
 
 

SHADOW GP COMMISSIONING BOARD 
TUESDAY 14TH JUNE 2011 AT 1PM 

 
REGATTA PLACE , BOARDROOMS 2 & 3 

(lunch to be provided at 12.30pm) 
 

A G E N D A 
 
Part 1 
Introductions & Apologies 
Phil Wadeson, Trish Bennett,  
 
1.1 Minutes & Action points from the last meeting  Attached 

All 
 

1.2 Matters arising       All 
 
 
Part 2 
Transition 
 
2.1 Update on Transition      Verbal 
          John Hussey 
 
2.2 Merseyside PCT Cluster Governance   GPCB 32-11 
 Arrangements       Leonie Beavers 
 
2.3 Terms of Reference for Shadow GP    GPCB 33-11 
 Commissioning Board      Katherine Sheerin 
 
 
Part 3 
Strategy & Forward Planning 
 
3.1 Public Health Annual Report     GPCB 34-11 
          Paula Grey 
 
3.2 Joint Strategic Needs Assessment (JSNA)  GPCB 35-11 
          John Lucy  
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3.3 Public Health input into GP Commissioning  GPCB 36-11 
          Paula Grey 
 
 
Part 4 
Commissioning 
 
4.1 Principles for Budget setting     GPCB 37-11 
          Katherine Sheerin 
 
4.2 COPD        GPCB 38-11 
          Lynda Carey 
 
4.3 Adult Community Nursing     GPCB 39-11 
          Lynda Carey 
 
4.4 Medicines Management Committee    GPCB 40-11 
 Prescribing Budget      Tristan Elkin/ 
          Peter Johnstone 
 
5. Any other business 
 
 
6. Date and time of next meeting      
 Tuesday 12th July 2011 at 1pm, to be held at Regatta Place 



IGPCB ACTION POINTS FROM 10th MAY 2011 MEETING 
 

Action 

No. 

Due From: Action Required: Required 
by: 

Completed: 

 

1. 

 

HG 

 

From item 3, Update on Transition 

Governance arrangements for the Clusters to be circulated to the IGPCB 
before the next meeting.  This is to be discussed at the next meeting to 
ensure understanding of it. 

 

 

14th June 
2011 

 

2. KS From item 4, Terms of Reference for Shadow City-Wide GP 
Commissioning Board 

KS to make amendments to the Terms of Reference to include 
responsibilities of Commissioning Committee 

 

 

30th May 
2011 

 

 

3. 

 

KS 

 

From Item 5, Remuneration for Leadership positions in GPC in 
Liverpool 

KS to make amendments to proposal.  Proposal to go to PCT 
Remuneration Committee 

 

 

End of 
June 

 

 

4. 

 

PJ 

 

From item 6, Management of Prescribing Resource 2011/12 

Prescribing plan to be developed with specific actions for practices to 
reduce costs appropriately.    Plan to be presented at the IGPCB clincians 
meeting on 20th May 2011 

 

 

20th May 
2011 
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GPCB 32-11 

SHADOW GP COMMISSIONING BOARD 
TUESDAY 14TH JUNE 2011 

 
Title of Report Merseyside PCT Cluster Governance 

Arrangements 
Reporting Officer Phil Wadeson 

Non-Executive Lead Gideon Ben-Tovim 

Contact Officer Carole Hill, Transition Project Director, 0151 285 
4614 

Summary The 2011/12 NHS Operating Framework 
concluded that it will not be possible to retain 
effective management capacity in all PCTs until 
their abolition, presenting unacceptable risks to 
quality and financial management. In response 
PCTs will be retained as statutory organisations 
but there will be a consolidation of management 
capacity, with single executive teams each 
managing a cluster of PCTs. The Merseyside 
Cluster comprises: NHS Halton & St Helens, 
NHS Knowsley, Liverpool PCT and NHS Sefton. 
It is required that PCT clusters become 
operational by June 2011 at the latest.   
The proposal contains the following papers: 
 
The covering paper sets out the Governance 
Framework which details how the Merseyside 
Cluster Board will operate and the accountability 
arrangements that will be in place. This was 
approved by NHS Northwest at a meeting on 4th 
May 2011. 
 
The Schemes of Reservation and Delegation 
details the matters that the Cluster Board will be 
responsible for and those which will be retained 
by the PCT Boards. 
 
The Establishment Agreement is the document 
that facilitates the establishment of PCT Joint 
Sub Committees in accordance with the relevant 
regulations. 
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Recommendation That the Board is asked to: 

 Approve the Mersey Cluster Governance 
Framework 

 Approve the Mersey Cluster Board Scheme 
of Delegation  

 Approve the Scheme of Reservation – 
Matters Reserved to the PCT Board 

Strategic Goal All goals are relevant 
 

Key Objective  All objectives are relevant 
 

Risk implications 
and action taken 

Transition risk implications are incorporated into 
the PCT Corporate Risk Register 
 

Resource 
Implications 

Process managed within existing resources 
 

Legal issues Legal advice has been sought and provided by 
Hill Dickinson LLP on all documentation. Advice 
has also been provided by Mersey Internal Audit 
Agency on the development of the submitted 
documents. 

Relevant Standards 
or targets 

NHS Corporate governance standards and good 
practice. 
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1.0 Introduction 
 
The 2011/12 NHS Operating Framework1 set out the conclusion that it will not 
be possible to retain effective management capacity in all PCTs until their 
abolition in 2013, presenting unacceptable risks to quality and financial 
management. In response PCTs will be retained as statutory organisations 
but there will be a consolidation of management capacity, with single 
executive teams each managing a cluster of PCTs. It is required that PCT 
clusters become operational by June 2011 at the latest and it is proposed that 
NHS Halton and St Helens, NHS Knowsley, Liverpool PCT and NHS Sefton 
now form a Merseyside Cluster. These proposals have been approved by 
NHS Northwest and the Department of Health.  
 
This document sets out the context for the Merseyside Cluster governance 
arrangements. The Scheme of Delegation sets out which delegates specified 
functions, duties and responsibilities to the Merseyside Cluster Board. The 
Establishment Agreement facilitates the establishment of the PCT 
Committees that are proposed to become joint committees.  
 
The Merseyside Cluster Board will operate as a joint committee for each of 
the PCTs through a robust scheme of delegation and in accordance with the 
relevant regulations.2 This is required by the constituent PCTs Standing 
Order provision dealing with the establishment of Joint Committees. The 
membership provides a diverse range of skills.  The Cluster Board will have 
regard for the NHS Constitution3 and Public Sector Equality Duty4 in all of its 
activities and decision making processes. 
 
The Cluster Board is not a legal entity in its own right so it can only derive its 
powers and responsibilities through a scheme of delegation and other formal 
agreements between the constituent PCTs.  There is no statutory framework 
for clusters but there are regulations and other statutory provisions enabling 
PCTs to establish Joint Committees and to delegate powers. 
 
The PCT remains a statutory entity and is therefore responsible for meeting 
all of its statutory duties and functions.  It can delegate the performance; 
monitoring and assurance of these functions to the Cluster Board but any 
decision that relates to the discharge of a PCT statutory function must be 
properly minuted and recorded.   
 

                                            
1 Department of Health (June 2010) Revision to the NHS Operating Framework for the NHS in England 2010/11 (London: TSO) 
2 Regulation 9 and 10 National Health Service (Functions and Strategic Health Authorities and Primary Care Trusts and Administrative 
Arrangements (England) Regulations 2002 
3 Health Act 2009 s. 2 (1) 
4 Equality Act 2010 (c. 15)  

Final 17th May 2011 3



The Health and Social Care Bill is currently subject to a “pause” whilst the 
Government facilitates a listening and engagement exercise.  However, the 
Chief Executive of the NHS Commissioning Board, Sir David Nicholson, has 
made it very clear that the transition process should not lose momentum 
during the Government’s listening exercise. However, if there are changes to 
the health bill the Merseyside Cluster governance arrangements may need to 
be reviewed in light of these changes.  
 
2.0 Mersey Cluster Governance Principles 

 
Under Model One of the PCT Cluster Implementation Guide each member 
PCT is required to sign the Governance and Accountability agreement in 
order for the Merseyside Cluster Board to be formally established as joint 
committee of the PCT Boards. The Merseyside Cluster Board will be required 
to establish a common set of Standing Orders and Standing Financial 
Instructions of the Merseyside PCTs. 
 
To support the principles of openness and transparency the Merseyside 
Cluster Board will adopt, The Nolan Principles5 – The Seven Principles of 
Public Life, HSG (93) 5 Codes of Conduct for NHS Managers, NHS Codes 
of Conduct for Senior Managers 2002 and Codes of Conduct and 
Accountability for Boards. 
 
The cluster will adhere to a set of principles in discharging its functions. The 
cluster will ensure that: 
 
 Each PCT will continue to discharge its statutory duties via the cluster and 

via established existing partnership arrangements at a local level. 
 There is no duplication in the functions of the cluster and the functions 

carried out locally within each PCT; 
 Governance arrangements will be efficient and streamlined, enabling swift 

decision-making and not placing undue demands upon the single cluster 
executive team; 

 Its operations will support the requirement for constituent PCTs to be 
efficient and to reduce running costs; 

 Respect the right of PCT boards to receive timely and appropriate 
information from the Merseyside Cluster 

 Equity and fairness will be applied in the way the cluster migrates staff to 
new structures.  
 

 
 

                                            
5 During 1994 The Nolan Committee, appointed by the then Prime Minister spent six months looking into the standards in British public 
life and recommended seven principles of public life. 
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3.0 Merseyside Cluster Responsibilities 
 
The Merseyside cluster will have a number of key responsibilities including to: 
 
 Sustain management capacity, and a clear line of accountability, providing 

greater security for the delivery of current PCT functions in terms of 
statutory duties, quality, finance, performance, QIPP and NHS Constitution 
requirements through to March 2013;  

 Provide space for developing GP Commissioning Consortia to operate 
effectively;  

 Provide a basis for the development of commissioning support 
arrangements,    allowing   current commissioners and new entrants to 
develop a range of commissioning support solutions from which consortia 
and the NHS Commissioning Board can secure expert support;  

 Provide space for new arrangements with Local Authorities (including the 
development and expansion of section 75 arrangements), and supporting 
the development of Health and Wellbeing Boards;  

 Seek to develop a mechanism to enable high quality NHS staff to move to 
new roles in consortia, commissioning support arrangements and the NHS 
Commissioning Board, including minimising unnecessary redundancy 
costs;  

 Support the provider reform element of the transition particularly in terms 
of ensuring progress with the FT pipeline through commissioning plans6.  

 
The Merseyside Cluster has now appointed Chief Executive, Derek Campbell 
who will be the Accountable Officer for each of the PCTs in the cluster and 
who will lead a single cluster executive team.  Gideon Ben-Tovim, the Chair of 
Liverpool PCT, has been appointed as Chair of the Merseyside Cluster.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 

                                            
6 Department of Health (2011) PCT Cluster Implementation Guidance – Gateway Reference: 15520 (London: TSO) at page 1 
 

Final 17th May 2011 5



4.0 The Merseyside Cluster Board Structure 
 
The executive and non-executive composition of the Cluster Board is: 
Post Portfolio areas 
Chair 
 

Board Leadership  
Ensuring NED resilience 
Cluster governance 
Manage relationships, in collaboration 
with PCT Chairs, between key 
stakeholders including GPCC leads, 
Local Authority Councillors and MPs 
Equality and diversity leadership,  

Chief Executive  
 

Accountable Officer for member PCTs 
System leadership 
QIPP lead  
Relationship management with LA and 
GPCC 
Ensuring Executive team resilience 
Equality and diversity executive lead 

Director of Commissioning 
Development 
 

GPCC development including 
development of GPCC authorisation 
process 
CSU development 
Sustainability of commissioning 
functions 

Director of Finance  
 
 

Co-ordinate cluster financial plan 
FT pipeline 
Procurement 
Contracting 
Informatics 
Knowledge Management 
Corporate Governance 

Medical Director Medical leadership – primary care 
Responsible Officer/Validation 
Clinical Engagement 
Performers List 
Appraisal 
Medical Clinical Governance 

Director of Service 
Improvement (Executive Nurse) 
 

Direct service development 
Pathway Development  
Delivery of statutory duty of Quality  
Safeguarding 
Clinical Governance 
Resilience and Emergency Planning 
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Continuing Healthcare 
Director of Strategic 
Change/QIPP 

QIPP  
Performance Management  
Commissioning 
intentions/procurement/outcomes 
measurement 
Service reviews 
Reform 
Economy sustainability 

HR Lead Director See point 4.1 below 
Public Health See point 4.2 below 
Chair and NED NHS (HSTH)   
Chair & NED NHS Knowsley  
Chair & NED NHS Sefton  
NED Liverpool  

The cluster board will consider co-opting other members, including a local 
authority Chief Executive.  It will also be necessary to ensure Merseyside 
LINks organisations continue to be engaged in local decision making and the 
development of the new commissioning system.   
 
The cluster will also require portfolio responsibilities covering Equality and 
Diversity, quality and safety, performance, communications and governance. 
Each PCT will have a Managing Director who will be accountable to the 
cluster Chief Executive for the discharge of PCT duties locally and to maintain 
a focus on local relationships and engagement with stakeholders.  The 
Director of Public Health and PEC Chair will continue to be Executive 
Directors of the local PCT Board together with the Managing Director, Cluster 
Chief Executive Cluster Director of Finance and the Cluster Executive Nurse. 
In the years 2011 and 2012 there will be four formal local PCT Board meeting 
rounds: May/June 2011 to agree a Scheme of Delegation; September 2011 to 
agree the annual report and annual public health report; Feb/March 2012 to 
agree the 2012/13 budgets and September 2012 to agree annual report and 
annual public health report, plus AGMs in September 2011 and 2012. The 
Cluster Board will normally meet on a bi-monthly basis. 
 
4.1 Human Resources and Workforce 
 
 The reforms will have a significant impact on the workforce and it is 

essential that there are robust HR frameworks established at both a 
strategic co-coordinating level and in a transactional context at local 
PCT level.  The cluster will have a HR lead in post that will be 
responsible for establishing mechanisms to enable staff to move into 
new roles in consortia, commissioning support, local authority etc, 
advise on emerging HR guidance from receiving organisations, will seek 
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to minimise disruption e.g. compulsory redundancies and to maximise 
cost effectiveness in the change process.  The lead will also be 
responsible for ensuring that cluster-wide workforce planning and 
workforce development needs are reflected in the emerging skills 
networks and will develop constructive partnerships with all partners 
including GPCC and local authorities to understand their needs and 
promoting good HR practice. 

 
4.2  Directors of Public Health 
 
 The statutory responsibility for public health functions and the 

managerial accountability of Directors of Public Health (DPH) remains 
with the PCT until abolition.  DPHs remain Executive Directors of 
PCTs for the purposes of these functions and will be accountable to 
the Cluster CEO.  In some areas the DPH is a joint PCT/Local 
Authority post and as Directors of Public Health will be represented at 
Cluster level, the objectives for this role will be set by the Cluster 
CEO with input from the respective local authority.  It is not practical 
to have a DPH for each PCT locality represented at each Cluster 
Board meeting but attendance and input will be via an identified DPH 
lead who will act on behalf of the Cluster Public Health function. The 
DPHs within the cluster have proactively established a work 
programme to map out public health services in respect of health 
protection, healthcare, health improvement and health intelligence.   

 
 The DPH group will clarify the functions and tasks within each domain 

that can be jointly undertaken, and those requiring a more local 
footprint; identify the specific pieces of work that are currently 
undertaken on a joint basis; propose specific new pieces of work that 
can be undertaken on a joint basis, starting June 2011 and identify 
anticipated enablers and barriers for joint working within each 
domain, and how to capitalise on/ mitigate them. 
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5.0 Cluster Sub Committees  
 
To achieve the goal of lean and effective management structures to reduce 
management costs and to reduce unnecessary bureaucracy, the Cluster 
Board will establish committees required by statute as joint sub 
committees.  The committees will be Audit, Remuneration and Integrated 
Governance. 
 
Committee  Rationale 
Joint Audit 
Committee 
(Statutory) 
 
 

The Audit Committee will ensure compliance with 
statutory requirements and provide assurance to the 
local PCT Board and Cluster Board on internal control 
and governance matters.  The Audit Committee will 
also provide an independent and objective review on 
the Cluster and local PCT financial systems, financial 
information and compliance with laws, guidance, and 
regulations governing the NHS.  
 
The Audit Committee Handbook7 requires the Audit 
Committee to be established from NEDs (excluding 
PCT Chairs) and for the Merseyside Cluster will 
comprise: 
 

 Cluster NED (HSTH) 
 Cluster NED (Knowsley) 
 Cluster NED (Liverpool) 
 Cluster NED (Sefton) 
 PCT NED HSTH 
 PCT NED Knowsley 
 PCT NED Sefton 
 PCT NED Liverpool 
 

A Chair will be selected from the above membership 
who will have significant financial background.  The 
Chair of the Audit Committee must be one who has 
been previously appointed by the Appointments 
Commission against selected criteria. 
 
This will ensure compliance with the relevant guidance 
as well as ensuring the constituent PCTs are properly 
represented.  It is noted that the Audit Commission is 
due to publish further guidance on the membership of 

                                            
7 Department of Health (2005) The Audit Committee Handbook 2005 (London: TSO) 
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Audit Committees established as sub committees of 
Cluster Boards8 and the proposed membership will be 
reviewed when that guidance becomes available. 

Joint 
Remuneratio
n Committee  
(Statutory) 
 
 

The Remuneration Committee will ensure compliance 
with statutory requirements and provide review of 
Very Senior Managers remuneration and to comply 
with the requirements set out in the NHS Codes of 
Conduct and Accountability and the Higgs report.9 
The Committee will need to review and agree 
appraisal and remuneration of cluster executives and 
retained PCT executives.  The Higgs report 
recommends the Committee be comprised exclusively 
of Non-Executive Directors, a minimum of three, who 
are independent of management. 
 
The purpose of the joint Committee will be to advise the 
PCT Board about appropriate remuneration and terms of 
service for the Chief Executive and other Executive 
Directors including: 
 

 all aspects of salary (including any performance-
related elements/bonuses); 

 provisions for other benefits, including pensions 
and cars; 

 arrangements for termination of employment and 
other contractual terms. 

 
The Joint Remuneration committee membership will 
comprise 

 Cluster Chair 
 4 PCT NEDS 
 Cluster HR Lead  

 
Joint 
Integrated 
Governance 
and Risk 
 
 

Transition risks 
A crucial role for this committee will be to identify, 
review and develop mitigation plans against any risks 
that arise as a consequence of the transition.  Patient 
safety and quality of services to create improved 
health outcomes will remain a priority.  This committee 
will ensure that there is an ongoing assessment of 
risks throughout the transition period. 

                                                                                                                                       
8 Primary Care Trust Network NHS Confederation Managing the Transition: Early Lessons from PCT Clustering at page 10  
9 D, Higgs (January 2003) Review of the Role and Effectiveness of non-executive directors section 13.8  at page 61 – available at 
http://www.berr.gov.uk/files/file23012.pdf 
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This committee will report to the Cluster Board on the 
development, implementation and monitoring of 
integrated governance by providing assurance on: “the 
systems and processes by which the PCT leads, 
directs and controls its functions in order to achieve 
organisational objectives, safety, and quality of 
services, and in which they relate to the wider 
community and partner organisations”.  This 
Committee will be established in accordance with best 
practice and the recommendations of the Integrated 
Governance Handbook.10 
 
The membership of the committee shall comprise: 

 4 NEDS 
 Executive membership will be the Cluster Director 

of Finance, Director of Service 
Improvement/Executive Nurse and the Medical 
Director. 

 
 

 
The intention is that existing PCT committees will cease by June 2011. 
However, a case by case approach will be adopted and local structures and 
governance arrangements will be reviewed in detail, as there may be 
circumstances where additional local PCT or cluster sub-committee structures 
will be required. 
 
If a PCT committee/board/group/work stream supports the discharge of a 
non-delegable statutory duty or partnership arrangement, then these shall 
continue in their current form.  
 
Examples of PCT governance structures that would be retained include:  

 Safeguarding Children Boards 
 Safeguarding Adults Boards 
 Health & Wellbeing Boards (Section 75) 
 Health & Wellbeing Commissioning Boards 
 LIS Board (joint with St Helens & Knowsley Hospitals, 5 Boroughs 

Partnership FT and Halton & St Helens PCT) 
 LIFT Boards 
 

                                                                                                                                       
10 Department of Health (2006) Integrated Governance Handbook – a handbook for executives and non-executives in healthcare 
organisations (London: TSO) 
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Each PCT that will cease will submit a handover document to the above 
Cluster sub committees.  This will be particularly relevant for Audit 
Committees who will have a role in signing off Annual Accounts and 
Statements on Internal Control.  
 
It is proposed that the Committees will have one agenda separated into five 
parts.  The first section of all agendas will deal with general items 
applicable to all member PCTs. Then the agenda will have a section for 
each constituent PCT where minutes and bespoke reports will be received, 
discussed and debated.  Minutes of the meetings will be recorded and 
submitted to the Cluster Board in the usual way, and to PCT boards for 
information. 
 
 
6.0 Local PCT Responsibilities and Local Priorities 
 
The PCT will retain to itself only those matters required to operate as a 
statutory Board with all other matters delegated to the Cluster Board.   Any 
ongoing activity of the PCTs will take account of local history and direction 
of travel for health, wellbeing and social care.  The role and function of PCT 
boards will diminish over time following the devolution of responsibilities to 
Health and Wellbeing Boards and GPCC.  Therefore, the work of the local 
PCT boards will be underpinned by a clear timetable of milestones that will 
lead to the full implementation of government proposals and transfer of 
functions. 
 
It is accepted and well understood that each PCT area will have specific 
priority areas of work that must continue during the transition and beyond.  
The PCT Cluster implementation guidance issued by the Department of 
Health states:  “whilst allocations and accounts will remain at PCT level, 
with critical roles for individual PCT Boards, the managerial process for 
monitoring and holding to account will be exercised through the cluster 
Chief executive”. 
 
The Cluster Board will ensure the local PCTs deliver the following 
 

 Support the reduction of health inequalities through involvement in 
Health and Wellbeing Boards and continued partnership 
arrangements11. 

