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1. Clinical Leadership within East and North Herts CCGs 

 

Recognising the importance of local clinical leadership to ensure high quality, 

responsive and safe services for patients, all six localities have elected the GP 

leaders appointed.  There are established locality forums and an important 

element of the locality leadership role is to support all constituent member 

practices to actively engage to influence and inform the commissioning needs.  

Activities will include: 

 

 Working across practices to understand and compare markers of quality and 

how they contribute to health outcomes; 

 Sharing data and information to support improvements in quality; 

 Peer review, clinical audit and other action to promote quality improvement 

and understand development priorities across member practices; 

 Engaging patients and the public 

 Working collaboratively to address variability and service improvements. 
 
The framework will be led at a locality level by GP Leads, with management support from 
locality Managers and Associate Directors. 
 
 
 
2. Purpose of the Commissioning Framework 

 
The Commissioning framework is intended to facilitate member practices to 
improve health outcomes and reduce health inequalities and in particular to 
support the delivery of the CCG’s 9 ambitions.   
 
1. Living healthier lives for longer 
2. Supporting people with long term conditions 
3. Planning better end of life care 
4. Looking after frail and elderly patients 
5. Encouraging independent living 
6. Improving the emotional and mental health and wellbeing of children and 

young people. 
7. Early detection and better treatment of cancer 
8. Improving dementia care 
9. Ensuring physical and mental health services are given equal priority 
 
 
 

The commissioning framework is a key work stream to deliver the ambitions and 
links with other work streams such as the Enhanced Support to Care Homes and 
Scheme for over 75’s 
 
The NHS Outcomes Framework set out the goals and responsibilities for the NHS 
and the Commissioning Framework is the local delivery mechanism for the 
Outcomes Frameworks. 
 
https://www.gov.uk/government/publications/nhs-outcomes-framework-2014-to-2015 
and the NHS Constitution  
 

https://www.gov.uk/government/publications/nhs-outcomes-framework-2014-to-2015
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http://www.nhs.uk/choiceintheNHS/Rightsandpledges/NHSConstitution/Pages/Overvi
ew.aspx set out the goals and responsibilities for the NHS but the approaches for 
delivery will vary by CCG and ENHCCG has the freedom to develop local solutions.  
 
The CCG has also used benchmarking data such as Commissioning for Value to 
identify areas where we are an outlier. 
 
The framework has been in existence for two years, initially developed by locality 
forum and Long Term Condition Locality Leads.   
 
 
3. Main Components of the Commissioning Framework 
 
3.1 Engagement 
 
The commissioning framework is intended to facilitate engagement amongst 
member practices.  In order to receive payment the practice must: 

- Attend at least 80% of locality/TARGET meetings 

- Provide responses to all information requests (tied into LTC 

lead meeting and key points).  There will be a maximum of 

12 requests per year, for example requests from practices for 

contact details for leads such as dementia or diabetes. 

- Support development of nurse network by releasing practice 

nurses to attend locality nurse events/training. 

3.2 Achieving Financial Balance 
 
All localities are expected to play an active role in the ensuring that the CCG remains 
in financial balance.  The Commissioning Framework will provide £1 per registered 
patient if the locality is in financial balance at the end of the financial year.  Each 
practice will receive £1 per registered patient if the locality is in financial balance.   
 
 
3.3  Working to improve outcomes for patients with Long Term Conditions 
 
This framework aims to improve outcomes for frail elderly patients and those with 
Long Term Conditions through self-care and integrated care planning.  The proactive 
management of the frail elderly and patients with Long Term Conditions remains a 
commissioning priority for the CCG.  At a national level, LTCs represent 55% of GP 
appointments, 59% of Practice Nurse appointments, 68% of outpatient attendances, 
72% of inpatient bed days, 58% of A&E attendances, and 40% of calls to the 111 
service, so improvements will provide benefits across the health system. 
 
Healthcare acquired infections in particular C Diff remain a significant risk for the 
CCG.  Building on the audits undertaken in 2014/15 practice members will need to 
develop and monitor an action plan based on the findings of the audit to ensure that 
any learning is clearly understood and embedded.  They will also be required to 
introduce NICE key therapeutic topic relating to 3 day courses of antibiotics for 
uncomplicated UTI (women). 
 
Early diagnosis, prompt care and good outcomes for patients with cancer need to be 
improved.  The commissioning for value pack identifies that the CCG is an outlier 
with regards to rates of mortality from Breast and Colorectal Cancer, Breast and 
Bowel screening and survival rates at 1 year for Breast, Colorectal and Lung Cancer.  

http://www.nhs.uk/choiceintheNHS/Rightsandpledges/NHSConstitution/Pages/Overview.aspx
http://www.nhs.uk/choiceintheNHS/Rightsandpledges/NHSConstitution/Pages/Overview.aspx
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There is also significant variation in the rates of diagnosis following non elective 
admissions. 
 
