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CFF FAQs 

This document captures all questions that have been raised regarding CFF. 
Questions/queries that are of a similar theme have been grouped together 

This will be updated weekly or when a significant issue is raised. 

Please read the CFF foreword and the key guidance documents in the first instance, they 
are now on the CCG website and easy to access. If you have any further queries regarding 
CFF please email your query to  ENHCCG.localities1@nhs.net  Your questions and 
answers will then be added to FAQs document.  

The questions have been grouped into the same areas within the CFF metrics to enable 
practices to easily cross reference to the original documents and wording. 

1. Urgent and +75 
2. LTC 
3. Cancer 
4. Planned Care 
5. Engagement 
6. Other 

 

 

 

 

Version Control 
Version Date Areas updated 
1 02/06/17 First version 
2 05/06/17 All areas 
3 06/06.17 All areas inc updates from HB and RJ 
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1) Care Plans for frail patients: 

a. I note that a template care plan is to be provided for Ardens and that "separate 
arrangements for EmisWeb practices are to be confirmed". Please can you 
confirm these arrangements and confirm what specific details are expected to be 
included in a care plan as a minimum requirement; 

A: 
i) Separate arrangements 

Patients should be given a hand held care plan (e.g. My Health Management Plan), 
which should, as per the guidance notes, be printed and given to the patient or 
emailed to them. These are available on the CCG website. The templates are in 
addition needed for professional documentation relating to care planning and 
sharing with relevant other professionals.  

It is not expected that practices start again with identifying frail patients, but 
continue with existing EMIS templates and also use the avoiding unplanned 
admissions template.  EMIS practices will also need to ensure that they 
appropriately code frail patients using the following: 

• 2Jd.   | Frailty  
• 2Jd0. | Mild frailty  
• 2Jd1. | Moderate frailty  
• 2Jd2. | Severe frailty 

The purchase of Ardens has allowed the implementation of a systematic care 
planning tool to be progressed at a greater speed and reduced cost. 

EMIS practices will be provided with a more detailed list of what is required for 
each condition template and care plan once the care planning team has enabled 
the “My Health Management Plan” to be auto populated with S1 via the Ardens 
templates. We are also localising the templates to ensure they are fit for purpose.  

Once the READ codes for S1 have been established, then it will be possible to cross 
reference to EMIS codes. It is unlikely that this will occur before September 2017. 
Frail patients may have COPD/diabetes/Heart failure and these specific conditions 
have required care plans as part of the CFF metrics since 2014.  

 
 
 
 

Urgent and +75 
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ii) Specific Details 
 

Care plans will require different levels of information depending on; a) condition, b) 
patient requirements.  The CFF is relying on clinician’s using their local clinical 
knowledge and selecting the right patient who they believe will benefit from a co-
ordinated care plan to avoid unnecessary use of the acute hospital as this will save 
patients time and the system money over all.   
However, page 4 of the CFF 2017-19 Metrics does state: 
“Note: Care plan is expected to include as a minimum: 

• Medication Review 
• Discuss and record decision regarding explicit consent to share or opt out 
• Agreed measurable outcomes 
• Agreed escalation plan” 

As stated earlier, patients should have a hand held plan e.g. My Health Management 
Plan, and templates should be populated for professional records and sharing.  

 

b. Can you please confirm that payment is based solely on the production of a care 
plan, and not on the impact measures proving successful? 

A: For this year the focus is on the engagement with patients to begin care planning and 
payment is for those that have started the care plan process or have been given a care 
plan. In addition, patients with severe frailty should be referred to community services 
for case management, and be reviewed regularly in a practice based MDT with other 
relevant staff including community teams; those with moderate frailty should be 
referred to community services for ongoing care planning and case management; and 
those with mild frailty should be given the relevant literature and signposted to 
voluntary sector organisations as appropriate.,  

The expectation is that within the care planning process measurable outcomes are 
agreed between the clinician and patient such as weight loss or reduction in blood 
pressure. It is up to the clinician to complete the care plan with the patient including 
measurable outcomes and specific exacerbation plans.  Producing a care plan in 
isolation of the patient is not what is intended or being paid for. 

 
c. Is the requirement for the referral of patients to appropriate community teams 

for holistic assessment and ongoing care plans in addition to the patients 
identified as moderately or severely frail having a care plan produced by the 
practice, and if so, what is the payment for these patients being identified and 
referred? There appears to be no additional breakdown payment other than the 
amount for care plans produced in relation to frailty? 
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A: No this is not in addition.  