 Supporting the development of local GPCC in accordance with the 
direction set by the Cluster Board 

                                            
11 This will enable the PCT to discharge its non-delegable duties under the Health and Social Care Act 2008 and s. 82 of the NHS Act 
2006 (c. 41), Mental Health Act 1983, Mental Health Act 2007 
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 Ensuring continued stakeholder, patient and public involvement in 
implementation of those local commissioning priorities that have 
already been agreed12 

 Agreement of 2011/12 contracts (involving GPCC as much as 
possible) 13 and handover to the Cluster by 3rd May. The cluster board 
will ensure that this is undertaken on behalf of constituent PCTs and 
reported to them. 

 Sign off of Annual Accounts 2010/11, through cluster joint committee 
arrangements 

 Sign off of the Statement of Internal Control 2010/11, through joint 
committee arrangements 

 Annual General Meeting 
 Publication of the Annual Report 
 Publication of Public Health Annual Report 
 Production of “legacy documents”  

 
Non Delegable Functions 
 
Safeguarding (adults and children), management of Serious Untoward 
Incidents, Patient Safety, Clinical Quality, Infection Control Emergency 
Planning and Clinical Governance are matters for which PCTs must remain 
accountable and their responsibilities in this regard can not be delegated.  
In order to ensure that there is strategic oversight of these areas across the 
cluster the Cluster Director of Service Improvement/Executive Nurse has 
these areas of responsibility within their portfolio.  They will also be 
responsible for ensuring that PCTs continue to discharge these functions 
effectively at a local level through the appropriate fora. 
 
The Cluster Medical Director will have in their portfolio responsibility for the 
strategic oversight of the discharge of Responsible Officer duties and 
Performers List duties. 
 

                                            
12 This will enable the PCT to discharge its non-delegable duties under Local Government and Public Involvement in Health Act 2007 
13 Department of Health (2011) PCT Cluster Implementation Guidance – Gateway Reference: 15520 (London: TSO) at pg 4 
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7.0 Membership of Clinical and Executive PCT Boards 
 
Post Comment  
Cluster Chief 
Executive** 

Cluster CEO is required to be present at 
constituent PCT Board meetings. 

Cluster Director of 
Finance** 

Cluster Director of Finance is required to be 
present at constituent Board meetings. 
 

Cluster Executive 
Nurse 
 

Although the appointment of an Executive 
Nurse is not a statutory appointment the 
Cluster Executive Nurse will be required to sit 
on PCT Boards to ensure responsibilities in 
respect of quality, safeguarding and clinical 
governance are properly discharged. 

PEC Chair ** This is a statutory appointment and will ensure 
continued local clinical leadership during the 
transition.   
 

Director of Public 
Health** 

This is a statutory appointment to a local PCT 
Board and retention of this post and function 
will ensure compliance with legal requirement 
to produce a Public Health Annual Report.  
DPHs are expected to work collaboratively to 
develop joint reports for consideration by the 
Cluster Board.  
 
DPH as statutory PCT Executive Appointments 
will be accountable to the Cluster CEO and the 
Cluster Board.  The local DPH will be 
responsible for leading the NHS work required 
to develop Public Health England at a local 
level and facilitate the smooth transition of 
functions to the LA. 

Managing Director  This post will be accountable to the Cluster 
CEO and will be the operational lead for the 
local PCT. 
 

PCT Chair Ensure continuation of delivery of statutory 
duties and responsibilities and compliance with 
relevant regulations14 and to sustain links 
between the local PCT Board and Cluster 
Board. 

                                            
14 Primary Care Trusts (Membership, Procedure and Administration Arrangements) Regulations 2000 (SI 200/89) 
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Constituent NEDS (5 
minimum, 7 
maximum)15 

Local representation, oversight and scrutiny.  
Skills already aligned to local requirements as 
per the requirements of NHS Appointments 
Commission.  Will also need to ensure that 
there are NED leads for Counter Fraud and 
Local Security Management as well as other 
key areas requiring a nominated NED lead.  
NEDs should be actively involved in the 
development of Health and Wellbeing Boards 
and GPCC.  Involvement at this local level will 
provide space for them to develop whilst 
ensuring sustained local accountability and 
knowledge. 

** - statutory posts to ensure quorum of meetings 
 
7.1  Managing Director 
 
 The Managing Director (MD) will be a PCT Executive Director and will 

be responsible to the cluster CEO for the day to day operational 
management and governance arrangements of the local PCT up until 
abolition.  The MD will operate under an accountability framework 
agreed by the Cluster CEO as Accountable Officer. The MD will have 
a key role in developing effective communications mechanisms 
between the cluster, the local PCT and the NEDs.  They will be 
responsible for maintaining local partnerships and fostering strong, 
positive relationships with local stakeholders. The MD will have a 
significant role in ensuring effective local internal and external 
communications and reputation management. 

 
There are already in place a number of partnership forums where 
PCTs and Local Authority have long established joint working 
arrangements and the MD should ensure that were possible and 
appropriate these continue.  This will include ongoing implementation 
of previously agreed commissioning plans for NHS commissioned 
services and those that have been commissioned jointly with Local 
Authorities e.g. Children’s Services, Mental Health and Learning 
Disabilities. 
 
In addition to the general day to day duties, the MD, on behalf of the 
Cluster CEO will produce the PCT Legacy Document16.  The National 

                                            
15 Ibid 
16 Primary Care Trust Network NHS Confederation (April 2011) Managing the Transition: Identifying and Sharing Legacy Information at 
pg 2 
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Quality Board17 recommended that the SHAs and PCTs should 
develop legacy documents to ensure that knowledge of local systems 
is not lost.  The Cluster Chief Executive will work with constituent 
PCTs to agree the precise content of the legacy documents.18   

 
8.0 Professional Executive Committees (PEC)  
 
Professional Executive Committees are statutory committees of a PCT and 
therefore remain in place. Discussions will be held with the four PEC Chairs 
to develop a governance model for their continued operation and co-
operation between the PECS which is consistent with the scheme of 
delegation to the Cluster Board and takes account of emerging GP 
Consortia.  
 
Given the emergence of GP Commissioning Consortia the relationship and 
business of the PEC will inevitably change and develop during the transition 
and therefore its role will need to be reviewed. 
 
9.0 Non-Executive Directors 
 
As PCTs will remain as statutory bodies until April 2013, NEDs will 
therefore remain accountable for the discharge of their functions.  For 
those NEDs that are not cluster Board members, they will require 
assurance that the Cluster Board is discharging the PCT statutory duties 
effectively on a number of areas, but particularly in respect of quality, 
clinical governance and allocation of resources.19  It will be possible for 
PCT NEDS to become members of cluster committees. There are number 
of ways in which the NEDs can receive assurance and input into the work 
of the Cluster. 
 
1. There will be in place a Governance and Accountability Agreement 

between the constituent PCTs and the Cluster Board. 
2. Each PCT Board will approve a Scheme of Delegation to the Cluster 

Board  
3.  Formal, documented meetings with the Managing Director who will be 

required to apprise NEDs of any financial implications with the support 
of the Cluster Finance Director 

4. Receipt of Cluster Board Meeting papers and minutes  
5. PCT Chairs have the discretion to hold informal locality board meetings 

in relation to local business and priorities. 
 

                                            
17 Department of Health (March 2011) Maintaining and improving quality during the transition; safety, effectiveness, experience Part One 
(London: TSO) 
18 Ibid at page 27 
19 s. 229 NHS Act 2006 (c. 14)  
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The Cluster CEO will agree an approach with local Chairs and the 
Managing Director that suits the needs of the local NEDs.  As a general 
principle regular, open and transparent communication will underpin any 
assurance mechanism. 
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10. GP Commissioning Consortia  
 
As the GPCC begin to develop their governance arrangements and acquire 
new skills, it will be essential that the some PCT functions and 
responsibilities are delegated to those consortia that are able to 
demonstrate their competence and capability within an agreed framework.  
Delegation of responsibility to consortia will facilitate local focus and help 
develop the local system  
 
Over time, emerging GP Commissioning Consortia will be established as 
committees of the Cluster Board, which will hold them to account for any 
matters delegated to GPCCs.  A process for the appointment of “GPCC 
Leaders” will be established and the Cluster Board Audit Committee will 
have a key role in ensuring that the job description for a “GPCC Leader” is 
robust and provides assurance that the nominated individual has the 
required level of competencies.  Each GPCC Board will be established and 
underpinned by a robust Scheme of Delegation and the consortia will be 
held to account via a range of performance indicators which will include the 
following areas.  
 

 Corporate governance and accountability arrangements 
 Financial management and risk management 
 Clinical Quality outcomes including health inequalities 
 Safety 
 Patient experience 

 
Between now and the formal establishment of GPCC there will be a 
development programme in place to ensure that those who will be leading 
new NHS organisations are well equipped to do so. 
 
GPCC pathfinders are not statutory bodies are therefore only able to 
operate within a Scheme of Delegation authorised by the Cluster Board.  
GPCCs, as sub committees of the cluster board, will include NED members 
during the transition, prior to authorisation. As GPCC begin to acquire more 
responsibility and are able to direct and make decision in respect of the 
allocation of resources it will be essential that NEDs are involved in this 
process to provide oversight, scrutiny and to be assured that all decisions 
are made within an appropriate framework.  
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11. Health and Wellbeing Boards  
 
The Health and Wellbeing Boards (HWBB), subject to legislation, will bring 
together those who buy services across the NHS, public health, social care 
and children’s services, elected representatives and representatives from 
HealthWatch to plan the right services for their area. They will look at all 
health and care needs together, rather than creating artificial divisions 
between services20. 
 
Health and Wellbeing Boards are multi agency forums that will be tasked 
with reducing health inequalities and providing scrutiny of partnership 
proposals in respect of new services.  As shadow Health and Wellbeing 
Boards develop the cluster may delegate NHS budgets and decision 
making, which would be on the condition of PCT NED membership of these 
Boards during the transition.  Directors of Public Health will also be voting 
members of shadow Health and Wellbeing Boards  
 
 
12.   Conclusion 
 
This report sets out the proposed governance arrangements for the 
Merseyside Cluster which is based on the “Model 1” option described in the 
Cluster Guidance documents.  Whilst the PCT Boards will remain in place 
to work on local issues, the majority to the PCT responsibilities will be 
delegated to the Cluster Board.  The report also sets out the way in which 
local accountability and scrutiny can be retained within the current system 
and can support the transition to the new system.   

                                            
20 Department of Health (March 2011) Early Implementers of Health and Wellbeing Boards Announced (DH Website) 
http://healthandcare.dh.gov.uk/early-implementers-of-health-and-wellbeing-boards-announced 
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GPCB 33-11 

 
SHADOW GP COMMISSIONING BOARD  

TUESDAY 14TH JUNE 2011 
 

Title of Report Shadow GP Commissioning Board – Terms of Reference 

Reporting Officer Dr John Hussey, PEC Chair 

Contact Officer Katherine Sheerin, Chief Officer 
 

Summary To present the draft Terms of Reference for the GP 
Commissioning Board for approval.   
 
It should be noted that these Terms of Reference include 
a substantial part of the responsibilities previously held by 
the PCT Commissioning Committee. 
 
The previously agreed terms of reference for the Shadow 
GPC Board and Commissioning Committee are included 
in appendix 1 for reference. 
 
  

Recommendation That the Shadow GP Commissioning Board: 
 Approves the Terms of Reference for the Shadow 

GP Commissioning Board 
 Notes that the actions and minutes of the Shadow 

GPC Board will be routinely shared with the Cluster 
Board 

 Notes that these Terms of Reference will be 
reviewed in December 2011. 

 
Strategic Goal All 

 
Key Objective  The successful transition to new commissioning 

arrangements. 
 

Risk implications and 
action taken 

These Terms of Reference to be included as part of the 
overall governance arrangements for the PCT / Cluster 
and emerging GP Consortia. 
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Resource 
Implications 

None 
 
 
 
 

Legal issues None 

Relevant Standards 
or targets 

 

 



 

Page 3 of 12  

Liverpool Primary Care Trust 
 

Shadow GP Commissioning Board 
 

1. Constitution 
 
The Committee is a committee of the Board and has no executive powers, other 
than those specifically delegated in these Terms of Reference. 
 
This Committee subsumes and extends the work of the Professional Executive 
Committee, and incorporates much of the work of the Commissioning 
Committee. 
 
The minutes and actions agreed by this Committee will be routinely reported to 
the Cluster Board. 
 
2. Membership 
 
PCT PEC Chair (Chair) 
3 Shadow GPC Consortium Chairs 
2 clinical members from each Shadow GPC Consortium 
PCT Director of Public Health  
Director of Adult Social Services (Local Authority representative)  
Chief Officer, GP Commissioning Liverpool 
Head of Financial Strategy, GP Commissioning Liverpool 
2 PCT Non-executive Directors 
Head of Service Improvement and Quality, Clinical Pathways (clinical post) 
 
Co-opted members:- 
PCT Managing Director 
LMC Secretary  
 
In attendance:- 
Head of Service Improvement and Quality, Commissioned Services 
Head of Service Improvement and Quality, Primary Care Delivery 
Head of Planning, Performance and Programmes 
Lead Commissioner, Medicines Management 
 
Ex officio member:- 
Chair, Liverpool PCT / Merseyside Cluster 
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A quorum will be one third of the membership to include a majority of clinicians 
(minimum of 4), minimum of one Senior Manager, and a minimum of one 
representative from each consortium. 
 
3. Purpose 
 
The purpose of the Committee is to lead the commissioning for the city, 
scrutinising and approving commissioning plans and provider performance, 
providing an assurance to the Cluster Board on all commissioning issues. 
 
4. Key Objectives 
 

1. To provide clinical leadership for commissioning in the city, ensuring 
that all delegated financial / activity / quality targets are met. 

 
2. To lead the development of new clinical strategies and policies, 

ensuring effective engagement from across the clinical system.   
 

3. To sign off pathways and service specifications for Liverpool, ensuring 
delivery and implementation through contracting.   

 
4. To ensure that effective evaluation and performance management 

systems are in place to measure the impact and outcomes of 
commissioning decisions 

 
5. Subject to the available funding, to assess and approve significant 

Commissioning plans and intentions balancing accountability for the 
effective use of resources with maximum freedom for clinicians to 
innovate to deliver real improvements for patients. 

 
6. To ensure that sound Business Cases are compiled for the 

commissioning of significant new or materially different services, 
ensuring appropriate clinical and corporate governance arrangements 
are in place.   

 
7. To ensure appropriate patient and public involvement in commissioning 

and procurement. 
 
8. To ensure alignment between the work at city wide, Shadow GPC 

Consortium, neighbourhood and practice levels, with devolved decision 
making wherever appropriate. 
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9. To review current performance of providers (primary, community and 
secondary care) ensuring effective actions are taken to address any 
shortfalls in achievement of agreed targets (clinical and financial). 

 
10. To ensure coherence across the wider Merseyside footprint, and 

ensure implementation of QIPP pathways / programmes. 
 
11. To co-ordinate the work with the Health and Wellbeing Board and other 

key partners. 
 
12. To contribute to the development of the Joint Strategic Needs 

Assessment, and ensure that health service commissioning decisions 
enable delivery of public health targets, and reduce inequalities. 

 
13. To provide the clinical input to commissioning and contracting for 

2012/13, ensuring achievement of health outcomes and reduction in 
inequalities across the city. 

 
14. To oversee the transition to GP Commissioning, ensuring effective 

engagement with all practices, with clear implementation plans from 
each Consortium to achieve city-wide goals and targets. 

 
5. Sub Committees 
 
A number of sub committees will be established through which the Shadow GP 
Commissioning Board will discharge its duties.   These will include: 
 North Shadow GP Commissioning Consortium 
 Liverpool Central Shadow GP Commissioning Consortium 
 Matchworks Shadow GP Commissioning Consortium 
 Prescribing Subcommittee 
 General Practice Development Subcommittee 

 
Delegated responsibilities will be clearly described. 

 
 
Administrative Arrangements 

 
The Committee will meet monthly. 

 

The Committee will be administered by the Chief Officer 
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The Committee will ensure that the minutes of its meetings are submitted to the 
Primary Care Trust’s Board regularly.  Any items of specific concern or which 
require Trust Board approval will be the subject of a separate report.   

 

These Terms of Reference to be reviewed in October 2011. 

June 2011  
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APPPENDIX 1 
LIVERPOOL PRIMARY CARE TRUST 

 

COMMISSIONING COMMITTEE 
 

TERMS OF REFERENCE 
 
 

1. Constitution 
 
The Committee is established in accordance with Standing Orders 4.1 and 4.9.5 
as a Committee of the Board of Liverpool PCT.  The Committee has no 
executive powers, other than those specifically delegated in these Terms of 
Reference. 
 
 
2. Membership 
 
PCT Board Chair and three Non-Executive Directors 
Chief Executive 
Director of Finance 
Director of Strategy 
 
Advisory Members:- 
 
Professional Executive Committee Chair 
Director of Public Health 
Director of Health Outcomes 
Director of Service Improvement & Executive Nurse 
Director of Integrated Adult Health & Social Care 
 
The Committee may co-opt members as required. 
 
The meeting will be quorate if there are two Non Executive Directors, one of 
which may be the Board Chair and one Executive Director.   
 
3. Purpose of the Committee 
 
The purpose of the Commissioning Committee is to scrutinise and approve PCT 
commissioning plans, processes, decisions and performance to provide an 
assurance to the PCT Board on all commissioning issues. 
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4. Terms of Reference 
 

i. To provide assurance to the PCT Board that policy and guidance in 
relation to Commissioning, including Strategic Commissioning and 
Practice Based Commissioning (PBC), is implemented. 

 
ii. To ensure that effective evaluation and performance management 

systems are in place to measure the impact and outcomes of 
commissioning decisions, including the impact of PBC. 

 
iii. Subject to the available funding, to assess significant Commissioning 

plans and intentions balancing accountability for the effective use of 
resources with maximum freedom for clinicians to innovate to deliver real 
improvements for patients. 

 
iv. To ensure that sound Business Cases are compiled for the commissioning 

of significant new or materially different services, ensuring appropriate 
clinical and corporate governance arrangements are in place.   

 
v. To approve commissioning plans and intentions in line with the delegated 

authority given by the Board. 
 
vi. To receive and review key papers and documents from the Adult and 

Children’s Integrated Commissioning Executives (ICE) thereby providing 
the opportunity for  Board review and scrutiny of decisions taken 

 
vii. To consider and scrutinise the implications for, impact on and risks for 

Liverpool PCT of proposals emanating from the NHS NorthWest Specialist 
Commissioning team and other collective commissioning fora. 

 
viii. To scrutinise plans for the use of any efficiency gains generated through 

practice based commissioning. 
 
ix. To scrutinise the process for the procurement of clinical services – and 

other health related services – to ensure adherence to the PCT’s Standing 
Orders and Procurement/Competition policies.   

 
x. To ensure adherence to the PCT’s Accountability and Governance 

Framework for Practice Based Commissioning.   
 
xi. To ensure appropriate patient and public involvement in commissioning 

and procurement and receive feedback from the Patient Public & 
Community Engagement Committee on commissioning matters. 
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xii. To review plans for, and progress toward achieving, Liverpool PCT’s 

intentions to become a World Class Commissioning Organisation. 
 
xiii. To oversee and scrutinize performance achieved on commissioning for 

equality and diversity and measure reports from the Equality and Diversity 
Sub Committee on commissioning issues.  

 
xiv. To review the impact of commissioning decisions on improved health 

outcomes. 
 
The Committee will receive advice from the Professional Executive Committee, 
through the Chair of that Committee. 
 
Sub Committees reporting into the Commissioning Committee: 
 Quality Steering Group 
 Procurement Panel Sub Committee 
 Equality & Diversity Sub Committee 
 Research Strategy Meeting 

 
5. Administrative Arrangements 
 
The Committee will meet every two months or as required and thereafter will 
report on the outcome of each meeting to the next PCT Board. 
 
The Associate Director, Practice Based Commissioning, will administer the 
Committee. 
 
The PA to the Associated Director of Practice Based Commissioning shall 
provide secretarial support to the Committee 
 
The agenda for the Committees meetings shall, prior to distribution, be agreed 
with the Chair of the Committee 
 
The agenda and supporting papers shall normally be distributed five working 
days prior to the meeting to Committee members and to those required to be in 
attendance. 
 
6. Review 
 
These terms of reference will be reviewed in six months 
 
UPDATED MAY 2009 
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Liverpool Primary Care Trust 
 

Shadow GP Commissioning Board 
 

1. Constitution 
 
The Committee is a committee of the Board and has no executive powers, other 
than those specifically delegated in these Terms of Reference. 
 
This Committee subsumes and extends the work of the Professional Executive 
Committee. 
 
2. Membership 
 
PCT PEC Chair (Chair) 
3 Shadow GPC Consortium Chairs 
2 clinical members from each Shadow GPC Consortium 
PCT Director of Public Health  
Director of Adult Social Services (Local Authority representative)  
Chief Officer, GP Commissioning Liverpool 
Head of Financial Strategy, GP Commissioning Liverpool 
2 PCT Non-executive Directors 
Head of Service Improvement and Quality, Clinical Pathways (clinical post) 
 
Co-opted members:- 
PCT Managing Director 
LMC Secretary  
 
In attendance:- 
Head of Service Improvement and Quality, Commissioned Services 
Head of Service Improvement and Quality, Primary Care Delivery 
Head of Planning, Performance and Programmes 
Lead Commissioner, Medicines Management 
 
A quorum will be one third of the membership to include one Senior Manager 
and a majority of clinicians.    
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3. Key Objectives 
 
1. To provide clinical leadership for commissioning in the city, ensuring that 

all delegated financial / activity / quality targets are met. 
2. To ensure alignment between the work at city wide, Shadow GPC 

Consortium, neighbourhood and practice levels, with devolved decision 
making wherever appropriate. 

3. To lead the development of new clinical strategies and policies, ensuring 
their effective implementation through contracting. 

4. To ensure effective clinical engagement in commissioning and strategy 
development from across the health system. 

5. To review current performance of providers (primary, community and 
secondary care) ensuring effective actions are taken to address any 
shortfalls in achievement of agreed targets (clinical and financial). 

6. To ensure coherence across the wider Merseyside footprint, and 
implement QIPP pathways / programmes. 

7. To sign off pathways and service specifications 
8. To oversee the agreement of contracts with providers. 
9. To co-ordinate the work with the Health and Wellbeing Board and other 

key partners 
10. To ensure successful implementation of the new GP Specification for 

Liverpool. 
11. To provide the clinical input to commissioning and contracting for 2012/13, 

ensuring achievement of health outcomes and reduction in equalities 
across the city. 

