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OPEN MEETING
Minutes of the Meeting of the Primary Care Commissioning Committee
Held on 3 May 2016 2016 in Meeting Room 17, Wigan Life Centre
Present:
(Chair) Dr Gary Cook, Secondary Care Consultant Governing Body Member (GC)
Frank Costello, Lay Member (JC)
Trish Anderson, Chief Officer (TA)
Julie Southworth, Director of Quality and Safety (JS)
Mike Tate, Chief Finance Officer (MT)
John Marshall, Associate Director Strategy and Collaboration (JM)
Catherine Johnson, Assistant Chief Finance Officer (GW)
Gary Young, Patient Forum Representative (GY)
Ernie Rothwell, Patient Forum Representative (ER)
Claire Roberts, Assistant Director Strategy and Collaboration (CR)
Dr James Weems, GP Representative (JW) – arrived at 10:05.
Julie Pemberton - Minute Taker (JP)
AGENDA
1.

Action

Chairman’s Welcome
The Chairman opened the May meeting of the Primary Care Commissioning
Committee at 10.00am.
No members of the public were present.

2.

Apologies for Absence
Laura Browse, Debbie Szwandt, Stuart Cowley

3.

Declarations of Interest
Individuals were asked to declare any interest that they have, in relation to a
decision to be made in the exercise of the commissioning functions of Wigan
Borough Clinical Commissioning Group, in writing to the Chair, as soon as they
are aware of it and in any event no later than 28 days after becoming aware.
Nothing declared at the meeting.
The CCG as an organisation is currently reviewing/updating the declarations of
interest.

4.

Minutes and Actions
The Minutes from 5 April 2016 were agreed as true and accurate.
All actions on the Action Log completed. Action log refers.
1
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GC commented that some of the actions from the last meeting he felt had not
been captured within the action log.
JP to ensure that all actions are transferred over to the Action Log.

JP

TA confirmed that Jonathan Kerry was looking into the setting up of a data base
style central action log, which would hold all the actions from the Governing Body,
Committees of the Governing Body and the SLT. It is still early days, but this
would be a useful addition to the already well established Modern.Gov System.
5.

Standing Agenda Items
5.1 Primary Care Commissioning Programme Update
JM briefed the meeting in the absence of DS.
The PMS Review is an agenda item on the Closed part of this meeting.
JM confirmed that DS and GC had met with NHS England to discuss
progress. Final decisions are yet to be made and some practices are
appealing.
Evidence has not yet been seen, but NHS England is progressing this.
A list of examples is being compiled by NHS England to help Wigan with
their task.
Final decisions will need to be made in July 2016.
The APMS consultation will also be discussed at the Closed part of this
meeting.
There were no further updates at this time.
The Committee received the report.
5.2 Primary Care Quality Improvement Programme Update
JM briefed the meeting.
Single Commissioning and Outcome Scheme (SCEOS) all practices are
now signed up.
GM Standards process is presently being finalised and close to completion.
Further discussion will take place at the Clinical Leadership Team Meeting
on 10 May with a view to launching later this year.
The Governing Body has agreed investment in primary care of £15.00 per
head per practice to comply with the standards. Further discussions are due
to take place at the Senior Leadership Team Meeting (SLT).
2
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MT advised the Committee that correspondence from the Government dated
21 April containing information regarding investment into primary care did
not mention that the £2.4m referred to was a reinstatement of funds, not
additional money. The CCG needs to be clear what this policy statement is
signing CCGs up to.
Further discussion in relation to the funding gap will take place at SLT
and an update will be given at the next meeting. Some money will be
within the Transformation Fund.

MT

FC confirmed that a spotlight session had been held at Leigh Sports Village
for patients and the voluntary sector which ER participated in. The essence
of this workshop was around how much is already being done in Primary
Care and how improvements could be made.
The Committee received the report.
5.3 Finance Update
CJ briefed the Committee with regard to the financial position on NHS
England Primary Care devolved allocation for 2015/16 as at Month 12.
CJ confirmed that there was not much change from the position reported in
Month 11, with the year-end financial position showing a surplus of £1.2m.
The Key Issues reported were:
Payments relating to Primary Care are now paid directly from CCG ledgers.
Payments relating to the main GP contracts will continue to be generated by
NHS England finance teams and sent to Capita.
FC asked why these payments were not sent directly to the CCG. MT
explained that these payments had always gone through LASCA, which is
now Capita, this is the procedure and a national directive.
MT to further expand the detail within the July finance update.

MT

JW raised concerns with regard to the delay in receipt of GP records
between surgeries on patient transfer and asked if this was a larger problem
within the Borough.
JS confirmed that any concerns from GPs would be entered on the Ulysses
System and would be picked up by the Quality team should a trend be
identified.
JS to check the quarterly Ulysses report for any evidence of trending
and report back to the July Meeting.

JS

The CCG has included delegated primary care funding requirements in its
3
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cash forecast for 2016/17 and budget planning for 2016/17 is now
underway.
The Committee received the report.
5.4 NHS England Update
Nothing raised and no representative attended the meeting.
5.5 Primary Care Transformation Fund Update:
New Models of Care:
CR briefed the meeting on the position to develop new models of primary led
care and the establishment of geographically aligned practice clusters.
The pace of development over the past couple of months has been
considerable with some key achievements being made and actions for the
future identified.
The aims of the programme are to bring together GP clusters to develop and
strengthen Primary Care and to develop further community care.
It is recognised that the challenge of reform and transformation envisaged is
immense and requires cultural change, organizational development, shared
understanding and vision as well as the need to work through a range of
issues.
Emerging practice clusters are working within a shared framework which
clarifies the overarching objectives and direction of travel.
Following 2 initial workshops held in March 2016, 5 clusters have indicated
their intent to develop new models as part of the early adopter phase. This
is more than was originally envisaged, but agreement was taken to support
the 5 moving forward.
Each cluster has started to identify their own priorities within a defined
framework, which outlines the strategic objectives for the programme with
the initial focus on transforming the delivery of Primary Care. As the clusters
start to move forward, they will bring in wider support to develop business
cases.
There are only 2 practices that sit outside the clusters and these will be
discussed further with the Clinical Leads.
TA commented that a huge amount of progress had been made within a
small amount of time and congratulated our GP practices on their efforts.
FC commented that it was great to see practices being prepared to be
engaged going forward. However, he raised concerns about the size of the
4
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Wigan Cluster being 106,380 patients.
It was also raised that the relationship between the clusters and the
Integrated Care Organisation (ICO) needed clarification.
CR agreed to circulate a map of the emerging GP clusters indicating
location of aligned practices.
On-going work will provide data and intelligence for each of the
clusters in terms of quality indicators, deprivation, population health
needs etc.
CR will update the cluster profiles to indicate which practices hold
PMS, GMS or APMS contracts
Agreed that training, education and audit would be added to the list of
enabling workstreams

CR

The Committee received the report.
6.

New Business

77
77

GP Forward View
The GP Forward View was Issued in April 2016. This is the follow up of the 5
year forward view published in October 2014 and is targeted at the increased
national investment of £2.4 billion and a turnaround package of a further £500m
for investments in workforce, technology and premises.
The 5 priority areas are:
• Investment
• Workforce
• Workload
• Infrastructure
• Care Redesign
Wigan is presently the only CCG developing a GP Workforce Strategy.
It was discussed that a proposal could be developed amongst the clusters,
retaining GPs within the Wigan area, with pool money available. The CCGs
would encourage GPs to retain people who could work across the clusters/CCG
as a whole. This collaborative working would help with GP capacity.
At present GP training depends much on good faith and it is within the CCG’s
interest to become involved and support training.
JS enquired about Estates and would there be an opportunity to apply for extra
money?
There is an agreement across GM with a Memorandum of Understanding around
estates.
5
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GC commented that this was an interesting document and asked for existing local
work programmes and activity to be mapped against the actions within the 5 Year
Forward View.
CR to action this for the July meeting.

CR

The Committee received the report.
7.

Any Other Business
GC raised the question of the Terms of Reference (TOR) for the Primary Care
Commissioning Committee stating that it was probably timely for these to be
reviewed in light of the revised documentation from MHS England around
managing conflicts of interest.
GC to liaise with Tim Collins, to arrange for Tim to attend the July meeting TC/GC
where the TOR and voting rights would be discussed as an agenda item.
It was also agreed that MIAA would be approached to carry out an TC/GC
Effectiveness Review of the Committee possibly in September.

8.

Date and Time of Next Meeting
Tuesday 5 July 2016, 10.00am in Meeting Room 17, Wigan Life Centre.

6
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Actions from the WBCCG Primary Care Commissioning Committee (PCCC) held on Tuesday 3 May 2016
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5.2 Policy
Statement in
relation to
Government
correspondence
regarding
investment into
PC.
5.3 Finance
Update

Agreed actions at the meeting held on Tuesday 3 May 2016

Responsibility

Deadline

JP to ensure that actions are transferred over to action log.

JP

Completed

Further discussion in relation to the funding gap will take place at
SLT and an update will be given at the next meeting. Some
money will be within the Transformation Fund.

MT

GP contract payments. MT to further expand the detail within the July
Finance update.

MT/CJ

JS to check quarterly Ulysses report for any evidence of trending in
relation to delay in receipt of GP records when patients transfer.

5.5 Primary Care
Transformation
Fund: New
Models of Care

CR agreed to circulate a map of the emerging GP clusters
indicating location of aligned practices.
On-going work will provide data and intelligence for each of the
clusters in terms of quality indicators, deprivation, population

July 2016

JS

July 2016
Andrew Wragg has
reported that this is a
constant problem
reported through service
user experience. This has
been shared with DS who
is feeding into NHS
England.

All items Completed.
Also agenda item.
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health needs etc.
CR will update the cluster profiles to indicate which practices hold
PMS, GMS or APMS contracts
Agreed that training, education and audit would be added to the
list of enabling workstreams.

CR

6. GP Forward
View

GC asked for existing local work programmes and activity to be mapped
against the actions within the 5 Year Forward View.

CR

Agenda Item

7. AOB

GC to liaise with Tim Collins, to arrange for Tim to attend the July
meeting where the TOR and voting rights would be discussed as
an agenda item.

GC/TC/DS

Tim Collins attending

It was also agreed that MIAA would be approached to carry out an
Effectiveness Review of the Committee possibly in September.

GC/TC/DS

September 2016. In hand.
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REPORT TITLE:

Finance Update

CORPORATE OBJECTIVE
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2. Commissioning high quality services, which
reflect the population’s needs, delivering good
clinical outcomes and patient experience within the
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REPORT AUTHOR:

Catherine Johnson
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Catherine Johnson

RECOMMENDATIONS/DECISION
REQUIRED:

For information

EXECUTIVE SUMMARY
The report outlines the Primary Medical Care budgets for 2016/17, and provides an
update on the financial position reported as at Month 02 including the forecast outturn
position.
The final section of the report outlines some key risks and issues for the attention of the
Committee including;
-

Changes to processes with effect from 1st April 2016; and
An update on financial planning for 2016/17.