A comprehensive care planning discussion with patients should include the 
identification of appropriate community teams to support the patient to live well and 
manage their condition. 

d. It seems unclear what information is required on the monthly monitoring forms, 
how this specifically relates to the production of care plans for our frail patients, 
and on what basis agreement of achievement will be made?  

A: The monitoring form asks each practice to report on:  

i) Number of New care plans that meet the requirements above completed 
each month for Mild Frailty Score 

ii) Number of New care plans that meet the requirements above completed 
each month for Moderate Frailty Score 

iii) Number of New care plans that meet the requirements above completed 
each month for Severe Frailty Score 

Payment will be made against these numbers. 

 

2) GSF Meetings: Should a practice fail to meet the required number/regularity of such 
meetings, due to unavailability of other members of the community or 
multidisciplinary teams, will they be penalised at year end? 

A: The practice will not be penalised, but will be expected to evidence that 
circumstances were out of their control e.g. emails from other parties cancelling 
attendance. If this is a regular occurrence, the CCG should be notified so that the issue 
can be addressed with the provider.  
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1) Perhaps the least clear issue – for which we need the most extra guidance - is the 
“identify patients with multiple LTC who would benefit … from a … care plan” section. 
This is the one where we have to achieve 60% care plans for that self-identified group: 

 
a. We need to know how many patients should be in that group. Some confusion re 

what is the denominator i.e. 60% of what? Not sure who to target? 

A: This will depend on how many patients have been identified in your practice as 
having multiple LTCs that would benefit from the coordination and/or self-management 
aspects of a care plan. It is intended that these plans will be for patients who have not 
already been identified as frail, i.e. multiple LTCs but not meeting the frailty definition. 
The practice and local clinicians will be best placed to identify them. The aim is still to 
identify patients who will benefit from more integrated and co-ordinated care. 

NICE guidelines define multiple long term conditions as 2 or more long-term health 
conditions. 

It is expected that practices use a risk stratification tool or LTC review process to 
identify these patients that would benefit form a care plan. Examples might be a COPD 
patient who would be given the ‘My Health Management Plan’, the COPD supplement 
(agreed with the local respiratory teams) and the COPD self-management tool. These 
would be used in consultations with primary, community and acute care in relation to 
COPD and for the patient, including self-management plans and anticipatory planning 
for rescue medication/ exacerbation prevention and management. If the patient has 
other morbidities, these can also be captured in the ‘My Health Management Plan’.  

Some of these patients will have care plans for COPD/diabetes/Heart failure and these 
specific conditions have required care plans as part of the CF metrics since 2014. The 
aim of the “My Health Management Plan” is to combine these into one plan.  

b. Realistically most of them are likely to be in the severely frail group, for whom we 
are already going to be doing care plans under the frailty work. Can they confirm 
this is ok (we would effectively be paid twice for the same work). If not they need 
to give us a practical guide on who to include!! 

A: If the patient is frail and have multiple long term conditions then yes they are likely 
to be included in the frailty EFI list.  Practices will be paid the additional 40p for patients 
who are not on the EFI but may have specific LTCs  

It is expected that this will capture patients who are not frail but are at particular risk or 
have an unstable LTC, such as a patient who has been repeatedly admitted or attends 
A&E for diabetes, asthma, mental health problems.  

LTC 
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c. We are very unclear what makes a patient with a LTC "appropriate" for a care plan. 

We assume it is not every patient with COPD/Asthma/Mental Health/Child or 
Adolescent/CVD including Hypertension/LD/Carers. Please can clearer guidance be 
given re which patients we should be targeting? There are not specific disease care 
plans for 2 of the listed comorbidities - hypertension and AF. I have had a reply 
from Emily Byway to my query on this – she says use the generic “My Health 
Management Plan”. These 16 pages including power of attorney and DNAR 
discussions might be appropriate for a general frailty review, but hardly 
appropriate for a straightforward hypertensive plan! 

A:  i. Patients included in this section: 

The aim of the CFF is to select those patients who with early intervention in primary and 
community settings will avoid unnecessary acute care. It will require local clinical 
judgement to select the “appropriate” patients as practices know their patients the 
best.   

Please see answer above re patients at risk of admission or repeated attendance but 
not classed as frail. Frail patients care plans and payments is covered in the over 75s 
section, and patients with LTCs who are frail are excluded from the LTC section (as they 
are already covered).  

