2
2016/17 YTD (Apr Dec)

Not available at Practice level
Not available at Practice level
Not available at Practice level
Not available at Practice level
Not available at Practice level
Not available at Practice level
Not available at Practice level
Not available at Practice level
Not available at Practice level
Not available at Practice level
Not available at Practice level
Not available at Practice level
Not available at Practice level
Not available at Practice level
Not available at Practice level
Not available at Practice level
Not available at Practice level
Not available at Practice level
Not available at Practice level
Not available at Practice level
Not available at Practice level
Not available at Practice level
Not available at Practice level
Not available at Practice level
Not available at Practice level
Not available at Practice level
Not available at Practice level
Not available at Practice level
Not available at Practice level
Not available at Practice level
Not available at Practice level
Not available at Practice level
Not available at Practice level
Not available at Practice level
Not available at Practice level
57.2%

CCG % from November 16

1

Signed DSA but not submitted data
Not signed DSA
Signed DSA but not submitted data
Signed DSA but not submitted data
Signed DSA but not submitted data
Not signed DSA
Submitted data
Submitted data
Submitted data
Submitted data
Submitted data
Submitted data
Signed DSA but not submitted data
Signed DSA but not submitted data
Signed DSA but not submitted data
Signed DSA but not submitted data
Submitted data
Signed DSA but not submitted data
Signed DSA but not submitted data
Signed DSA but not submitted data
Not signed DSA
Signed DSA but not submitted data
Signed DSA but not submitted data
Not signed DSA
Not signed DSA
Signed DSA but not submitted data
Submitted data
Signed DSA but not submitted data
Signed DSA but not submitted data
Signed DSA but not submitted data
Submitted data
Signed DSA but not submitted data
Submitted data
Signed DSA but not submitted data
Signed DSA but not submitted data

February 17 (not YTD)

1

N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A

1

72%
7%
68%
25%
0%
46%
52%
78%
30%
22%
2%
20%
17%
0%
51%
15%
45%
25%
8%
89%
0%
72%
9%
26%
0%
0%
100%
44%
26%
85%
15%
0%
0%
21%
0%
22%

2016/17 (Apr- Dec)

3

Number of
emergency
admissions for
% of LD patients
under 70's
Cancers
Signed Up to GP
on GP registers
% of deaths occuring
urgent care
% of total practice referrals, made via e% practices streaming data for risk
diagnosed at an
Quality
receiving annual
in hospital
sensitive
Referrals (local, to be agreed)
stratification (DSA = Data Sharing Agreement)
early stage
Contract? (Y/N)
health checks
conditions per
(IAF/MyNHS)
(IAF/MyNHS)
1000 registered
patients
(IAF/MyNHS)
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750
612
-160
-316
-124
200
34
79
3270
97
-399
-106
98
40
-621
3
266
242
62
331
47
-119
75
131
207
-14
265
36
21
199
-118
-22
365
1007
-57

Jan 15 - Jan 17

3

Patient Experience
Survey of Accessing
% Able to get an GP (% overall score) Variance in
% of patients feeling
appointment to % who have seen or
number of
supported to
see or speak to
spoken to a GP in patients joining or
manage their LTC
someone - total the past 6 months
leaving the
(GP Patient Survey)
responses
(Q18 patient
practice
survey/CCG quality
premium)

Experience

NHS St Helens CCG
GENERAL PRACTICE QUALITY DASHBOARD 2016-2017

6.1%

2.8%
11.4%
4.0%
12.8%
33.1%
10.0%
2.4%
2.3%
6.6%

13.3%
11.8%
4.6%

2.4%
2.5%
4.0%
4.9%
10.0%
5.3%
13.6%
6.9%
4.6%
14.7%
2.8%
0.4%
0.8%
3.9%
10.7%
23.1%
1.6%
3.9%
13.4%
20.4%

Q1-Q3 2016/17

3

% of eligible people
receiving an NHS Health
Check per year

74.40%

73.40%
74.50%
76.90%
72.10%
71.0%
77.20%
74.6%
77.50%
70.30%
77.30%
74.0%
75.10%
63.40%
72.70%
67.90%
78.40%
73.90%
74.10%
81.60%
73.70%
76.40%
71.60%
75.90%
79.20%
72.30%
73.10%
82.90%
76.90%
81.30%
81.10%
81.80%
71.10%
81.50%
74.60%

2015/16

3

% of women
screened for
cervical cancer

To be collected (if
possible)

3

0-5 years routine
immunisations at 12
months old

Report to: Primary Care Committee
15 March 2017

Date of meeting:
Governing Body Member Lead:
Accountable Director:

David McBride, Associate Director, Primary Care

GP Forward View Workplan

Report title:
Item
for:

SARAH O’BRIEN, CLINICAL CHIEF EXECUTIVE

Decision

Assurance

Information

(Please insert X as
appropriate)

This report supports the following CCG Strategic Objectives. Please insert ‘x’
as appropriate.
Strategic
Objectives

Governance
and Risk

1.
2.
3.
4.

To deliver financial sustainability
To deliver improvements through system redesign and in priority areas.
To deliver improved outcomes for patients
To develop primary care capacity and capability as system leaders

Does this report provide assurance against any of the risks identified in the Assurance
Framework? No
Yes (please specify)
What level of assurance does it provide?

Is this report required under NHS guidance or for statutory purpose?
No
Yes (please specify)

Purpose of this paper
To update the Committee in relation to the implementation of the GP Forward View in St Helens.
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Further explanatory information required:
Does this paper link to any of the
10 key themes of the CCG’s
Improvement Plan. If yes, please
specify.

How will this benefit the health and
wellbeing of St Helens residents or
the Clinical Commissioning
Group?

Please describe any possible
Conflicts of Interest associated
with this paper.

Please identify any current
services or roles that may be
affected by issues within this
paper.

What risks may arise as a result of
this paper? How can they be
mitigated?

Yes – Primary Care and Out of Hospital Workstreams

The transformation of primary care in St Helens will ensure
more equitable delivery of primary care operating within a
more resilient system.