FURTHER ACTION REQUIRED:

None

EQUALITY AND DIVERSITY: Confirmed that any changes to service or procedure introduced as a
result of this report do not impact adversely on any of the protected groups covered by the Equality Act
2010.
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Finance Update - Primary Care Commissioning Committee
Tuesday 5th July 2016

1.

Introduction

1.1

This paper provides a summary of the financial position reported as at May
2016 against the CCG’s Primary Medical Care budgets. It includes the
Delegated / Co-Commissioning budgets, and additionally this year, budgets
that are funded from the CCG’s allocation e.g. Quality Improvement, Locally
Commissioned Services and the Better Care Fund.

2.

2016/17 Budget

2.1

A summary of the 2016/17 Primary Care budget is shown in Table 1 below.
The 2015/16 final outturn position has also been included to show the
increased level of funding that the CCG has invested into Primary Care in the
new financial year - £9.5m.
Table 1. Comparison between 2015/16 outturn and 2016/17 budget

Expenditure Type
Delegated / Co-Commissioning
Quality Improvement
Locally Commissioned Services
Better Care Fund
Total

2015/16 2016/17
Outturn Budget Increase
£'000
£'000
£'000
40,907 44,991
4,084
1,376
5,653
4,277
1,824
929
-895
808
2,800
1,992
44,915 54,373
9,458

2.2

£2.4m of the Delegated / Co-Commissioning budget increase relates to
funding for NHS Property Services and Community Health Partnerships which
was held by NHS England in 2015/16. The remaining increase relates to
inflation and growth monies.

2.3

The net increase in funding for Quality Improvement and Locally
Commissioned Services totals £3.4m. The majority of this investment will be
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used to fund the GM Primary Care Standards payments which will be paid to
Practices at a rate of £15 per Weighted Patient. The total of these payments if
fully achieved will be approximately £5.2m.

3.

Year to Date Financial Position – May 2016

3.1

The year to date financial position reported at the end of Month 02 is shown in
table 2 below.
Table 2. Year to date financial position - May 2016

Budget
TOTAL Resource
Expenditure
TOTAL Expenditure
TOTAL (Surplus) / Deficit

Delegated Quality
Locally
/ CoImprove- Comm.
Comm.
ment
Services
£'000
£'000
£'000
7,498
276
119
7,498
276
119
7,498
7,498
0

276
276
0

Better
Care
Fund
£'000

119
119
0

0
0

Total
£'000
7,893
7,893

0
0
0

7,893
7,893
0

3.2

The delegated financial position continues to be reported by NHS England
and the other areas are reported by the CCG.

3.3

In line with previous years, the CCG reported a breakeven position at month
02 due to only a small amount of actual data being available.

4.

Forecast Outturn Position – May 2016

4.1

The year-end forecast outturn position was also reported as breakeven, as
shown in table 3 below.
Table 3. Forecast outturn position - May 2016

Expenditure Type
Delegated / Co-Commissioning
Quality Improvement
Locally Commissioned Services
Better Care Fund
Total

2016/17 2016/17
2016/17 Forecast Forecast
Budget
Outturn Variance
£'000
£'000
£'000
44,991
44,991
0
5,653
5,653
0
929
929
0
2,800
2,800
0
54,373
54,373
0
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5.

Key Issues – July 2016

5.1

Nationally, it was agreed that with effect from 1st April 2016, payments made
against the delegated budgets would be processed directly from delegated
CCG ledgers. This was agreed by the Chief Finance Officer and is now in
operation.

5.2

This has led to a number of new tasks having to be undertaken by the CCG. A
summary of these is shown in table 4 below, along with some potential risks
that they bring and mitigations, where applicable.

Table 4. Additional duties being undertaken by the CCG
Task

Approve Non PO invoices
received directly from
Suppliers

Issue Arising
Mitigation
Volume of invoices is not yet
known - NHSE estimate 500 per
annum. Some invoices are split
coded and can be time
consuming to process. If average
time = 5 mins / invoice = over 1
week per annum!
CCG chasing Suppliers for
copies of contracts or other
Budget Holders have to approve evidence to support their
invoices without knowing if they
invoices. Looking at
are correct. In some cases
historical data to ensure
NHSE previously 'signed blind'.
consistency.

Process payment of Non
PO invoices received
directly from Suppliers

Volume of invoices is not yet
known - NHSE estimate 500 per
annum.

Process Non PO invoices
received directly from
Suppliers e.g. clinical
waste

Pension pay over

Pension pay over - OOH

LMC deductions pay over

Premises Subsidies /
Voids

Issues around the way the
deductions are coded e.g. not
using balance sheet codes.
No advanced notification of
which GPs are providing this
service. Are CCGs capturing all
pay overs?
Information not forwarded to
CCG e.g. policy numbers
resulting in delayed payment.
Now have to pay by 'faster
payment' at a cost to the CCG.
Funding transferred to CCG;
query if CCG now carry the risk
from potential future cost
increases?
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Being queried at a GM level.

Being queried at a GM level.

The requirement for ‘faster
payment’ is currently being
queried at a GM level.
Work is on-going to
understand if funding covers
costs.

5.3

The CCG’s 2016/17 allocation for Primary Medical Care totalled £45,440k.
From this, the CCG has a duty to create a 1% risk reserve and a 0.5%
contingency which reduces the amount available to commit expenditure
against by £682k, leaving £44,758k.

5.4

The budget required for Primary Care in 2016/17, as notified by NHS England
in April 2016, totalled £44,991k which results in a shortfall of £233k.

5.5

The Director of Finance at NHS England (Lancashire and Greater
Manchester) has advised CCGs across Greater Manchester that an exercise
will be undertaken around July time to review the methodology used to
calculate the Primary Medical Care allocations. This may result in an
adjustment to GM CCG’s allocations.

5.6

Therefore, for purposes of budget planning, the CCG was advised to assume
a breakeven position against the delegated budget and currently, the £233k
shortfall has been funded from the CCG’s baseline allocation.
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General Practice Forward View
Page 17

Wigan Borough’s Response

Key Themes

Page 18

• Increased levels of investment
in general practice
• Workforce
• Managing workload
• Practice infrastructure- estates
& technology
• Care redesign

Local Investment
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• Quality & Engagement Scheme (including GM
Standards)- investment of £15 per head
• Better Care Fund- investment in workforce &
new care models
• Transformation Fund
• Primary Care Access Fund (PMCF)
• Reinvestment of APMS funding from 2017

Workforce
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• Key focus for GP clusters
• Investment in GP Fellowship Scheme
• Proposals being developed for Retention &
Recruitment Scheme for Practice Nurses
• Expanding general practice workforce
• Physician Associates already working in practices
• Community Link Workers pilot across all practices
• Business cases being developed for Clinical
Pharmacists & Mental Health Workers

Education & Training
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• Local Workforce & Education Group (LWEG)
funding for practice based learning &
development programme
• Education, learning & peer reviews central to
the Quality & Engagement Scheme
• System wide OD programme being developed
to support implementation of the Locality Plan
• Training & support for reception & clerical
staff

Managing Workload
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• National focus on reducing bureaucracy
• Includes payment mechanisms, improving
patient flows, interactions with other
providers (including acute settings) & changes
to CQC inspections
• Local Outpatient redesigns
• Improvements to discharge summaries locally
• Need to review IT & software developments

Estates & Technology
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• Local proposals for capital investment in
premises moving forwards
• Use of technology- local investment in text
messaging services, Share to Care programme,
online appointment booking, repeat
prescription requests etc.
• Local Estates Strategy
• Local IT developments

Care Redesign
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• Extended access via the Prime Minister’s
Challenge Fund (PMCF)
• Access standards within the Quality &
Engagement Scheme
• Focus of the New Models of Care programmeGP led proposals
• Multi-speciality Community Provider (MCP)
model- local integrated care models being
developed
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Further Developments
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• Support for self-management
& self care
• Patient education
• Use of technology
• Workforce developmentsnew roles in General Practice
• Learning & development for
practice teams
• Other areas????
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All
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RECOMMENDATIONS/DECISION
REQUIRED:

PCCC is asked to endorse the approach outlined
with respect to the payment schedule and
monitoring & assurance of the scheme

EXECUTIVE SUMMARY
The implementation of the Quality & Engagement Scheme demonstrates a commitment to
delivering Wigan’s Locality Plan by significantly investing in primary care and establishing a
clear framework of quality standards which incorporate the Greater Manchester Primary Care
Standards. This paper provides the Primary Care Commissioning Committee with updated
information on the payment schedule for the scheme and proposals for monitoring and
assurance.

FURTHER ACTION REQUIRED:

None

EQUALITY AND DIVERSITY: Confirmed that any changes to service or procedure introduced as a
result of this report do not impact adversely on any of the protected groups covered by the Equality Act
2010.

Implementation of the Quality & Engagement Scheme will impact positively on health
outcomes for target populations and patients from protected characteristic groups.
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Primary Care Investment: Wigan Borough Quality &
Engagement Scheme
1.

Introduction

1.1

The vision of Wigan Borough Clinical Commissioning Group (WBCCG) is to
ensure the delivery of excellent health outcomes for the population it serves in
the borough of Wigan, maintaining clinical excellence and value for money.

1.2

The implementation of the Quality & Engagement Scheme demonstrates a
commitment to delivering Wigan’s Locality Plan by significantly investing in
primary care and establishing a clear framework of quality standards which
incorporate the Greater Manchester Primary Care Standards .

1.3

The overarching aims of the scheme are to:
a) Reduce unwarranted variation in quality of care across Wigan Borough
b) Overall improve the health outcomes for the people of Wigan Borough
c) Improve patient experience
d) Investment in general practice for the future to ensure stability and growth
e) Reduce avoidable and unnecessary use of acute services including
admissions and readmissions to secondary care
f) To engage general practice teams in the planning and design of services
and care pathways

2.

Requirements of the Scheme

2.1

The Quality and Engagement Scheme includes 9 Greater Manchester
Standards as well as a number of local requirements. Standard 10 is a local
standard which includes the engagement requirements that have previously
been part of the Single Commissioning, Engagement and Outcomes Scheme
(SCEOS).

2.2

Other local standards include the requirements to utilise the NHS E-Referral
System and to share workforce data. There is also a requirement to work with
the CCG to develop and then subsequently implement a primary care
diagnostics scheme (Standards 12 – 13).

2.3

Within 2016/17 it is recognised that many of the requirements within the
standards will be developmental and we will continue to work with practices to
understand any barriers or difficulties in implementing the scheme. We will
also need to work collectively to ensure there is shared understanding and
interpretation of the requirements. A summary of requirements in included as
Appendix 1.

1
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3.

Investment & Payment Schedule

3.1

The full scheme value is £15 per head of weighted practice population. This
includes the Member Engagement element of the scheme (Standard 10)
which all practices have already signed up to.

3.2

Practices have been sent a copy of the full scheme requirements and a
detailed guidance document which includes definitions, read codes and
templates. Practices are required to complete and submit a Quality and
Engagement Scheme Sign Up form by Friday 1st July 2016.

3.3

Practices will be required to sign up to all elements of the scheme in order to
achieve the full scheme value of £15 per head.

3.4

Payments will be made to practices on a quarterly basis with the first payment
scheduled for July 2016. Payments will be adjusted for list size changes on a
quarterly basis, following the same principle as current GMS contractual
payments.