Carers are an important part of the overall care and support provided to patients with 
LTCs.  The CCG recognises their invaluable input and wants to encourage practices 
to identify carers and identify a practice carer champion. 
 
 
4. Management of the ENHCCG Commissioning Framework  
 
The framework will be led at a locality level by GP Leads, with management support from 
locality Managers and Associate Directors. 
 
The achievement and payments will be made at a practice level, except for the element 
relating to financial balance that is measured on a locality basis.  The arrangements for 
payments will be developed by the GP Leads and the locality management team and 
provided for agreement by the Governing Body. 
 
Practices will be required to complete the monitoring form (Appendix A) on at least a 
quarterly basis.  The monitoring forms will be collated by the locality team who will 
provide a report on performance.  Practices will report progress through the locality 
structure, including practice visits as appropriate, and GP Board members will report 
locality progress to the CCG board on a quarterly basis. 
 
Locality meetings and practice visits will review practice performance against the 
Commissioning Framework and identify any remedial actions required. 
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5. Allocation of Finance 
 
The total available per registered patient under commissioning framework is £5.00; it is 
broken down in the table below. 
 
 

1. Engagement 
 

 Attendance at meetings, defined within Locality 
Terms of Reference 

 Responses to information requests within four 
weeks’ timeframe 

 Support practice nurse network. 
 

 
 

 
 
 
 

£1.00 
 

2. Achieving Financial Balance 
 

£1.00 

3. Working to improve outcomes of patients with LTCs.: 
 

a) Facilitating self-management and integrated 
care planning for patients with Long Term 
Conditions 

 
b) Proactive management of patients with long 

term conditions (LTC) by making use of multi-
disciplinary team working. 

 
c) Advanced care planning (ACP) undertaken to 

support patients’ decisions and choices which 
will facilitate high quality end of life (EOL) care. 

 
d) Safe and appropriate prescribing to support 

practitioners to adhere to the broad spectrum 
antibiotic guidance. 

 
e) Support improvements in line with CCG 

Ambitions for Carers 
 

f) Support improvements in line with CCG 
Ambitions for patients with Cancer 

 
 

 
 
 

£0.50 
 
 

£0.50 
 
 
 

£0.50 
 
 
 

£0.50 
 
 
 

£0.50 
 
 

£0.50 
 

Total  £5.00 
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6. Working to improve outcomes for the patients with Long Term Conditions 
 

A. Facilitating self-management and integrated care planning for patients 
with Long Term Conditions 

 

Overall Objective 
 
Practice implement a programme of regular reviews of their Long Term 
Condition QOF registers (specifically diabetes, COPD and Heart Failure) to 
identify patients with whom self-management and integrated health planning 
should be completed.  Practices are able to continue with the plans already in 
place for patients reviewing as appropriate. 
 

Items to be monitored 
 
At least once a year practices to develop a COPD action plan focusing on the 
practice’s performance with regard to COPD, in particular prevalence and 
emergency admissions. 
 
Action plan could include items related to examples below (this is not an exclusive 
list): 

 case-finding/prevalence work 

 cost-effective prescribing choices 

 review of all COPD admissions. 
 

 
Action plan to be developed in either quarter 1 or quarter 2 and shared with locality 
LTC lead. 
 
The CCG will provide support to practices with the development action plan if 
needed. 
 

Accredited spirometry Training (standardised protocol) is accessed by at least 1 
practice nurse.  Evidence of the training and protocol being disseminated throughout 
the practice, across all staff groups. 
 
A calibrated spirometry machine is available for use, and evidence that is used. 
 

Personalised Care Plan offered to patients with a LTC (those with any/all of the 3 
diagnoses noted below) and in place for 50% of patients with: 

 Diabetes  - all type 2 

 COPD – all  

 Heart Failure - all 
 
This can include the care plans already in place for patients and include a self- 
management/action plan for patients e.g. Admission Avoidance care plan; care plan 
following diabetic review. A READ code will be added to the clinical notes to indicate 
personal health planning. 
 
The CCG will provide support to practices with the development plans if needed. See 
Appendix I 
 

In relation to this element of the Commissioning Framework the desired outcome is a 
reduction in A&E attendance and rates of non-elective admissions relating to COPD.  
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B. Proactive management of patients with long term conditions (LTC) by 
making use of multi-disciplinary team working. 
 