None.

General practice services in St Helens.

None.
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1. Executive Summary
Key issues in relation to the GP Forward View in St Helens include:











The federation is starting to taking shape but difficult conversations still needed
Limited progress on workforce collaboration to date
Changes to elderly medical model needed as a result of core contract changes
GP Provider Forum being established in March
GP Quality Contract moving towards approval in March
Allocation of Primary Care Transformation Fund to be approved in March
Changes to current GP Forum from April
CCG Improvement Plan on track for primary care
New premises have been approved for Haydock, Lime Grove and Eccleston
New data sharing agreements are needed for interoperability of systems

2. Background and Update
The GP Forward View programme for St Helens was developed in response to the national
programme developed by NHS England to transform primary care as part of the wider 5 Year
Forward View programme. Each CCG was allocated a fund of £3 per registered patient and agreed
to phase the investment across a two year period. The plan was submitted to NHS England in
December as part of the CCG’s operational plan and has been approved by the Membership
Council and Primary Care Committee.

3. Next Steps (as appropriate)
Subject to the Finance Governance and Risk Committee’s approval of the deployment of the
transformation fund, the next step will be to recruit to fixed term roles to support locality working.
The CSU, the HIS and the Releasing Time to Care programme have been lined up ready to support
the programme. A specification will need to be written for the outcomes required for the direct
funding of the Federation. Communications will go to practices via Membership Council. Locality
meetings will be convened initially in Haydock and Newton to start the mobilisation process.
Additional leads will be recruited within the locality and the primary care management lead will help
the group to establish themselves until the fixed term roles are in post.

4. Recommendations
The Committee is asked to note the contents report.
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1.0

Introduction

1.1

This paper provides an update in relation to the implementation of the GP Forward View
in St Helens, covering the following sections:








Workforce growth and development;
Membership engagement and GP structures;
Provider and locality development;
Workload and redesign of care;
Investment in infrastructure;
Improvement in outcomes; and
Finance.

1.2

The GP Forward View was built with and endorsed by the CCG membership. It was
included as part of the operational submission to NHS England in December 2016.

1.3

NHS England has not yet provided feedback on the plan but has indicated that they
plan to meet with each CCG before mid-March to identify any gaps in plans. St Helens’
meeting is scheduled for 10 March.

1.4

The GP Forward View programme in St Helens links to the primary care workstreams of
the Alliance Local Delivery System (LDS) and the 5 Year Forward View programme
group (formerly known as Sustainability and Transformation Plans or STPs).

1.5

An update on GP Forward View progress will be provided quarterly to the Primary Care
Operations and Quality Group (PCQOG) and to the LDS and STP workstreams.
PCQOG will escalate items through to the Primary Care Committee as necessary.
PCQOG will also receive and review the GP Forward View dashboard on a quarterly
basis.

1.6

GP Forward View progress will also be monitored locally through monthly highlight
reporting to the Medicines Management and Primary Care Programme Steering Group.
Continued engagement with the membership through GP Forum will help to ensure that
the programme delivers on its stated aims.

1.7

This update incorporates national GP Forward View news from NHS England in
addition to local news to provide a comprehensive update on the programme in St
Helens.

2.0

Workforce Growth and Development

2.1

Clinical Pharmacists
A collaborative bid was suggested to Rota for tranche 2 of the Clinical Pharmacist pilot.
Four practices showed an interest but the proposal did not gain sufficient mass to be if
interest to NHS England, who want large teams, who are properly supervised and
developed as part of extended primary care teams. A further interest has subsequently
been expressed by another practice in the Haydock area.
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The scheme will remain open despite this particular time window closing. It is notable
that this scheme is only open to providers of general medical services, not
commissioners. These staff must be integral members of practice teams, not part of
separate teams. Staff must be employed to be patient facing, i.e clinical staff, not staff
focused on the system.
The scheme is specifically intended to reduce GP workload and for the benefits to
accrue to general practices rather than to commissioning organisations. It is clear that
Rota are not yet ready as a federation to take on the risk of employing staff without a
clear understanding of how staff will be deployed and costs recharged to practices.
2.2

Advanced Practitioners
There has been an invitation for providers to recruit Advanced Practitioners but to date
this has had limited interest from practices. This further emphasises the need of general
practices in St Helens to work collaboratively to host roles across the borough in order
to access the benefits of these national workforce development programmes.

2.3

GP Retainer Scheme
There is a scheme to replace the existing GP Retainer Scheme, with the key changes
being as follows:












Tighter criteria for those who are joining the new schemes. The scheme is
aimed at those GPs who are seriously considering leaving or have left general
practice due to personal reasons, approaching retirement, or require greater
flexibility.
In 2016, under an interim scheme, the practice payment rose from £59.18 to
£76.92 per session, an increase of approximately 30 per cent. NHS England will
fund the 2017 scheme wholly from within the primary care allocation budget and
the practice payment and bursary professional expenses salary supplement will
remain the same as the 2016 scheme.
The payment is to be used by the practice as an incentive to provide flexibility
for the retained GP and should be used towards the retained GP’s salary, to
cover human resources administration costs and to provide funding to cover any
educational support required from the practice, including course fees where
relevant.
A professional expenses salary supplement will be payable to the GP via the
practice (on a sliding scale, net of any applicable deductions payable by the
doctor in respect of income tax, national insurance and superannuation
contributions) and is to go towards the costs of the GP’s indemnity cover,
professional expenses and Continuing Professional Development (CPD) needs.
A strong element of the new scheme is around education and CPD. The
retained GP will be entitled to the pro rata full time equivalent of CPD as set out
within the salaried model contract. The CPD aspects will be based on the needs
of the individual, as established at their appraisal and in discussion with the
educational supervisor.
GPs can be on the scheme for a period of up to five years. In exceptional
circumstances an extension can be made for up to a further 24 months.
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2.4

Any retainers on the 2016 Retained Doctors Scheme will continue under these
arrangements until 30 June 2019 after which time they will default to the new
scheme.
Retainees who have been accepted on to the Retained Doctor Scheme 2016
(where the application form has been approved by the NHS England DCO) but
who are not in post before 31 March 2017, will be accepted onto the GP
Retention scheme without the need to re-apply.