3.5

A payment schedule has been agreed with the Finance Team as detailed
below:
July 2016
September 2016
December 2016
March 2017

20% of the projected annual income per Practice
(based on list sizes as at 1st April 2016)
20% (adjusted for list size changes as at 1st July 2016)
20% (adjusted for list size changes as at 1st October
2016)
20% (adjusted for list size changes as at 1st January
2017)

3.6

A final balancing payment, or claw-back, will be applied in May 2017 based on
achievement against the scheme requirements.

4.

Monitoring & Assurance

4.1

£15 per head represents a significant investment from the CCG to support
quality improvements across general practice. It is therefore important that we
ensure robust processes are in place to monitor the scheme and provide
assurance that the scheme requirements are being delivered. However we do
not want to create an overly burdensome monitoring scheme that creates a
disproportionate administrative workload for practices.

4.2

Monitoring of the scheme will be undertaken via the following means:

2
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•

Submission of a quarterly monitoring template to WBCCG by the 5th of the
month following each quarter, which will include a mix of self-declaration
and data submissions dependent on the individual requirements. The
draft Quarterly Monitoring Template is attached as appendix 2.

•

Review of existing data sets relevant to standards e.g. QOF data via
CQRS, national GP survey and screening data where possible as part of
the wider primary care assurance framework.

•

Monitoring of specific requirements by particular teams or groups e.g.
Medicines Management Team, Cancer & Palliative Care Partnership
Team, Public Health Team via existing mechanisms or contracts

•

Practice spot checks/ audits undertaken by the WBCCG.

4.3

The monitoring template has been devised with support from the Data Quality
Team within GM Commissioning Support Unit (CSU). The final version will be
produced by the 1st July. During July, the Data Quality Team will extract data
from practice systems in order to provide a baseline position for the CCG
against the standards during July/ August.

4.4

Relevant searches and queries will be uploaded onto practice systems by the
Data Quality Team. Practice visits will take place during September to ensure
all practice teams understand how to complete the monitoring returns and
extract relevant data.

4.5

Quarterly data submissions will be sense checked by the Locality Executive
Support Officers for completeness. If there are any omissions, it will be the
responsibility of the practice to correct and re-submit the template.

4.6

The Business Intelligence Team is providing technical support to ensure that
monitoring data can be collated on a quarterly basis. Reports indicating
progress against the scheme requirements will be shared with the Primary
Care Operations Group and Commissioning Committee as part of the wider
primary care assurance framework.

4.7

Where monitoring and assurance processes indicate that practices are
struggling to achieve the requirements of the scheme, measures will be put in
place to provide support. This may include practice visits, peer reviews,
education sessions or external support from relevant organisations. In such
circumstances practices will be required to develop clear action plans which
indicate how and when the required standards will be met.

3
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4.8

It should be noted that the principles underpinning the scheme are ones of
support, learning, collaboration, development and mutual support. The
imposition of financial penalties or withdrawal of funding will be used as a final
resort. However, the CCG will be entitled to implement sanctions or withhold
funding in accordance with the table below:
Practice fails to submit quarterly
monitoring template
False or inaccurate representation
of performance against the
requirements of the scheme
Failure to meet an acceptable level
of achievement against the
requirements of the scheme and/ or
lack of practice engagement in
support programme (e.g. failure to
produce & implement action plan)

Quarterly payment withheld
Payments withheld subject to further
investigation by relevant team
This may result in quarterly payments
being withheld and/ or the final
scheme payment being withheld. (We
will work with practices in Qtr 1 to
determine what level of achievement
should be deemed acceptable against
each of the standards- informed by the
baseline position)

5.

Next Steps and Actions

5.1

An internal group comprising representatives from Finance, Business
Intelligence, Quality and Locality Teams will meet during early July to review
and finalise the monitoring template. Further work will also be undertaken to
determine what we would define as ‘an acceptable level of achievement’
against the requirements of the scheme.

5.2

It is proposed that this group is extended from August onwards to involve
practice managers and clinicians to act as an oversight group for the scheme
during the first 12 months. This group will be responsible for identifying any
areas of concern or challenge and will provide a consistent response in
respect of any points of clarification in respect of the requirements. The group
would report to the Primary Care Commissioning Committee.

5.3

WBCCG will work with Mersey Internal Audit Agency (MIAA) to review the
scheme and to assess the robustness of monitoring and assurance processes
during the coming months.

Claire Roberts
Assistant Director, Strategy & Collaboration
June 2016
4
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Appendix 1: Wigan Borough Quality & Engagement Scheme: 2016-17
Standard 1 - Improving access to General Practice (Monday to Friday)
GM Requirements

WBCCG Requirements for 2016-17

Monitoring requirements/
Evidence to be submitted

1. Open 8am – 8pm Monday to
Friday (aspiration all patients
are able to access extended
hours from 6.30pm – 8pm (can
be delivered on a hub basis)

All practices are contracted to open
core hours of 8am- 6.30pm. We will
be looking to ensure standardised
operating practices across the
borough. Practices should therefore
be able to demonstrate compliance
with local opening requirements by
30th September 2016. (See technical
guidance).

Quarterly self-declaration by
practices. First submission October
2016.
Practice audits (sample to be
undertake by the CCG)
Assessment of patient satisfaction
using national GP Survey

Extended hours (6.30- 8pm) to be
addressed via extension of PMCF
(CCG Commissioned from August
2016).
2. Ensure continuity of practice for Met by Share to Care programme
patients attending services
outside core hours by enabling Practices expected to demonstrate
shared access to their medical compliance by end Qtr 1
records (in line with IG
protocols)

Share to Care programme in place

3. Provide minimum of 10
bookable sessions (am/pm).
Out of Hours (OOHs) cover
should not be utilised between
8am – 6.30pm Monday to
Friday.

Quarterly self-declaration by
practices.

Practices will be required to ensure
that their patients have access to a
minimum of 10 bookable sessions
per week. Access to bookable
appointments on a Wednesday
afternoon can be delivered on a
cluster/ collaborative basis (not by
GP OOH). By 31st December 2016
practices should be able to evidence
that patients have access to a GP or
other clinician with prescribing
rights, and are able to access an
appointment if required between
8am – 6.30pm Monday to Friday.
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Practice audits (sample to be
undertake by the CCG)
Assessment of patient satisfaction
using national GP Survey

4. Offer access to both male and
female clinicians (not all 10
sessions – to be locally
determined)

This requirement will remain
developmental during 2016-17 and
should be explored via practice
clusters/ federations.

Annual self-declaration by
practices.

5. Provide a minimum of 75
contacts per 1000 population
(per week) with a clinician with
prescribing rights (can include
face to face, telephone or video
consultations)

Practices should work towards
achieving this standard by 31st
October 2016.

Quarterly self-declaration by
practices

6. Offer pre-bookable
appointments 1 month in
advance.

Practices should be able to evidence
that they meet this standard by 30th
September 2016.

Quarterly self-declaration by
practices

7. Ensure children under 12 who Practices should be able to evidence
are considered as having an that they meet this standard by 30th
urgent clinical need have same September 2016.
day access.

Quarterly self-declaration by
practices

Practices to indicate actions that
are being taken to meet the
Practices will be required to indicate requirement by end March 2017
how they expect to meet this
standard by December 2017. The
baseline position will be updated
during 2016/17 (Qtr 4). Plans should
include access to at least one
session per week where patients
can access appointments with male/
female clinicians with prescribing
rights.

Guidance will be included in the
technical specification to ensure
consistent recording / reporting on
practice systems.

Assessment of patient satisfaction
using national GP Survey

Standard 2 - To improve health outcomes for patients with mental illness, those with learning disabilities and
military veterans
Monitor the physical health in
Practices are expected to meet the
Quarterly data submission by
those with severe and enduring
requirements of this standard
practices using agreed template
mental illness (such as bipolar
during 2016-17. Please see technical (first submission covering Qtr 2 to
disorder, psychosis or
guidance
be sent October 2016)
schizophrenia)
To be included within Quality Peer
Reviews
Bipolar Disorder
1. Develop and use practice case
registers to monitor the
2
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physical and mental health of
people with bipolar disorder in
primary care.
2. Monitor the physical health of
people with bipolar disorder
when responsibility for
monitoring is transferred from
secondary care, and then at
least annually.
3. The health check should be
comprehensive, including all
the checks listed below and
focusing on physical health
problems such as
cardiovascular disease,
diabetes, obesity and
respiratory disease. A copy of
the results should be sent to
the care coordinator,
psychiatrist, and put in the care
records
4. Ensure that the physical health
check for people with bipolar
disorder, performed at least
annually, includes:
• weight or BMI, diet,
nutritional status and level
of physical activity
• cardiovascular status,
including pulse and blood
pressure
• metabolic status, including
fasting blood glucose,
glycosylated haemoglobin
(HbA1c) and blood lipid
profile
• liver function
• renal and thyroid function,
and calcium levels, for
people taking long‑term
lithium.
5.

Identify people with bipolar
disorder who have
hypertension, have abnormal
lipid levels, are obese or at
3
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risk of obesity, have diabetes
or are at risk of diabetes (as
indicated by abnormal blood
glucose levels), or are
physically inactive, at the
earliest opportunity. Follow
NICE guidance on
hypertension, lipid
modification, prevention of
cardiovascular disease,
obesity, physical activity and
preventing type 2 diabetes
6.

Offer treatment to people
with bipolar disorder who
have diabetes and/or
cardiovascular disease in
primary care in line with the
NICE clinical guidelines on
type 1 diabetes, type 2
diabetes, type 2 diabetes –
newer agents and lipid
modification

Physical health of adults with
psychosis or schizophrenia
1. The physical health of adults
with psychosis or
schizophrenia (including those
cared for solely in primary
care) should be monitored
regularly. Responsibilities for
monitoring should be clear
with effective systems in place
to share findings between
mental health providers and
primary care.
2.

Practices are expected to meet the
requirements of this standard
during 2016-17. Please see technical
guidance.

Quarterly data submission by
practices using agreed template
(first submission covering Qtr 2 to
be sent October 2016)
To be included within Quality Peer
Reviews

Antipsychotic drugs may have
serious adverse effects on
physical health, and there are
particular concerns about
premature morbidity and
mortality from cardiovascular
disease, diabetes and obesity.
The National Audit of
Schizophrenia has produced
the Lester toolkit to help
improve monitoring of
physical health in people with
4
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severe mental illness.
3.

To improve physical health
and address health
inequalities, adults with
psychosis or schizophrenia
should be offered combined
healthy eating and physical
activity programmes and help
to stop smoking where
appropriate.

Dementia
1. All practices to provide the
national Dementia Enhanced
Service (or have arrangements
in place for their patients to
access this service)
2.

To reduce the variance
between predicted and actual
prevalence of dementia within
the practice as determined by
the national dementia
calculator

3.

To refer as per NICE Guidance
to locally commissioned
Memory Assessment and
Treatment Service and
participate in any shared care
arrangements locally

4.

To undertake a
comprehensive annual review
for all patients on the
dementia register.

Learning Disabilities
1. Offer annual health checks to
all patients on mental health
and learning disability
registers
2. Ensure all staff undertaking
health checks are competent
to deliver

Practices are expected to meet the
requirements of this standard
during 2016-17.