The CFF requirements for the LTC section are for patients with multiple LTCs, or a 
particularly brittle LTC who would benefit from the coordination and self-management 
approach of a care plan.  The metrics states suggested disease groups, but this is not a 
complete list of all Long Term conditions.  

ii. Care planning documents 

The “My Health Management Plan” is designed for those who have been identified as 
frail and/or have multiple LTC’s, or where the patient has one condition but no disease 
specific plan has been developed.  

The disease specific care plan documents developed are for patients with only 1 
condition.  

iii. Templates: 

As the My Health Management Plan is not yet available through Ardens we recommend 
using the “Future Care Plan” within the LTC template and the disease specific care plans 
(as these are in effect the supplements and not a complete care plan.) 
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d) If they have a “My Health Management Plan” for their frailty, do they still need 
individual disease specific plans for their comorbidities e.g. diabetic, CHD etc.? 

A: Page 7 of the CFF 2017-19 Metrics: 

“Note: If the patient has a care plan due to their frailty score, they are not expected to 
have a separate disease specific plan as detailed above” 

We recommend adding the disease specific supplements to the “My Health 
Management Plan” as per the guidance. 

2) Clarification on all templates provided by the CCG and what read codes are they 
required to do the searches against for the requirements to be met, predominately 
for EMIS practices 

 
A: The CCG has not provided any templates other than the word documents available on 
the website. The templates within Ardens will capture the data required for the care 
planning elements of the CFF.  
 
In line with previous years it is recommended that the following codes are used for 
patients with multiple LTC’s and/or provided with a frailty care plan:  

CTV3 (e.g. SystmOne)  
XaRB3 – Personal Care Plan offered 
XaRB2 – Personal Care Plan completed 
XaRB0 – Personal Care Plan declined 
XaRB1 – Review of Personal Care Plan 
 
5 Byte (e.g. EMIS, VISION)  
9NS5. - Personal care plan offered  
8CMF. -Offer of personal care plan accepted 
8IAe - Personal Care Plan declined 

 

Read codes for frailty are also listed above in the section on over 75s.  

There are a number of read codes available for care planning and the CCG are aiming to 
move to a simplified set of codes. To support this we would ask that practices inform us 
of the codes that are currently used so that a decision can be made regarding which 
specific codes should be used. 
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3) Improved access to children’s/Young Peoples MH services: Are patients identified as 
having attended A+E required to have a care plan produced? What is HPFT's 
role/requirements here? How is achievement of the requirements (to trigger payment 
to practices) actually going to be measured? 

A: This metric is aimed at identifying CYP who are attending A&E for MH issues that may 
not be in contact with HPFT services. Where the child/young person presents at A&E for 
a MH issue, the expectation is that the practice will identify if this person is suitable for 
CAMHS services and ensure that the referral is made.  

The metric requires practices to submit the number of patients that have attended A&E 
or had a non-elective admission for a MH issue in the quarter. 

The practice is then asked to report the number of these that they have looked at and 
referred to CAMHS, if not already known.  

This is how payment will be made – not on care plans that have been produced.  

Where the child/young person is known to CAMHS there is an expectation that the 
practice is made aware of the care plans in place and so the practice can read code 
accordingly. If the practice is not being made aware of a MH plan for the young person 
then the CCG would like to be made aware of this to ensure that communication 
channels are open across organisations involved in the care of the young person. 

4. Diabetes 

 a) Improvement in Diabetes 8 care processes: Is the NDA data for each practice now 
available? What data will be used to measure improvement? Is payment based on 
the activity or the outcome measure?  

 A:  2015-16 NDA data is available to all practices that participated and will be used as a 
baseline.  Practices will have received a report direct from the NDA in relation to 
their individual practice performance.  Measurement of improvement each year will 
be based upon a comparison of the previous audit and the latest available audit 
information.  The CCG will provide support to the 5% of practices who did not 
participate in the audit last year to gather baseline information. 

 b) Is payment based on the activity or the outcome measure? 

 A: Payment is based on percentage of overall care processes reported as completed.  
The aim is for each practice to look at their own performance and develop a practice 
specific improvement plan to improve all the care processes where they are below 
the National Standard. However as the NDA is to be included in Core GMS in the 
future it is expected that practices will make use of this data to support improved 
outcomes for patients. 
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 c) Diabetes 8 Care Processes data concerns – how are practices going to improve on 
the 8 care processes? 