12. To oversee the transition to GP Commissioning, ensuring effective 
engagement with all practices. 

 
4. Sub Committees 
 
A number of sub committees will be established through which the Shadow GP 
Commissioning Board will discharge its duties.   These will include: 
 North Shadow GP Commissioning Consortium 
 Liverpool Central Shadow GP Commissioning Consortium 
 Matchworks Shadow GP Commissioning Consortium 
 Others to be agreed 

 
Delegated responsibilities will be clearly described. 
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5. Administrative Arrangements 
 

The Committee will meet monthly. 

 

The Committee will be administered by the Chief Officer 

 
The Committee will ensure that the minutes of its meetings are submitted to the 
Primary Care Trust’s Board regularly.  Any items of specific concern or which 
require Trust Board approval will be the subject of a separate report.   

 

These Terms of Reference to be reviewed in October 2011. 

 

May 2011  
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GPCB 34-11 

 
SHADOW GP COMMISSIONING BOARD  

TUESDAY 14TH JUNE 2011 
Title of Report Annual Report of the Joint Director of Public Health 

Reporting Officer Paula Grey, Joint Director of Public Health 

Contact Officer Sue Rogers, Public Health Business and Resource 
Planning Manager 
 

Summary The Annual Report of the Joint Director of Public Health 
provides a synopsis of the public health issues relating to 
health inequalities in the city of Liverpool.  The report 
describes work undertaken in Liverpool using the ‘life 
course’ as a framework.  Each section concludes with 
specific recommendations which are directed at the broad 
range of organisations that can influence health in the city.
 
The report provides a strategic perspective of the areas 
that are areas that will support our ability to achieve an 
improvement in life expectancy through a reduction in 
health inequalities in the city from an evidence base for 
interventions.   
  

Recommendation That the Shadow GP Commissioning Board: 
 Note the progress made on recommendations 

contained within the 2010 Public Health Annual 
Report 

 Note the content of the report 
 Note the recommendations contained in the report 

for future action in respect of public health priorities.  
 Work with Liverpool City Council and other 

organisations to take forward programmes which 
require a partnership approach to deliver 
improvements in health. 

Strategic Goal All Strategic Goals 
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Key Objective  
All PCT Objectives.   

Transformational Programmes 
Better Lifestyles Programme 
 
Continuous Improvement 
Healthy Child 
Cancer 
CVD 
Mental Health 
 
New Priorities 
Dementia 
Support for carers 
Health visiting and Family Nurse Partnership 
 

Risk implications and 
action taken 

Key recommendations included within each chapter of the 
report for key programme areas.   
 

Resource 
Implications 

Recommendations and adoption of these will require re-
alignment of resources to enable delivery.  
Recommendations taken forward will also be informed by 
the prioritisation process adopted by the PCT in line with 
the strategic plan and operational activities.   

Legal issues None identified 

Relevant Standards 
or targets 

Supporting Quality Measures 
 Smoking Quitters 
 Cervical Screening 
 Breastfeeding at 6-8 weeks 
 Coverage of NHS Health Checks 

 
Public Health Outcome Measures for Local Oversight 
 All-age-all cause mortality rate 
 Reduction in CVD mortality 
 Reduction in cancer mortality 
 Teenage Pregnancy 
 Childhood Obesity – prevalence of obesity in reception 

and year 6 
 Individuals who complete immunisation by 

recommended ages 
 Chlamydia prevalence and diagnosis 
 Number of drug users recorded as being in effective 

treatment 
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 Hospital admissions for unintentional and deliberate 
injuries to children and young people 

 Hospital admissions for alcohol-related harm per 
100,000.   
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GPCB 35-11 

 
SHADOW GP COMMISSIONING BOARD  

TUESDAY 14TH JUNE 2011 
 

Title of Report Liverpool Joint Strategic Needs Assessment 2011  

Reporting Officer John Lucy , Associate Director of Public Health  

Contact Officer Val Upton Title Joint Intelligence Manager 
 

Summary The JSNA gives a strategic overview of need in Liverpool. 
Its aim is to highlight inequalities and inform subsequent 
commissioning decisions.  
 

Recommendation That the GP Commissioning Board:  Recognise the 
importance of the JSNA to informing future commissioning 
decisions.  
 

Strategic Goal  Outside of Hospital Programme 
 General Practice Specification 
 Neighbourhood Development  
 Implementation of QIPP Pathways 
 Closing the Outcomes Gap 

Key Objective  
All PCT Objectives – the report should form the basis for 
determining both strategic goals and objectives.   
 

Risk implications and 
action taken 

The JSNA identifies key areas of need on which action 
should be taken. Inaction has the potential to widen 
existing inequalities and increase health need.   

Resource 
Implications 

The report will have implications for investment and 
disinvestment decisions based upon the needs of the 
identified populations. 

Legal issues None 

Relevant Standards 
or targets 

Supporting Quality Measures 
 Smoking Quitters 
 Breastfeeding at 6-8 weeks 
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 Coverage of NHS Health Checks 
 
Public Health Outcome Measures for Local Oversight 
 All-age-all cause mortality rate 
 Reduction in CVD mortality 
 Reduction in cancer mortality 
 Teenage Pregnancy 
 Childhood Obesity – prevalence of obesity in reception 

and year 6 
 Hospital admissions for alcohol-related harm per   

100,000.   
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Income Deprivation Affecting Older People 2007

•	A third of Liverpool’s Lower Level Super Output Areas are in the most deprived 5% nationally.

•	Almost half (47%) are in the most deprived 10% nationally.
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Fuel Poverty
Fuel poverty is defined as households spending more than 10% of income on fuel to adequately heat 
their homes. Areas in Liverpool have been ranked among the worst 10% nationally for estimated 
levels of fuel poverty. Older people are likely to form a significant number of those defined as being 
in fuel poverty. During the winter months, due to fuel poverty there is an increased risk of ill health 
and premature death:

•	Exacerbation of existing chronic illnesses (CVD, Respiratory problems)

•	The 85+ population in Liverpool living in the most deprived fifth of areas nationally at greatest risk 
of a winter emergency hospital admission for a respiratory condition.

•	Excess winter emergency hospital admissions for respiratory and circulatory systems the cause of 
22.2% across the North West

•	Almost one fifth of seasonal excess admissions in Liverpool for people aged over 75 years.

•	Two thirds of the 1,662 Liverpool deaths in the winter months 2009/10 were people aged 75+.

•	Excess winter deaths for older old people 85+ improved in 2009/10 (N = 86) compared to 114 in 
2008/09.

Implications of income deprivation and fuel poverty
It is most likely that the income deprived older people across the city have less healthy diets, 
experience more limited access to health and social care services in terms of ability to travel, and feel 
less safe in their neighbourhoods in relation to the type and location of housing available to them.

In Liverpool, there are lower levels of pensioner owner-occupation housing and higher levels of 
social renting than the regional and national averages, which can compromise maintaining a healthy 
home. However, it is also important to recognise that many older people across the city living in 
larger homes in more desirable areas may be the hidden deprived, that is asset rich but cash poor.

4.5 Lifestyles of Older People

The key chronic illnesses impacting upon the lives of our older people are Coronary Heart Disease, 
Stroke, Diabetes and Chronic Obstructive Pulmonary Disease. Over one quarter of deaths for people 
aged 65+ years (27.6%) in Liverpool are from Cancer, almost one third from Circulatory Disease 
(30.1%), and nearly 18% from diseases of the respiratory system. Improvement in the lifestyles of 
older people from an earlier age is key to reducing morbidity and premature mortality.

In the Lifestyle Survey (Liverpool Lifestyle Survey, 2008), 20% of people 65+ years considered their 
general health very good, however: 

65- 74 Years 75+ Years

Reported having a heart attack (%) 11.9 13.3

Reported having a stroke (%) 6.3 9.6

Reported having suffered at least one chronic condition in 
previous 12 months (%)

78.3 81.3

Source: Liverpool Lifestyle Survey, 2008, Liverpool Public Health Intelligence Team
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Lifestyle Risk Factors in our Older Population

Positive Lifestyle Choices:

Source: Liverpool Lifestyle Survey 2008, Liverpool Public Health Intelligence Team

•	45% of 65-74 Year olds and 37% of 75+ year olds reported consuming on average 5 or more 
portions of fruit and vegetables a day.

•	One third of 65-74 year olds and a fifth of 75+ year olds reported high levels of physical activity 
(vigorous intensity activity on at least 3 days a week).
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6. Governance for JSNA 
The current proposed changes in NHS 
organisation will affect the existing governance 
for the JSNA. In future it is proposed the JSNA 
will be agreed by both the city council Health 
and Wellbeing Board and GP commissioning 
consortia. The intention is that both health and 
social care services are informed by a common 
understanding of need in the city. The current 
steering group that has overseen development 
of the JSNA already reflects these interests. 
Membership will be kept under review to make 
sure the right connections are being made.



 



 
GPCB 36-11 

 
SHADOW GP COMMISSIONING BOARD  

TUESDAY 14TH JUNE 2011 
 

Title of Report Public Health Support to GP Commissioners of 
Healthcare 
 

Reporting Officer Paula Grey, Director of Public Health 

Contact Officer John Lucy, Associate Director of Public Health 
John.lucy@Liverpoolpct.nhs.uk 

Summary Effective healthcare commissioning requires 
input of public health skills, including needs 
assessment, review of evidence, modelling of 
service changes. This paper proposes practical 
support to GP commissioning and gives 
examples of similar work undertaken previously. 

Recommendation That : 
 That the Shadow GP Commissioning 

Board approve the adoption of public 
health consultant time on each of the 
Liverpool GP consortia with immediate 
effect. 

 Each Consortia to receive a presentation 
on and adopt the JSNA for Liverpool 

 Consortia to develop workplan to 
contribute to Health and Wellbeing 
Strategy with Consultant in Public Health 

 GP Commissioning board to receive 
regular updates on public health issues. 

 
Strategic Goal All Strategic Goals 

 
Key Objective  All key Objectives 

 
Risk implications and action 
taken 

The paper sets out proposals for public health 
support which will support transparency in 
commissioning.   
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Resource Implications t the resource requirement for 

he public health support for each consortia is 

 and 

The paper sets ou
each GP Consortia.   
 
T
proposed as at least one session per week.  
This will be provided as part of the existing 
public health resource within Liverpool PCT
draws on the breadth of expertise within the 
team.   
 
 

Legal issues one Currently identified.   N

Relevant Standards or NHS Outcomes Framework 
targets  
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Public Health Support to GP Commissioners of Healthcare 
 
 
Introduction 
Whatever the exact detail of commissioning in the future, GP consortia are 
certain to face a number of challenges: 

 Controlling costs while improving clinical outcomes- agreeing 
clinical pathways that maximise value for money. 

 Making complex choices between competing clinical priorities- 
GPs are being asked to balance the delivery of a comprehensive range 
of services within tightening budgets. 

 Using defensible decision making processes- to meet any 
challenge from dissatisfied patients on specific funding decisions. 

 
 
Public health support 
The specialist public health team has the skills and experience to support GP 
and other commissioners in their responsibilities. The principal activities that 
public health is equipt to ensure: 

 services are commissioned that meet the needs of the population 
 commissioned services have an evidence base 
 prevention and early intervention are prioritised 
 outcomes for commissioning are clear, and links between outcomes 

and commissioned services are also clear 
 explicit prioritisation processes used to determine investment and 

disinvestment decisions 
 
Examples of the kinds of work the public health team has undertaken in 
recent times to support commissioning are set out in appendix 1. This uses 
the commissioning cycle to give context to the pieces of work. National 
networks of support exist such as the QIPP ‘Right Care’ programme and the 
Public Health Commissioning Network. These networks provide knowledge 
and expertise to identify areas where outcomes can be improved, or 
resources more efficiently deployed. 
 
 
Proposal 
It is recommended by the Faculty of Public Health that each commissioning 
consortia have a public health consultant as part of its decision making body. 
It is proposed that each of the three consortia in the city have at least a 
session per week of public health consultant time. This consultant would 
provide input to the executive body. The consultant would provide access to 
the rest of the public health team, including health intelligence, needs 
assessment, health improvement and health protection colleagues. The detail 
of how public health will be organised in future is not yet clear, and the 
consultant link would keep GP consortia connected to this evolving picture, 
including links to Public Health England. 
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Recommendations 
 That the GP Commissioning Board approve the adoption of public 

health consultant time on each of the Liverpool GP consortia with 
immediate effect. 

 Each Consortia to receive a presentation on and adopt the JSNA for 
Liverpool 

 Consortia to develop workplan to contribute to Health and Wellbeing 
Strategy with Consultant in Public Health 

 GP Commissioning board to receive regular updates on public health 
issues. 
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Appendix 1 
The functions of GP commissioning consortia have been summarised, (The 
Functions of GP Commissioning Consortia: A Working Document (DH March 
2011). The guidance highlights the public health support necessary to 
developing pictures of need, planning services and reducing health 
inequalities. This appendix uses the commissioning cycle as a framework to 
give context to different examples of public health work. 
 
 
Strategic Planning: Assessing Need: Reviewing Service Provision: 
Deciding Priorities 

 Joint Strategic Needs Assessment (JSNA) – sets out high level 
strategic health and social care needs for population.  Highlights 
unacceptable, unmet need and variance in outcomes across a 
population (inequalities). Currently based on local authority footprint, 
consortia will have a duty to input, influence and take account of 
healthcare needs. 

 Public Health Annual Report –   annual statement from the Director 
of Public Health for Liverpool of the overall health of the population, 
including demographics, lifestyle and disease specific issues.  

 Children and Young People’s/Older People’s JSNA – expanded 
reviews of population health needs for two specific segments. 

 Needs Assessment – specific analysis of need and review of 
evidence of effectiveness based on a topic of interest or population 
group: recent examples include; pharmaceutical; alcohol and dementia 
work. 

 Prioritisation- explicit process allowing competing criteria to be taken 
into account when allocating resources within or between programmes. 

 
 
Procuring Services: Designing Services: Shaping Structure of Supply:  
Planning Capacity and Managing Demand 
 

 Population Insight – using market research methods to shape and 
target services. Examples include; primary research to identify barriers 
to presenting in primary care with early signs and symptoms of 
common cancers; shaping effective delivery of the NHS Health 
Checks. 

 Very Local Intelligence - specific trends re mortality and morbidity. 
Includes; identification of general practice populations most at risk of 
mortality from common cancers; mapping referrals into child and 
adolescent mental health service to inform service redesign; 
understanding trends in higher than expected activity in elective 
orthopaedic procedures - assisted in pathway developments to bring 
care closer to home and identify training and development needs in 
primary care.  

 Predictive Modelling – demonstrating what could be achieved in 
future outcomes based upon evidence of effectiveness.  Examples 
include; Cardio-Vascular Disease work plan: we were able to analyse 
local performance and current service provision and predict numbers of 
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 Economic Appraisal - reviewing current/ future programmes to 
determine cost-effectiveness based upon the resource required for 
implementation and its impact. Examples of this work include appraisal 
of a programme aimed at reducing accidents within the home for those 
aged 0-4 years; economic evaluation of age extensions to current 
breast and bowel cancer screening programmes with predictive 
modelling of the costs ands benefits of increasing uptake to both 
programmes. 

 Pathway Development - using the evidence-base to describe clinical 
pathways with process and outcome to deliver best value, e.g. - 
development of breastfeeding pathway. Public health input has also 
been given in the local determination of procedures of low clinical 
priority.  

 Individual Funding Requests & Appeals Process – The public 
health team support local decision making arrangements into individual 
funding requests and any subsequent funding appeals.      

 Commissioning for Outcomes – improving individual and population 
health by using an outcome-based approach to commissioning, 
including achieving the five domains of the NHS Outcomes Framework. 
Public Health has developed a range of models and tools to support an 
outcome focused approach in relation to commissioning, pathway 
development, and the prioritisation of services.   

 Professional Development - facilitation and coordination of population 
health educational events: e.g. training event for GPs with hospital 
clinicians to improve early diagnosis of common cancers.  

 QIPP Programme – Public health have provided support to inform 
QIPP work streams, this support has facilitated decision making around 
those areas where optimal population health gains can be achieved.  

 
 
Monitoring & Evaluation - Supporting Patient Choice, Managing 
Performance, Seeking Public & Patient Views  
 

 Benchmarking healthcare performance- identifying and 
demonstrating how shortfalls in performance impact upon the health of 
the local population. Examples include; audit of individual practice 
performance against health indicators relating to the management of 
long term conditions; facilitation of an event for clinicians and 
management teams involved in cardio-vascular care -used to establish 
a work plan for future service delivery. 

 
 
Contact Details:  
Dr Paula Grey - Director of Public Health: Paula.grey@liverpoolpct.nhs.uk 
0151-296-4634 
John Lucy – Associate Director of Public Health: 
John.Lucy@liverpoolpct.nhs.uk0151-296-7622 
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Dr Ewan Wilkinson – Associate Director of Public Health: 
Ewan.Wilkinson@liverpoolpct.nhs.uk0151-296-7663 
Kerry Lloyd – Needs Assessment manager: 
Kerry.LLoyd@liverpoolpct.nhs.uk0151-296-7629 
Tony Mercer – Needs Assessment Manager: 
Tony.Mercer@liverpoolpct.nhs.uk0151-296-7167 
 

mailto:Ewan.Wilkinson@liverpoolpct.nhs.uk
mailto:Kerry.LLoyd@liverpoolpct.nhs.uk
mailto:Tony.Mercer@liverpoolpct.nhs.uk


 



 

Page 1 of 5  

 
GPCB 37-11 

 
SHADOW GP COMMISSIONING BOARD  

TUESDAY 14TH JUNE 2011 
 

Title of Report Allocation of Budgets for 2011/12 

Reporting Officer Katherine Sheerin, 0151 296 7581 

Contact Officer Katherine Sheerin, 0151 296 7581 
 

Summary This paper presents principles for setting notional budgets 
to GP Commissioners. 
 
  

Recommendation That the Shadow GP Commissioning Board: 
 Approve the principles set out in this paper. 

 
Strategic Goal All  

 
Key Objective  Ensuring a smooth transition to new commissioning 

structures. 
 

Risk implications and 
action taken 

The budget setting process has been developed in 
partnership with finance. 

Resource 
Implications 

 
None 
 
 
 

Legal issues None 

Relevant Standards 
or targets 

Financial performance indicators 
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LIVERPOOL PRIMARY CARE TRUST 
 

SHADOW GP COMMISSIONING BOARD 
 

ALLOCATION OF BUDGETS FOR 2011/12 
 
 
1. PURPOSE 
 
The purpose of this report is to present principles for how budgets are set for GP 
Commissioners at practice and therefore consortium level for 2011/12. 
  
 
2. RECOMMENDATIONS 
  
The Shadow GP  Commissioning Board is asked to approve the principles set 
out below in relation to budget setting for GP Commissioning Consortia in 
2011/12. 
 
 
3. BACKGROUND 
 
2011/12 is a year of preparation for GP Commissioners.  Whilst the level of 
responsibilities for GP Commissioners has not yet been confirmed, the 
approach in Liverpool is to use this year for GP Commissioners to begin to 
understand how commissioning works, in order to optimise its impact on 
improving health outcomes within financial constraints. 
 
The PCT retains statutory responsibility for ensuring financial balance during 
this year.  As such, GP Commissioning Consortia will be set notional budgets, 
with the statutory requirement being to achieve a balanced position across the 
city. 
 
As part of the authorisation process it is highly likely that consortia will be 
required to demonstrate that they can proactively manage their budgets, taking 
actions where financial pressures are evident, forecasting areas of risk and 
mitigating for these.  It is of course highly desirable – in fact necessary – that 
Consortia take this leadership role, in order that they can then re-align resources 
across the system to good effect as part of the contracting process for 2012/13. 
 
It should be understood that it is not yet clear how resources will be allocated 
when GP Commissioning Consortia become statutory bodies; however, it is 
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highly likely that a ‘fair shares’ budget will be set, with each Consortium required 
to make movement towards this, as is the case now with PCTs. 
 
 
4. CURRENT POSITION 
 
The Operational Framework for 2011/12 stated that –  
 
“GP Consortia will have their own budgets from 2013/14.  They will not be 
responsible for resolving PCT legacy debt that arose prior to 2011/12.  PCTs 
and clusters must ensure that through planning in 2011/12 and 2012/13, all 
existing legacy issues are dealt with.  During this period we expect developing 
GP consortia to work closely with PCTs to ensure that financial control and 
balance is maintained to prevent PCT deficits in those years.  This will reduce 
the risk for GP consortia that they could have responsibility for any post 2010/11 
PCT deficit unresolved at the point of PCT abolition.” 
 
In Liverpool, there are no legacy debt issues at the city-wide level. 
 
A budget setting group (with GP representatives from all Consortia) has met on 
several occasions to understand budget setting and to agree how budgets 
should be allocated during 2011/12.  This has been a very complex task, yet, 
agreement needs to be reached regarding how budgets are set in order that 
practices and consortium can begin to understand the practicalities of budgetary 
management. 
 
PBC Budget Setting guidance was issued on 29th March 2011.  This set out an 
approach to be used to allocate budgets for GP Commissioners, based on a ‘fair 
shares’. 
 
It is acknowledged in the guidance that this formula may need to be adjusted, 
given the size of consortia, and in particular for consortia with more students, 
homeless people and people in care homes.  
 
In applying the formula contained in PBC budget setting guidance to each 
consortium, there are significant disparities between historic spend and ‘fair 
share’ across the consortia (appendix 1).  The formula was then adjusted, with 
changed weightings given to students, people in care homes and homeless 
people, as suggested.  This re-balanced the situation across the city to a 
degree, but still leaves North and Matchworks with a deficit (that is historic 
spending is higher than the ‘fair share’) and Liverpool Central with a surplus 
(historic spending lower than the ‘fair share’).  Using this formula risks dis-
engagement of practices in commissioning, with the task for North and 
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Matchworks being too great, and the task for Liverpool Central becoming 
irrelevant. 
 
5. PRINCIPLES 
 
In order to ensure engagement in financial management of commissioning 
budgets at practice and consortium levels, the following principles are 
suggested. 
 
 

1. Running two sets of books 
 
It is suggested that during 2011/12, each practice and consortium manages their 
budgets on two levels –  
 

1) against historic activity 
2) against fair shares (as set out in the adjusted version of the PBC Budget 

Setting guidance) 
 
This will enable practices to see the results of changes in activity against their 
financial position.  It is possible for example, that a practice may be changing 
their referral rates for a particular specialty, but this could show as an overspend 
against their ‘fair shares’ budget.  By showing performance against historic 
budget alongside this, then the practice and consortium will see in real terms the 
effect of clinical activity changes on the financial position. 
 