GP Sick Leave
Changes to the arrangements for making sickness leave payments to GPs in 2017 are
as follows:
 To allow for cover to be provided by external locums or existing GPs already
working in the practice but who do not work full time.
 An amendment to the qualifying criteria for reimbursement to begin when the
absence is two or more weeks (as opposed to current arrangements which is
linked to patient numbers and the period of absence).
 An increase in the maximum amount payable to £1,734.18 per week. Payments
will no longer be discretionary and will be payable where the absence is two or
more weeks.
 Sickness leave payments will not be made on a pro-rata basis and will be the
lower of actual or invoiced costs up to the maximum amounts as set out in the
Statement of Financial Entitlements (SFE).
These changes will be applicable from 1 April 2017 and all other requirements will
remain unchanged.

2.5

Practice Manager Training
St Helens CCG has secured Thornfield’s Primary Care Training Specialists to deliver a
number of workshops to Practice Managers and Practice staff using a specific
allocation from NHS England to support the development of practice managers. A
range of workshops commenced in March and will continue through to September 2017
with a good response from delegates wishing to attend. Courses cover everything from
employment law, to finance, to federations to personal resilience.
NHS England has a further allocation of £50k for practice manager training in 2016/17
which is expected to be invested in online training packages. Active signposting and
medical assistant training will follow in 2017/18.

3.0

Membership Engagement and GP Structures

3.1

Practice Visits Programme
A programme of practice visits commenced in autumn 2016 and this programme is now
largely complete. The principal purpose of these visits was to re-engage the
membership and build trusting relationships by helping to gain an understanding of
current practice issues. This engagement was used to prioritise urgent support to
practices and to inform the priorities for the GP Forward View programme in St Helens.
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3.2

GP Forum Changes
Changes have been agreed to GP Forum which will separate GP commissioning and
provider functions. It will ensure that the membership is sighted on and is able to
influence the CCG’s direction of travel. A new GP Provider Forum is being established
and this will run bi-monthly from March 2017. This new forum will be led by GPs as
providers and will be supported by the CCG in its initial stages.

4.0

Provider and Locality Development

4.1

Rota/Federation
Rota, the out of hours GP collaborative, has formed a number of working groups to
explore development of a borough wide federation in St Helens. The Rota board has
added several GPs to its working groups to ensure clinical leadership of this initiative.
There is still a debate as to what the federation should look like in St Helens, and
whether this is a new organisation or part of the existing Rota organisation. It has been
recognised that any new federation is likely to need external support to help it become
established. A number of options for external support are currently being explored. The
emerging federation is seeking to link with other collaborative groups including Lowe
House and Aspect.

4.2

GP Provider Forum
A GP Provider Forum will be held on 9 March 2017 to help member practices shape the
development of a GP Provider Federation. The agenda is being developed
collaboratively with our membership.

4.3

Localities
A Governing Body GP has been attached to each of the three localities in St Helens.
The role of Practice Manager on the Governing Body is currently being reviewed and is
expected to be replaced with three Practice Managers: one in each locality. The intent
is for this to form the kernel of a small locality management group working closely with
the senior community nurse attached to each locality following the re-procurement of
community services. Training and support will be provided to the new localities, with the
initial work focusing on the Haydock and Newton locality. The CCG intends to support
the development of localities with fixed term posts to help facilitate improved
collaboration between practices.

4.4

GP Resilience Programme
Three practices in St Helens were awarded funds from the GP Resilience Programme
in 2016/17 following application to NHS England. The balance of the funds for the
2016/17 financial allocation is held by NHS England and will be deployed on initiatives
that benefit all practices. Details are expected to be announced soon. The scheme is
expected to reopen in 2017/18.

5.0

Workload and Redesign of Care

5.1

Frailty/Elderly Medical Model
Work is ongoing to develop a new elderly medical model following the decision by the
CCG to decommission the Eldercare service. Primary medical contracts have a new
requirement from July 2017 to monitor patients living with frailty. An ED Falls Risk
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proforma and process has been agreed and will now progress to implementation across
the CCG.
It is expected that a repatriation LES will be developed to support patients moving out
of the Eldercare practice in summer 2017.
5.2

Map of Medicine
The CCG has invested in Map of Medicine (MOM) software package. This is a decision
support package where localised condition specific referral pathways are made
available to GPs on their clinical systems. More than 40 Maps have been developed
and are now published; they cover a range of areas from ENT to gynaecology. MOM
supports both the Referral management System (RMS) and Commissioning for Value
approach (CFV). The MOM will be embedded further to everyday practice through the
GP Quality Contract for 2017/18.

5.3

Referral Management System
St Helens CCG introduced an RMS in June 2016. Referrals are sent to a referral
reception team and within a number of specialties referrals are then triaged. The
referrals can be directed in a number of directions with the emphasis being on the
patient being treated in the best way possible for their condition and in the right
environment. This supports the completeness of a referral and provides clinical triage to
ensure appropriate referrals are made into secondary care. This is applied to all St
Helens GP referrals into secondary care, with an aim to reduce inappropriate referrals
and ensure patients receive the right care at the right time in the right place.
The RMS is up and running and is now business as usual. There are on-going
amendments and developments made to the RMS and its operation in order to obtain
the most return possible on the CCG’s investment. For RMS the saving is based on the
cost of the deflected referrals so is termed “costs deflected by use of the RMS” rather
than savings.
RMS evaluation has commenced:







Activity and finance data being prepared by performance
Clinical lead and PPG Chair consulted re questions for patient experience of
RMS
Patient survey questions agreed
Agreed length of time patient survey will be carried out (one month). Outcomes
report will be provided by CSU
Liaised with comms lead re obtaining some data from the Trust re quality of
referrals
Additional dermatology GPwSI identified to begin clinics (start date to be
confirmed)

The GP Quality Contract for 2017/18 will focus on embedding the RMS into normal
practice.
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5.4

Commissioning For Value/RightCare
This programme aims to reduce variation by showing the CCG’s outcomes when
compared to ten similar CCGs. The CCG has chosen 3 focus areas; trauma and injury,
neurology and gastroenterology. GPs are engaged with this work and are supporting
pathway changes. A series of events with GPs and PMs has helped to garner support
for the RightCare programme. Objectives of the programme are to reduce unwarranted
variation in healthcare by transforming the commissioning and delivery of services. The
GP Quality Contract will further embed the RightCare programme through a focus on
pain, osteoporosis and gastroenterology pathways in 2017/18.