 A: Practices should firstly ensure they are using the correct read codes to capture the 
data appropriately and should concentrate on the key areas where data collection is 
low.  Best practice information is available from Diabetes UK. Practices are 
encouraged to use the Diabetes Annual Practice Visits to work in an integrated way 
to inform and develop the practice based Diabetes improvement plan to deliver the 
8 care processes treatment target achievement rates. There are considerable 
benefits to a collaborative approach to patient care planning and educational 
opportunities to support practice staff. 

 d)  NDPP: Please clarify exact requirements to trigger payment. Is achievement based 
on the number of patients who actually attend/engage or on the practice 
identifying their suitability and providing information and offering a referral? Are 
there set targets in either case?  

 A Payment for 2016/17 was based on the target number of referrals made to the NDPP 
service as this service was not operational until later in the year and patients would 
not have converted to ‘Initial Assessments’ or been  recruited onto support groups. 
From April 2017 the target is based on the number of patients who have an ‘Initial 
Assessment’ carried out.   The providers are incentivised to recruit patient onto the 
programme following initial assessment. Targets have been sent to all practices, 
shared at locality meetings and can be viewed within the CFF supporting 
documentation.  Further updates on performance against target will be sent to 
practices shortly.   

5) Ardens has set up a search for those with 3 or more LTC and 6 or more LTC. We are 
going to cross reference the 6 and more LTC list with the frailty list. Any people on 
that list who have a frailty plan will not need an additional plan, so they can be 
covered that way - for us the money available for plans will cover our severely frail 
and a few of our moderates - we are then maxed out on the available funding. We 
can then have a look to see what the numbers look like and try to manage this. The 
issue, as discussed at last week's locality is that the funding for this aspect is only 
40p per patient and there is a question about how much work/how many people 
this will cover 

A: The amount of input required in assessing patients who have multiple LTCs but 
are not frail is considered much less that the resource required for frail patients.  
Funding for this element therefore reflects this.  Practices may take different 
approaches to the cohort of patients they wish to target. There are other sources of 
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funding for LTC case management such as DES payments for LD patients and the aim 
of this incentive was to help cover patients who do not fall into the “Frailty” 
category. 
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Cancer Screening 

1) Cancer screening: As per other areas, is payment linked to carrying out the outlined 
activity, or linked to the stated outcome measure? If the outcome measure, this may 
require the activity to be performed numerous times, making it impossible to decide if 
the allocated payment will fund the work involved. 

A: Yes the payment is linked to the outcome measure and a practice may choose to 
contact patients on more than one occasion.  However the target measure has been set 
sufficiently low to enable practices to achieve this without this becoming too onerous.  
Also Jay Smith from Cancer Research UK is a resource which practices are encouraged to 
use to help them to put in place efficient systems to improve uptake.  Contact details are 
included in the CFF Cancer Section. 

 

2) Cancer screening figures. The data is 1 yr. old. How do we know how we are doing 
unless we have more up to date data? Can we count patients who have refused 
screening on multiple occasions? 

A:  The targets calculated are based on August 2016 activity.  The CCG will be sending 
activity updates on a quarterly basis to enable practices to monitor progress.  Patients 
who have refused screening will not be captured in the reports and so will not count 
towards target delivery.   Jay Smith from Cancer Research UK is a resource which 
practices are encouraged to use as he can provide learning and motivation to staff 
undertaking tasks to encourage people to participate in screening.  Contact details are 
included in the CFF Cancer Section. 

 

3) I am looking for a template to support the individual case note review that feeds into 
this summary as per the CFF metrics:  ‘The referring/usual GP to undertake a case-
note review of all their newly diagnosed breast, colorectal, urological or 
gynaecological cancer patients.  

 
A: The template is provided in the supporting documentation.  Please see attachment 
2.5.s entitled Reflective Learning.  Please note we have now clarified this is for Cancer 
Case Note Review. 

  

Cancer 
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1) Knowledge and compliance with local pathways: Please confirm specifically how 
compliance will be certified for EMIS practices? 

A: EMIS practices are required to self-certify use of pathways via CCG website.   All CCG 
pathways and clinical policies are now on the CCG website, on the resources section. A 
letter went out this week with the details. The CCG asks that practices familiarise 
themselves with, manage and refer patients  in accordance with CCG policies and 
pathways where they exist. 

2) Increase e referrals: Again is there a sliding scale for payment? What is the target if 
end March 2017 position lies between 60-80% as this is not stated on the 
documentation circulated? 

A: For those between 60 – 80% an improvement of 10 percentage points is required up 
to the higher target of 80% overall. 
 

3) Medicines optimisation: We are concerned that the commitment to support ANY 
MEDICINES WASTE MANAGEMENT CAMPAIGN is extremely vague with no indication 
of what work may be involved at practice level, and would like more clarity re this.  