2. There is no such thing as ‘savings’.   
 
Any underspend at the end of the year creates an opportunity for investment the 
following year due to the changes in clinical activity.  However, the ‘cash’ saved 
from 2011/12, is not available to spend the following year.  So for example, if 
referrals in one specialty are reduced this year, with £100 000 less spent, then 
we will need to contract for £100 000 less activity in 2012/13.  This £100 000 
can then be invested in other pressure areas, to improve service quality or in 
preventive work.  This, essentially, is the QIPP challenge. 
 
Decisions about how these investments are made will be the responsibility of 
the city-wide Shadow GP Commissioning Board, as part of its role in overseeing 
contracting / commissioning for 2012/13.   
 
There may be the opportunity within this to devolve some of the decision making 
for these investments to each consortium, who may then devolve further to 
neighbourhood or practice level.  This should be encouraged, so that practices 
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feel they can input into how investments are made when they have made clinical 
changes which result in less spend in one area.  However, this needs to be in 
the context of the financial position overall.  And the amount devolved for local 
decision making to each consortium will need to negotiated, taking account of 
the out turn position against both the historic and ‘fair shares’ position. 
 

3. Prescribing is different 
 
Because of the KPI in the GP Specification, there are real consequences for 
practices in relation to their prescribing spend.  The other KPIs which are linked 
to commissioning expenditure (outpatient referrals, A and E attendances and 
ACS admissions) are based on achieving activity levels, which have been set 
based on past and expected performance, with bandings. 
 
However, the prescribing KPI is based on spend against the prescribing budget.  
This issue is dealt with in a separate paper from the Prescribing Subcommittee. 
 
 
6. CONCLUSION 
 
This is very complex process.  We need to ensure that management of 
commissioning budgets becomes real at practice and consortium levels, and 
that the financial consequences of clinical activity are used as a lever for 
change.   However, given the inequalities across the city, we also need to 
ensure that resources are appropriately directed to meet needs and improve 
health outcomes overall. 
 
 
 
Katherine Sheerin 
Chief Officer 
GP Commissioning Liverpool 
 
June 2011  
 
 
 
 
 



 



APPENDIX 1 

Unadjusted Budget as per PBC Budget setting guidance

Data

Consortia

  10/11 Secondary 

Budget 

  10/11 

Community 

Budget 

  10/11 Mental 

Health Budget 

 10/11 

GMS/PMS/APMS 

Budget 

 10/11 

Prescribing 

Budget 

  10/11 Other 

Budget 

  10/11 Reserves 

Budget   10/11 Plan Total

Matchworks 144,422,973              27,165,189             18,757,181            15,687,662          23,777,840          52,268,772          3,178,951             285,258,568         

North Liverpool 115,650,617              21,753,262             15,020,322            12,562,321          19,040,751          41,855,638          2,545,632             228,428,543         

Liverpool Central 258,765,231              48,672,356             33,607,577            28,107,865          42,603,182          93,650,895          5,695,784             511,102,890         

Grand Total 518,838,821              97,590,807             67,385,080            56,357,848          85,421,772          187,775,305        11,420,367           1,024,790,000     

Unadjusted OT

Data

Consortia

 10/11 Secondary 

OT

10/11 Community 

OT

 10/11 Mental 

Health OT

10/11 

GMS/PMS/APMS 

OT

 10/11 

Prescribing OT  10/11 Other OT

 10/11 Reserves 

OT  10/11 OT Total

Matchworks 146,838,529              26,695,918             18,863,191            18,405,206          28,017,136          54,617,034          ‐                          293,437,014         

North Liverpool 119,641,129              21,377,481             15,105,212            13,471,463          21,178,625          43,959,845          ‐                          234,733,755         

Liverpool Central 236,044,812              47,831,554             33,797,518            23,502,286          42,102,490          98,573,042          ‐                          481,851,701         

Grand Total 502,524,470              95,904,952             67,765,921            55,378,955          91,298,250          197,149,921        ‐                          1,010,022,470     

Unadjusted VAR

Data

Consortia

 10/11 Secondary 

Var

10/11 Community 

Var

 10/11 Mental 

Health Var

10/11 

GMS/PMS/APMS 

Var

 10/11 

Prescribing Var  10/11 Other Var

 10/11 Reserves 

Var  10/11 Var Total

Matchworks 2,415,556                   469,271‐                    106,010                 2,717,544            4,239,296            2,348,263            3,178,951‐              8,178,447             

North Liverpool 3,990,512                   375,782‐                    84,891                   909,142                2,137,874            2,104,207            2,545,632‐              6,305,212             

Liverpool Central 22,720,419‐                840,802‐                    189,940                 4,605,579‐             500,692‐                 4,922,147            5,695,784‐              29,251,189‐           

Grand Total 16,314,351‐                1,685,855‐                380,841                 978,893‐                 5,876,478            9,374,616            11,420,367‐            14,767,530‐           

Adjusted v1 Budget

Data

Consortia

  10/11 Secondary 

Budget 

  10/11 

Community 

Budget 

  10/11 Mental 

Health Budget 

 10/11 

GMS/PMS/APMS 

Budget 

 10/11 

Prescribing 

Budget 

  10/11 Other 

Budget 

  10/11 Reserves 

Budget   10/11 Plan Total

Matchworks 145,680,482              27,401,719             18,920,502            15,824,256          23,984,876          52,723,882          3,206,631             287,742,348         

North Liverpool 115,946,027              21,808,828             15,058,689            12,594,409          19,089,387          41,962,551          2,552,134             229,012,025         

Liverpool Central 257,212,312              48,380,260             33,405,889            27,939,182          42,347,509          93,088,872          5,661,602             508,035,626         

Grand Total 518,838,821              97,590,807             67,385,080            56,357,848          85,421,772          187,775,305        11,420,367           1,024,790,000     

Adjusted v1 OT

Data

Consortia

 10/11 Secondary 

OT

10/11 Community 

OT

 10/11 Mental 

Health OT

10/11 

GMS/PMS/APMS 

OT

 10/11 

Prescribing OT  10/11 Other OT

 10/11 Reserves 

OT  10/11 OT Total

Matchworks 147,141,145              26,928,362             19,027,435            18,405,206          28,017,136          55,088,587          ‐                          294,607,871         

North Liverpool 119,712,218              21,432,086             15,143,796            13,471,463          21,178,625          44,070,621          ‐                          235,008,809         

Liverpool Central 235,671,107              47,544,504             33,594,690            23,502,286          42,102,490          97,990,714          ‐                          480,405,790         

Grand Total 502,524,470              95,904,952             67,765,921            55,378,955          91,298,250          197,149,921        ‐                          1,010,022,470     

Adjusted v1 VAR

Data

Consortia

 10/11 Secondary 

Var

10/11 Community 

Var

 10/11 Mental 

Health Var

10/11 

GMS/PMS/APMS 

Var

 10/11 

Prescribing Var  10/11 Other Var

 10/11 Reserves 

Var  10/11 Var Total

Matchworks 1,460,663                   473,357‐                    106,933                 2,580,950            4,032,260            2,364,705            3,206,631‐              6,865,522             

North Liverpool 3,766,191                   376,742‐                    85,107                   877,054                2,089,238            2,108,069            2,552,134‐              5,996,784             

Liverpool Central 21,541,205‐                835,756‐                    188,801                 4,436,897‐             245,019‐                 4,901,842            5,661,602‐              27,629,836‐           

Grand Total 16,314,351‐                1,685,855‐                380,841                 978,893‐                 5,876,478            9,374,616            11,420,367‐            14,767,530‐           



 



 

Page 1 of 6  

 
GPCB 38-11 

 
SHADOW GP COMMISSIONING BOARD  

TUESDAY 14th JUNE 2011 
 

Title of Report COPD QiPP Pathway 

Reporting Officer Trish Bennett 
Director of Service Improvement/Executive Nurse 

Contact Officer Lynda Carey 
Head of Quality in Primary Care (Nursing) 
Tel 296 7174 

Summary This paper summarises the COPD work programme 
completed to date, identifying the key opportunities and 
risks for delivery within Liverpool.  
  

Recommendation That the PCT Shadow GP Commissioning Board  
 Note progress to date  
 Consider the key challenges to delivery and the 

proposed actions to address the challenge  
 

Strategic Goal Gold Standard Primary and Community Services 
Key Objective  Delivery of Care Closer to Home 
Risk implications and 
action taken 

The key risks identified are:  
 

 Failure of General Practices to deliver care to 
pathway. This risk has been mitigated by the 
leadership of General Practitioners in the 
development of the pathway. Further support for 
implementation is provided through delivery of a 
bespoke education programme.  
 

 Failure of Liverpool Community Health NHS Trust to 
deliver the COPD nursing specification, and as such 
the failure to realise the benefits. To mitigate this 
risk senior nurses and managers from Liverpool 
Community Health NHS Trust have been included in 
all stages of development of this new service 
specification.  
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 Failure of Sefton PCT to adopt the pathway which 
impacts on delivery by Liverpool Community Health 
Trust. Ongoing discussions with Sefton PCT 
Commissioners and General Practitioners are 
aimed at resolving outstanding issues which may 
hinder delivery of the COPD nursing team.  
 

Resource 
Implications 

The implementation of the COPD QiPP pathway will be 
delivered within current resource allocation. 
 
Full delivery is expected to reduce non-elective 
admissions for COPD by 10% (full year effect).  
 

Legal issues No legal implications have been identified  

Relevant Standards 
or targets 

The commissioning of the COPD pathway will potentially 
support the effective use of resources in line with QiPP 
principles.  
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COPD QIPP PATHWAY   
 
 
1. PURPOSE 
  
The purpose of this paper is to update the Shadow GP Commissioning Board on the 
development of the COPD QIPP work programme to date, identify key challenges in 
implementation and consider mechanisms to meet these challenges.    
 
2. RECOMMENDATIONS 
 
The Board are requested to:   

 Note progress to date  
 Consider the key challenges to delivery and the proposed actions to address the 

challenge  
 

3. BACKGROUND 
 
Liverpool General Practitioners supported by Liverpool PCT Strategic Commissioners 
have been working in partnership with Sefton and Knowsley PCT, secondary care and 
primary care providers and patient representative groups since January 2010 to develop 
a COPD pathway and model of service provision that improves the quality of care 
provision, prevents duplication and improves productivity. To ensure the proposed 
changes are acceptable to both patients and clinicians the proposed pathway and 
changes to clinical practice have been led by clinicians and validated by the COPD 
Programme Board. This work programme forms one component of the North Mersey 
QiPP programme, which reports to North Mersey Compact Board. 
 
The aim of the COPD work programme is to improve the quality of care provision for 
patients with COPD and reduce unnecessary secondary care attendance and 
admission. This approach will reduce spend upon COPD by an expected 10% within 
1012/13, with part year effect for 2011/12.  
 
The COPD work programme is expected to deliver the following health outcomes:  
 

• Reduction in premature deaths  
• Improvement in Quality of Life 
• Reduction in Health Inequalities    
• Reduction in secondary care admissions  
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4.  ACHIEVEMENTS TO DATE  
 
4.1. North Mersey QIPP 
 
The COPD Programme Board agreed the priority work areas to be:  
 

 Development of a clinical pathway – now complete and available on Map of 
Medicine  
 

 Patient access to a primary care clinician within 4 hours of exacerbation – 
delivered within Liverpool via the General Practice specification  
 

 Optimisation of medication – this is incorporated within Liverpool Community 
Health Medicine Management work programme  
 

 Development of a single COPD community nursing team – service specification 
developed. Liverpool Community Health Trust as current service provider of 
ACTRITE and Community Matron service are the preferred provider. The British 
Lung Foundation have agreed to brand 10 nurses as BLF Nurses. This enables 
nurses to access £ 2 000 education per year.   
 

 £15 000 HEIC funding to support delivery of new nursing model 
 
4.2. Liverpool specific support  
 
In addition to the QIPP work stream the following complementary initiatives have been 
delivered:  
 

 COPD education programme for primary care clinicians, delivered by Respiratory 
Education UK. This is supported in part by Pharmaceutical companies who are 
providing mentorship to General Practices within which they have formal 
relationships.  

 
 Commenced respecification of Pulmonary Rehabilitation service to increase 

flexibility and accessibility 
 

 Discussion of supervision model for nurses who have completed ARTP training in 
order to maintain competence in Spirometry.  
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5.  DELIVERY OF SINGLE COPD COMMUNITY NURSING TEAM  
 
To support the delivery of the service pathway a single nursing team model was 
proposed. The model aligns the nursing support to patients with COPD currently 
delivered by the ACTRITE and Community Matron nursing teams.  
 
To ensure system parity a small representative number of clinicians from primary and 
secondary care developed a service specification. The specification outlines the 
structure and functions of the COPD nursing service (Appendix 1). The nursing 
resources required to deliver the service within Liverpool have been identified within 
ACTRITE and a proportion of the Community Matron service. At present the Community 
Matron service manage a proportion of patients with COPD, the proposed COPD 
nursing service will manage these patients and those with COPD who require specialist 
nursing intervention but are not currently able to access either ACTRITE or the 
Community Matron service. The nursing team is expected to be functioning by October 
2011.    
 
6.  IMPACT OF DELIVERY OF COPD WORK PROGRAMME FOR LIVERPOOL 
 
The impact of delivery of the COPD programme for Liverpool is estimated as a full year 
saving of £218 503. This reflects a reduction in non-elective secondary care 
admissions.   
 
7.  CHALLENGES TO DELIVERY  
 
The realisation of the full impact of the COPD work programme is dependent upon the 
delivery of a nursing model which supports patients to be care for within the community 
setting and avoid hospital attendance and admission.  
 
Liverpool Community Health Trust have participated in the COPD work programme, 
with the Medical Director attending the Programme Board as LCH representative. In 
addition the nursing model of delivery was formally shared with both the Interim Director 
of Nursing and the LCH Executive Team in the development stage with no objections 
identified to the QiPP Board. In March 2011, Liverpool Community Health Trust 
identified the Neighbourhood Delivery Manager as the internal Project Lead. The draft 
service specification was shared with the Neighbourhood Delivery Manager in March 
2011, with formal feedback from LCH to be received by 3rd May, this was subsequently 
extended to 31st May 2011. To date no feedback has been received despite a request to 
the Neighbourhood Delivery Manager and Deputy Director of Operations. The delay in 
responding presents a significant risk to implementation of the COPD nursing team by 
October 2011.  
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It is noted that the delivery of the model for Liverpool presents a challenge to Liverpool 
Community Health Trust, given it is the provider of services for Sefton PCT. 
Implementation of the new COPD nursing service to Liverpool will require LCH to 
provide 2 distinct models of care; this will involve the separation of the current ACTRITE 
service.  
 
In supporting the management of this challenge the Shadow GP Commissioning Board 
are requested to consider the following options:  
 

 Await decision of Sefton PCT regarding commitment to new nursing model  
 

 Formally request a response from LCH via the contracting route. It is noted that 
LCH  have agreed a memorandum of understanding which states  

 
COPD QIPP Enhanced Nursing Service, work will be undertaken jointly between 
Liverpool PCT and LCH early in 2011/12 to derive the amount of resource (activity and 
finance) that will need to be transferred (from existing services) into the COPD 
Enhanced Nursing Service. It is expected that implementation will take place by Quarter 
3 of 2011/12 
 

 If Liverpool Community Health Trust is not in a position to deliver the service then 
the service will be tendered.   

 
 
 
 

 
 
Lynda Carey 
Head of Quality in Primary Care (Nursing) 
3/6/2011 
 
 
 
 
 
 
 
 
 
 
ENDS 
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Servi  COPD Nursing Service ce

C er Lead Liver nction with Sefton 
PCT 

ommission pool PCT, working in conju
as part of North Mersey QiPP 

P Liverrovider Lead pool Community Health 
P 1st Aeriod pril 2011 – 31st March 2013 

 
 
1.  Purpose 
 

 
 
1.1 Aims  
  
T e COPD nursing service will provide high quality holistic nursing care to 
p  known diagnosis of COPD during a period of exacerbation, 
s ication and care, and provide interventions which 
i
 
1
 
T lly:  
 

 of chronic obstructive pulmonary disease in adults in 
primary and secondary care (NICE Guideline update, 2010)  

 

 nursing service is a key service within the delivery of care for patients 

work rimary and secondary care clinicians to deliver care to those patients 
i oth planned and unplanned interventions for the 
p ons will be delivered through planned interventions 
to those members of the population at greatest risk of admission and 
r
e
d
 
1
 
T
 

risk of admission and readmission  
 

h
atients with a
upport optimisation of med
mprove symptom management during a patient’s end of life.  

.2  Evidence Base 

his specification is developed in line with current best evidence, specifica

 COPD: Management

 
 National Strategy for COPD (including asthma) (DoH, 2010)  

1.3 General Overview 
 

The COPD
with COPD. As a community based nursing service the COPD nursing team will 

with p
n greatest need, to provide b
opulation. Nursing interventi

eadmission. In addition the team will respond to patients experiencing an 
xacerbation providing “Hospital at Home” services and supported early 
ischarge.  

.4 Objectives 

he service objectives are to:  

 Prevent unnecessary hospital admission through optimisation of patients at 
greatest 
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 Prevent unnecessary hospital admission through management of 

 Support patients to manage their own care through education  

care 

 Outcomes 

T
 

 Reduction in hospital admissions  
 

 Reduction in bed-days for patients with COPD  

 Improved patient reported quality of life 

s at the end of 
their life dying in their preferred place of care 

exacerbation within the home environment 
 

 
 Reduce patient length of stay through early supported discharge  

 
 Support patients at the end of their life to die in their preferred place of 

 
1.5 Expected
 
he expected outcomes are:  

 

 

 
 Increase in the number of patients with COPD identified a

 
 

 
2. Scope 
 
2.1 Service Description 
 
T e COPD nursing team is a community based service delivering care within 
c ettings (including General Practice), the patient home environment 
a d secondary care acute settings. The service will work with a distinct group of 
p sis of COPD in a planned and unplanned 
approach.   
 
T
t
o
a
p PD knowledge. Clinical leadership of the COPD team will be 
p ovided by Secondary Care Respiratory Consultants (1 wte).  
 
T
s
t
 
T

h
ommunity s
n
atients with a confirmed diagno

he team will comprise of nurses with specialist COPD knowledge who are able 
o assess patient need, provide interventions during an exacerbation and 
ptimise patient care. The specialist COPD nurses will be supported by nurses of 
 different skill mix. These nurses will have knowledge of management of 
atients with CO
r

he team will deliver evidence based care to patients, working to locally agreed 
tandards and protocols. The Respiratory Consultants will work with clinicians in 
he health economy to agree local standards.  

he nurses will record nursing interventions on a clinical system that enables 
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General Practice to view patient interventions at the time of entry.  
 
 
2.2 Accessibility/acceptability 
 
T confirmed diagnosis of COPD 
refe
b
p
r
 
T that ensures that it is acceptable to all 
membe  will utilise interpreting services for 
pat
a
 
2
 
The service cannot work in isolation and as such strong working relationships 
w  pathways of care will be established. 
P
 

ians, particularly A&E, MAU and respiratory ward 
clinicians  

 nurses 

abilitation services  

rovision from: 

 Secondary Care respiratory providers 
 
2.5 and Screening Programmes 
 
W will 
participate in local and national forums to increase both their own knowledge 

nowledge to improve care of patients with COPD.  

he service will be provided to patients with 
rred by secondary or primary care clinician. A distinct group of patients will 

e able to directly access the nursing service; these patients will be existing 
atients known to the service.  A single contact number will be available for 
eferring clinicians and patients.  

he service will be delivered in a model 
rs of the population. The service

ients as required, and all literature will be provided in languages and format 
ppropriate to patient need.  

.3 Whole System Relationships 

ith partners to deliver safe, effective clear
artners will include: 

 Respiratory Consultants  
 General Practitioners  
 Secondary care clinic

 Secondary care COPD Specialist
 Primary care nurses 
 Pharmacists  
 Spirometry Services  
 Pulmonary Reh
 Community AHPs 
 Social care providers 

2.4 Interdependencies 
 
The service delivery is interdependent upon care p
 

 General Practice  

 Relevant Clinical Networks 

hilst there is no respiratory clinical network the COPD nursing team 

and support development of k
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2.6 Sub-contractors  
 
The leadership component of the COPD nursing service will be sub-contracted to 
U
l
 
N be expected to be sub-contracted. Should 
the provider wish to sub-contract any component of this service, agreement 
m
 

HA and RLBUHT. UHA and RLBUHT will work in partnership to ensure the 
eadership role id fulfilled.  

o other element of the service would 

ust be sought with the Commissioner.   

 
3   Service Delivery .
 
3
 
The model of service is one where a single nursing team will deliver care to the 
d ed standards and protocols. The service will provide 
care from community and secondary care acute settings, with nurses working in 
b
e
t
s
 

.1 Service model  

efined population to agre

oth settings. Central to the delivery of effective care is the development of 
ffective working relationships with secondary and primary care clinicians. Within 
he service delivery model the following will be expected as a minimum 
tandard:  

 Nurse presence within secondary care provider (Southport, RLBUHT, UHA) 
for all hours of delivery  

 
Stro ips will be established with secondary care clinicians to ensure 

 Named nurse to work with each General Practice in Sefton and Liverpool  
 
T
g ce 
a
popu

The service will provide care in a planned and unplanned approach.  
 
P
 

 
 Support for optimisation post hospital discharge – all patients who do not 

discharge 

ng relationsh
patients are appropriately supported at discharge. Named senior nurses will work 
with secondary care teams to establish appropriate relationships.  
 

he nursing team will be integrated with Primary care working closely with 
eneral nursing teams. Specific relationships will be formed with General Practi
 a neighbourhood or locality level, with named nurses working with distinct t

lations for the delivery of planned interventions.  
 

lanned care is identified as: 

 Optimisation support 

 
receive early supported discharge will receive support within 2 weeks of 

 

Comment [c1]: The nature of 
the nurse presence will be 
modified to ensure its 
compatibility with the nurse 
presence in A&E identified within 

 care workstream. the QiPP urgent
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Optimisation support is defined as a nursing consultation where the patient is 
a
c
s
h
b
c
 

g 
team will work with the General Practice and community nursing service to 

hose identified by 
ondary and primary care clinicians as requiring interventions to support 

 
 Management of exacerbation within community setting. 