Quarterly data submission by
practices using agreed template
(first submission covering Qtr 2 to
be sent October 2016)
To be included within Quality Peer
Reviews

Practices are expected to meet the
requirements of this standard
during 2016-17.

Quarterly data submission by
practices using agreed template
(first submission covering Qtr 2 to
be sent October 2016)
To be included within Quality Peer
Reviews

5
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3.

Use the locally developed
template on the practice
system

4.

Submit quarterly data to the
CCG

5.

Participate in the Learning
Disability Self-Assessment
Framework (LDSAF)

6.

Offer access to screening
initiatives to all eligible
patients on mental health and
learning disability registers

Military Veterans
1. Record Armed Forces
Veterans & Reservists on the
practice system
2.

Comply with the requirements
of the Armed Forces Covenant
and ensure high quality
responsive services for
Veterans, Reservists and their
families

3.

Refer to the Military Veterans
IAPT service (where
appropriate)

Practices are expected to meet the
requirements of this standard
during 2016-17.

Quarterly data submission by
practices using agreed template
(first submission to be made and
Qtr 1, 2016)

Standard 3 - Improving cancer survival rates and earlier diagnosis
1.

Undertake a significant event
review (SEA) of any confirmed
cancer diagnosis that is not a
HSC205 referral

2.

Demonstrate implementation
of any learning

3.

Provide report to the CCG

Practices should undertake a SEA
using the agreed local template for
all cancers detected outside the
cancer referral pathway. (See
technical guidance) Practices should
EXCLUDE cancers that are
diagnosed via screening and those
diagnosed via the “abnormal chest

Submission of completed SEAs
from Qtr 2 (1st July 2016)

6
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(suggest 6 months)

X ray route
Completed SEAs to be submitted to
the Cancer & Palliative Care
Partnership Team via the Locality
ESO.
Feedback and shared learning will
be provided via Locality/ Cluster
meetings

Standard 4 - Ensure a pro-active approach to health Improvement and early detection, specifically:
• NHS Health Checks
• Those at higher risk of diabetes
• Alcohol and brief intervention
• Bowel Screening
NHS Health Checks
Practice to sign up to the national
Quarterly data submission by
1. Offer NHS Health Check to
practices using agreed template
NHS Health Check programme and
eligible individuals aged 40-74 follow appropriate guidelines and
(first submission covering Qtr 2 to
years once every five years
be sent October 2016)
protocols. (See technical guidance)
2. Achieve 66% of eligible
population each year (will
achieve target over 5 years)

The 66% target is aspirational and
will be reviewed annually.

Population coverage data to be
provided by Public Health Team,
Wigan Council

Identifying those at higher risk of
Diabetes
1. To identify those at high risk of
diabetes by also undertaking
necessary blood glucose test
either an HbA1c which is
recommended or a fasting
blood glucose test. Only those
identified as at higher risk
should have a blood glucose
test as part of their NHS Health
Check risk assessment; it is not
considered clinically effective
or cost effective to test
everyone

Practices are expected to meet the
requirements of this standard
during 2016-17.

Quarterly data submission by
practices using agreed template
(first submission covering Qtr 2 to
be sent October 2016)

Practices expected to undertake

Quarterly data submission by

2. Opportunistically record
weight (once every 5 years) of
those patients with a BMI >35
and signpost to local
intervention services

Alcohol Audit C & Brief

7

Page 39

Intervention
1. Undertake AUDIT C on any
patient who is 16 years or
over, who has not been
screened in the last 2 years
2. Offer a brief intervention to all
patients who score positive on
AUDIT C, at the same time as
undertaking AUDIT 10

Bowel Screening
1. Achieve 70% uptake of bowel
screening for eligible patients
(incremental increase year on
year)

AUDIT C with target at risk
practices using agreed template
(First submission covering Qtr 2 in
populations e.g. patients with
October 2016)
identified low level mental health
problems/ depression, carers, linked
to life events e.g. retirement,
bereavement, redundancy.
Practices to record audit C
screening using read codes listed in
the technical guidance.

Practices to support year on year
improvement in local uptake of
bowel screening during 2016-17.
Practices should opportunistically
encourage uptake of the bowel
screening programme by eligible
patients. Where bowel screening
uptake amongst the practice
population is below the CCG
average, practices will be expected
to engage with local support
programmes (detailed in technical
guidance)

Peer review of bowel screening
uptake rates. Baseline data from
2015-16 will be shared with
practices.
Practice engagement with support
programmes where uptake falls
below CCG average.

Standard 5 - To improve the health and wellbeing of carers
1. Identify a Carers Lead within
the practice
2. Have a carers register which is
maintained and updated

Practices are expected to meet the
requirements of this standard
during 2016-17.

Self-declaration by practices using
agreed template. Practices should
be able to evidence that they
meet requirements 1, 2, 3, 5 & 6
by end Quarter 2 (Submission
October 2016)

3. Ensure that all staff, including
receptionists, are ‘carer
aware’, and have a basic
understanding of support
available
4. Offer carers an annual health
check (if otherwise eligible)
5. Offer annual flu vaccination
6. Refer / signpost to relevant
8
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services and support
7. Undertake a NICE screen for
depression (NICE guidelines
[CG90], pg.16)
Standard 6 - Improving outcomes for people with a long term condition

1. Achievement of all 9 care
processes for diabetes

Practices expected to meet all
requirements during 2016-17.

Self-declaration by practices using
agreed template.

2. Patients aged over 65 to have
had their pulse checked in the
last year

Pulse checks for patients over 65
years to be undertaken
opportunistically.

Data capture using agreed
template.

3. All patients diagnosed with
COPD have a care plan
4. Patients with moderate/severe
COPD have:
- pre-prepared antibiotic
prescription
- are referred for Pulmonary
Rehabilitation
5. All patients diagnosed asthma
(BTS level 4) to have a care
plan
6. Have a policy for exception
reporting, which includes
process for targeting those
patients who do not respond
to requests to attend

All patients diagnosed with COPD
&/or Asthma will have a selfmanagement plan and their inhaler
technique check as part of an
enhanced annual review

Monitored via the Primary care
Quality Assurance Tool
(Informatica enabled) and
addressed via Peer Reviews

Prepared rescue pack (antibiotic +/steroid) prescription where clinically
appropriate for patients with
moderate/ severe COPD
All patients with COPD &/or Asthma
have their disease severity or
treatment step assessed and
recorded in the practice register

7. Adhere to levels of exception
reporting (compared to local
peer group)
8. Ensure all patients post MI
have received an echo within
12 months
Standard 7 - Embedding a culture of medication safety
1. Implement the ‘sick day rules’
for Acute Kidney Injury

1. The Practice should provide
advice to appropriate patients
on the AKI sick day rules. This

Self-declaration by practice using
agreed template and submission
of shared care recall procedures
9
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2. Apply the principles of the
PINCER intervention to reduce
the number of medicinesrelated patient safety
incidents, taking account of
existing systems and resource
implications (recommend early
work on CKD and NSAID
prescribing in year 1)
3. Ensure the safe management
of shared care medication –
the Practice has systems in
place to enable them to take
over the prescribing of shared
care medications (Amber drugs
as classified by GMMMG),
where an approved shared
care protocol is in place, and
ensure that all monitoring is
carried out in accordance with
the shared care protocol.(Local
standard)

includes patients who have
previously had AKI or are
prescribed nephrotoxic drugs
such as ACEI, ARB, diuretics and
metformin. Advice may be
verbal and/or written and
WBCCG will provide a patient
information leaflet to support
this work. The Practice should
read code that this information
has been provided (see
technical guidance)
2. All practices will have access to
the appropriate software
(funded by the CCG) to run
relevant PINCER searches.
Appropriate root cause analysis
should be carried out on the
results of the searches

3. The practice has policies and
procedures in place to enable
Prescribers to accept prescribing
under shared care protocols
within the Prescriber’s
competence. The Practice has a
procedure in place to identify
patients under shared care, to
alert prescribers to new
requests for shared care
medication and to allow recall
for monitoring as required for
patients under shared care.

Practice audits undertaken by
Meds Management Technicians.

Provision of audit reports from
PINCER searches detailing actions
taken as a result of the search
(Medicines Management
Technicians can support this).

Practice has a policy for shared
care medication.
Practice audits undertaken by
Medicines Management
Technicians of shared care
prescribing to ensure monitoring is
being carried out according to
relevant protocols

Standard 8 - Improving outcomes in childhood asthma
1. Have a named clinical lead
responsible for asthma

Practices are expected to meet the
requirements of this standard by
end Qtr 3 2016-17.

Practice self-declaration using
agreed template (to be submitted
January 2017)

2. Establish a specific paediatric
asthma register (0-19years) to
aid audit of their asthma
service
10
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3. Children with asthma receive a
structured review at least
annually (recommended every
3 months dependent on
severity)
4. All children diagnosed with
asthma are provided with an
age appropriate personalised
asthma action plan, (PAPP)
including self-care advice and
management. Provision and
review of the PAPP should be
recorded on the clinical
system.
5. Provide adequate clinic time
for assessment and
management of asthma in
children (20-30 minutes as per
NICE Quality Standard)

6. Children diagnosed with
asthma are given specific
training and assessment of
inhaler technique by
appropriately qualified
healthcare professional.
7. Follow up those children who
have received treatment in
hospital or by the out of hours
service for an acute
exacerbation within 1 week,
ideally within 2 working days.

8. Achieve at least 80% uptake of
flu immunisations of children
aged 2 – 4 years.

9. Implement a programme of
audit and ongoing
11
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improvements including
asthma diagnosis, safe
prescribing monitoring,
emergency admissions and
regular asthma reviews.
Standard 9: Pro-active disease management to improve outcomes

1. Receive the practices’
population determined to be at
relatively high risk, that is
patients between the 5% and
2% on a CCG basis.

Undertake a brief review of a total
population equating to 5% of the
practice population in one calendar
year.

2. Undertake a brief review of
these patients to ensure they
are being effectively case
managed (not necessarily
require a face to face review)
in order to:

To ensure proactive coverage of all
patients who may require support,
conduct a monthly review of new to
cohort patients. This monthly
review will count towards the 5%
total population reviewed.

-

identify and target specific
service needs of patient
groups, (e.g. for people
with diabetes in order to
improve their quality of
care, experience of care
and clinical outcomes)

-

identify suitable patients
for the caseload of
specialist nursing or
medical services such as
community geriatricians,
community matrons or
mental health practitioners
for example, or for end of
life advance care planning,
use of the Electronic
Palliative Care Coordination System
(EPaCCS); or to reduce
unnecessary unplanned
admissions.

Record detail of outcome on risk
stratification on a monthly basis
that will allow data analysis in the
CCG
Quarterly returns on progress to
be submitted.