5.5

Releasing Time To Care Programme
Initial contact has been made with the team supporting the ‘Releasing Time to Care
Programme’ for general practice. An expression of interest has been lodged to
understand how this programme can help to support collaborative working in localities.
It is worth adding that this programme is being offered to all CCGs and builds upon the
Productive General Practice approach developed by the now defunct NHS Institute for
Improvement and Innovation. The approach expected is one of supported action
learning sets in localities focused on the high impact actions set out in the GP Forward
View.

6.0

Investment in Infrastructure

6.1

Estates and Technology Transformation Fund (ETTF)
There were three successful bids to the Estates Technology Transformation Fund
(ETTF) in 2016/17 for St Helens. One was for a mobile working bid on behalf of the
whole CCG, and options are currently being worked through as to how best to deploy
this investment. A further bid related to Market Street practice’s relocation to Vista
Road. The third application for Rainford Health Centre has subsequently been
redirected to ‘business as usual’ capital.

6.2

Business As Usual Capital
There have also been two successful improvement grant bids made to NHS England
using business as usual capital from Bowery Medical Centre and Newton Medical
Centre. A third will be paid once they have lease and landlord permission for Newton
Community Hospital practice. A bid will be made for Rainford Health Centre in March
2017.

6.3

Strategic Estates Group
A Strategic Estates Group (SEG) now meets regularly and has all the key partners in St
Helens considering estates options collectively. Future primary care developments will
be considered by this group prior to schemes progressing for consideration by the
Primary Care Committee (PCC).

6.4

New Estates Developments
A new development in Haydock for Lime Grove and Haydock Medical Centre was
approved by the PCC in February 2017. A new single storey practice for Eccleston was
also approved by the Committee. Market Street’s planned relocation to Vista Road will
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be considered by the Committee in March 2017. Community space at Rainford and
Haydock Health Centres is currently under review. Rainford was initially successful in
the ETTF process but NHS England has subsequently advised that this scheme should
be progresses through premises improvement grants (business as usual capital) rather
than through the ETTF.
6.5

IT Systems Interoperability
The CCG is in the process of procuring the Medical Interoperability Gateway (MIG) to
facilitate an Electronic Palliative Care Co-ordination Systems (EPaCCS). This will
facilitate the sharing of read only, up to date data with any health provider the patient is
in contact with. The CCG hopes to quickly progress into sharing the full clinical record
for any patient contact with any health and social care professional. Rota, the out of
hours provider for St Helens will be given access to all patients’ records which are held
in EMIS systems. A second data sharing agreement will need to be signed by each GP
Practice Caldicott Guardians.
The pilot has been delayed due to the pilot practices in Knowsley and Halton not having
signed any data sharing agreement as yet, but this will hopefully start soon, ready to
fully implement during April 2017.

6.6

Health Informatics Service (HIS)
Julie Ashurst and Dr Dave Lawson are now attending the HIS Operations Group. This
is helping to ensure the CCG is being represented and ensuring the needs of the CCG
and the GPs are being met.

6.7

E-consultations
There will be transformation funding made available to the CCG to provide
eConsultations during 2017/18, 2018/19 and 2019/20. More details to come soon.

8.0

Improvement in Outcomes

8.1

A GP Forward View dashboard has been developed to monitor the effectiveness of the
transformation programme. This dashboard was reviewed at the Primary Care Quality
and Operations Group (PCQOF) in February and wiill be presented to the Primary Care
Committee in March along with a refreshed version of the current quality dashboard for
primary care. The CCG’s intent is that the quality dashboard will be used to identify
practice concerns and help to inform the practice visits programme. The GP Forward
View dashboard will help to monitor the success of the transformation programme in
primary care.

9.0

Finance

9.1

Primary Care Transformation Fund
The CCG has identified a primary care transformation fund to support the GP Forward
View programme of c£590k to be spent over two years. The deployment of these funds
was considered by PCC in February. The CCG is working with the membership to hold
a GP Provider event on 9 March 2017 to inform these priorities. The PCC is keen for
the funds to be directed to ensure that all practices benefit, rather than require practices
to bid directly.
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9.2

GP Indemnity Reimbursement
An additional 51p per head will be paid to GPs in relation to rising indemnity fees in
recognition of the increasing costs of providing cover. This will be extended into
2018/19.

9.3

GMS Contract Uplift
Core medical contracts have been uplifted for 17/18. The uplift includes the
decommissioning of the Avoiding Unplanned Admissions Direct Enhanced Service
which has been rolled into the global sum. New contract requirements have been
added in relation to managing patients with moderate to severe frailty. These changes
will have an impact upon to the proposed elderly medical model.
£238.7 million extra is being invested nationally into the contract for 2017/18. This
investment is to uplift the contract and to take into account increasing expenses,
covering:





9.4

A pay uplift on pay of 1% (based on DDRB formula) and an uplift on expenses
of 1.4% (using latest OBR inflation forecast for CPI)
Payments for indemnity costs that will be made based on registered patients at
51.6p per patient
An increase in the value of a QOF (Quality and Outcomes Framework) point
The payment fee for the Learning Disabilities Health Check Scheme will
increase from £116 to £140 per health check