 
T nt of the service will provide care and equipment, 
as appropriate to patients who are exacerbating. Care will be delivered as per 

appropriate, intervention and review. Patients will be referred from General 
P
a
a
 

P
s  work with A&E, 
M he home 
envi riate patients will receive an assessment 

 
  
3
 
A
 

ssessed and intervention provided to ensure optimisation of medication, 
onsideration of social need and referral as appropriate and education and 
upport for self management. Optimisation may be undertaken in the patients’ 
ome or within defined community clinics. Community clinics will be supported 
y the Respiratory Consultants. General Practices will be able to refer to 
ommunity clinics complex patients requiring additional support.  

 Support for symptom management for patients at end of life. The nursin

support symptom management of patients.   
 

 Support for patients who frequently attend secondary care due do COPD, 
and ability to self manage. This cohort of patients are t
sec
their self management and reduce anxiety.  

 
 
Unplanned intervention  

he hospital at home compone

care pathway and will include assessment of patient need, referral as 

ractice or self refer, if known to the service and applicable. All patients will be 
ssessed within 2 hours of referral or contact. The referring clinician will be 
ccountable for referring only appropriate patients.  

 Early Supported discharge  
 

atients who attend secondary care will, where appropriate, be referred for early 
upported discharge by the COPD nursing team. The team will

U and ward staff to assess patients to receive care within tA
ronment as per pathway. All approp

of patient need, intervention and review

.2  Pathways 

ppendix 1 

 
 
4  Referral, Access and Acceptance Criteria . 
 
4.1  Geographic coverage/boundaries 
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The COPD nursing team will deliver care to patients registered with a General 
P
c
n
t
 
4 Delivery 
 

ered from secondary care and 
c mmunity settings. 
 
4
 
T e service will be delivery between 8am -10pm 7 days/week 
 
4 4 Referral criteria & sources 
 
Referral criteria for planned interventions are as follows:  

 plus 2 or more exacerbations within 
 months. Exacerbations may have occurred in either a primary or secondary 

c
 
P
 
E
requi tom management  
 
R
 
H
 
E rly support discharge – confirmed diagnosis of COPD and meets referral 
c

4 5 Referral Route 
 
Referral for planned interventions will be accepted electronically or via fax to the 
s
 
Ref rventions within the community setting will be 

 core clinical details available at point of referral.  

Referral within secondary care for patients requiring early supported discharge 
w
 

ractitioner working within Liverpool and Sefton PCT. In exceptional 
ircumstances the service will provide care to residents of Sefton and Liverpool 
ot registered with a GP, these patients will be supported to register with a GP at 
he earliest opportunity.  
 
.2 Location(s) of Service 

To ensure responsiveness the service will be deliv
o

.3 Days/Hours of Operation 

h

.

 
Optimisation – confirmed diagnosis of COPD
12
are environment.   

ost discharge support – confirmed diagnosis of COPD and hospital admission  

nd of Life Care – confirmed diagnosis of COPD, on End of Life care pathway and 
ring support with symp

eferral for unplanned interventions are:  

ospital at Home – confirmed diagnosis of COPD, patient exacerbating  

a
riteria (Appendix 2)  

 
.  

ingle point of contact.   

e al for unplanned interr
accepted by telephone, with
 

ill be via internal bleep system  
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4.6 Exclusion Criteria  

Patients without a confirmed diagnosis of COPD will be excluded from the 
s
 
Pa  do not meet the referral criteria will be excluded 
 
4
 

 
I emand priority will be given to patients requiring hospital at 
ho orted discharge interventions  
 
R
 
R sponse times are identified as follows:  
 
Optimisation support – patients will be reviewed within 2 weeks of referral  
 
S within 1 working day  
 
H
 
E
discharge from secondary care, telephone contact made in first 2 hours 
 

 

ervice.  

tients who

.7 Response time and prioritisation 

Prioritisation  

n periods of high d
me or early supp

esponse times  

e

upport for patients at end of life – initial contact 

ospital at Home – patients assessed within 2 hours of referral  

arly supported discharge – patients will be reviewed within 4 working hours of 

5.  Discharge and Criteria Planning 
 
 
P
for patients at the end of life, at their death.  
 
All patients will be discharged to the General Practice with a summary of 
i erventions undertaken, current patient medical status, medication changes 
and de
w
 

atients will be discharged from the service on stabilisation of COPD condition, or 

nt
tails of any onward referrals to other services. The discharge summary 

ill be forwarded to the General Practice within 24 hours of discharge.    

 
 
6.  Self-Care and Patient and Carer Information 
 
 
A
manage their disease process. To support this all nurses will assess patient 
knowledge base, and willingness to self manage. This assessment will support 
the development of an individual self management plan with patient set goals. It 

ll patients receiving care from the COPD nursing team will be supported to self 
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is anticipated that the self management plan will be uploaded electronically to 
t
 
In addition the service will support patients with relevant literature. Only 
li

he patient record within the General Practice IT system.  

terature agreed across the health economy will be utilised.  
 
 

 
 

 
7.  Qual  Performance Standards  ity and
 
 
Quality and Performance Standards 
 
 
Q
Performance 
Indicator 

measurement
uality Threshold Method of 

 
Consequence 
of breach 

Report 
Due 

HCAI Control 

The
us
mpliance 

with the Health 
and
Act
of P
the
and
Hea
Ass
Infe
pro

r
ide
con
acu

 accordance 
th the 
ovider 

ct 
t

An action plan 
(if required) to 

reed 
he lead 

commissione

 Provider 
t ensure m

co

 Social Care 
 2008: Code 
ractice for 
 Prevention 
 Control of 
lthcare 
ociated 
ction in all 
vider 
vices 
ntified in the 
tract for 
te services  

In
wi
Pr
contra
moni
sched
via co
meeti

 
se

oring 
ule and 
ntract 
ngs. 

be ag
with t

r. 

 

 

Service User  
Experience 
 

Pro
use
sati
sur
Ser
sati
surv
 
 
 

ual report 
to include 
patient 

action 
urvey details 

ssio
ser 

satisfa
urvey
ser s

An action plan 
(if required) to 
be agreed 
with the lead 
commissioner.

fessional 
r 
sfaction 
veys  
vice user 
sfaction 

Ann

satisf
s
and 
profe

eys 
u

s
u

nal 

ction 
. Patient 
urvey to 

 

 
 
 

Annual 
report 
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delivered 
within
contra
standa
 
 

 agreed 
ct 
rds 

Reducing 
Inequalities  

Provider to 
access 
inte
ser  
pro
info
acc
form
Pro
ens
sta
und
equ
div
bas

a
ai

 
Rev
ser
Gen
Pra ty 

rpreter 
vices and
vide 
rmation in 
essible 

ats  
vider to 
ure that all 
ff have 
ertaken 
ality and 

ersity and 
ic cultural 
reness 
ning 

iew of 
vice use by 
eral 

ocali

aw
tr

ctice l  
 
 

al report 
tion plan 

required if 
there
identif

ui
ic

la
eed. 

An action plan 
quired) to 
greed 
 the 

mmiss

Annu
-Ac

 are (if re
aiable 

ty in 
e use 
 upon 
tion 
 

be 
with
co

ineq
serv
based
popu
n

lead 
ioner. 

 

Annual 
report 

Reducing 
Barriers 

The
ide
cha
that are 
bar  to 
acc
rep
com s 

ly 
reporting by 
exception 

An action plan 
(if required) to 
be agreed 
with the lead 
commissioner.

 service to 
ntify 
racteristics 

Month

riers
ess and 
ort to 
missioner

 

 

Monthly 
reporting 
by 
exception  

E
Impact 
Assessment 

Equ
Ass
Init
and
ass
par
agr
sub
ser

r
requir
end o
thereafter as 
part of service 

ge or 
vement  
i

ction
equir

be agree
with the lead 
commis r.

quality 

ality Impact 
essment 
ial Report 
 re 
essment as 
t of any 
eed 

Repo

chan

sequent 
vice change 

impro
plann

t 
ed by 
f Q2, 

An a
(if r

ng 

 plan 
ed) to 
d 

sione  

 

t 
Annual 
repor
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Access 
Access to the 
ser
wor

Monthly 
report

ep
ays
ess

n

An action plan 
(if requir

agree
 the 
miss

vice within 
king hours   

exc
del
acc
respo

ing by 
tion of 
 to 
 and 
se times 

be 
with
com

ed) to 
d 
lead 
ioner. 

 

 

 
Monthly 
reporting.

Personalised 
Care 
P

 
100% of 
service users 
to b
sup

v
a

pla
 

Identif
number of 
servic

t h
nag
n b

ndo

An action plan 
(if required) to 
e agree
ith the 

misslanning de
m

e 
ported to 
elop self 
nagement 
n  

tha
ma
pla
ra

y % 

e users 
ave a self 
ement 
y annual 
m audit. 

b
w
com

d 
lead 
ioner. 

 

Monthly 
reporting 

Outcomes – 
Reduction in 
hospital 
a

10% n 
in number of 
hospital 
dm

Quarterly 
review  

on plan 

with the lead 
commiss

dmissions a

 reductio

issions 

An acti
to be agreed 

ioner. 

 

 
Quarterly 

O
R
bed days  

%
in n
bed
patients with 
CO

Quarterly 
review  

An action
to be agr
with the lead 
commis r.

utcomes – 
eduction in 

10  reduction 
umber of 
-days for 

PD  

 plan 
eed 

sione  

 

 
 
Quarterly

O
i
p
reported 
quality of life 

Q5
r 

rec
for n 

art
iew 

An action
to be agr
with the 
commissioner.

utcomes – 
mproved 
atient 

E
fo

D complete 
all patients 
eiving care 
optimisatio

Qu
rev

erly 

 plan 
eed 
lead 

 

 

y 
 
Quarterl

O
P
p  

um
pat
CO
pre

rt
ew

An action
to be agr
with the 
commiss

utcomes – 
referred 
lace of care

N

of c

ber of 
ients with 
PD dying in 
ferred place 
are 

Qua
revi

erly 
 

 plan 
eed 
lead 
ioner. 

 

ly 
 
Quarter

Additional 
Measures for 
Block 
Contracts:- 

 

 
 
 
8.  Activity  
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Activity 
P ce 
I

Threshold Method of 
meas
nt 

Consequence 
eac

Report Due 
erforman
ndicators 

ureme of br h 

Referrals 

Total patients 
see
 
Opt
Optimisation 
pos
End
pat
Hos
Hom
Ear  
disc

port  

An action plan 
(if required) to 
be agree
the PCT 

Monthly 
 

n as follows:  

imisation  

t discharge  
re

 of Life 
ients  
pital at 
e  

ly supported
harge 

d with reporting

Referrals 
management 
 
 
 
 
 
 
 
 
 
 
 

Tim
to r
 
Num

fe

sta rds  
 
Tot f 
refe
dec
Pro
 

 
Report by 

tion to 
commi ner

ely response 
eferrals 

ber of 
rrals 

naged to 

excepre
ma

nda

al number o
rrals 
lined by 
vider 

ssio  
 
 
 
 
 
 

An action plan 
(if required) to 
be agreed with 
the PCT 
 
 

 
 

Monthly 
reporting 
 

 
 
 

 
 
 
 

 
 
 
 
 

O tcome of 
patient 
management 

Num
pat
adm
secondary care 
following 
hospital at home 
or e
sup
disc
inte

 
Repor y 
exception to 
commissioner

u

ber of 
ients with 
ission to 

arly 
ported 
harge 
rventions  

t b

 
 
 
 

An action lan 
(if requir ) to 
be agree ith 
the PCT 
 
 
 
 

Monthly 
reporting 
 
 
 

 

 
 
 

 p
ed
d w

 
 
 
 

 
 
 
 
 

O
p
patient 
management 

Num
t

adm
wit
mo

Audit  

An action lan 
(if requir ) to 
be agree ith 
the PCT 

Monthly 
reporting 

utcome of 
lanned 

pa
ber of 

ients with 
issions 

hin 12 
nths 

 p
ed
d w
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following 
opti
inte

misation 
rvention  

Number of 
C
C

List number of 
eac

onthly 
figure 

ntif

An action plan 
(if requir
e agree

the PCT 
 

omplaints / 
ompliments 

h monthly. 
ide

M

ied. 
b

ed) to 
d with 

Monthly 
reporting

 
Activity Plan 
 
A asured on a monthly basis as included in attached minimum 
data set. 
 

ctivity will be me

 
9  Service Improvement Plan .  Continual
 
 
T ovement plan to be shared with 
the commissioners.  
 

he service will develop an annual service impr

 
10.  Prices & Costs 
 
 
 
 
10.1 Price 
 
Basis of 
Contract 

Unit of 
Measurem
ent 

Price Threshold
s 

Expected 
Annual Contract 
Value 

Block 
Arrangement/
C
V
A nt/
National 
T
T
P _
_

 £  £ 

ost and 
olume 
rrangeme

ariff/Non-
ariff 
rice______
* 

2
P

   
009 Quality 
ayment 

 

T  £  £ otal 
*d riate 
 
 

elete as approp



SERVICE SPECIFICATION Draft 3 6/4/11 

 13

 
 
 
 
10.2 Annual Contract Value by Commissioner 
 
Total 
Cost of 
Service 

Liverpool 
PCT 
Co-
ordinatin
g 
Commiss
ioner 
Total 

St 
Helens 
Associat
e 
Commiss
ioner 
Total 

Sefton 
Associat
e 
Commiss
ioner 
Total 

Knowsle
y 
Associat
e 
Commiss
ioner 
Total 

Wirral 
Associat
e 
Commiss
ioner 

Total 
Annual 
Expected 
Cost 

£ £  £ £ £ £ £ 
 
To develop a approach for 11/12. 
 

 tariff 
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GPCB 39-11 

 
SHADOW GP COMMISSIONING BOARD   

TUESDAY 14th JUNE 2011 
 

Title of Report Adult Community Nursing Service  

Reporting Officer Trish Bennett 
Director of Service Improvement/Executive Nurse 

Contact Officer Lynda Carey 
Head of Quality in Primary Care (Nursing) 
Tel 296 7174 

Summary This paper summarises the development of the adult 
nursing specification to date and schedule for 
implementation.   
 
It reports on the agreement of quality and performance 
measures, and the model of delivery and implementation 
schedule.  
  

Recommendation That the PCT Interim GP Commissioning Board  
 Note progress to date  
 Agree delivery model patients living in Care Homes 

and requiring Treatment Room interventions 
 Support implementation schedule   

 
Strategic Goal Gold Standard Primary and Community Services 
Key Objective  Delivery of Care Closer to Home 
Risk implications and 
action taken 

The key risk identified is the failure of Liverpool 
Community Health NHS Trust to deliver the specification, 
and as such the failure to realise the benefits. 
 
To mitigate this risk senior nurses and managers from 
Liverpool Community Health NHS Trust have been 
integral to the development of this new service 
specification, working alongside GP and Strategic 
Commissioners.  
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Resource 
Implications 

The implementation of the adult community nursing 
service will be delivered within current resource allocation. 
The Community Matron, District Nursing and Treatment 
room service resource will be realigned to realise this.  
 

Legal issues No legal implications have been identified  

Relevant Standards 
or targets 

The commissioning of the adult nursing specification will 
potentially support the effective use of resources. Detailed 
analysis of this is required prior to the commissioning of 
this service.  
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ADULT COMMUNITY NURSING SERVICE  
 
 
1. PURPOSE 
  
The purpose of this paper is to update the Shadow GP Commissioning Board on the 
development of the adult community nursing service specification and progress against 
implementation. It reports on the progression of the service specification, identifies 
areas requiring clarity, outlines the quality and performance measures, and describes 
the model of delivery and implementation schedule.  
 
2. RECOMMENDATIONS 
 
The Board are requested to:   

 Note progress to date  
 Agree delivery model to include Care Homes and Treatment Room interventions 
 Support implementation schedule   

 
3. BACKGROUND 
 
The move towards the delivery of care closer to home plus the drive to prevent 
unnecessary hospital admission and attendance has necessitated the development and 
redesign of service provision outside of the hospital setting. As part of this process GP 
and Strategic Commissioners, working with Liverpool Community Health NHS Trust, 
have developed a new model of service delivery for adult community nursing services 
which will provide high quality evidenced based nursing care to the population. In 
redesigning this service QIPP principles have been considered.   
 
4. SERVICE SPECIFICATION  
 
A draft service specification outlining the structure and functions of the adult community 
nursing service has been agreed within the working group (Appendix 1). The nursing 
service will deliver care to patients registered with a Liverpool GP or resident in the 
boundaries of Liverpool. 
 
The specification identifies service delivery within the neighbourhood structure between 
8.00am - 6.30pm with a city wide approach for services delivered out of hours. Each 
neighbourhood team will be led by a named nurse lead, who will be responsible for 
ensuring nursing needs of the population are met, safe delivery of care, and 
establishment of effective patient centred working relationships with clinicians working in 
the neighbourhood.  
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The nursing team working within the neighbourhood will include nurses with Community 
Matron, District Nursing and Treatment room skills; the structure of each team being 
determined at the neighbourhood level dependent upon patient need.    
  
4.1. Proposals for delivery of within Care Homes and Treatment Room service 
 
Whilst there has been significant consensus in determining the functions of the adult 
community nursing team, the support to care for patients within the Care Home setting 
and provision of treatment room services within the city has yet to reach an agreement.  
 
4.1.1. Care Home provision  
 
Within current service provision residents of care home are supported by District Nurses 
and Community Matrons. The Community Matrons supporting Care Homes are a 
distinct team to the domiciliary Community Matron service, supervised by a Nurse 
Consultant and Community Geriatrician. Nursing support is delivered by named teams, 
based upon the geography of the home rather than General Practitioner registration.  
 
It is proposed that as part of the new adult community nursing specification, delivery of 
care to residents of care homes will be the responsibility of the neighbourhood nursing 
team. This team will include the Community Matron resource currently allocated to the 
Care Home Community Matron team. To ensure effective delivery resource allocation 
within the neighbourhood will be allocated to reflect the increased demand of this 
population. This model will not prohibit patients registering with the General Practitioner 
of their choice, but will require General Practices with patients living in Care Homes 
outside of the neighbourhood to develop positive relationships with these nurses.  
 
An alternative delivery model is the maintenance of the current service model.  
 
4.1.2. Treatment room service  
 
The current treatment room service is structured to deliver care across 13 city wide 
sites, the opening hours of the service varying by site. Patients requiring this service 
book directly through a central booking line.  
 
Within the context of the adult community nursing service it is proposed that the 
treatment room resource is devolved to a neighbourhood level, with the removal of 
services from the Level 2 Treatment Centres. This would require each neighbourhood to 
provide facilities for ambulatory nursing interventions and a booking system.   
 
Alternative delivery models for treatment room services are as follows:  
 

 Maintain the current provision model 
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 Commission services for Level 2 Treatment Centres, with availability 7 days per 
week and extended opening hours. Additional capacity to be met within 
neighbourhoods. 

 
5.  QUALITY AND PERFORMANCE MEASURES  
 
Quality and performance targets have been developed to ensure high quality productive 
nursing care provision to the population. These measures promote integration with other 
services and reward quality provision and are identified through the following processes:  
 

 Service Specification  
 Key Performance indicators to improve productivity  
 CQUIN  

 
5.1. Service specification  
 
In line with Transforming Community Services Demonstrating and Measuring 
Achievement: Community Indicators for Quality Improvement (DoH, 2011) service 
specific quality and performance measures have incorporated within the service 
specification. These measures enable the PCT and GP Commissioners to demonstrate 
quality improvement, service accessibility and delivery against agreed activity targets.  
 
5.2 Key Performance indicators to improve productivity  
 
In agreement with Liverpool Community Health NHS Trust, key performance indicators, 
linked to service specific incentive payments, have been established which 
demonstrate increased productivity and quality (Appendix 2). To support the delivery of 
these indicators a financial value has been attached to each indicator on achievement.  
A key performance indicator is the agreement of neighbourhood implementation plan, 
the key measures for this are outlined in Appendix 3.  
 
5.3. CQUIN  
 
In addition to the service specific performance and quality measures, Liverpool 
Community Health NHS Trust 2011/12 CQUIN incorporates the delivery of nurse 
sensitive indicators. Specifically, the delivery of the Energising for Excellence quality 
programme encourages the development of nursing leadership to promote quality care 
delivery, supports workforce development and will focus upon the delivery of care to 
patients with leg ulcers and ensuring the needs of patients at the end of life is met.    
 
Furthermore the CQUIN measure of integration of information systems for community 
nurses will support delivery of high quality care given that clinical sharing of key patient 
data has the potential to improve clinician to clinician communication and as such 
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support patients to be treated outside of the hospital setting.     
 
The collective quality and performance measures supporting the delivery of this service 
will enable Liverpool Community Health Trust and Liverpool PCT to demonstrate the 
quality of care provided, effective utilisation of nursing resource and the impact upon 
the population health.  
 
6.  NEIGHBOURHOOD IMPLEMENTATION STRATEGY  
 
Successful implementation of the adult community nursing service at the neighbourhood 
level requires understanding of population need and a willingness of all clinicians to 
work collaboratively at this level.  
 
6.1. Neighbourhood Modelling  
 
To support the understanding of population need and nursing resources required 
activity modelling has been undertaken. This modelling compares current activity 
against expected activity for both GMS weighting and GP budget setting guidance. This 
modelling has identified a variance between current nursing resource within a number of 
neighbourhoods and potential need. It is noted that a number of neighbourhoods appear 
to be under resourced whilst others have additional nurses. In order to deliver effective 
nursing care based upon need to all the population there will be a requirement by 
Liverpool Community Health NHS Trust to ensure the resource is utilised appropriately.  
 
6.2. Collaborative neighbourhood working  
 
Collaborative working by all neighbourhood clinicians is central to ensuring that the 
adult community nursing service specification is translated from a theoretical exercise to 
a change in service provision. To enable this specific neighbourhood meetings, 
including both nurses and General Practice clinicians, are scheduled. These meeting 
will allow clinicians to discuss the structure of the neighbourhood nursing team and key 
working arrangements. These meetings will enable Liverpool Community Health NHS 
Trust to formulate local implementation dates. In supporting this process each 
neighbourhood will be asked to identify a local lead who will guide the implementation 
negotiations with Liverpool Community Health. It is anticipated that the neighbourhood 
lead will build a positive working relationship with the nurse lead.    
 