Manage each of the patients
according to their needs and
requirements utilising the range of
offers available (Community Link
Workers, AUA case management in
practice, complex dependency team
or referral to INT)
Record on risk stratification, the
outcome of the brief review on a
monthly basis to allow monitoring
of activity and referral patterns and
service referrals

3. Provide report to the CCG
which details:
- the difference between 2%
high risk and 5% at
12
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-

-

relatively high risk
the number which are
already being case
managed and
those who have been
referred to other services
(broken down by service)

Standard 10: Member Engagement (Local Standard)
Not applicable

1. Attendance at Locality meetings
by lead Clinician (min 7
meetings)
2. Attendance at Locality meetings
by Practice Manager (min 8)
3. Attendance of GP and Practice
Manager at 2 borough wide
events
4. Mandated training/ education
events (Attendance by practice
representatives as determined
by the topic area)
5. Annual prescribing peer reviewattendance by GP and Practice
Manager
6. Annual quality peer reviewattendance by GP and Practice
Manager
7. Use the Ulysses Early Warning
System (2 entries per quarter
per 1,000 weighted population)
to capture service user
experience
8. Promote patient involvement in
Patient Group Locality meetings
(up to 6 per annum)

Quarterly monitoring templates
Evidence of attendance at
meetings & peer reviews collated
by Locality Executive Support
Officers
Ulysses entries collated by Quality
Team
PPG representation at PPG Locality
meetings recorded by Locality
Executive Support Officers

Standard 11: Referrals to acute and community services (Local Standard)
Not applicable

Practices will utilise the national EReferral Service. We would expect
practices to achieve 80% or over of
their first outpatient bookings via
the E-Referral Service (for those
appointments that are available via
the system).

Self-declaration by practices using
agreed template
We will use national figures to
monitor usage and will benchmark
locally.

Standard 12: Workforce data
Not applicable

Practices to share workforce data Submission of workforce data by
13
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submissions (HENW or Primary Care end Qtr 1 (June 2016)
Web Tool) with the CCG via agreed
template. (This can be co-ordinated
via the clusters)
Standard 13: Access to diagnostics in Primary care (Local Standard)
Not applicable

Practices will work with the CCG to
support equitable access to
diagnostics in primary care through
the development of a local scheme.
It is anticipated that this element of
the scheme will be developmental
during qtrs. 1 & 2. Full
requirements of the scheme to be
developed in partnership with
practices.

Practice engagement in
diagnostics audit and scheme
development via Locality and /or
Cluster meetings

14
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MEETING: Primary Care Committee
DATE:

Item Number:

9.

5th July 2016

REPORT TITLE:

Enhanced Local Commissioned Service – GP End
of Life Care Lead 2016-17

CORPORATE OBJECTIVE
ADDRESSED:

Commissioning high quality services, which reflect
the populations' needs, delivering outcomes and
patient experience within the resources available

REPORT AUTHOR:

Lucy Lyon & Dr Liam Hosie

PRESENTED BY:

Lucy Lyon

RECOMMENDATIONS/DECISION
REQUIRED:

To agree the local commissioned service

EXECUTIVE SUMMARY
Each practice has a dedicated Lead GP for End of Life Care (EoLC) under the locally
commissioned service agreement. The attached services specification outlines how we will
sustain the achievements form 2015-16 and what will be achieved for 2016-17. The significant
changes for the next coming year will focus on mandatory e-learning as Recommended
Minimum Education Standards for Care and Support for the Dying Person in the Last Hours /
Days of Life. The standards have been set by the Greater Manchester Strategic Clinical
Network. Each lead GP will be asked to:
•
•
•
•

Complete the recommended two mandated modules from the core areas of knowledge
Complete a reflective account of the learning from completing the module
Attend two GP leads meeting that will be accessible in three different localities
To implement EPaCCS as a phased approach as this develops over 2016-17

FURTHER ACTION REQUIRED:

EQUALITY AND DIVERSITY: Confirmed that any changes to service or procedure introduced as a
result of this report do not impact adversely on any of the protected groups covered by the Equality Act
2010.
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Primary Care Committee

RE: Commissioned Service GP End of Life Care Lead
The attached services specification outlines what is to be achieved within each practice for
the payment to be sanctioned. Evidence of achieving what is required will be submitted to
the lead GP for Cancer and Palliative for the CCG. The Commissioning manager will
review the evidence submitted and ensure each lead GP adheres to the outcomes below.
Payments and claims:

st

Part 1: payable 1 October 2016
•

Incentive payment for attending the first GP leads meeting

•

Completing a mandatory module on e-ELCA & reflection

•

Identifying the correct patients and offering ACP

•

Evidence of at least three GSF meetings

£0.20p

£0.20p based on registered practice population 2016/17

£64,720

Total payment based on April 2016 list size (latest available)

Part 2: payable May 2017
•

On completion of a mandatory e-ELCA module & reflection

•

Attendance at the second GP leads meeting.

•

Evident that the practice is using the EPaCCS system

•

Evidence of at least three GSF meetings

•

Identifying the correct patients and offering ACP

£0.30p

£0.30p based on registered practice population 2016/17

£97,081

Total payment based on April 2016 list size (latest available)

Based on the April 2016 registered population, the total cost to the CCG
will be £161,801. This scheme is included within the 2016/17 budget for
enhanced local commissioned services.
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SCHEDULE 2 – THE SERVICES
A.

Service Specifications

Mandatory headings 1 – 4: mandatory but detail for local determination and agreement
Optional headings 5-7: optional to use, detail for local determination and agreement.
All subheadings for local determination and agreement

Service Specification No.
Service

End of Life Care (General Practice)

Commissioner Lead

Associate Director Commissioned Services

Provider Lead

GP End of Life Clinical Lead

Period

1 April 2016 – 31 March 2017

Date of Review

1 Dec 2016 and 31 March 2017

st

st

st

st

1.

Population Needs

1.1

National/local context and evidence base

End of Life care can be determined as the care for people approaching the end of life when they are
likely to die within the next 12 months irrelevant of diagnosis.
1.2 Local Demography
Wigan is home to 320,000 people, The health of people in Wigan is varied compared with the England
average. Deprivation is higher than average. Life expectancy for both men and women is lower than
the England average.
Life expectancy is 11.1 years lower for men and 8.0 years lower for women in the most deprived areas
of Wigan than in the least deprived areas.
Over the last 10 years, all cause mortality rates have fallen. Early death rates from cancer and from
heart disease and stroke have fallen but remain worse than the England average.
There is a dramatic shift in the demographics of older people both nationally and locally. It is
anticipated that there will be a higher proportion of older age groups, including the over 90s,
(Source: POPPI – projecting older people population information system (based on census information
– 2012 Crown Copyright).
This is significant as this group has an increased level of social need, in areas such as health care,
accommodation and other types of social care support. Getting older creates key issues for people’s
physical health. It increases the chances of a limiting long-term illness, becoming obese, and the
associated increase in diabetes. An increase in dementia is one of the most significant and important
changes that will result from the ageing population, both in terms of numbers and the impact upon
local services. Loneliness and depression are also increasing concerns amongst the elderly.
The CCG Strategic Plan 2014/15 to 2018/19 integrated approach set a goal to ensure that patients
and their carers experience a significant change in the provision and delivery of end of life care

1
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In Wigan Borough more than 60% of patients are dying in hospital, despite 60% of patients asked
stating that their preferred place of care (PPC) is home, this means that patient’s preferred place of
death (PPD) is also at home. National data states that approximately three quarters of deaths are
expected, so there is potential to improve the experience of care in the last year and months of life for
patients and those close to them.
In order to ensure that patients die in their preferred place of care and ultimately death, advanced care
planning needs to be integrated into primary care services.
GP’s play an integral part in the delivery of appropriate and patient centred palliative and end of life
care. The delivery of appropriate education to enhance knowledge, skills and attitudes related to care
for the dying will be critical to the success of improving end of life care locally.
For this to happen, end of life care needs to be embedded in training curricula at all levels. End of life
care should be included in induction programmes, in continuing professional development and in
appraisal systems.

2.

Outcomes

2.1

NHS Outcomes Framework Domains & Indicators

2.2
•

•

Domain 1

Preventing people from dying prematurely

x

Domain 2

Enhancing quality of life for people with long-term
conditions

x

Domain 3

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

Domain 4

Ensuring people have a positive experience of care

x

Domain 5

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

x

Local defined outcomes
Previous years’ Palliative Care Local Enhanced service specifications have been very
successful in implementing and sustaining Gold Stand Framework (GSF) standards in primary
care. There has been a shift in the numbers of patients having Advanced Care Planning (ACP)
discussions and their wishes recorded on the GSF register in practice. There remains much
disparity across the borough in the numbers of patients recorded on the GSF register and
these need to be addressed. At a time when patients are living longer with many more
complex co-morbidities requiring palliative and specialist palliative and end of life support, the
numbers of patients recorded on the GSF register should be growing year on year.
GSF meeting in GP practices across Wigan currently coordinate high quality palliative and end
of life care. The GSF meetings now need to focus on identifying patients not only with cancer
but with other Long Term Conditions (LTC) alongside using the risk stratification tool to identify
this cohort of patients. The use of prognostic indicators is helpful in identifying patients with
deterioration symptom’s, however this is not indicative and other tools such as the frailty score
will also be important in highlighting patients for inclusion on the GSF register. There are
various lines of communication in place in relaying information about a GSF EOL patient i.e.

2

Page 56

•

telephone, letters, fax and nhs.net accounts, yet not all professional groups i.e. North West
Ambulance Service, (NWAS), GP Out of Hours (GPOOH), NHS 111, Wrightington, Wigan and
Leigh NHS Foundation Trust (WWL) Emergency Care Centre, District Nurses, Hospice are
part of the communication loop. Developments in effective ways to communicate will continue
to improve during 2016/17
The Electronic Palliative Care Co-ordination System (EPaCCS) will be embedded in practice
systems as a phased approach during 2016/17 and will reduce a considerable amount of
paperwork. EPaCCS will allow the sharing of palliative and end of life information across the
health economy ensuring that patient choices in relation to preferred place of care, DNACPR
and other EOL information is visible to all health care providers.

3.