GP Quality Contract
The CCG intends to maintain a GP Quality Contract in 2017/18 and plans to maintain
the current remuneration for this, subject to approval by the Finance, Governance and
Risk Committee in March 2017. The details of the GP Quality Contract are still being
worked through following discussions at Primary Care Committee and GP Forum in
February. The final specification for the contract is expected to be ready by mid-March.
The GP Quality Contract will focus on the use of Map of Medicine, Commissioning for
Value/Rightcare approaches and the Referral Management System.
Key elements of the GP Quality Contract are likely to include improvements in
gastroenterology, osteoporosis and pain pathways. The pain pathway work will aim to
reduce unwarranted variation in healthcare by transforming the commissioning and
delivery of all services aligned to back and chest pain and headaches. The key
outcomes are to reduce the number of non-elective admissions (NEL) admissions for
chronic pain for the St Helens CCG registered population and to focus on patients with
falls.
The GP Quality Contract is expected to include pre-qualification criteria relating to
meeting the requirements of the primary medical services contract and engagement
with the CCG.

9.5

CCG Improvement Plan
The CCG has identified £300k of savings from the primary care budget in 2017/18 as
part of the CCG Improvement Plan. The expected savings include the reallocation of
PMS premiums following last year’s review of PMS contracts. There is a reduction in
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the value of APMS contracts through the levelling out of practice income. There are
some savings on diagnostics. The diagnostics savings are proving more difficult than
first anticipated and this may require other savings to be identified in order that primary
care makes its contribution to the overall improvement plan for the CCG. A highlight
report is now produced monthly for review by the Medicines Management and Primary
Care Steering Group to ensure the savings remain on track for delivery.
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At Practice Managers Forum, through Protected
Learning Time, Primary Care Committee and
Primary Care Quality and Operations Group.

Outcome
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Report to: Primary Care Committee
Date of meeting:

23 March 2017

Governing Body Member Lead:

Prof Sarah O’Brien

Accountable Director:

Mr David McBride

Report title:

Post Payment Verification Checks

Item
for:

Decision

Assurance

Information

(Please insert X as
appropriate)

This report supports the following CCG Strategic Objectives. Please insert ‘x’
as appropriate.
Strategic
Objectives

Governance
and Risk

1.
2.
3.
4.

To deliver financial sustainability
To deliver improvements through system redesign and in priority areas.
To deliver improved outcomes for patients
To develop primary care capacity and capability as system leaders

Does this report provide assurance against any of the risks identified in the Assurance
Framework? No
Yes (please specify)
Financial risks/pressures within provider organisations adversley impact on the CCG which
increases CCG costs due to the costs of additional support or alternative providers.

What level of assurance does it provide?
(List levels i.e. Limited/Reasonable/Significant)
Is this report required under NHS guidance or for statutory purpose?
No
Yes (please specify)

Purpose of this paper
To update members on a review by MIAA to conduct Post Verification Checks on invoices paid to GP
Practices.
The overall objective of the review was to ensure that there were robust and established systems and
processes within the GP Practices to ensure the accuracy, completeness and validation of data
contained within claims made by GP Practices so that the CCG is only paying for the locally enhanced
services actually provided by these practices.
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Further explanatory information required:
Does this paper link to any of the
10 key themes of the CCG’s
Improvement Plan. If yes, please
specify.

How will this benefit the health and
wellbeing of St Helens residents or
the Clinical Commissioning
Group?

Please describe any possible
Conflicts of Interest associated
with this paper.

Please identify any current
services or roles that may be
affected by issues within this
paper.

What risks may arise as a result of
this paper? How can they be
mitigated?

Yes
This paper provides recommendations to ensure accurate
claims are submitted by practices.

The Audit will provide the CCG with assurance that
Practices have robust processes in place to ensure
accuracy, completeness and validation of the claims they
are submitting.

Five practices were selected randomly for the review to be
conducted. One Practice was Mill Street, in which Dr Hilary
Flett is a Governing Board GP.

The Findings in this paper and associated
recommendations made by MIAA will need to be addressed
by the CCG. The review has resulted in findings of over
payments as well as under payments which will need to be
reviewed.

The review highlighted weaknesses in the design and
operation of controls which could have an impact on the
achievement of the key system, function or process
objectives but should not have a significant impact on the
achievement of organisational objectives.
Procedure notes should be available to GP Practices
detailing the process for submitting claims including the
process to follow for generating reports, validation of
figures, submitting claims and deadlines for claims.
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1. Executive Summary
The CCG requested MIAA to conduct Post Verification checks on invoices paid to GP Practices
following internal concerns raised regarding the current process. The CCG has responsibility for
making additional payments to GP Practices for locally enhanced services which GP’s are
providing to patients. Examples of these services include 24 hour blood pressure monitoring,
anticoagulation, minor surgery, joint injections and electrocardiograms.

2. Background and Update
Concerns had been raised within the CCG regarding the level of claims that are being received in
relation to specified activity that the practices are completing, the levels of activity in some area’s
and the overall timeliness of the claims some practices are making.
Specific testing was undertaken to determine whether there were fully documented audit trails to
support all G.P invoices for locally enhanced services paid by the CCG.
The following Practices were selected by the CCG for the review:
Longton GP Practice
Mill Street GP Practice
Rainbow Surgery
Recreation Drive Surgery
Central Surgery
The approach undertaken by MIAA was as follows:
Testing of sample activities selected across a range of GP Practices to ensure invoices paid can be
traced to:
 GP Practice Claim forms
 GP Practice Systems/records, eg EMIS,Vision, paper records etc
 Patient records
Key areas identified during the review included:





Instances where system documentation had not been retained to support the figures
claimed on the quarterly claims and when re-run there were discrepancies with the claims
submitted.
Instances of over/under claiming of activity.
Insufficient evidence of process in place to validate the figure in the claim form for accuracy
before they were submitted to the CCG
No process in place for the CCG to validate the parameters used in the search reports, to
ensure all the reports incorporate the relevant activity that has taken place.
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3. Next Steps (as appropriate)
The CCG need to address and follow up the actions made in the report to ensure accuracy of
payments and that practices have robust processes in place when submitting claims.
The CCG now need to make any payment adjustments for over payments and seek approval from
this committee for the under claims received from Mill Street, please see next page for details of the
£2,366 underclaimed.