7.  KEY MILESTONES  
 
Given the acknowledged contribution of the implementation of the Adult Community 
Nursing service specification to meeting Liverpool PCT Out of Hospital Strategy the 
following key milestones have been established:  
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Milestone Expected date of delivery Responsible Organisation 
Draft Specification shared with 
key stakeholders including 
community nurses and GP 
Commissioners 

10/6/2011 
 
* draft specification 
shared with LCH 10/5/11 

Liverpool PCT & Liverpool 
Community Health NHS 
Trust 

Liverpool Community Health 
NHS Trust formal response to 
Service Specification 

30/6/11 Liverpool Community 
Health NHS Trust 

Value for Money productivity 
analysis complete 

25/6/2011 Liverpool PCT 

Discussion of specification 
completed at each 
neighbourhood  

20/7/2011 Liverpool PCT & Liverpool 
Community Health NHS 
Trust 

Neighbourhood 
implementation plans 
developed 

1/9/2011 Liverpool Community 
Health NHS Trust 

Neighbourhood 
implementation plans 
considered and agreed at GP 
Commissioning level 

20/9/2011 Liverpool PCT 

Contract Variation 30/9/2011 Liverpool PCT & Liverpool 
Community Health NHS 
Trust 

PCT review of Implementation 
plans to ensure population 
coverage 

27/9/2011 Liverpool PCT 

 
8.  ISSUES FOR CONSIDERATION BY THE SHADOW GP CONSORTIA BOARD   
 
The Shadow GP Consortia Board is requested to consider:  
 

 Progress to date  
 Model of delivery for Care Homes  
 Model of delivery for Treatment Rooms  

 
Lynda Carey 
Head of Quality in Primary Care (Nursing) 
3/5/2011 
 
ENDS 
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Adult Community Nursing Service Neighbourhood Implementation Plan 

 

Introduction  

The implementation of the Adult Community Nursing service at a neighbourhood level is 
central to the delivery of Liverpool PCT Out of Hospital strategy. To ensure delivery is timely 
and appropriate to each neighbourhood Liverpool Community Health NHS Trust are required 
to deliver neighbourhood implementation plans, which are to be negotiated within the 
neighbourhood and agreed by the GP Consortia. The GP Commissioning Shadow Booard 
will formally consider the implementation plans to ensure all population needs are met.  

This paper outlines the core principles by which the neighbourhood implementation plan will 
be assessed as satisfactory.  

Implementation Core Principles  
 
Each Neighbourhood implementation plan will be assessed against the following:  

 Named Clinical Lead – process for identifying the named clinical lead to be outlined 
and expected date of appointment  

 Neighbourhood Delivery  
 Service model – the outline of how the adult community nursing team will work within 

each neighbourhood to be described in detail. Outline of agreed model to be shared 
with key stakeholders in each neighbourhood.   

 Workforce plans – detail of number of nurses by AfC Band. Detail of skills and 
knowledge of nurses. Anticipated training and development to deliver the service 
model. Outline of intended migration plan with key timescales from current workforce 
to future workforce numbers based upon agreed fairshare.  

 Communication – detail of how the adult community nursing team will communicate 
with patients, General Practices, neighbourhood team and secondary care. This 
communication plan, to be agreed locally, will outline standards for delivery, for 
example, expected attendance at meetings.  

 Patient data recording – process for recording patient information, data sharing and 
sharing of urgent information.  

 Performance management – process and responsibility of management of KPIs 
within each neighbourhood  

 Implementation date 

Responsibilities  

The implementation plan will be a co-production of LCH and neighbourhood lead.  
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Service Adult Community Nursing Service 

Commissioner Lead 
Liverpool PCT, working in conjunction with 
Liverpool General Practice Commissioners  

Provider Lead Liverpool Community Health 

Period 1st April 2011 – 31st March 2013 
 

 
1.  Purpose 
 

 
 
1.1 Aims  
 
The aim of the Adult Community Nursing service is to provide high quality evidenced 
based nursing interventions to the population of Liverpool outside of the hospital setting 
which will:  
 

 Improve the quality of life of recipients 
 Reduce health inequalities  
 Reduce hospital attendance rates  
 Reduce hospital admissions  
 Facilitate early supported discharge for patients 
 Enable patients to be supported at the end of their life   

 
1.2  Evidence Base 
 
This specification is developed in line with current best evidence, specifically:  
 

  High quality care for all: NHS Next Stage Review final report DoH, 2008 
 Visible, accessible, and integrated care: Report of nursing in the community in 

Scotland,  Scottish Executive Healthier Scotland, 2006 

 
1.3 General Overview 
 
Nursing in the community is essential to supporting patients to be cared for within their 
own home and community. This recognises that at their best nurses provide the 
component of care which connects and integrates secondary and primary care provision 
delivering holistic care from comprehensive assessment through to delivery of safe 
effective care.  Working with individuals and families at vulnerable times of their lives 
the nursing team will identify and protect the needs of the individual and family 
delivering harm free care within their own home, place of residence or community based 
setting.  

 
In delivering effective nursing care the nursing team will ensure that patients receive 
appropriate, timely nursing interventions within their local community. The nursing 
interventions will range from single brief interventions, specific nursing care for patients, 
support for patients with long-term conditions through to nursing care for patients at 
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the end of their life. The service will deliver nursing interventions previously included 
within the Community Matron (Domiciliary and Care Home), Treatment Room and 
District Nurse service specifications. Recognising the social context of care delivery the 
nursing intervention will incorporate an assessment of patient and carer’s nursing, 
social, psychological and self-care needs. To support unnecessary hospital attendance or 
admission the adult community nursing service will work collaboratively with General 
Practice and other local care providers.   
 
The service will deliver interventions on a neighbourhood footprint. This will facilitate the 
development of positive professional relationships which meet patient need. In addition 
the localised approach will enable the identification and pro-active management of 
patients at greatest risk of hospitalisation. The reduction in hospital attendance and 
supporting early safe discharge will require the nursing team to establish effective links 
with secondary care provision to support delivery of hospital services within the home 
environment. 
 
 
1.4 Objectives 
 
The service objectives are to:  
 

 Delivery of high quality nursing care 
 Facilitate patient care delivery within the home setting or a location close to home  
 Prevent hospital attendance through the delivery of accessible high quality 

nursing care, especially to patients with complex health needs 
 Prevent unnecessary hospital admission through delivery of effective evidenced 

based care to patients greatest risk of admission and readmission  
 Improvement of patient’s quality of life at the end of life through the delivery of 

high quality end of life care to all patients on the Gold Standard Framework.    
 Deliver single time limited nursing interventions to the population closer to home.  
 Delivery of ongoing nursing interventions within the patients home  
 Support patients to manage their own care through education  
 Reduce patient length of stay through early supported discharge  
 Safeguard individuals and children  
 Delivery of harm free care 

 
 
1.5 Expected Outcomes 
 
The expected outcomes are:  
 

 Reduction in hospital admissions  
 Reduction in hospital re-admissions 
 Reduction in excess bed-days for patients with long-term conditions   
 Increase in the number of patients with a long-term condition supported to 

manage their own condition (care-plan) 
 Improved patient reported quality of life 
 Increase in the number of patients identified as at the end of their life dying in 

their preferred place of care 
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2. Scope 
 
2.1 Service Description 
 
The adult community nursing service will be deliver an “in hours” and an “out of hours” 
service for the population of Liverpool. The “in hours” service will be delivered between 
8.00am -6.30pm at a neighbourhood level, whilst the “out of hours” service will be 
delivered as a city wide approach, between 6.30pm and 8am.  The service is delivered 
365 days per year.  
 
The model of delivery within “in hours” will be based around individual neighbourhoods. 
Each neighbourhood will be supported by a single nursing team. The specific 
neighbourhood model will be determined by consideration of how best local health 
needs can be met and negotiation with local General Practice Teams. The nursing team 
will be responsible for the delivery of the nursing functions outlined in Appendix 1. 
These are broadly categorised as:  
 

 Health promotion interventions  
 Basic Nursing interventions 
 Supporting patients with long-term conditions  
 Hospital at home interventions – including early supported discharge  
 Case management – this will link to “tailored care” initiatives  
 End of Life care  

 
Additional nursing functions will be incorporated within the nursing service delivery, as 
appropriate, in line with new care pathways and service delivery models.  
 
The neighbourhood team will be led by a named clinical need who will be responsible for 
leadership, assurance of standards of care delivery, maintaining patient safety and 
establishment of effective relationships with the General Practices within the 
neighbourhood, secondary care providers, social care and other local care providers. All 
care delivery will be evidenced based whilst ensuring patient and carer safety, dignity 
and privacy. The service will be expected to lead and participate in existing and 
emerging patient safety initiatives, for example Energising for Excellence, effective 
antibiotic prescribing. The clinical lead will ensure patient needs are pro-actively 
identified and met; this will require good communication to be established and the use 
of data intelligence systems such as PARR++ and the Urgent care Dashboard.  
 
The team will consist of registered and non-registered nurses with appropriate 
knowledge and skills to meet the nursing needs of the neighbourhood population. The 
skills and knowledge of the nurses working within the team will include advanced 
nursing skills (as defined within Appendix 2), wound care management, management of 
patients at end of life, non-medical prescribers, IV therapy and general community 
nursing skills; these will incorporate the skills and knowledge of nurses previously 
working within the Community Matron, District Nurse and Treatment room nursing 
teams. The number of nurses required for each neighbourhood will be determined by 
assessment of population need.  Each neighbourhood nursing team will be supported by 
an administrator, with responsibility for safe administration and support of team 
organisation.  
 
To support the effective utilisation of resources the clinical lead will work with the 
General Practices to determine the local boundaries for care provision within each 
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neighbourhood. Service provision will be aligned across the neighbourhoods to ensure 
that all residents and registered population are able to access the service. The needs of 
patients within residential and nursing homes will be met by the neighbourhood nursing 
team. All nursing consultations will be recorded on an IT system which enables all other 
care providers to access this information in a real time manner.  
 
The “out of hours” service will provide nursing interventions as described in Appendix 1 
to patients with an identified nursing need on a city wide footprint. This component of 
the service will work closely with secondary care providers to support early supported 
discharge and out of hours General Practice providers (UC24).  
 
In times of high service demand across the health economy the service will be required 
to prioritise workload, respond to greatest need and deliver care in a flexible manner 
that ensures all patient needs are met. During periods of escalation neighbourhood 
clinical leads will work with General Practitioners, senior managers and strategic 
commissioners to enable the health system to function effectively and respond 
appropriately. Ensuring delivery of care during these periods will necessitate the 
management and delivery of care across a city wide footprint.  
 
2.2 Accessibility/acceptability 
 
The service will be provided to patients registered with a Liverpool GP or resident in 
Liverpool (including homeless and care home population) requiring nursing 
interventions. The service will provide nursing interventions to residents within 
residential and nursing care homes.  
 
The service will be available 24 hours per day, 365 days per year. First point of contact 
to the service will be via a referral from a health or social care professional. Out of hours 
component of the service will be via a single point of contact number.   
 
The service will be delivered in a manner that ensures that it is acceptable to all 
members of the population. The service will utilise interpreting services for patients as 
required, and all literature will be provided in languages and format appropriate to 
patient need.  
 
2.3 Whole System Relationships 
 
The service cannot work in isolation and as such strong working relationships with 
partners to deliver safe, effective clear pathways of care will be established. Partners 
will include: 
 

 General Practitioners  
 Secondary care clinicians, particularly A&E, MAU, Respiratory, Older people, 

Cardiologist and surgical clinicians  
 Secondary care Specialist nurses 
 Primary care nurses 
 Specialist Community nursing teams 
 Pharmacists  
 AHPs 
 Social care providers 
 Local third sector providers  
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2.4 Interdependencies 
 
The service delivery is interdependent upon care provision from: 
 

 General Practice  
 Secondary Care respiratory providers 
 Social care providers  
 Specialist Community nursing teams 
 Allied health professionals  
 Medicine Management Team and Pharmacists  
 Community based care providers e.g. Health Trainers  

 
 
2.5 Relevant Clinical Networks and Screening Programmes 
 
There is no formal clinical network to support the adult community nursing service, 
however teams will be expected to participate in local and national forums to increase 
both their own knowledge and support development of knowledge to improve care of 
patients.  
 
2.6 Sub-contractors  
 
No element of the service would be expected to be sub-contracted. Should the provider 
wish to sub-contract any component of this service, agreement must be sought with the 
Commissioner.   
 
 
3.  Service Delivery 
 
3.1 Service model   
 
The model of service is one where a single nursing team will deliver care to the 
neighbourhood population to agreed standards and protocols within the hours of 8.00am 
– 6.30pm. For the hours of 6.30pm and 8.00am the service will be delivered on a city 
wide footprint.  
 
The service will provide care within the patients home, community settings and 
residential and nursing care homes, delivering interventions which meet patient’s needs, 
including delivery of the identified functions will support patients within Level 2 and 3 
intermediate care beds.  The adult community nursing service will provide the nursing 
interventions described in Appendix 1.  
 
The contribution of nurses to improve the health of individuals is well documented, with 
nurses directly impacting upon patient’s ability to manage their own health. In order for 
this to be realised the adult nursing service will deliver care that demonstrates the 
fundamental importance of the therapeutic relationship between the nurse and the 
patient. All patients will be treated with respect and dignity with consideration of their 
needs central to any intervention delivered. Within this relationship patients will be 
assessed to determine their nursing need, self care education, and nursing intervention 
delivered and evaluated. The nurse will actively consider the social support required to 
optimise the patient’s health, this will include assessment of carer support, referral to 
social care and other health care providers. Acting as a patient and carer advocate the 
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named nurse responsible for patient care delivery will actively engage with others to 
optimise care provision, negotiate on the patient’s behalf and lead care delivery, with a 
consistent representation at case conferences.  
 
To support nurses to deliver care effectively nursing interventions will be delivered 
through planned interventions to those members of the population with recognised 
need, and those with greatest risk of admission and readmission. In addition the team 
will respond to patients requiring intervention to prevent admission, through a rapid 
response “Hospital at Home” functions. 
 
The nursing care will be delivered to the following standards:  
  

 The Code: Standards of conduct, performance and ethics for nurses and midwives 
(NMC, 2010)  

 All patients are communicated with in an appropriate and professional manner. 
Time is given to patients to understand their health needs  

 Consent to treatment is gained at all interventions  
 Carers will be included, as appropriate, in communication with patients (use of 

Carer Strain Index)  
 Nurses will work with carers to support the delivery of patient led care including 

education of condition and intervention management.  
 All patient assessment and intervention documented on GP clinical system in line 

with local standards   
 Consideration of safeguarding risks and care of vulnerable adults and children will 

inform each consultation  
 Delivery of care to LCH Safeguarding policy  
 All prescribing in line with agreed formulary 
 Recording information about patients between members of the extended primary 

healthcare team are agreed, transparent and made known to staff.   
 
The service will be led by a named clinical lead within each neighbourhood, this nurse 
will be responsible for ensuring effective working relationships are established, the 
nursing interventions are delivered and standards of patient care are met. The nursing 
team will be integrated with Primary care working closely with general nursing teams; 
specific relationships will be formed with General Practice at a neighbourhood level. In 
addition, the nursing team will work with specialist nursing teams, who are providing 
city wide services in order to ensure that patient needs are met in a timely manner.  
 
The service will prioritise care delivery to patients in greatest need within the 
neighbourhood and the citywide population; this will be undertaken through ongoing 
discussion with General Practice clinicians, secondary care clinicians and key 
stakeholders.  
 
As a key delivery component within the health economy the adult community nursing 
service will be required to adapt and develop in line with service innovation. All new 
service models for other components of care delivery, for example tailored care and 
hospital case management will be considered and working patterns adapted accordingly. 
Similarly the nursing team will regularly review activity and performance with key 
stakeholders to improve care provision whilst safely delivering care to the whole 
population.  
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4.  Referral, Access and Acceptance Criteria 
 
4.1  Geographic coverage/boundaries 
 
The adult community nursing service will deliver care to patients registered with a 
General Practitioner or resident in Liverpool.   
  
4.2 Location(s) of Service Delivery 
 
To ensure responsiveness the service will be delivered from patients home environment 
and community settings.  
 
4.3 Days/Hours of Operation 
 
The service will be delivered 24 hours per day, 365 days per year.  
 
4.4 Referral criteria & sources 
 
Referrals will be accepted for any patient requiring a nursing intervention (as identified 
in Appendix 1) within an outside of hospital setting.  

 
4.5 Referral Route 
 
Referral for planned interventions will be accepted electronically or via fax to the 
neighbourhood clinical lead within “in Hours” and to a single point of contact “out of 
hours”.   
 
4.6 Exclusion Criteria  
 
Patients without an identified nursing need will be excluded from the service.  
 
4.7 Response time and prioritisation 
 
Prioritisation  
 
In periods of high demand priority will be given to patients requiring hospital at home or 
at the End of their Life  
 
Response times  
 

 Urgent referrals will be contacted by the nursing team within 4 hours of referral 
 

 Routine referrals will be contacted within 24hours (These standards are 
sufficiently flexible to meet the needs of the patient e.g. same-day request for 
contacts)   

 
 For patients attended a planned bookable clinic appointment, an appointment will 

be offered with 7 days of referral, or within clinically acceptable period, with a 
choice of time offered.   
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 Patients receiving care within the home environment will be offered a visit time 
during an agreed time band.  

 
5.  Discharge and Criteria Planning 
 
 
Patients will be discharged from the service on completion of nursing intervention or for 
patients at the end of life, at their death.  
 
All patients will be discharged to the General Practice with a summary of interventions 
undertaken, current patient medical status, medication changes, self care plan and 
details of any onward referrals to other services. The discharge summary will be 
forwarded to the General Practice within 24 hours of discharge.    
 
 
 
6.  Self-Care and Patient and Carer Information 
 
 
All patients receiving care from the adult community nursing team (with the exception 
of patients receiving single or short term interventions) will be supported to self manage 
their health. To support this all nurses will assess patient knowledge base, and 
willingness to self care. This assessment will support the development of an individual 
self care plan with identified patient set goals. The care plan will be uploaded 
electronically to the patient record within the General Practice IT system.  
  

 
 

 
7.  Quality and Performance Standards  
 
 
Quality and Performance Standards 
 
 
Quality 
Performance 
Indicator 

Threshold Method of 
measurement 

Consequence 
of breach 

Report Due 

HCAI Control 

The Provider 
must ensure 
compliance with 
the Health and 
Social Care Act 
2008: Code of 
Practice for the 
Prevention and 
Control of 
Healthcare 
Associated 
Infection in all 
provider services 

In accordance 
with the 
Provider 
contract 
monitoring 
schedule and via 
contract 
meetings. 

 

Breach of 
Contract  

 

Annual 
report 
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identified in the 
contract for 
acute services  

Service User  
Experience 
 

  
Service user 
satisfaction 
surveys 
 
 
 

Annual report to 
include patient 
satisfaction 
survey details 
Patient user 
survey to 
delivered within 
agreed contract 
standards 
 
 

An action plan 
(if required) to 
be agreed with 
the lead 
commissioner. 

 
 
 

Annual 
report 

Reducing 
Inequalities  

Provider to 
access 
interpreter 
services and 
provide 
information in 
accessible 
formats  
Provider to 
ensure that all 
staff have 
undertaken 
equality and 
diversity and 
basic cultural 
awareness 
training 
 
Review of 
service use by 
General Practice 
locality   
 
 

Annual report 
-Action plan 
required if there 
are identifiable 
inequity in 
service use 
based upon 
population 
need.  

An action plan 
(if required) to 
be agreed with 
the lead 
commissioner. 

 

Annual 
report 

Reducing 
Barriers 

The service to 
identify 
characteristics 
that are barriers 
to access and 
report to 
commissioners 

Monthly 
reporting by 
exception 

An action plan 
(if required) to 
be agreed with 
the lead 
commissioner. 

 

Monthly 
reporting 
by 
exception  

Equality 
Impact 
Assessment 

Equality Impact 
Assessment 
Initial Report 
and re 
assessment as 
part of any 

Report required 
by end of Q2, 
thereafter as 
part of service 
change or 
improvement  

An action plan 
(if required) to 
be agreed with 
the lead 
commissioner. 

 

Annual 
report 
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agreed 
subsequent 
service change 

planning 

Access 

Access to the 
service within 
agreed 
standards for 
contact    

Monthly 
reporting by 
exception of 
delays to access 
and response 
times 

An action plan 
(if required) to 
be agreed with 
the lead 
commissioner. 

Failure to 
deliver action 
plan will result 
in a Breach of 
Contract 

 

 
Monthly 
reporting. 

Personalised 
Care Planning 

 
100% of service 
users to be 
supported to 
develop self care 
plan  
 

Identify % 
number of 
service users 
that have a self 
care plan by 
annual random 
audit. 

An action plan 
(if required) to 
be agreed with 
the lead 
commissioner. 

Failure to 
deliver action 
plan will result 
in a Breach of 
Contract 

 

Monthly 
reporting 

Alcohol intake 

90% of patients 
on caseload 
have been 
screened for 
alcohol intake 

Percentage of 
patients 
screened 

An action plan 
(if required) to 
be agreed with 
the lead 
commissioner 

Monthly 
reporting 

Nutritional 
assessment 

100% of 
patients 
(excluding 
patients 
receiving single 
or short term 
interventions) 
are assessed for 
nutritional 
requirements 

Percentage of 
patients on 
caseload 

An action plan 
(if required) to 
be agreed with 
the lead 
commissioner 

Monthly 
reporting 

Leg Ulcers 

Percentage of 
venous leg ulcer 
wounds that 
have healed 
within 12 to 24 
weeks from start 
of treatment 

Percentage of 
wounds that 
heal with 12 
weeks of referral  
 
Percentage of 
wounds that 

An action plan 
(if required) to 
be agreed with 
the lead 
commissioner 

Failure to 

Monthly 
reporting 
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Baseline to be 
set 2011/12. 

heal within 24 
weeks of referral  

deliver action 
plan will result 
in a Breach of 
Contract 

 

Percentage of 
patients 
whose 
discharge or 
transfer from 
hospital is 
delayed 

The percentage 
whose discharge 
or transfer is 
delayed. 
Baseline to be 
set 2011/12. 

Number of 
patients whose 
discharge or 
transfer is 
delayed 

An action plan 
(if required) to 
be agreed with 
the lead 
commissioner 

Failure to 
deliver action 
plan will result 
in a Breach of 
Contract 

 

Monthly 
reporting 

Assessment 
using the 
Caregiver 
Strain Index 

The percentage 
of carers who 
have been 
assessed using 
the Caregiver 
Strain Index 
 
Baseline to be 
set 2011/12. 