Scope

3.1

Aims and objectives of service

The purpose of this Enhanced Service for End of Life care is to provide high quality care to patients
approaching the last year of life, up to and including the end of their lives.
This will be achieved by:
1. Ensuring that GP’s at all levels have the necessary knowledge, skills and attitudes related to EOL
care
2. Facilitate continuing professional development and an appraisal systems
3. Improve the experience of patients and their families / carers during the patients end of life care.
4. Incentivising providers to devote extra time to enable as many identified patients as possible to
benefit from Advanced Care Planning (ACP), GP’s are best placed to do this.
5. Introduce an electronic palliative care coordination system (EPaCCS) to record patient choices for
where, when and how, they wish to be cared for and by whom up to and including the end of their
life.
6. Facilitate better joined up communication between all NHS, local authority and third sector health
care providers.
7. Reduce the numbers of A/E admissions for patients at end of life, by ensuring a coordinated
approach to the delivery of end of life care meets the needs of the patient and wherever possible
achieves the patients preferred place of care (PPC) and ultimately death.
Advance Care Planning
The 2016/17 Local Enhanced Service aims to build on the good work already embedded in practice
and further enhance patient preference and integrate good quality end of life care.
Education feedback received from GP’s across the Wigan health economy continues to state that
initiating difficult conversations and integrated working are the most difficult to achieve.
During 2015/16 GP education concerns have been addressed by ensuring that every GP practice
across the CCG has bespoke ACP education.
Every patient deemed to be in the last year of life must (Approximately 1% of your practice
population is our aspiration) be offered the opportunity to complete an ACP, the patients choices
must be recorded on the practice template. Once in place this information will then pulled through as
part of EPaCCS. If this offer to complete and ACP is declined then this must be recorded on the
practice system.
Each practice is currently part of another enhanced service that identifies 2% of the practice population
that are at risk of hospital admission. This is achieved through the risk stratification process and It is
thought that a proportion of these patients with a long-term progressive condition would benefit from
advance care planning.
This will subsequently support information required to provide quality proactive palliative and end of life
care, based on the wishes and preferences of your patients. Care Quality Commission will use this to
assess what they expect to see when they inspect GP practices.
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NB: ACP discussion must only be undertaken by a GP or other suitably qualified ACP trained
individual or the communication skills to support the nature of this conversation.
Unified Do Not Attempt Cardio Pulmonary Resuscitation (uDNACPR)
Training events have been provided throughout the course of 2015-16 that covered communication
skills (i.e. discussion DNACPR with patients and family / carers), and also issues concerning
Safeguarding and uDNACPR. For 2016/17 updates will be maintained by completing mandatory eELCA modules that are recommended core education standards for care and support for the dying
person in the last days / hours of life. Dr Liam Hosie, CCG GP lead for Cancer and EOL will provide
guidance on how to complete the recommended modules in the GP EOL leads meeting
3.2

Service description/care pathway

Once fully implemented the Electronic Palliative Care Co-ordination Systems (EPaCCS) will provide
many benefits in ensuring choice and control to individuals approaching the end of life. When a person
is approaching the end of life, all professionals involved in their care should have secure access to
complete and up-to-date information regarding their expressed preferences. It is a case of the right
person, having the right information, at the right time, which can make all the difference to the quality
and experience of care for an individual, their family and carers.
The National End of Life Care programme and the Department of Health have developed a national
information standard data set for EPaCCS. This specifies the key information that is needed for highquality co-ordinated care, and provides structures and definitions to support GP’s and others in the
effective and secure recording of this data.
End of Life templates will be available within all practice systems to ensure every aspects of the patient
choice regarding their end of life care will be recorded appropriately.

Direct Service Delivery
• The practice must have at least one named GP co-ordinator for Palliative and End of Life
Care
• A list of named GP co-ordinators will be held by the CCG
• The practice will ensure EOL templates are used for all patients with deteriorating life limiting
conditions where appropriate.
• All EOL decisions are recorded electronically using the agreed templates and data set
• The practice will continue to identify patients approaching the last year of life and continue to
add patients with deteriorating life limiting conditions to the palliative care register, this
includes frail elderly patients. Approximately 1% of the practice population which we
aspire to achieve http://www.dyingmatters.org/gp
• The practice will regularly review patients against the prognostic indicators at least 6-monthly
• The practice will initiate ACP discussions with all patients at an earlier stage including patients
identified on the risk stratification where appropriate
• The practice must comply with the data sharing agreement and clinical governance
specification.
• The named GP co-ordinator for Palliative and End of Life Care must attend a minimum of two
leads meetings and complete the e-ELCA modules.
• The GP co-ordinator for Palliative and End of Life Care must ensure that all deaths not
achieved in the patients preferred place of care (PPC) are audited, discussed and lessons
learned are shared with the CCG EOL Care Lead (Dr Hosie).
Data Collection
• Once implemented maintain and keep up to date EPaCCS for all patients with life limiting
palliative care condition
• Ensure that all clinical information related to the use of EPaCCS is recorded in the patient’s
own GP held lifelong record, including the completion of any Adverse Incidents;
• Use the appropriate Read Codes to supply monthly data to the CCG, facilitating monitoring
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•
•
•

and ensuring activity-based payment as appropriate.
The Read Code must be used in conjunction with the EPaCCS minimum data set entries in
order to allow accurate data collection;
The Provider will be required to action any changes to Read Codes as instructed by the CCG.
Before each payment is due the CCG will ask for evidence to be completed in a template
format and reflective accounts from completing the modules.

Staffing
•

All GP’s must undertake regular end of life training events annually & consider completing
recommended e-ELCA modules as part of continuing professional development.

•

The expertise of other professionals should be drawn on where necessary.

•

Any healthcare professional involved in the care of patients as part of end of life care should
be appropriately trained.

3.3

Population covered

All patients who have been identified as being at End of Life irrelevant of diagnosis who are registered
with a member GP practice of Wigan Borough CCG.
3.4

Any acceptance and exclusion criteria and thresholds

None
3.5

Interdependence with other services/providers

None
3.6

Accreditation

3.7

Payment and Claims

Practices should inform CCG if their lead GP for palliative care changes, along with an email address
along with an email address of practice manager OR appropriate administrative contact for the
practice.
The email address to provide this information to is: Marie.Homer@wiganboroughccg.nhs.uk
Once this information has been received the practice will automatically receive the payment that is
attached to the LCS; therefore practices will not be required to raise individual invoices
The payment for the LCS will be awarded to practices in two parts.

st

Part 1: payable 1 October 2016
•
•
•
•

Incentive payment for attending the first GP leads meeting
Completing a mandatory module on e-ELCA & reflection
Identifying the correct patients and offering ACP
Evidence of at least three GSF meetings

£0.20p based on registered practice population 2016/17
£0.20p
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Part 2: payable May 2017
•
•
•
•
•

On completion of a mandatory e-ELCA module & reflection
Attendance at the second GP leads meeting.
Evident that the practice is using the EPaCCS system
Evidence of at least three GSF meetings
Identifying the correct patients and offering ACP

£0.30p based on registered practice population 2015/16
£0.30p

CCG
•
•
•

Maintain a record of the practice staff who have undertaken training in readiness for payment
approval by the CCG
Maintain a diary log of the education and training sessions
Once introduced to practices, data will be analysed by CSU of the numbers of patients per
practice registered on EPaCCS

4.

Applicable Service Standards

4.1

Applicable national standards (eg NICE)
NICE Quality Standard for End of Life Care for Adults (2014)
National Electronic Palliative Care Coordination System (EPaCCS) (2013)
PHE: What We Know 2013 - End of Life
Actions for End of Life Care – 2014-16
What’s Important to me – A Review of Choices in End of Life Care (2015)
Ambitions for Palliative and End of Life Care – A National Framework for Local Action 2015-20
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/323188/One_chance_to_get_it_right.pdf

4.2

Applicable standards set out in Guidance and/or issued by a competent body (eg Royal
Colleges)
•

4.3

None
Applicable local standards

•

None

5.

Applicable quality requirements and CQUIN goals

5.1

Applicable Quality Requirements (See Schedule 4 Parts [A-D])

The Service Provider will:
•

Demonstrate compliance with all current regulatory requirements and relevant national
standards including the National Institute of Clinical Excellence (NICE) Quality Standards; in
line with Clinical Governance requirements.

•

Ensure that all Provider Staff are suitably qualified and competent. Internal arrangements

6

Page 60

must be in place for maintaining and updating relevant skills and knowledge base; that also
incorporates and supports the arrangements for staff supervision.
•

Ensure that lines of professional and clinical responsibility and accountability are clearly
identified.

•

Ensure that all premises and equipment used for the provision of the enhanced service are at
all times suitable for the delivery of those services and sufficient to meet the reasonable needs
of patients or clients.

•

Providers must follow infection control policies and procedures that are compliant with national
and local guidelines. All infection control and decontamination measures must meet the
standards within the Health and Social Care Act (2008) “Code of Practice for Health and
Social Care on the Prevention and Control of Infections and related guidance”.

•

Providers must ensure that there is a robust system in place for the reporting of incidents
(including serious incidents) and near miss events. All incidents must be documented,
investigated and followed up with the required corrective action/s. Any lessons learnt from
incidents should be shared internally and across the localities to enhance wider learning from
incidents, and with the service commissioners.

•

Providers must ensure that there is an effective complaints procedure for place that can
demonstrate compliance with the current regulatory requirements for the management of
complaints in relation to the provision of the enhanced service. Evidence of compliance must
be available for audit purposes.

•

Ensure that treatment, care and information provided is culturally appropriate and is available
in a form that is accessible to people who have additional needs, such as people with physical,
cognitive or sensory disabilities, and people who do not speak or read English.

•

All providers are required to adhere to quality NHS guidelines on confidentiality and consent.

•

For further information please refer to the quality requirements as detailed within schedule 4
parts A – D.

5.2

Applicable CQUIN goals (See Schedule 4 Part [E])
•

6.

None applicable

Location of Provider Premises

The Provider’s Premises are located at: <<Insert name of GP Practice>>

7.

Individual Service User Placement
•

Not applicable
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MEETING:

Primary Care Commissioning Committee

DATE:

5 July 2016

Item Number:

6.1

REPORT TITLE:

Revised Draft Committee Terms of Reference

CORPORATE OBJECTIVES
ADDRESSED:

4. Function as an organisation that consistently
delivers its statutory duties and participates fully in
Greater Manchester Devolution.

REPORT AUTHOR:

Tim Collins, Assistant Director, Governance

PRESENTED BY:

Tim Collins

RECOMMENDATIONS/DECISION
REQUIRED:

Approve

EXECUTIVE SUMMARY
The attached terms of reference were presented to the April 2015 committee meeting for
approval. Following discussion several changes were recommended by the committee. These
are included in the attached in bold red font for ease of reference. The one change that is not
highlighted in red is Schedule 3 which was issued by NHS England in July 2015 and forms part
of these terms of reference.

FURTHER ACTION REQUIRED:

Approval by Governing Body

EQUALITY AND DIVERSITY: Confirmed that any changes to service or procedure introduced as a
result of this report do not impact adversely on any of the protected groups covered by the Equality Act
2010.
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Appendix Q (of CCG’s Constitution)
Primary Care Commissioning Committee
Terms of Reference
Introduction
1. Simon Stevens, the Chief Executive of NHS England, announced on 1 May 2014 that NHS
England was inviting CCGs to expand their role in primary care commissioning and to
submit expressions of interest setting out the CCG’s preference for how it would like to
exercise expanded primary medical care commissioning functions. One option available
was that NHS England would delegate the exercise of certain specified primary care
commissioning functions to a CCG.
2. In accordance with its statutory powers under section 13Z of the National Health Service Act
2006 (as amended), NHS England has delegated the exercise of the functions specified in
Schedule 2 to these Terms of Reference to NHS Wigan Borough CCG. The delegation is
set out in Schedule 3.
3. The CCG has established the NHS Wigan Borough CCG Primary Care Commissioning
Committee (“ the Committee”). The Committee will function as a corporate decision-making
body for the management of the delegated functions and the exercise of the delegated
powers.
4. It is a committee comprising representatives of the following organisations and groups:
• NHS Wigan Borough CCG;
• Wigan Council (Health & Wellbeing Board);
• Healthwatch Wigan;
• Patient Forum
Statutory Framework
5. NHS England has delegated to the CCG authority to exercise the primary care
commissioning functions set out in Schedule 2 in accordance with section 13Z of the NHS
Act.
6. Arrangements made under section 13Z may be on such terms and conditions (including
terms as to payment) as may be agreed between the Board and the CCG.
7. Arrangements made under section 13Z do not affect the liability of NHS England for the
exercise of any of its functions. However, the CCG acknowledges that in exercising its
functions (including those delegated to it), it must comply with the statutory duties set out in
Chapter A2 of the NHS Act and including:
a) Management of conflicts of interest (section 14O);
b) Duty to promote the NHS Constitution (section 14P);
c) Duty to exercise its functions effectively, efficiently and economically (section 14Q);
d) Duty as to improvement in quality of services (section 14R);
Page 65services (section 14S);
e) Duty in relation to quality of primary medical

f)
g)
h)
i)
j)

Duties as to reducing inequalities (section 14T);
Duty to promote the involvement of each patient (section 14U);
Duty as to patient choice (section 14V);
Duty as to promoting integration (section 14Z1);
Public involvement and consultation (section 14Z2).