4. Recommendations
The findings of the review highlighted a number of actions and additional recommendations:
1. GP Practices should retain the supporting documentation used to populate claims and the
supporting documentation should be accessible to the CCG.
2. The CCG should ensure that the correct parameters are being used by practices for the
searches carried out that are used to populate claims.
3. GP Practices should ensure that adequate validation processes are in place to cross
reference claims with supporting documents prior to submission for payment.
4. Procedure notes should be available to GP Practices detailing the process for submitting
claims including the process to follow for generating reports, validation of figures, submitting
claims and deadlines for claims.
5. The CCG should carry out regular sample testing of claims to ensure that they are accurate
and match source records.
6. Training should be provided to GP Practices to ensure that staff are aware of the processes
for making claims.
Primary Care Quality and Operations Group is seeking advice from the Primary Care Committee
about how it should approach the under-claims from Mill Street identified through the audit, whether
the approach agreed sets a precedent, and whether this has implications for other practices who
may have historically under-claimed.
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Mill St Backdated Claims for Anti Coagulation Summary

2014-2015
Q1 £296
Q2 £300
Q3 £306
Q4 £306
Total £1208

2015-2016
Q1 £296
Q2 £296
Q3 £290
Q4 £276
Total £ 1158

Total £2366

7
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Yes No

N/A

This was discussed at PCQOG in January.

The CCG will communicate to all Practices the
actions/Recommendations detailed in the MIAA
Report.

Comments & Date
(i.e. presentation, verbal, actual report)

The Committee escalated this item
to the Primary Care Committee for
resolution.

Outcome
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Minutes of Primary Care Quality and Operational Group
Held on Thursday 26th January 2017
Meeting Room 10, St Helens Town Hall
In Attendance:
Karen Leverett (KL) - Primary Care Management Lead (Deputy Chair)
Sue Humphrey (SH) - Commissioning & Contracts Manager
Clare O’Toole (COT) – Commissioning & Contracts Manager
Karen Edwardson (KE) – Safety & Primary Care Quality Lead
Paul Brennan (PB) – Primary Care Accountant
Dr Mike Ejuoneatse (ME) - CCG Deputy Chair
Tony Foy (TF) – Lay Member, Audit, Governance & Finance
Dr Joe Banat (JB) – GP Governing Body Member Quality Lead
Katie Power (KP) - Practice Manager Governing Body Representative
Adam Delaney (AD) – Information Analyst (representing Kerry Ingham)
Apologies:
David McBride (DM) – Associate Director, Primary Care (Chair)
Rachel Cleal (RC) – Local Authority Senior Assistant Director – Commissioning
Colette Walsh (CW) – Head of Public Health Commissioning
Kerry Ingham (KI) – Senior Performance Manager
Dr Ivan Camphor (IC) - LMC Representative
Not in attendance:
Rose Gorman (RG) – Senior Contracts Manager, NHSE
Kirk Benyon (KB) – Assistant Contract Manager, NHSE
Minute Taker:
Sue McCarthy (SMc)
1)

Welcome, Introductions and Apologies for Absence

KL welcomed everyone to the meeting, apologies were noted and introductions made.
2)

Declarations of Interest

KP declared an interest in Item 6e – GP Quality Contract
JB declared an interest in items 5a – GP Forward View
6d – Post Payment Verification Checks
6e – GP Quality Contract
ME declared an interest in items 5a – GP Forward View
6d – Post Payment Verification Checks
6e – GP Quality Contract
The Chair deemed that members could attend and participate in discussions.
3)

Minutes of the Previous Meeting & Matters Arising

The minutes of the meeting held on 24th November 2016 were agreed as a true and
accurate record.
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4)

Minutes of the Previous Meeting & Matters Arising

Matters arising: Please see separate Action Log
5)

Transformation

5a) GP Forward View Submission
KL presented a paper that had been prepared by DMc to inform the PCQOG of the detailed
GP Forward View plan that was submitted to NHSE on 23rd December. She stated that an
email has been received from Glenn Coleman, NHSE, thanking each CCG for their hard
work and efforts in drafting and submitting the plans. He stated that the plans have been
internally reviewed; NHSE then participated in a regional moderation panel. The next steps
will be to seek clarity with each CCG regarding elements of the plan which did not describe
the range of activities that are being progressed.
The narrative assessment of each CCGs plan will be finalised over the next two weeks,
NHSE will then arrange to meet and discuss.
The group was asked to note the contents of the report paying particular attention to the
following:Page 24 - Performance measures, this ties in with the dashboard presented by Adam
Delaney.
Page 22 – Priorities for use of the Primary Care Transformation Fund – the group discussed
how these monies could be distributed amongst practices and as stipulated in section 7.3 all
schemes and ideas would have to be approved at the Primary Care Committee.
Page 33 – Programme Workstreams – given the large amount of work involved the group
discussed capacity and the importance of deciding upon key deliverables in year 1. It was
agreed that understanding of locality working by practices was very important and it was
suggested that this be taken to a future GP Forum.
The group also discussed trying to streamline services e.g. flu jabs in Care Homes,
organising networks in localities.
It was agreed that the group need to inform on the CCG Primary Care Vision/ Strategy
ahead of the next meeting.
5b) Membership Engagement and GP Structures
ME explained to the group that the overarching reason for change is to get better practice
engagement. To help GPs better understand where they are as commissioners and
providers.
It has been proposed that as a means of commitment each practice should provide the CCG
with a named GP lead to buy into their corporate responsibilities. The GP Lead would be
expected to attend 6 Council meetings per year and feedback to their practices, possibly
evidenced by minutes from Practice meetings. He stated that someone with authority could
also be nominated as a deputy and that Practices would also be remunerated for their
attendance. Money has been saved by the CCG due to shrinking GP Governing Body
members.
ME confirmed that there would also be other practice provider meetings in between to
develop federations. He stated that this has to tie in with the corporate calendar and these
meetings would be used for members to give a view/ opinion on important CCG decisions
prior to them going to Governing Body.
6)