Number of 
patients 
assessed 

An action plan 
(if required) to 
be agreed with 
the lead 
commissioner 

Failure to 
deliver action 
plan will result 
in a Breach of 
Contract 

 

Quarterly 
review 

Achievement 
of Productivity 
KPIs 

Achievement of 
KPIs as outlined 
in Appendix 3  

Quarterly review  

Breach of 
Contract 

 

 
Quarterly 

Additional 
Measures for 
Block 
Contracts:- 

 

 
 
 
8.  Activity  
 
Activity 
Performance 
Indicators 

Threshold Method of 
measuremen
t 

Consequence 
of breach 

Report Due 

Contacts 95% of expected Number of Breach of Monthly 
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activity delivered contacts Contract reporting 

Referrals 
management 
 
 
 
 
 
 
 
 
 
 
 

Timely response 
to referrals 
 
Number of 
referrals managed 
to standards  
 
Total number of 
referrals declined 
by Provider 
 

 
Report by 
exception to 
commissioner 
 
 
 
 
 
 

An action plan 
(if required) to 
be agreed with 
the PCT 
 
Breach of 
Contract 
 
 
 
 
 
 
 
 

Monthly 
reporting 
 
 
 
 
 
 
 
 
 

Outcome of 
patient 
management 

Number of 
patients with 
admission to 
secondary care 
following hospital 
at home or early 
supported 
discharge 
interventions  

 
Number of 
admissions 
 
 
 
 
 

An action plan 
(if required) to 
be agreed with 
the PCT 
 
 
 
 
 
 
 
 

Monthly 
reporting 
 
 
 
 
 
 
 
 
 

Rate of 
cancelled 
appointment  

Maintain less than 
3% of 
cancellations of 
appointments 
including home 
visits  
 

Number of 
cancellations  

Breach of 
Contract  

Monthly   

Rate of “did 
not attend”  

Maintain less than 
3% DNA including 
failure to gain 
access  

Number of 
DNA 

Breach of 
Contract 

Monthly 

Percentage of 
patients 
offered a time 
band for a 
visit 

98% of all 
patients offered a 
time band for a 
visit 

Number of 
patients 
offered a time 
band 

An action plan 
(if required) to 
be agreed with 
the PCT 
 
Breach of 
Contract 
 

Monthly 

Number of 
Complaints / 
Compliments 

List number of 
each monthly. 

Monthly figure 
identified. 

An action plan 
(if required) to 
be agreed with 
the PCT 

Monthly 
reporting 
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Activity Plan 
 
Activity will be measured on a monthly basis as included in attached minimum data set. 
 
 
9.  Continual Service Improvement Plan 
 
 
The service will develop an annual service improvement plan to be shared with the 
commissioners.  
 
 
 
 
10.  Prices & Costs 
 
 
 
 
10.1 Price 
 
Basis of Contract Unit of 

Measureme
nt 

Price Threshold
s 

Expected Annual 
Contract Value 

Block 
Arrangement/C
ost and Volume 
Arrangement/
National 
Tariff/Non-
Tariff 
Price________
* 

 £  £ 

2009 Quality 
Payment 

    

Total  £  £ 
*delete as appropriate 
 
 
 
 
 
 
10.2 Annual Contract Value by Commissioner 
 
Total 
Cost of 
Service 

Liverpool 
PCT 
Co-
ordinatin
g 

St Helens 
Associate 
Commissi
oner 
Total 

Sefton 
Associate 
Commissi
oner 
Total 

Knowsley 
Associate 
Commissi
oner 
Total 

Wirral 
Associate 
Commissi
oner 

Total 
Annual 
Expected 
Cost 
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Commissi
oner 
Total 

£ £ £ £ £ £ £ 
 
To develop a tariff approach for 11/12. 
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Appendix 1 – Nursing Interventions  
 

Category of Nursing 
Intervention 

 
Description 

Health Promotion / 
Prevention of illness 
 
 
 
Brief Interventions  

 

Brief interventions on lifestyles advice for patients 
identified as appropriate, particular emphasis regarding 
smoking and alcohol  
 
Implementation of a personal brief health interventions 
plan that includes 
advice and support to stop smoking, sensible drinking, 
healthy eating, adequate 
hydration and daily active living as appropriate 
 
 

Infection Control Infection control – delivery of all services in line with 
agreed standards and pathways. 
 

Health messages  Active patient management for health messages.  
 
Information giving and signposting patients, as 
appropriate  to support engagement with key health 
screening programmes e.g. Breast screening, cervical 
cytology, Bowel Screening, NHS Health Checks  

Vaccinations and 
Immunisations – Flu 
 
 

Achieve national and any agreed local targets as set 
each year for patients on community nursing caseload 
and housebound (no exceptions included - as per DoH 
guidance) 
 
 

Vaccinations and 
Immunisations – 
pneumococcal 
 

Achieve national and any agreed local targets as set 
each year for patients on community nursing caseload 
including housebound [population (no exceptions 
included - as per DoH guidance) 
 

Hepatitis B Delivery of Hepatitis B vaccination to patients on 
caseload with the following risk:  

Individuals receiving regular blood or blood products 
and their carers  
 
Patients with chronic renal failure  

 
Patients with chronic liver disease  
 
Individuals in residential accommodation for those with 
learning difficulties, and, adults in day care, schools and 
centres for those with severe learning disability on the 
basis of a local risk assessment.   
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End of Life Care  
Cancer referrals 
 

Sign posting to General Practices patients with 
suspected underlying disease  

 
Palliative Care 

Implementation of Gold Standard Framework for all 
patients on the End of Life pathway in primary care  
 
Full assessment, care planning and care delivery for 
these patients and their families for up to 12 months 
before death. 
 
Management of patients with Long Term conditions as 
part of the End of Life pathway. 
 
Response to patient needs at End of Life as per single 
point of contact protocol.   

Prevention of Hospital 
Admission  
 

 

 
Case Management - - the 
delivery approach to case 
management will build 
upon the learning from 
LCH and LPCT Pro-active 
care pilot.  
 
 

 
Working with General Practice identify patients at risk of 
hospitalisation  
 
Liaising with General Practice review of patients post 
hospitalisation for non-elective admission ( this will be 
based upon patients age, known risk factors for hospital 
admission, urgent care dashboard and PARR++ risk) 
 
Case management of patients identified as at risk of 
admission. Case management is defined as: 

 
 Assessment of patient need  
 Identification of risk  
 Liaison with MDT 
 Assessment of equipment needs and ordering as 

appropriate  
 Intervention to reduce risk of hospitalisation  
 Delivery of nursing interventions   
 Re-assessment of patient needs  
 Development of patient led care plan with MDT  

 
 Emergency care plans for frequent users of NWAS  

IV Therapy  IV therapy  
COPD Structured care of patients with COPD in line with 

agreed QiPP COPD pathway  
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Diabetes Administration of insulin to those housebound patients 
requiring support for administration 
 
Education for carers to support self care   

Blood pressure control Blood pressure recording for housebound population on 
nursing caseload as appropriate, and part of a clinical 
management plan   

Asthma Signpost to General Practice as per Liverpool pathway. 
 
Delivery of care to BTS guidelines for patients on 
caseload 

Heart Failure Signpost to General Practice as per Liverpool pathway. 
 
Structured care of patients with Heart Failure in line 
with agreed Liverpool pathway  
 

Care of the Older Person   

 
Physical needs of patients 
with Dementia  

 
Working with General Practice and mental health 
provider identify the patients with moderate or severe 
dementia with a defined nursing need. 
 
Working with General Practice and mental health 
provider identify physical needs of carers with dementia. 
Specifically:   
 

 Referral for carers assessment  
 

 Signpost to other services e.g. General Practice, 
Voluntary Agencies  

 
General Nursing Activity  
 

 

Basic Nursing Care  Basic nursing care to the housebound population 
identified as in need including:  
 
Assessment of patient/ carer need  
Identification of nursing need   
Delivery of nursing interventions   
Re-assessment of patient/carer needs  
Development of patient led care plan  
 
Key areas of work 
 

 Tissue Viability 
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 Medication e.g. administration of IM medication  
 Bladder and bowel management 
 Nutritional support  (excluding TPN) e.g. PEG feed 
 Falls 

  
 
Wound care management  
 

 
Wound care for housebound and  ambulatory population 

 
Lymphodeama 
Management  
 

 
Assessment and management of lymphodema for 
housebound and ambulatory population  
 

 
Administration of IM 
pharmaceutical 
interventions  
 

 
Ongoing administration of IM administrations to 
housebound within bounds of professional practice  

 
Ear Care  
 
 

 
Ear care for housebound and ambulatory population  

 
Test and investigations 
 

 
Phlebotomy to housebound patients on caseload, as 
appropriate (e.g. if conducted as part of visit for another 
intervention) 

Assessment of Falls 
 

Falls screening for all housebound patients on caseload 
as indicated post review of trigger factors  

Hospital at Home    
 
Support for patients post 
hospitalisation – including 
all reablement patients  
 
This function will require 
nurses to work 
collaboratively with 
secondary care clinicians to 
actively discharge patients. 
It will include 
understanding of the 
emerging hospital case 
management model of 
delivery.   

 
The key standards for delivery are referrals are 
contacted within 4 hours of referral, and routine within 
24hours.  
(These standards will be sufficiently flexible to meet the 
needs of the patient e.g. same-day request for contacts) 
 
Patient to receive the following:  
 
Assessment  
Care Plan initiated  
Assessment of equipment needs and organisation as 
appropriate  
Information and referral to MDT  
Intervention commenced  
Assessment of carer needs  
Assessment of social needs – referral made as 
appropriate  
 

Reablement (Intermediate 
care) 

Assessment of patients for reablement services and 
referral as appropriate  
 
Assessment of patients physical health needs and 
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intervention as appropriate  
 
Bladder and bowel 
management 
 

 
Bowel management to patients, within nursing 
competencies, for patients referred by clinician.  
 

Catheter care  Insertion of catheters  
 
Intermittent catherisation 
 
Maintenance  and care for patients with catheters  

Continence management  Assessment of patients on caseload  
 
Management of housebound patients continence needs 
through direct referral   

Nutritional support 
 

Assessment of Housebound patient needs  
 
Administration and monitoring of nutritional 
supplements supported by Dietetic service 
 
Prescribing of nutritional supplement 

Pain management  Assessment of pain needs for all patients on caseload as 
indicated by review of trigger factors  
 
Prescription, administration and monitoring of pain relief 
as appropriate    

Continuing Health Care 
Assessments 

Undertake CHC assessments in line with current 
guidance 

Continuing Health Care Delivery of nursing interventions as prescribed through 
Continuing Health care assessment 
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APPENDIX 2  
 
 
NMC (2006) Definition of Advanced Nursing Practice  
 
“Advanced nurse practitioners are highly experienced and educated members of 
the care team who are able to diagnose and treat your healthcare needs or refer 
you to an appropriate specialist if needed.” 
 
Advanced nurse practitioners are highly skilled nurses who can: 
 

 take a comprehensive patient history  

 carry out physical examinations  

 use their expert knowledge and clinical judgment to identify the potential 
diagnosis  

 refer patients for investigations where appropriate  

 make a final diagnosis  

 decide on and carry out treatment, including the prescribing of medicines, 
or refer patients to an appropriate specialist  

 use their extensive practice experience to plan and provide skilled and 
competent care to meet patient’s health and social care needs, involving 
other members of the health care team as appropriate  

 ensure the provision of continuity of care including follow-up visits  

 assess and evaluate, with patients, the effectiveness of the treatment and 
care provided and make changes as needed  

 work independently, although often as part of a health care team  

 provide leadership  

 make sure that each patient’s treatment and care is based on best 
practice  

 
 

 



 

  
 

LIVERPOOL PCT – ADULT COMMUNITY NURSING SPECIFICATION 
 
 
 

1. Purpose of the Specification  
 
Nursing in the community is essential to supporting patients to be cared for within their own home and community. At their best 
nurses provide the component of care which connects and integrates secondary and primary care provision; it meets the needs of 
patients and carers in a holistic approach through comprehensive assessment and delivery of care.   
 
This specification outlines the functions of the Community Nursing team working within the neighbourhood. It has been developed to 
support the improvement of health within the population, deliver nursing care to meet the needs of the population and ensure the 
needs of the most vulnerable in society are met.  
 
2. Aim of the Service  
 
The Adult Community Nursing service will provide high quality evidence based nursing interventions to the population of Liverpool 
within their own home and community based clinics. The service will:  
 

 Deliver high quality nursing care to patients with a recognised nursing need  
 Support patients to be cared for in their home  
 Support care delivery closer to home  
 Be responsive to the needs of the whole population and health economy through the delivery of a flexible, responsive and 

timely interventions 
 
 

3. Underlying Assumptions  
 
In the development of the draft specification a number of key principles are assumed these are identified as follows: 
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 All nurses will deliver care to the standards as identified within The Code: Standards of conduct, performance and ethics for 
nurses and midwives (2010)  

 
 Nurses are integral to the General Practice Primary Health Care Team  

 
 Nurses work as part of the neighbourhood   

 
 All nurses will work collaboratively with General Practice other key partners to avoid duplication, work effectively to improve 

health, wellbeing and resilience. 
 

 The nursing service responds to the needs of the whole health economy in times of high demand 
 
 
4. The Community Nursing Team  
 
For the purpose of this specification the community nursing team is defined as all community nurses working with adults within the 
community, namely Community Matrons, District Nurses and Treatment Room nurses. Nurses excluded from this specification are 
nurses working in General Practice (these are included in the General Practice specification) Specialist Community Nurses and 
nurses working predominantly with children. 
 

5. Population /Caseload of the Community Nursing Team  
 
The community nursing team will work with the local population including residents of residential and nursing home. The local 
population will include any populations accessing local General Practice services, including homeless population. The nursing team 
will provide care to the population as either a one off intervention or a continuing basis. For the purpose of this specification those 
patients receiving care on a continuing basis are defined as part of a caseload. All patients managed on the caseload will be 
assessed to determine level of nursing intervention required, receive evidence based interventions, reassessment of nursing need as 
appropriately and discharged to primary care or referred to secondary care as appropriate.   
 
 

6. Record Keeping  
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A CQUIN for information sharing is in development. It is the intention that the community nursing team will record all patient 
assessment and interventions in EMIS Web. Clinical information entered by the community nurses should be viewable by GPs 
through EMIS Web subject to appropriate specific sharing agreements, with active messaging of agreed clinically significant 
information to the GP system from EMIS Web. Information should be recorded contemporaneously as per NMC Code of Conduct, 
mobile technology requirements such as digital pens, laptops and other devices need to be taken into consideration. In addition the 
appointment and forward plan for nursing contacts will be available for viewing.  
  
Liverpool Community Health’s direction of travel is to utilise EMIS Web for adult community nurses. Implementation of EMIS Web is 
underway, and will be undertaken with district nursing, community matrons and specialist nurses during 2011 / 2012.  Due to the 
change in practice both within community and primary care, it is important that implementation must be phased with clinical safety 
considered the highest priority.  
  
Records must be undertaken in line with the NMC standards of delivery.  
 

7. Model of Care Delivery 
 
The model of care delivery will include clear clinical leadership at the individual team level. This leadership will ensure care provision 
is centred upon meeting the needs of the patient and families, evidence based and delivered to standards of professional practice.  
 
 

8. Key definitions utilised within this specification 
 
8.1. Patients requiring a home visit  
 
The nursing service will deliver care to patients within the home environment to any patient who meeting the following criteria  
 

 The patient is housebound due to disability 
 Frail and elderly 
 Suffers from a level of confusion that renders it unsafe for the patient to go out alone 
 Surgical intervention is such that they may require pre-dressing preparation 
 Insulin Dependent Diabetics 

 
The referring Clinician will in the first instance determine whether a home visit is appropriate for the patient.  
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Where a situation requires clarity regarding the patients ability to access services outside of the home environment, discussion 
between the patient carers, nurse and GP will occur in order to reach a consensus.  
 

8.2. Holistic Care 
 

Holistic care is the delivery of physical, psychological and emotional needs of patients. 
 
8.3. Patients at risk of hospitalisation  
 
Patients identified at risk of hospitalisation are those identified by evidence based profiling tools, such as PARR++ (PARR ++ is a IT 
based profiling tool, which identifies those patients within a population at risk of a hospital admission. The tool utilises patient data 
including long-term condition diagnosis and hospital attendance to determine % risk of admission). In addition focus will be given to 
older patients, with complex health and social needs or patients identified through the Urgent Care dashboard.  
 
8.4 Neighbourhood  

 
The term neighbourhood is utilised within this document. For the purpose of this document neighbourhood is a local grouping of 
General Practices.  
 

8.5 Nursing Team caseload  
 
Any patient requiring nursing intervention as defined within the function section of the specification can be referred to the adult 
nursing team.  

 
8.6 Case management  

 
Case management patients are defined as those patients requiring ongoing advanced nursing interventions to prevent hospital ( 
definition attached)  

 
9. Referral to the Adult Community Nursing Team  

 
Referral to the adult nursing team will be via a fax, email or telephone referral. All referred patients will be assessed by the Team 
within a timely manner. 
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Referrals will be accepted from:  
 
General Practice clinicians – GPs and Nurses  
Other Community Nurses and AHPs  
Secondary care clinicians  
Social Care  
Residential and Care Home staff 
 
The nursing service will develop positive working relationships with all referrers. In addition to the establishment of relationships with 
primary care clinicians the nursing team will be expected to develop meaningful relationships with secondary care clinicians to 
ensure patient transfer from secondary to primary care, where possible, is planned and meets patient need.  
 
10. Geographical boundary for the neighbourhood nursing team  
 
The nursing team will care for patients within the agreed boundary of the neighbourhood (to be determined by each neighbourhood). 
If a patient lives beyond this boundary but still resident in Liverpool, care will be delivered by the team covering the area where the 
patient resides. A flexible approach will be adopted to ensure nursing continuity is maintained (if appropriate) and patient and carer 
needs are met particularly for patients at the end of their life.   
 
Patients resident outside of Liverpool but registered with a Liverpool GP will receive care from LCH Community nursing team.  

 
11. Areas of Practice which would ordinarily not be undertaken by the community nursing teams  

 
The following areas of care provision would only be carried out by community nurses under exceptional circumstances, as they are 
part of the GP specification:  

 
 BP recording for housebound patients not currently on the community nurse caseload  

 
 Housebound patients requiring long-term condition monitoring and management not currently on the caseload 

 
These areas of care will be delivered by General Practice as part of the General Practice specification. 
 

12. Draft KPI’s 
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The KPIs are proposed as measures of implementation and delivery; they will be measured at an individual General Practice and 
aggregated to a team and service level. The detail of the KPI is in development. 
 

 Implementation plan agreed at neighbourhood level and monitoring of engagement 
 Reduction of admissions to secondary care for ACS conditions.  
 Prescribing of dressings  
 Flu and Pneumococcal vaccination  

 
 
LCH CQUINs related to Adult Community Nursing Specification 
 

 Increase in patients at End of Life, managed to the Liverpool Care Pathway standard and dying in their preferred place of 
care  

 Patient satisfaction. 
 Increased quality of life for long-term caseload patients – measured via EQ5D  

 
 

14. Delivery model  
 
The model for delivery preferred is that of the integrated nursing team working within Liverpool PCT defined neighbourhoods. The 
neighbourhood nursing team will, wherever possible and practical, build upon current established relationships with General Practice 
and other care providers. 
  
The integrated nursing team will function as a single team with all nurses working in a single management structure (1 team leader). 
Within the team there will be a range nursing skills from advanced nursing skills (Community Matrons are most likely to have these 
skills) specialist community nursing skills and generalist skills, including health care assistants. The characteristics of the integrated 
nursing team are:  
 

 Named clinical leadership at the neighbourhood level 
 Continuity of care for patients  
 Continuity for care provision with other clinicians  
 Securing appropriate access for all patients  
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 Flexible service provision  
 Flexibility across roles to meet patient need  

 
 
15. Outstanding Challenges to be addressed  
 
 
Issue Named 

Responsibility * 
Actions Expected resolution date 

Impact of changes to Local authority 
service provision on nursing  
 

LC & SC Full impact assessment following  
 
Review of Public Health white Paper  
and post NHS legislation and clarity 
regarding GP Consortia 
 

1/7/11 

Clinical estates 
 
 
 
 
Equipment  

SC and John Garrett 
 
 
 
 
JP  

Review model of delivery from clinical 
estate perspective post neighbourhood 
discussions  
 
 
Impact assessment of cross border 
patients on equipment stores  

July  2011 
 
 
 
 
July 2011  

 
 
*The named responsible individual will be responsible for addressing the issue and feeding back to the working group for validation.  
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14.Risk Register 
 
 
Issue Risk Mitigating Actions Responsible Officer Review Date 
GP IT system not suitable 
for community nursing 
recording needs 
 

Green Review IT system solution to meet 
recording needs from patient, 
neighbourhood and organisational 
need.  
 
Initial discussions commenced 

Kate Warriner April 2011 

GP Expectations of the 
specification (e.g. BP) 
 

Amber Communication at PBC level 
 
Specification to be discussed at 
Interim GP Commissioning Group 

KS/LC  Ongoing 

Impact on other Out of 
Hospital services of 
implementation of the 
service specification 

AMBER Full impact assessment 
 
Link to re-enablement strategy 

LC March 2011 

Lack of continuity and 
breakdown of positive 
working relationships as 
nurses are moved to meet 
neighbourhood model  
 
 

AMBER  
 

Review of impact of potential 
neighbourhood model  

SC  March 2011  

Clinical room availability 
does not enable the 
model to be delivered 

RED Review KS and SC Feb 2011 

Breakdown of care as 
specification implemented 
 

RED Robust transitional arrangements 
identified and agreed at a PCT, 
neighbourhood and practice level 
prior to change 

SC  
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LIVERPOOL PCT – ADULT COMMUNITY NURSING SPECIFICATION 
 

The functions of the specification are identified as:  
 

 Identification of patient need within a neighbourhood  
 

 Delivery functions  
 
 

1. Identification of patient need  
 
 Underpinning the delivery of the nursing tasks of the specification is active identification of patient need. The nursing team will be 
expected to work with all clinicians in the neighbourhood to identify members of the population who would benefit from nursing 
intervention. This to include patients with complex needs.  
 
2. Delivery functions  
 

Service area 
 
Adult community nursing 
service to be commissioned to 
provide coverage at a 
neighbourhood level 

Adult community nursing 
services to be commissioned to 
provide coverage at a city wide 
level  

Specialist adult community 
nursing services relationship to 
adult community nursing 
services  

Access to services 
 

 

 

All registered population and 
resident population within the 
neighbourhood 
 
8am – 6.30 pm  
 
The key standards for delivery are 
that urgent referrals are contacted 
within 4 hours of referral, and 
routine within 24hours.  
 