Overall Objective 
 
The practice will: 

 Ensure appropriate screening of patients with Long Term Conditions. 

 Undertake multi-disciplinary meetings to review vulnerable patients at 
high risk 

 

Items to be monitored 
 
Patients diagnosed with a Long Term Condition will be screened for 
anxiety/depression.  
 
Where indicated, patients will be referred to the Enhanced Primary Care Mental 
Health / IAPT Long Term Condition services, anticipated referral rate of least 15% of 
practice population.  A READ code will be added to the clinical notes to indicate 
screening and referral as appropriate. 
 
Note: examples of LTC are patients with COPD, stroke, rheumatoid arthritis, heart 
failure, diabetes, dementia and cardio vascular disease,  
 
Note: Monitoring of practice referral rates will be made via performance received by 
the CCG directly from IAPT services. 
 
See Appendix B 
 

Practice hold an annual diabetes review meeting with the community diabetes team. 
Practice undertake pre visit questionnaire (Appendix C) to prepare for the visit.   
 
At the end of the visit a diabetes action plan will be agreed to implement any 
recommendations. (Appendix C) 
 
The plan will be made available to the locality LTC lead.  Outcomes and lessons 
learnt to be shared within a locality meeting. 
 
The CCG will provide support to practices with the preparation for the visit and 
implemented agreed actions. 
 
See Appendix C 
 

 
In relation to this element of the Commissioning Framework the desired outcome is a 
reduction in A&E attendance and rates of non-elective admissions relating to 
Diabetes.  
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C. Advanced care planning (ACP) is initiated to support patients’ decisions 
and choices which will facilitate high quality end of life (EOL) care. 
 
The statistics regarding end of life care have been reviewed in order to improve the 
provision of EOL care.  About 1% of the population die each year: 85% of deaths 
occur in people over 65 and 75% of deaths are from non-cancer conditions. 
The RCGP provides guidance for practice teams to identify their 1% via  
http://www.goldstandardsframework.org.uk/cd-
content/uploads/files/Primary%20Care/RCGP%20Matters%20of%20Life%20Death%
20-%20Jul12.pdf 

Overall Objective 
 
Each practice is required to undertake an ACP for 0.75% of their practice 
population.  (For example, a list size of 5K population should be able to 
identify 37 patients)  
 
Identifying those patients who may be nearing the end of life is the important first 
step for practices in each locality.  Evidence suggests that, if patients are identified 
and included on the ACP register, then they are more likely to receive proactive, 
well-coordinated care.  At a national level, about 60–70% of people do not die where 
they choose.  Only 35% are home deaths (18% home, 17% care home) and 54% die 
in hospital. 
 

Items to be measured 
 
Advanced Care Planning is undertaken for 0.75% of the practice population.  A 
READ code will be added to the clinical notes to indicate Advanced Care Planning 
initiated or otherwise indicated. 
 
The CCG will provide support to practices with the implementation for ACP.  
 
See appendices D, DD, E and F  

The Post Death Audit is required to identify any gap in service provision that means 
the community is better supported to allow people to achieve their preferred place of 
death. 
 
A Post Death Audit (PDA) is completed for all practice deaths where appropriate.  A 
review of deaths will be undertaken at the monthly multi-disciplinary review meeting.  
The completed PDA will be submitted quarterly via the locality team, for review by 
the EOL GP clinical commissioning lead or Locality or LTC lead, to support practice 
learning. 
 
See appendix G 

 
In relation to this element of the Commissioning Framework the desired outcome is 
an increase in rates of deaths in the expected place of death. 
 
  

http://www.goldstandardsframework.org.uk/cd-content/uploads/files/Primary%20Care/RCGP%20Matters%20of%20Life%20Death%20-%20Jul12.pdf
http://www.goldstandardsframework.org.uk/cd-content/uploads/files/Primary%20Care/RCGP%20Matters%20of%20Life%20Death%20-%20Jul12.pdf
http://www.goldstandardsframework.org.uk/cd-content/uploads/files/Primary%20Care/RCGP%20Matters%20of%20Life%20Death%20-%20Jul12.pdf
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D. Safe and appropriate prescribing to support practitioners to adhere to the 
broad spectrum antibiotic guidance. 
 

Items to be monitored 
 
Antibiotic Prescribing 
 
The practice will be required to develop and review the action plan by end of quarter 
2 to follow up the baseline and re-audit undertaken in 2014/15 for the areas of 
Cephalosporins, Co-amoxiclav and Quinolones. 
 