Finance and Contracts

6a) Contract Actions Log
CO’T presented a paper to the group to provide an update of any Contractual Variations
including Resignations, Retirements and New Partners.
Partnership change notifications/ variations have been received from 6 practices. There
have been 4 GP resignations with a further 3 planned during February and March, One
practice is actively looking to replace. There is also a planned Business Partner resignation.
One practice has taken on an additional partner.
2
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CO’T stated that the report aims to provide the group with an overview of potential risks due
to Workforce issues. The CCG will monitor the impact these changes will have on practices
and offer additional support where necessary. The CCG is working with the LMC to
determine how best to support practices. Workforce has already been identified as a Primary
Care risk as practices are struggling to recruit to replace existing GP workforce.
The group discussed the framework for deciding which practices are classified as
vulnerable, stating that this should link into the Primary Care dashboard. The group need to
be aware of when practices are seeking support and know that support is being given. Other
factors that can impact on practices should also be looked at e.g. are they dealing with a lot
of Care Homes. If the practice is using Locums, the CCG needs assurance that this is safe.
CO’T stated that this is why she has tried to include an overview of each practice within the
report, detailing current list size, current workforce and number of sessions provided. This
information could be turned into a measure of resilience. The group agreed that the sessions
indicated may not always be at the member practice, also where nurse clinicians are
providing session the group queried whether they were under clinical supervision.
CO’T agreed to refresh the information currently held by the CCG.
Members noted the Contract Actions log
6b) Finance Update
PB provided the group with a report and a detailed breakdown of the annual cocommissioning budget which as at December 2016 is overspent by £353k. This is a slight
improvement on November.
He stated that the key areas for noting are:GMS overspend of £906k - PB explained that the current GMS budgets were set by NHSE
where it was assumed that practices would opt out of providing an Out of Hours Service,
when in fact all GMS practices in St Helens GPs subscribe to Rota. He stated that this will
be a non-recurrent issue going forward as this will be corrected when the budget is set by
the CCG in 2017/18.
Dementia DES underspend of £124k – NHSE has confirmed that the Dementia DES
ceased in March 2016 therefore there will be no expenditure in 2016/17 other than 310k
relating to claims received from 2015/16.
Locum costs overspend of £137k – This is predicted to rise to £174k by year end. PB
explained that the CCG only began to manage this process from November 2016, this will
enable the CCG to accurately report future locum costs.
Notional Rent overspend of £126k – this is currently managed by NHSE on behalf of the
CCG. PB explained that the District Valuer goes out on a 3 yearly basis, there is one
practice causing concern as they have contested the last 3 valuations, dating back to 2009.
He stated that this could impact on this years and future budgets.
A deeper dive was requested in order to understand the financial position better and to
recognise what financial risks are being carried that the CCG may not be aware of. PB
stated that he also currently attends meetings with the Practices who are located in the two
LIFT buildings in an arbitration capacity, as there has been some non-payment of invoices
regarding services provided, he is unaware of the scale of non-payment.
2017/18 Budget Setting
The CCG will receive an allocation of £28,018k which represents a 1.8% increase, a funding
equivalent to £142 per patient. This is above target in terms of the national average. The
CCG submitted its 2017/18 budget on 23rd December using its position as at appendix 1 as a
starting point. The CCG is still awaiting confirmation of core contract uplifts; at present this is
estimated at 2.9%, but is the biggest unknown. £300k will also need to be factored in for
Primary Care QIPP savings.
Syrian Refugee Resettlement
There are 4 Syrian refugee families to be housed in St Helens in January. The CCG will
receive £600 per patient to support the cost of providing primary care services, this
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represents 12 months of services. The income will be received from the Home Office,
therefore once patients are registered with local practices the CCG needs to obtain their
NHS no. and report to the Home Office. £2000k has also been set aside for secondary care
if required; a further application for funding can be made if the cost exceeds this amount.
KL will work with PB around this funding.
Action: KL and PB to meet to discuss Syrian refugee funding.
6c) CCG Recovery Plan 17/18 and Savings Schemes
KL presented a paper that had been prepared by David McBride to inform the group of the
suggested schemes to deliver a £300k QIPP saving in primary care for 2017/18. The
schemes identified are:- Improvements in end of life care to help reduce the number of deaths occurring in
hospital. The group discussed the fact that elements of this were included in the 15/16
Quality Contract and it was impossible to quantify the financial results. It was noted that
previously the Gold Standards Framework was an Enhanced Service which was submitted
per patient.
- Reduction in PMS premiums by approx. £108k. The group agreed that money saved
from PMS premiums was to be reinvested in primary care not classified as a QIPP saving
- Changes to diagnostic support to ensure equity across the borough. When PCTs
were devolved, the CCG took over the leasing of 17 Spirometry machines at a cost of £20k
per year; the remaining 17 practices were leasing their own machines. It is anticipated that
overall £75k will be saved via ECGs, a saving of £23 per ECG when done in primary care.
The group discussed the potential increase in secondary care referrals if affected practices
do not purchase and maintain their own diagnostic equipment. It was noted that practices
receive QOF points for ECG and Spirometry, there would therefore be financial implications
if they did not continue to provide this service.
It was noted that these are initial suggestions; the group decided that the proposed ‘End of
life ‘and ‘PMS premium reduction’ schemes have too many flaws with no indicative measure.
The group agreed that QIPP savings schemes should be able to be controlled and quantified
by the CCG. Overall the group were of the opinion that practices should be informed of what
is planned to be included in QIPP plan via a GP Forum where these matters can be
discussed and approved.
KL stated that this will have to be updated and brought to the next meeting. Due to tight
timescales members agreed that an email report asking for comments would suffice.
6d) Post Payment Verification Checks
CO’T presented a report to the group detailing a review by MIAA who conducted Post