All registered population and 
resident population within Liverpool 
City Boundaries   
 
6.30pm – 8am  
 
The key standards for delivery are 
that urgent referrals are contacted 
within 4 hours of referral, and 
routine within 24hours.  
 

All registered population and 
resident population within Liverpool 
City Boundaries   
 
Specialist Nursing advice to 
primary / community nursing 
workforce and delivery of patient 
care 9 – 5, Monday to Friday in the 
following areas:- 
 
Safeguarding 
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These standards will be sufficiently 
flexible to meet the needs of the 
patient e.g. same-day request for 
contacts   
 
 
 

These standards will be sufficiently 
flexible to meet the needs of the 
patient e.g. same-day request for 
contacts   
 
 
 
 

Diabetes  
Skin Services 
IV Therapy Team (7 days/week)  
Heart Failure 
HIV  
TB 
Lifestyles 
Palliative Care Team (Macmillan 
Nurses) (7 days per week)  
ERT (7 days per week)  
 

Health Promotion / 
Prevention of 
illness 
 

   

 
Brief Interventions  

 

Brief interventions on lifestyles 
advice for patients identified as 
appropriate, particular emphasis 
regarding smoking and alcohol  
 
Implementation of a personal brief 
health interventions plan that 
includes 
advice and support to stop 
smoking, sensible drinking, healthy 
eating, adequate 
hydration and daily active living as 
appropriate 
 
 

Brief interventions on lifestyles 
advice for patients identified as 
appropriate, particular emphasis 
regarding smoking and alcohol  
. 
 
 
 
 
 
 
 
 
 

Brief interventions on lifestyles 
advice for patients identified as 
appropriate, particular emphasis 
regarding smoking and alcohol  

Infection Control Infection control – delivery of all 
services in line with agreed 
standards and pathways. 

Infection control – delivery of all 
services in line with agreed 
standards and pathways. 
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Health messages  Active patient management for 

health messages.  
 
Information giving and signposting 
patients, as appropriate  to support 
engagement with key health 
screening programmes e.g. Breast 
screening, cervical cytology, Bowel 
Screening, NHS Health Checks  

Active patient management for 
health messages.  
 
Information giving and signposting 
patients, as appropriate  to support 
engagement with key health 
screening programmes e.g. Breast 
screening, cervical cytology, Bowel 
Screening, NHS Health Checks 

 

Vaccinations and 
Immunisations – Flu 
 
 

Achieve national and any agreed 
local targets as set each year for 
patients on community nursing 
caseload and housebound (no 
exceptions included - as per DoH 
guidance) 
 
 

  

Vaccinations and 
Immunisations – 
pneumococcal 
 

Achieve national and any agreed 
local targets as set each year for 
patients on community nursing 
caseload including housebound 
[population (no exceptions 
included - as per DoH guidance) 
 

  

Hepatitis B Delivery of Hepatitis B vaccination 
to patients on caseload with the 
following risk:  

Individuals receiving regular blood 
or blood products and their carers  
 
Patients with chronic renal failure  
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Patients with chronic liver disease  
 
Individuals in residential 
accommodation for those with 
learning difficulties, and, adults in 
day care, schools and centres for 
those with severe learning 
disability on the basis of a local 
risk assessment.   

 
End of Life Care  

   

Cancer referrals 
 

Sign posting to General Practices 
patients with suspected underlying 
disease  

  

 
Palliative Care 

Implementation of Gold Standard 
Framework for all patients on the 
End of Life pathway in primary 
care  
 
Full assessment, care planning 
and care delivery for these 
patients and their families for up to 
12 months before death. 
 
Management of patients with Long 
Term conditions as part of the End 
of Life pathway. 
 
Response to patient needs at End 
of Life as per single point of 
contact protocol.   

Care delivery to patients and their 
families at the end of life, for up to 
12 months before death. 
 
Response to patient needs at End 
of Life as per single point of contact 
protocol.   

Specialist advice  to clinicians, 
patients and carers regarding 
management  

Prevention of    
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Hospital Admission  
 
 
Case Management  
- the delivery 
approach to case 
management will 
build upon the 
learning from LCH 
and LPCT Pro-active 
care pilot.  
 

 
Working with General Practice 
identify patients at risk of 
hospitalisation  
 
Liaising with General Practice 
review of patients post 
hospitalisation for non-elective 
admission ( this will be based upon 
patients age, known risk factors for 
hospital admission, urgent care 
dashboard and PARR++ risk) 
 
Case management of patients 
(supported by Health Trainer) 
identified as at risk of admission. 
Case management is defined as: 

 
 Assessment of patient 

need  
 Identification of risk  
 Liaison with MDT 
 Assessment of equipment 

needs and ordering as 
appropriate  

 Intervention to reduce risk 
of hospitalisation  

 Delivery of nursing 
interventions   

 Re-assessment of patient 
needs  

 
Delivery of care to patients 
requiring case management  

 
Link to ERT  
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 Development of patient led 
care plan with MDT  

 
 Emergency care plans for 

frequent users of NWAS   
IV Therapy  IV therapy  IV therapy   

 
 

Specialist advice from IV therapy 
team  
 
Blood Transfusions  

COPD Structured care of patients with 
COPD in line with agreed QiPP 
COPD pathway  
 

Structured care of patients with 
COPD in line with agreed QiPP 
COPD pathway  
 
 

COPD Specialist Team support 
(this is a new QiPP initiative with 
COPD specialist nurses supporting 
care provision within the 
community setting)   
 

Diabetes Administration of insulin to those 
housebound patients requiring 
support for administration 
 
Education for carers to support self 
care   

Signpost to General Practice as per 
Liverpool pathway. 

Delivery of X-pert patient 
programme by Specialist Nurses 
 
 

Blood pressure 
control 

Blood pressure recording for 
housebound population on nursing 
caseload as appropriate, and part 
of a clinical management plan   

  

Asthma Signpost to General Practice as 
per Liverpool pathway. 
 
Delivery of care to BTS guidelines 
for patients on caseload 
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Heart Failure Signpost to General Practice as 
per Liverpool pathway. 
 
Structured care of patients with 
Heart Failure in line with agreed 
Liverpool pathway  
 

Structured care of patients with 
Heart Failure in line with agreed 
Liverpool pathway  
 

Heart  Failure Specialist Nurses 
deliver care as per Heart Failure 
pathway 

Care of the Older 
Person  

   

 
Physical needs of 
patients with 
Dementia  

 
Working with General Practice and 
mental health provider identify the 
patients with moderate or severe 
dementia with a defined nursing 
need. 
 
Working with General Practice and 
mental health provider identify 
physical needs of carers with 
dementia. Specifically:   
 

 Referral for carers 
assessment  
 

 Signpost to other services 
e.g. General Practice, 
Voluntary Agencies  

  

 
General Nursing 
Activity  
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Basic Nursing Care  Basic nursing care to the 
housebound population identified 
as in need including:  
 
Assessment of patient/ carer need  
Identification of nursing need   
Delivery of nursing interventions   
Re-assessment of patient/carer 
needs  
Development of patient led care 
plan  
 
Key areas of work 
 

 Tissue Viability 
 Medication e.g. 

administration of IM 
medication  

 Bladder and bowel 
management 

 Nutritional support  
(excluding TPN) e.g. PEG 
feed 

 Falls 
  

As per Practice level over 24 hour 
period 

 

 
Wound care 
management  
 

 
Wound care for housebound and  
ambulatory population 

   
Specialist advice to clinicians from 
Skin team.  
 
Management of complex wounds   

 
Lymphodeama 
Management  

 
Assessment and management of 
lymphodema for housebound and 

 
 

 
Specialist advice to clinicians from 
skin team  
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 ambulatory population  
 

 
Administration of IM 
pharmaceutical 
interventions  
 

 
Ongoing administration of IM 
administrations to housebound 
within bounds of professional 
practice  

 
Ongoing administration of IM 
administrations to ambulatory 
patients within bounds of 
professional practice 

 

 
Ear Care  
 
 

 
Ear care for housebound and 
ambulatory population  

 
 

 

 
Test and 
investigations 
 

 
Phlebotomy to housebound 
patients on caseload, as 
appropriate (e.g. if conducted as 
part of visit for another 
intervention) 

 
  

 

Assessment of Falls 
 

Falls screening for all housebound 
patients on caseload as indicated 
post review of trigger factors  

  

Hospital at Home      
 
Support for patients 
post hospitalisation – 
including all 
reablement patients.  
 
This function will 
require nurses to 
work collaboratively 
with secondary care 
clinicians to actively 
discharge patients. It 

 
The key standards for delivery are 
referrals are contacted within 4 
hours of referral, and routine within 
24hours.  
(These standards will be 
sufficiently flexible to meet the 
needs of the patient e.g. same-day 
request for contacts) 
 
Patient to receive the following:  
 

  
Link to ERT services  
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will include 
understanding of the 
emerging hospital 
case management 
model of delivery.   

Assessment  
Care Plan initiated  
Assessment of equipment needs 
and organisation as appropriate  
Information and referral to MDT  
Intervention commenced  
Assessment of carer needs  
Assessment of social needs – 
referral made as appropriate  
 

Reablement 
(Intermediate care) 

Assessment of patients for 
reablement services and referral 
as appropriate  
 
Assessment of patients physical 
health needs and intervention as 
appropriate  

  

 
Bladder and bowel 
management 
 

 
Bowel management to patients, 
within nursing competencies, for 
patients referred by clinician.  
 

Bowel management to patients, 
within nursing competencies, for 
patients referred by clinician.  
 

Advise and support from 
Continence Team  

Catheter care  Insertion of catheters  
 
Intermittent catherisation 
 
Maintenance  and care for patients 
with catheters  

Insertion of catheters  
 
Intermittent catherisation 
 
Maintenance  and care for patients 
with catheters 

Advise and support from 
Continence Team 

Continence 
management  

Assessment of patients on 
caseload  
 
Management of housebound 
patients continence needs through 

Management of housebound 
patients continence needs 

Specialist advise and support to 
adult population 
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direct referral   
Nutritional support 
 

Assessment of Housebound 
patient needs  
 
Administration and monitoring of 
nutritional supplements supported 
by Dietetic service 
 
Prescribing of nutritional 
supplement 

 
Administration and monitoring of 
nutritional supplements   
 
Prescribing of nutritional 
supplement  

 

Pain management  Assessment of pain needs for all 
patients on caseload as indicated 
by review of trigger factors  
 
Prescription, administration and 
monitoring of pain relief as 
appropriate    

Assessment of pain needs for all 
patients  
 
Prescription, administration and 
monitoring of pain relief as 
appropriate    

 

 
 
Standards of care 
delivery  

   

Privacy and Dignity  All patients treated with dignity and 
privacy maintained at all times  

  

Patient 
communication  

All patients are communicated with 
in an appropriate and professional 
manner. Time is given to patients 
to understand their health needs  
 
Consent to treatment  

  

Carer communication  
 

Carers will be included, as 
appropriate, in communication with 
patients  
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Nurses will work with carers to 
support the delivery of patient led 
care including education of 
condition and intervention 
management.  
 

Record Keeping  As per NMC Code of Conduct 
 
All patient assessment and 
intervention documented on GP 
clinical system in line with local 
standards   
  

All clinically relevant patient 
assessment and intervention 
documented on GP clinical system 
in line with local standards  
 
As per NMC Code of Conduct 
  
 

 

Safeguarding Awareness of safeguarding issues 
in the care of adults and children in 
the community  
 
Delivery of care to LCH 
Safeguarding policy  
 

Awareness of safeguarding issues 
in the care of adults and children in 
the community  
 
Delivery of care to LCH 
Safeguarding policy  
 

 

Medicines 
Management 
 

All prescribing in line with agreed 
formulary.  
 
Dressing prescribing undertaken 
by nurse prescriber  

  

Relationships with 
primary care  

Recording information about 
patients between members of the 
extended primary healthcare team 
are agreed, transparent and made 
known to staff.   
 

  Appropriate participation in 

. 

Intellectual Property Rights – Liverpool PCT  

Adult Nursing Spec Draft 12  Page 20 
 



 

practice / neighbourhood meetings. 
 

Response to major 
incidents 
 

Participation in emergency 
response in event of major 
incidents – e.g. pandemic flu – 
with robust business continuity 
arrangements in place across 
Neighbourhood practices. 

  

Response to 
demand due to 
increased activity 
within whole health 
economy  

Participation in response to 
increased pressure in health 
economy e.g. secondary care 
reporting Red to PCT - with 
arrangements in place across 
practices to prioritise patient needs 
and resources. 

  

Use of Resources 
 
 

All Activity recorded  
 
Prescribing at team level  
 

Full participation in Productive 
community series 
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NMC (2006) Definition of Advanced Nursing Practice  
 
“Advanced nurse practitioners are highly experienced and educated members of the care team who are able to diagnose and treat 
your healthcare needs or refer you to an appropriate specialist if needed.” 
 
Advanced nurse practitioners are highly skilled nurses who can: 

 take a comprehensive patient history  

 carry out physical examinations  

 use their expert knowledge and clinical judgment to identify the potential diagnosis  

 refer patients for investigations where appropriate  

 make a final diagnosis  

 decide on and carry out treatment, including the prescribing of medicines, or refer patients to an appropriate specialist  

 use their extensive practice experience to plan and provide skilled and competent care to meet patient’s health and social 
care needs, involving other members of the health care team as appropriate  

 ensure the provision of continuity of care including follow-up visits  

 assess and evaluate, with patients, the effectiveness of the treatment and care provided and make changes as needed  

 work independently, although often as part of a health care team  

 provide leadership  

 make sure that each patient’s treatment and care is based on best practice  

 
 



KPI Summary Liverpool PCT

APPENDIX 2  - DRAFT KPIs 

KPI Description

Band A 
(100% of 
KPI value)

Band B 
(75% of 
KPI 
value)

Band C 
(50% of 
KPI 
value)

Comments

1.0 Access 35%

To ensure that patients with 
conditions that can be well 
managed in primary care receive 
the treatment they need from 
Community Nursing Services 
thus ensuring effective use of 
resources

Rate per 1000 hospital weighted neighbourhood 
population for admissions for a selection of ACS 
conditions (Angina, Asthma, Cellulites, COPD, CHF, 
Diabetes complications, ENT, Influenza and Pneumonia 
and convulsions and epilepsy) as primary diagnosis.

09/10 upper 
quartile 
(11.2)

09/10 65th 
percentile 
(12.0)

09/10 
Median 
(13.6)

This matches the KPI in the General Practice 
Specification.

2.1
> 65 Flu 
Uptake 5%

The % of patients >65 who have had a vaccination in 
the previous 12 months

09/10 upper 
quartile (>= 
77.0%)

09/10 65th 
percentile 
(>=74.9%)

09/10 
Median 
(>= 
73.0%)

This matches the KPI in the General Practice 
specification and will foster a joint apporach 
across primary / community health services.

2.2
< 65 at risk Flu 
Uptake 5%

The % of patients < 65 at risk who have had a flu 
vaccination in the previous 12 months. % of population 
with pneumoccocal vaccination 

09/10 upper 
quartile 
(>=53.1%)

09/10 65th 
percentile 
(>=51.9%)

09/10 
Median 
>=48.9%)

This matches the KPI in the General Practice 
specification and will foster a joint apporach 
across primary / community health services.

2.3
> 65 
pneumococcal 
vaccination

5.0%
To ensure porevention of 
pneumococcal virus and 
appropriate use of resources

The % of pateints > 65 who have had a pneumococcal 
vaccination ever

09/10 upper 
quartile 
(>=76.2%)

09/10 65th 
percentile 
(>=68.2%)

09/10 
Median 
>=59.9%)

3.0
Prescribing of 
dressings 10%

To ensure the cost effective use 
of resources 

A reduction on 10/11 outturn spend on dressings BNF 
chapter for any Liverpool PCT prescriber

-10% -7.50% -5%

4.0
Implementation 
Planning

40%

To ensure implementation of the 
agreed service model across 
each Neighbourhood in the city, 
with real involvement from all 
General Practices.

To co-produce Neighbourhood implementation plans 
with General Practice teams, setting out agreed actions 
with milestones which will ensure full implementation of 
the specification.  Each plan to be signed off by the 
relevant Shadow GP Commissioning Consortium.

100% of 
plans 
completed 
by end of 
Sept 2011

100% of 
plans 
completed 
by end of 
Oct 2011

100% of 
plans 
completed 
by end of 
Nov 2011

[Enter Provider Name]

To ensure prevention of influenza 
in patients and appropriate use of 
resources 

No Weighting
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SHADOW GP COMMISSIONING BOARD –  

TUESDAY 14TH JUNE 2011 
 

Title of Report Medicines Management Committee Prescribing Budget 
2011-12 

Reporting Officer / 
Lead GP 

Dr Tristan Elkin 

Contact Officer 
 

Peter Johnstone, General Manager 
Tel: 0151 296 7566 

Summary 
  

This report outlines two issues in relation to the 
prescribing budget for 2011/12 on which the Medicines 
Management committee require guidance from the 
Shadow GP Commissioning Board. 
 
The issues are –  
 
 Which model should be used to allocate the 

£90.04m prescribing budget to each practice and 
therefore each consortium? 

 
 How should the prescribing KPI be set for each 

practice? 
 

Recommendations That the PCT Shadow GP Commissioning Board 
o Agrees a methodology for allocation of the 

prescribing budget to practices. 
o Confirms how the prescribing KPI should be set 

for each practice as part of the Liverpool General 
Practice Specification 

 
Strategic Goal Gold Standard Primary Care 

 
Key Objective  Demand Management –  

To ensure effective use of the prescribing budget and 
make best use of resources across the system. 
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Risk implications and 
action taken 

That the budgets are not appropriate set at practice 
level, thereby leading to potential overspends and / or 
disengagement of practices in the delivery of the GP 
specification and achievement of prescribing targets. 
 
Actions taken – thoughtful consideration of how budgets 
are set, with leadership from each consortium. 
Prescribing action plan developed and agreed which 
sets out how savings can be tackled and overall quality 
improved. 
 

Resource 
Implications 

£90.04m budget.   
 

Legal issues None 
 

Relevant Standards 
or targets 

Patients admitted with a heart attack taking appropriate 
medicine (Royal Liverpool) 
Proportion of Patients who were prescribed a statin 95%
Proportion of Patents who were prescribed a beta-
blocker 95% 
Proportion of Patients who were prescribed aspirin 95% 
Proportion of Patients who were prescribed clopidogrel 
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General Practice Commissioning 
 

Medicines Management Committee 
 

Prescribing Budget 2011-12 
 
1. Purpose 
 
This report outlines two issues in relation to the prescribing budget for 
2011/12 on which the Medicines Management committee require guidance 
from the Shadow GP Commissioning Board. 
 
The issues are –  
 
 Which model should be used to allocate the £90.04m prescribing 

budget to each practice and therefore each consortium? 
 
 How should the prescribing KPI be set for each practice? 

 
 
 
2. Recommendations 
 
That the Board: 
 

o Agrees a methodology for allocation of the prescribing budget to 
practices. 

o Confirms how the prescribing KPI should be set for each practice as 
part of the Liverpool General Practice Specification 

 
3. Background 
 
As explained in the paper on budget setting, the responsibility of GP 
commissioners for managing the prescribing budget for 2011/12 is different to 
their responsibility for managing other parts of the commissioning budget.  
This is because 14% of the additional resource invested in the Liverpool 
General Practice specification is linked to practices effectively managing their 
prescribing budget.  As such, there are real consequences to practice 
performance. 
 
It is therefore imperative that budgets are set in a fair and transparent way at 
practice level, and that there is a clear rationale for achievement of this Key 
Performance Indicator. 
 
 



4. Setting prescribing budgets at practice level 
 
The Liverpool prescribing budget for 2011-12 has been set at £90.04M. The 
Medicines Management Committee has considered a number of methods to 
allocate the budget to individual practices and has identified two potential 
models. 
 
The models are: 
 

1. The budget is allocated directly to practices accorded to their weighted 
fair share. 

 
2. Each consortium is allocated a prescribing budget equal to the 2010-11 

out-turn plus 2.9%, a total Liverpool budget of £90.04M. This is then 
allocated to the practices in that consortium according to each 
practice’s weighted fair share. 

 
The 2010-11 budget was allocated based upon fair share and this approach 
is continued with the first model. The second model introduces a return to a 
degree of allocation based on historical out-turn. 
 
At consortium level the difference between the two models is: 
 
 
 Model 1 Model 2 Difference % 
Liverpool 
Central 
 

£41.96M £41.35M £600,000 Budget 
reduced by 
1.45% 

Matchworks 
 

£27.32M £27.86M £540,000 Budget 
increased by 
1.9% 

North 
 

£20.76M £20.82M £60,000 Budget 
increased by 
0.3% 

 
Selection of Allocation Model 
 
The Medicines Management Committee views a decision around fair share 
against historically based models as one that involves a consideration of a 
principle which needs to be debated by the Board. The Committee did not 
come to a consensus view and therefore does not make a recommendation 
to the Board. 
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5. Setting the prescribing KPI for each practice as part of the 
Liverpool General Practice Specification 

 
The GP specification sets out a number of key performance indicators (KPI), 
one of which is a requirement for practices keep prescribing costs within their 
allocated budget. 
 
2010-11 saw unusually high growth in prescribing costs and, for a sizeable 
proportion of practices, the current level of expenditure is substantially higher 
than the 2011-12 budget – See Appendix 1. 
 
In addition, although the prescribing budget received an uplift of 2.9% on 
2010-11 out turn, the GP specification introduces a number of measures that 
will increase the number of patients being treated. Although the Medicines 
Management Committee is supporting practices with a number of cost 
reduction measures, managing prescribing budgets will be a significant 
challenge for many practices. 
 
Movement to Budget 
 
The Medicines Management Committee recognises that achievable targets 
are required if practices are to be engaged in cost-management programmes. 
A number of practices are a considerable distance from target. 
 
The Committee believe that setting a movement to budget target may be 
necessary to overcome the barriers associated with budget setting. As a 
potential model, the practices whose 2010-11 expenditure is greater than the 
2011-12 budget would be expected to halve the difference by the end of the 
year in order to qualify for the KPI payment. 
 
If approved by the Board, the Medicines Management Committee will set a 
movement to budget target for the prescribing KPI. 
 
Peter Johnstone 
General Manager 
June 2011  
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