8. The CCG will also need to specifically, in respect of the delegated functions from NHS
England, exercise those set out below:
• Duty to have regard to impact on services in certain areas (section 13O);
• Duty as respects variation in provision of health services (section 13P).
9. The Committee is established as a committee of the Governing Body of the CCG in
accordance with Schedule 1A of the “NHS Act”.
10. The members acknowledge that the Committee is subject to any directions made by NHS
England or by the Secretary of State.
Role of the Committee
11. The Committee has been established in accordance with the above statutory provisions to
enable the members to make collective decisions on the review, planning and procurement
of primary care services in the borough of Wigan, under delegated authority from NHS
England.
12. In performing its role the Committee will exercise its management of the functions in
accordance with the agreement entered into between NHS England and NHS Wigan
Borough CCG, which will sit alongside the delegation and terms of reference.
13. The functions of the Committee are undertaken in the context of a desire to promote
increased co-commissioning to increase quality, efficiency, productivity and value for money
and to remove administrative barriers.
14. The role of the Committee shall be to carry out the functions relating to the commissioning
of primary medical services under section 83 of the NHS Act.
15. This includes the following:
• GMS, PMS and APMS contracts (including the design of PMS and APMS contracts,
monitoring of contracts, taking contractual action such as issuing branch/remedial
notices, and removing a contract);
• Newly designed enhanced services (“Local Enhanced Services” and “Directed Enhanced
Services”);
• Design of local incentive schemes as an alternative to the Quality Outcomes Framework
(QOF);
• Decision making on whether to establish new GP practices in an area;
• Approving practice mergers; and
• Making decisions on ‘discretionary’ payment (e.g., returner/retainer schemes).
16. The CCG will also carry out the following activities:
a) Plan, including needs assessment, primary
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b) Undertake reviews of primary medical care services in Wigan Borough;

c) Co-ordinate a common approach to the commissioning of primary care services
generally;
d) Manage the budget for commissioning of primary medical care services in Wigan
Borough.
Geographical Coverage
17. The Committee’s responsibilities will cover the same geographical area as those of NHS
Wigan Borough CCG which is fully coterminous with Wigan Borough Council.
Membership
18. The Committee shall consist of:
• A Governing Body Lay Member as Chair
• A second Governing Body Lay Member as Deputy Chair
• Three executive officer members
• Other specified officer members
• GP member
• Wigan Council (Health & Wellbeing Board) representative (non-voting)
• Healthwatch Wigan representative (non-voting)
• Patient Forum Representatives (non-voting)
[list of members included as Schedule 1 to this terms of reference]
NHS England shall attend meetings.
Meetings and Voting
19. The Committee will operate in accordance with the CCG’s Standing Orders. The Assistant
Director of Governance will be responsible for giving notice of meetings. This will be
accompanied by an agenda and supporting papers and sent to each member representative
no later than 7 days before the date of the meeting. When the Chair of the Committee
deems it necessary in light of the urgent circumstances to call a meeting at short notice, the
notice period shall be such as s/he shall specify.
20. Each member of the Committee shall have one vote except those indicated in Schedule 1
as non-voting. Members may appoint deputies to attend on their behalf and this should be
formally minuted. The Committee shall reach decisions by a simple majority of members
present, but with the Chair having a second and deciding vote where appropriate. However,
the aim of the Committee will be to achieve consensus decision-making wherever possible.

Quorum
21. Two thirds of voting members represents a quorum but there must always be a majority of
lay members and officers present including the Chair or Deputy Chair.
Frequency of meetings
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22. The committee will meet once every two months.

Meetings of the Committee shall:
a) be held in public, subject to the application of 22(b) below;
b) the Committee may resolve to exclude the public from a meeting that is open to the
public (whether during the whole or part of the proceedings) whenever publicity would
be prejudicial to the public interest by reason of the confidential nature of the business
to be transacted or for other special reasons stated in the resolution and arising from
the nature of that business or of the proceedings or for any other reason permitted by
the Public Bodies (Admission to Meetings) Act 1960 as amended or succeeded from
time to time.
23. Members of the Committee have a collective responsibility for the operation of the
Committee. They will participate in discussion, review evidence and provide objective expert
input to the best of their knowledge and ability, and endeavour to reach a collective view.
24. The Committee may delegate tasks to such individuals, sub-committees or individual
members as it shall see fit, provided that any such delegations are consistent with the
parties’ relevant governance arrangements, are recorded in a scheme of delegation, are
governed by terms of reference as appropriate and reflect appropriate arrangements for the
management of conflicts of interest.
25. The Committee may call additional experts to attend meetings on an ad hoc basis to inform
discussions.
26. Members of the Committee shall respect confidentiality requirements as set out in the
CCG’s Constitution.
27. The Committee will present its minutes to NHS England and the Governing Body of NHS
Wigan Borough CCG for information, including the minutes of any sub-committees to which
responsibilities are delegated under paragraph 24 above.
28. The CCG will also comply with any reporting requirements set out in its constitution.
29. Terms of Reference will be reviewed annually, reflecting experience of the Committee in
fulfilling its functions. NHS England may also issue revised model terms of reference from
time to time.
Accountability of the Committee
30. Budget and resource accountability arrangements and the decision-making scope of the
Committee are covered by the Delegation (Schedule 3) and the associated Delegation
Agreement.
31. The membership of the CCG has established a Governing Body in order to discharge its
statutory functions. This committee is accountable to the Governing Body. Membership of
the Governing Body is representative of the membership through the elected locality clinical
executive membership. Appropriate consultation with patients and the general public is
conducted primarily through the CCG’s Patient Forum and patient Participation Groups.
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Decisions
32. The Committee will make decisions within the bounds of its remit.
33. The decisions of the Committee shall be binding on NHS England and NHS Wigan Borough
CCG.
34. The Committee will produce an executive summary report which will be presented to
Greater Manchester Local Area Team of NHS England and the Governing Body of the CCG
each quarter for information.

Schedule 1
List of Committee Members

Organisation/Group Represented
CCG Governing Body Lay Member (Chair)
CCG Governing Body Lay Member (Deputy
Chair)
CCG Chief Officer
CCG Chief Finance Officer
CCG Director of Quality & Safety
Primary Care GPs
CCG Associate Director of Strategy &
Collaboration
CCG Assistant Director of Primary Care
Wigan Council (non-voting)
Healthwatch Wigan (non-voting)
Patient Forum (non-voting)
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Member
Gary Cook
Frank Costello
Trish Anderson
Mike Tate
Julie Southworth
Gen Wong
John Marshall
Debbie Szwandt
Stuart Cowley
David Nunns/Ruth Walkden
Gary Young
Ernie Rothwell

Schedule 2
Delegated Functions
Part 1: Delegated Functions: Specific Obligations
1.

Introduction
1.1.

2.

This Part 1 of Schedule 2 (Delegated Functions) sets out further provision regarding
the carrying out of each of the Delegated Functions.

Primary Medical Services Contract Management
2.1.

The CCG must:
2.1.1.

2.1.2.

2.1.3.

2.1.4.

2.1.5.

2.1.6.

manage the Primary Medical Services Contracts on behalf of NHS England
and perform all of NHS England’s obligations under each of the Primary
Medical Services Contracts in accordance with the terms of the Primary
Medical Services Contracts as if it were named in the contract in place of
NHS England;
actively manage the performance of the counter-party to the Primary
Medical Services Contracts in order to secure the needs of people who use
the services, improve the quality of services and improve efficiency in the
provision of the services including by taking timely action to enforce
contractual breaches and serve notice;
ensure that it obtains value for money under the Primary Medical Services
Contracts on behalf of NHS England and avoids making any double
payments under any Primary Medical Services Contracts;
comply with all current and future relevant national Guidance regarding
PMS reviews and the management of practices receiving Minimum Practice
Income Guarantee (MPIG) (including without limitation the Framework for
Personal Medical Services (PMS) Contracts Review guidance published by
NHS England in September 2014 (http://www.england.nhs.uk/wpcontent/uploads/2014/09/pms-review-guidance-sept14.pdf));
notify NHS England immediately (or in any event within two (2) Operational
Days) of any breach by the CCG of its obligations to perform any of NHS
England’s obligations under the Primary Medical Services Contracts;
keep a record of all of the Primary Medical Services Contracts that the CCG
manages on behalf of NHS England setting out the following details in
relation to each Primary Medical Services Contract:
2.1.6.1. name of counter-party;
2.1.6.2. location of provision of services; and
2.1.6.3. amounts payable under the contract (if a contract sum is payable)
or amount payable in respect of each patient (if there is no
contract sum).

2.2.

For the avoidance of doubt, all Primary Medical Services Contracts will be in the
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name of NHS England.

2.3.

The CCG must comply with any Guidance in relation to the issuing and signing of
Primary Medical Services Contracts in the name of NHS England.

2.4.

Without prejudice to clause Error! Reference source not found. (Financial
Provisions and Liability) or paragraph 2.1 above, the CCG must actively manage
each of the relevant Primary Medical Services Contracts including by:
2.4.1.

2.4.2.
2.4.3.

2.4.4.
2.4.5.
2.4.6.

2.4.7.
2.4.8.

managing the relevant Primary Medical Services Contract, including in
respect of quality standards, incentives and the QOF, observance of service
specifications, and monitoring of activity and finance;
assessing quality and outcomes (including clinical effectiveness, patient
experience and patient safety);
managing variations to the relevant Primary Medical Services Contract or
services in accordance with national policy, service user needs and clinical
developments;
agreeing information and reporting requirements and managing information
breaches (which will include use of the HSCIC IG Toolkit SIRI system);
agreeing local prices, managing agreements or proposals for local
variations and local modifications;
conducting review meetings and undertaking contract management
including the issuing of contract queries and agreeing any remedial action
plan or related contract management processes;
complying with and implementing any relevant Guidance issued from time
to time; and
receiving and considering the recommendations of a contract review panel
that the Committee may establish.

Enhanced Services
2.5.

The CCG must manage the design and commissioning of Enhanced Services,
including re-commissioning these services annually where appropriate.

2.6.

The CCG must ensure that it complies with any Guidance in relation to the design
and commissioning of Enhanced Services.

2.7.