Verification Checks on invoices paid to GP Practices. The audit was conducted to ensure
that there were robust systems in place to ensure accurate and valid data was contained
within claims so that the CCG is only paying for services actually provided. There were 5
practices randomly selected and the review identified both over and under payments. The
review highlighted system failings and the CCG will need to address the recommendations
made by MIAA.
CO’T stated that, due to the findings, the CCG now plans to make any payment adjustments.
Given that only 5 practices were audited the group discussed whether MIAA would expect
the CCG to act upon its findings and if they would accept this as an outcome, or would the
CCG have to conduct a full audit of all practices to determine accuracy of payments borough
wide and adjust accordingly. An action arising from the audit was for the CCG to inform
practices how to conduct searches accurately and the group agreed that the process does
need tightening up. The group discussed liability and whether the CCG would only be liable
for as long as it has been in existence. It was suggested that practices be informed that in
future the CCG may run its own searches to validate claims and check the quality of the
searches conducted by the practice. KP stated that, to facilitate this, practices can do a
screen dump and save this as a word document.
The group agreed that PCQOG has identified the problem but it will be for PCDMC to make
a decision on how to proceed.
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Action: Identified problem to be highlighted to PCDMC for action
6e) GP Quality Contract
KL presented a paper to the group informing them of the work being carried out to determine
which indicators should be included in any Quality Contract Local Enhanced Service for
17/18. She stated that a small task and finish group has been established, of which Dr Mike
Ejuoneatse and Katie Power are members. The group is working its way through possible
indicators and whether they are measurable.
The LES is subject to financial approval.
Suggestions will be taken to the GP Forum on 15th February for discussion. The group will
be kept up to date as and when more information becomes available.
Members noted the GP Quality Contract 17/18.
7) Performance, Quality and Safety
7a) Primary Care Risk Register
CO’T explained that the updated Risk Register presented today was created following an
extensive review of primary care risks. She stated that since the report had been circulated a
further two risks, Urgent Care Access and Primary Care Contracts, had been identified and
would be added prior to the next meeting.
Three new risks have been identified
 R003 Commissioning and Primary Care Team Capacity.
 R006 Engagement with Public, Member Practices and Local Representative
Committees
 R007 IT System Failure
Two risks have been increased
 R001 Workforce, increased from 15 to 16
 R002 Pressure on CCG Finances and primary Care Budgets, reduced from 6 to 9
Three risks have been reduced
 R004 Primary Care Support (CAPITA), reduced from 12 to 6.
 R005 Adequate assurance for the contracting of commissioned Enhanced Services,
reduced from 9 to 4
 R008 IT Data Sharing Agreement, reduced from 9 to 6
Members agreed to go through the Risk Register at the next meeting prior to its inclusion on
the GBAF. Members noted the Primary Care Risk Register
7b) Primary Care Quality and Performance Report
Adam Delaney presented a report and draft Primary Care Performance dashboard for
comment and approval.
He explained that the dashboard had been produced as an action from PCDMC. Adam and
Kerry Ingham met with DMc to discuss initial proposed indicators using the dashboard that
KE had already begun to develop. Other indicators were added to incorporate elements of
the GP Forward View as this will help to monitor progress in this area.
The group did not agree with the title of the document and discussed whether the initial
focus had been lost as original proposals were to concentrate on quality and safety to assist
in identifying vulnerable practices. The group did not believe that the dashboard, in isolation,
would help to identify vulnerable practices. It was noted that whilst the dashboard could
provide data on performance and effectiveness this would need to be combined with soft
intelligence to provide this level of detail. It was noted that CQC and Friends and Family had
been removed, the group agreed that these were useful indicators and should be reinstated.
The group discussed the %of RMS referrals indicator, agreeing that this could not be
measured on weighted list size but should be on the total number of e-referrals made and of
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those how many go through RMS. This detail will be needed to trigger GP Quality Contract
payment for year end. It was agreed that DMc and KE to meet again to discuss Quality
Domain.
Action: DMC to link with KE to discuss Quality Domain
The group would also like to see 127b/IAF urgent care emergency admissions linked to
frailty, Adam stated that this report was taken from Aristotle and if the required search was
not currently available, the CCG would need to make a request for inclusion. The group
suggested that DMc and KI meet again to discuss the group’s recommendations,
Action: DMc to meet with KI to update dashboard prior to presenting at PCDMC.
It was acknowledged that the dashboard would provide a starting point for dialogue with
practices and would help the CCG to understand some, but not all, issues. The group were
happy with the outlay and agreed that the dashboard would need to be refined over time.
Adam stated that the intention would be to make this available in Aristotle so that all CCG
colleagues and GP practices can access, it would also need to be agreed outside of the
meeting which team would be responsible for maintaining the dashboard.
The group noted the Primary Care Quality & Performance dashboard
8) For information
8a) National/ Regional Updates
This item was deferred
8b) Local Updates
CO’T stated that Hollybank had recently sent in a boundary change application which would
be presented at the next meeting.
9) Any other business
SH informed the group that there are currently 8 practices participating in the Minor Surgery
DES to perform minor surgery on non-listed patients. She has received feedback from these
practices stating that it is not financially viable for them to continue to offer this service as
there is no reimbursement for consumables. Some are threatening to withdraw from the
scheme. Currently practices are paid £43.36 for a joint injection and £83.72 for an incision,
secondary care charge £133 for a joint injection and £134 for an incision.
SH is proposing that the CCG develop a LES to include everything that is currently offered
on the DES but to make it more financially attractive to practices. This would only apply to
non-listed patients, the group agreed with the proposal. It was agreed that SH would carry
out some initial scoping work re the viability of this
10) Date and Time of Next Meeting
The date of the next meeting is:Thursday 23rd February 2017
14:00 - 16:00
Meeting Room 10, St Helens Town Hall
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