3 day courses of antibiotics for uncomplicated UTI (women)  
 
Practices should by means of an audit review and where appropriate, revise current 
prescribing practice to ensure that 3 day courses of antibiotics are prescribed where 
appropriate, in line with CCG prescribing guidance. 
 
All practices should review women with uncomplicated UTI who have been treated. 
See Appendix J. 
 
Note: Definition of uncomplicated UTI for this audit is; infection in a non-pregnant 
woman with a normal urinary tract and normal renal function. 
 
Below is the inclusion and exclusion criteria for the audit: 
Inclusion Criteria 

Any woman: 
1. From the age of 14 with a diagnosis of Urinary tract infection  

2. With mild symptoms who has been given a delayed prescription 

Exclusion Criteria 
Any woman: 
1. with abnormal renal function or an abnormal renal tract  

2. who is pregnant 

3. who is currently catheterized 

 
The link to the NICE KTT can be found at the following link which gives further links to 

the PHE guidance - https://www.nice.org.uk/advice/ktt10 (Please note this is a key 

therapeutic topic and not formal NICE guidance) and further information on the 

treatment of UTI in women can be found in both the PHE guidance - 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/377509

/PHE_Primary_Care_guidance_14_11_14.pdf and CKS - 

http://cks.nice.org.uk/urinary-tract-infection-lower-women#!scenario .  

 

CCG guidelines are currently being updated but the current version can be found on: 

http://www.enhertsccg.nhs.uk/sites/default/files/Pharmacy/Local_Decisions/Herts%20

guidelines%20Nov%2014%20v1%20FINAL_0.pdf 

 
The CCG will provide support to practices with the development action plan and 
review women with uncomplicated UTI. 
 

  

https://www.nice.org.uk/advice/ktt10
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/377509/PHE_Primary_Care_guidance_14_11_14.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/377509/PHE_Primary_Care_guidance_14_11_14.pdf
http://cks.nice.org.uk/urinary-tract-infection-lower-women#!scenario
http://www.enhertsccg.nhs.uk/sites/default/files/Pharmacy/Local_Decisions/Herts%20guidelines%20Nov%2014%20v1%20FINAL_0.pdf
http://www.enhertsccg.nhs.uk/sites/default/files/Pharmacy/Local_Decisions/Herts%20guidelines%20Nov%2014%20v1%20FINAL_0.pdf
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E. Support improvements in line with CCG Ambitions for Carers  
 

Overall Objective 
 
It is widely recognised that Carers are the largest source of care and support in 
each area of the UK. Taking on caring can have a huge impact on an 
individual’s health and wellbeing. Whilst their care and support can often mean 
their cared for can remain in the community, carers themselves often 
experience financial difficulties and health inequalities as a direct result of their 
caring role. Carers providing high levels of care are at 23% higher risk of 
stroke. The financial consequences of caring can include cutting back on 
buying food (52% of carers) and having difficulty paying utility bills (74%). 
Locally, 47% of 337 carers surveyed in Hertfordshire reported suffering from 
depression, whilst 14% reported actual physical injury/assault or threat of it 
from their cared for 
 

Items to be monitored 
 
Practices must  

 Identify a Carer Champion by the end of quarter 2 

 Identify carers 

 Add those identified to the practice system and register, with the aim of having 
3% of the practice population identified and added to the register. 

 Signpost and offer access to support to carers, e.g. Crossroads and Carers in 
Herts. 
 

The CCG will provide support to practice carer leads, with this element of the 
Commissioning Framework. 
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F. Support improvements in line with CCG Ambitions for patients with Cancer 
 

Overall Objective 
 
Reviews of CCG data and Commissioning for Value packs identified mortality 
and admissions relating to Cancer as an area of poor performance for the CCG. 
For example high rates of mortality from Breast and Colorectal Cancer, low 
rates for Breast and Bowel screening, low rates of survival at 1 year for Breast, 
Colorectal and Lung Cancer. 
 

Items to be monitored 
 
Practices must  

 Actively participate in Public Health and Strategic Clinical Network campaigns 
that seek to increase awareness of cancer. 

 Review all cancer diagnoses made during emergency/unplanned admission to 
identify lessons learnt.  

 Review all new cancer diagnosis for bowel, lung, gynaecology and breast: 
1. Is there any evidence of delay between first presentation and referral? If 

so: 
a) Please provide details 
b) Identify how this could have been avoided. 

2. Was the patient referred under the two week wait rule? 
 

Quarterly report provided to the CCG See Appendix K 
 
All returns will be reviewed by cancer lead and feedback to the LTC lead and locality. 
 

 
 