When commissioning newly designed Enhanced Services, the CCG must:
2.7.1.
2.7.2.
2.7.3.
2.7.4.

consider the needs of the local population in the Area;
support Data Controllers in providing ‘fair processing’ information as
required by the DPA;
develop the necessary specifications and templates for the Enhanced
Services, as required to meet the needs of the local population in the Area;
when developing the necessary specifications and templates for the
Enhanced Services, ensure that value for money will be obtained;
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2.7.5.

2.7.6.
2.7.7.

2.7.8.

consult with Local Medical Committees, each relevant Health and Wellbeing
Board and other stakeholders in accordance with the duty of public
involvement and consultation under section 14Z2 of the NHS Act;
obtain the appropriate read codes, to be maintained by the HSCIC;
liaise with system providers and representative bodies to ensure that the
system in relation to the Enhanced Services will be functional and secure;
and
support GPs in entering into data processing agreements with data
processors in the terms required by the DPA.

Design of Local Incentive Schemes
2.8.

The CCG may design and offer Local Incentive Schemes for GP practices, sensitive
to the needs of their particular communities, in addition to or as an alternative to the
national framework (including as an alternative to QOF or directed Enhanced
Services), provided that such schemes are voluntary and the CCG continues to
offer the national schemes.

2.9.

There is no formal approvals process that the CCG must follow to develop a Local
Incentive Scheme, although any proposed new Local Incentive Scheme:
2.9.1.
2.9.2.
2.9.3.

is subject to consultation with the Local Medical Committee;
must be able to demonstrate improved outcomes, reduced inequalities and
value for money; and
must reflect the changes agreed as part of the national PMS reviews.

2.10. The ongoing assurance of any new Local Incentive Schemes will form part of the
CCG’s assurance process under the CCG Assurance Framework.
2.11. Any new Local Incentive Scheme must be implemented without prejudice to the
right of GP practices operating under a GMS Contract to obtain their entitlements
which are negotiated and set nationally.
2.12. NHS England will continue to set national standing rules, to be reviewed annually,
and the CCG must comply with these rules which shall for the purposes of this
Agreement be Guidance.
Making Decisions on Discretionary Payments
2.13. The CCG must manage and make decisions in relation to the discretionary
payments to be made to GP practices in a consistent, open and transparent way.
2.14. The CCG must exercise its discretion to determine the level of payment to GP
practices of discretionary payments, in accordance with the Statement of Financial
Entitlements Directions.
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Making Decisions about Commissioning Urgent Care for Out of Area Registered
Patients
2.15. The CCG must manage the design and commissioning of urgent care services
(including home visits as required) for its patients registered out of area (including
re-commissioning these services annually where appropriate).
2.16. The CCG must ensure that it complies with any Guidance in relation to the design
and commissioning of these services.
3.

Planning the Provider Landscape
3.1.

The CCG must plan the primary medical services provider landscape in the Area,
including considering and taking decisions in relation to:
3.1.1.
3.1.2.
3.1.3.
3.1.4.
3.1.5.
3.1.6.
3.1.7.

3.2.

In relation to any new Primary Medical Services Contract to be entered into, the
CCG must, without prejudice to any obligation in Schedule 2, Part 2, paragraph 3
(Procurement and New Contracts) and Schedule 2, Part 1, paragraph 2.3:
3.2.1.

3.2.2.

3.2.3.

4.

establishing new GP practices in the Area;
managing GP practices providing inadequate standards of patient care;
the procurement of new Primary Medical Services Contracts (in accordance
with any procurement protocol issued by NHS England from time to time);
closure of practices and branch surgeries;
dispersing the lists of GP practices;
agreeing variations to the boundaries of GP practices; and
coordinating and carrying out the process of list cleansing in relation to GP
practices, according to any policy or Guidance issued by NHS England from
time to time.

consider and use the form of Primary Medical Services Contract that will
ensure compliance with NHS England’s obligations under Law including the
Public Contracts Regulations 2015/102 and the National Health Service
(Procurement, Patient Choice and Competition) (No. 2) Regulations
2013/500 taking into account the persons to whom such Primary Medical
Services Contracts may be awarded;
provide to NHS England confirmation as required from time to time that it
has considered and complied with its obligations under this Agreement and
the Law; and
for the avoidance of doubt, Schedule 5 (Financial Provisions and Decision
Making Limits) deals with the sign off requirements for Primary Medical
Services Contracts.

Approving GP Practice Mergers and Closures
4.1.

The CCG is responsible for approving GP practice mergers and GP practice
closures in the Area.

4.2.

The CCG must undertake all necessary consultation when taking any decision in
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relation to GP practice mergers or GP practice closures in the Area, including those

set out under section 14Z2 of the NHS Act (duty for public involvement and
consultation). The consultation undertaken must be appropriate and proportionate
in the circumstances and should include consulting with the Local Medical
Committee.

5.

4.3.

Prior to making any decision in accordance with this paragraph 4 (Approving GP
Practice Mergers and Closures), the CCG must be able to clearly demonstrate the
grounds for such a decision and must have fully considered any impact on the GP
practice’s registered population and that of surrounding practices. The CCG must
be able to clearly demonstrate that it has considered other options and has entered
into dialogue with the GP contractor as to how any closure or merger will be
managed.

4.4.

In making any decisions pursuant to paragraph 4 (Approving GP Practice Mergers
and Closures), the CCG shall also take account of its obligations as set out in
Schedule 2, part 2, paragraph 3 (Procurement and New Contracts), where
applicable.

Information Sharing with NHS England in relation to the Delegated Functions
5.1.

This paragraph 5 (Information Sharing with NHS England) is without prejudice to
clause 9.4 or any other provision in this Agreement. The CCG must provide NHS
England with:
5.1.1.

5.1.2.
5.1.3.
5.1.4.

such information relating to individual GP practices in the Area as NHS
England may reasonably request, to ensure that NHS England is able to
continue to gather national data regarding the performances of GP
practices;
such data/data sets as required by NHS England to ensure population of
the primary medical services dashboard;
any other data/data sets as required by NHS England; and
the CCG shall procure that providers accurately record and report
information so as to allow NHS England and other agencies to discharge
their functions.

5.2.

The CCG must use the NHS England approved primary medical services
dashboard, as updated from time to time, for the collection and dissemination of
information relating to GP practices.

5.3.

The CCG must (where appropriate) use the NHS England approved GP exception
reporting service (as notified to the CCGs by NHS England from time to time).

5.4.

The CCG must provide any other information, and in any such form, as NHS
England considers necessary and relevant.

5.5.

NHS England reserves the right to set national standing rules (which may be
considered Guidance for the purpose of this Agreement), as needed, to be reviewed
annually. NHS England will work with CCGs to agree rules for, without limitation,
areas such as the collection of data for national data sets and IT intra-operability.
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Such national standing rules set from time to time shall be deemed to be part of this
Agreement.
6.

Making Decisions in relation to Management of Poorly Performing GP Practices
6.1.

The CCG must make decisions in relation to the management of poorly performing
GP practices and including, without limitation, decisions and liaison with the CQC
where the CQC has reported non-compliance with standards (but excluding any
decisions in relation to the performers list).

6.2.

In accordance with paragraph 6.1 above, the CCG must:
6.2.1.

6.2.2.
6.2.3.
6.2.4.

6.2.5.

ensure regular and effective collaboration with the CQC to ensure that
information on general practice is shared and discussed in an appropriate
and timely manner;
ensure that any risks identified are managed and escalated where
necessary;
respond to CQC assessments of GP practices where improvement is
required;
where a GP practice is placed into special measures, lead a quality summit
to ensure the development and monitoring of an appropriate improvement
plan (including a communications plan and actions to manage primary care
resilience in the locality); and
take appropriate contractual action in response to CQC findings.

7. Premises Costs Directions Functions
7.1.

The CCG must comply with the Premises Costs Directions and will be responsible
for making decisions in relation to the Premises Costs Directions Functions.

7.2.

In particular, but without limiting the generality of paragraph 7.1, the CCG shall
make decisions concerning:
7.2.1.

7.2.2.

applications for new payments under the Premises Costs Directions
(whether such payments are to be made by way of grants or in respect of
recurring premises costs); and
revisions to existing payments being made under the Premises Costs
Directions.

7.3.

The CCG must comply with any decision-making limits set out in Schedule 5
(Financial Provisions and Decision Making Limits) when taking decisions in relation
to the Premises Costs Directions Functions.

7.4.

The CCG will comply with any guidance issued by the Secretary of State or NHS
England in relation to the Premises Costs Directions, including the Principles of
Best Practice, and any other Guidance in relation to the Premises Costs Directions.

7.5.

The CCG must work cooperatively with other CCGs to manage premises and
strategic estates planning.
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7.6.

The CCG must liaise where appropriate with NHS Property Services Limited and
Community Health Partnerships Limited in relation to the Premises Costs Directions
Functions.

Part 2 – Delegated Functions: General Obligations
1.

Introduction
1.1. This Part 2 of Schedule 2 (Delegated Functions) sets out general provisions
regarding the carrying out of the Delegated Functions.

2.

Planning and reviews
2.1. The CCG is responsible for planning the commissioning of primary medical services.
2.2. The role of the CCG includes:
2.2.1.
2.2.2.
2.2.3.

3.

carrying out primary medical health needs assessments (to be developed by
the CCG) to help determine the needs of the local population in the Area;
recommending and implementing changes to meet any unmet primary
medical services needs; and
undertaking regular reviews of the primary medical health needs of the local
population in the Area.

Procurement and New Contracts
3.1. The CCG will make procurement decisions relevant to the exercise of the Delegated
Functions and in accordance with the detailed arrangements regarding procurement
set out in the procurement protocol issued and updated by NHS England from time to
time.
3.2. In discharging its responsibilities set out in clause Error! Reference source not
found. (Performance of the Delegated Functions) of this Agreement and paragraph 1
of this Schedule 2 (Delegated Functions), the CCG must comply at all times with Law
including its obligations set out in the National Health Service (Procurement, Patient
Choice and Competition) (No. 2) Regulations 2013/500 and any other relevant
statutory provisions. The CCG must have regard to any relevant guidance,
particularly Monitor’s guidance Substantive guidance on the Procurement, Patient
Choice and Competition Regulations
(https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/283505/Su
bstantiveGuidanceDec2013_0.pdf).
3.3. Where the CCG wishes to develop and offer a locally designed contract, it must
ensure that it has consulted with its Local Medical Committee in relation to the
proposal and that it can demonstrate that the scheme will:
3.3.1.
3.3.2.

improve outcomes;
reduce inequalities; and
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3.3.3.

4.

provide value for money.

Integrated working
4.1. The CCG must take an integrated approach to working and co-ordinating with
stakeholders including NHS England, Local Professional Networks, local authorities,
Healthwatch, acute and community providers, the Local Medical Committee, Public
Health England and other stakeholders.
4.2. The CCG must work with NHS England and other CCGs to co-ordinate a common
approach to the commissioning of primary medical services generally.
4.3. The CCG and NHS England will work together to coordinate the exercise of their
respective performance management functions.

5.

Resourcing
5.1. NHS England may, at its discretion provide support or staff to the CCG. NHS
England may, when exercising such discretion, take into account, any relevant
factors (including without limitation the size of the CCG, the number of Primary
Medical Services Contracts held and the need for the Local NHS England Team to
continue to deliver the Reserved Functions).
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