Practices are required to commit to supporting any medicines waste management 
campaign introduced by the CCG during 2017-18, this could encompass prescription 
durations, including  increased use of repeat dispensing(batch prescriptions), increased 
use of Electronic  Prescription  Service (EPS),and increased use of electronic repeat 
dispensing prescriptions (batch prescriptions). Engagement with other waste 
management initiatives agreed by the CCG’s Primary Care Medicines Management 
Group (PCMMG). The ideal of course would be a proactive waste management 
programme run by the practice which supports national and CCG initiatives.  

We would also want engagement with self-care OTC project – display of posters, display 
screens. PPG engagement re OTC. 

4) Prior approval: Does this relate only to applications we make from the practice? What 
if the hospital applies for a procedure and it is declined - are we penalised for this 
against the 90% target? Is there a sliding scale for payment? 

The CCG will use a variety of means to ascertain if practices are cooperating with prior 
approval and weight loss/ smoking cessation before surgery: 

• Practice participation in requests for prior approval for referrals needing prior 
approval at referral 

Planned Care 
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• Validation of information and trust audits of surgical procedures carried out to 
ascertain if prior approval was granted before surgery, and if the GP or consultant 
applied where appropriate, and if weight loss and smoking cessation advice and 
guidance was followed at the appropriate stages of the pathway (i.e. by trust and 
practice).  

 

If prior approval is applied for by GP or trust and is declined, and the procedure does not 
go ahead, then the trust/GP has complied with the policy. If practices are complying with 
processes, including referring in line with referral criteria then they will not be penalised 
if the trust does not subsequently comply (Trust non-compliance will be dealt with if 
necessary via the contract route).  
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1) I was looking at the recently circulated sheet about the £sd for engaging with the CFF. 
On this sheet it lists 12 localities and commissioning meetings, 12 PM meetings, 12 
prescribing forums.  36 meetings a year. Currently we only schedule 6 prescribing 
meets a year and so I have done the calculations on 30 meets a year. So for engaging 
everyone gets £118 per meeting. Then there is a variable payment of £0.35ppp which 
equals another £29 per meeting if you have 2500 patients but £175 if you have 15000 
registered.  Now I might not understand this clearly, and presumably have missed 
something glaring but, as presented, that seems hardly fair or equitable. It is not 
immediately clear why a larger practice, who may find it easier to free up staff to 
attend nearly 3 meetings a month, need 6x the fee to do that. The payment may 
actually cover other work not detailed on the modelling sheet which would be the 
flaw in my argument but if that is true I do not currently know any detail. However is 
a factor of 6x right?  Waiting to be corrected or am I right but everyone is happy? 

 

A:  The CCG gave careful consideration to all elements of the CFF funding including the 
allocation for Engagement, with representation from smaller practices that the 2016/17 
CFF engagement section favoured bigger practices     Whilst it is recognised smaller 
practices have less doctors to attend, larger practices have more  patients to care for 
and more people to disseminate information to.  The approach taken is a compromise 
to meet the needs of smaller and larger practices for this year and will be reviewed at 
the end of the year. It is considered that the current approach is the most equitable and 
will not be making any further changes this year. 

  

Engagement 
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Data Integration Programme 
 
1) One area that still concerns us is the requirement (as we understand it) to sign up 

to the "Information sharing protocol" in-order to qualify for the rest of the CFF. I 
think we last discussed this at the locality meeting on 22nd February. The 
document implies that the responsibility for the pseudonomization of the 
extracted data rests with the practices. At the meeting it was suggested that 
software would be supplied to enable this process. We are now being urged to sign 
the document and I have reservations about signing before we have a clear 
indication that the pseudonomization process will work. Has anyone else signed 
the document or do we have any further information about the processes 
involved? 

 

A: The Mede Pseudonymisation at Source (PaS) process is built into the extraction 
process, so does not require any intervention from the practice, and no data leaves 
the GP practice which includes identifiable data items. This process is now up and 
running in all 8 practices for Lower Lea Valley without any issues being raised. There 
was an initial problem at the start of the pilot project when the PaS process had not 
been run prior to the data leaving the practice but this was quickly reported by 
Mede, a breach declared and actions taken to avoid a repeat. This breach has not 
been repeated. 

Payments 

1) Is there a sliding scale for payment if it is based on the outcome measure? 

A sliding scale for payment has not been assumed for any part of the CFF.  It is 
expected that each practice will develop their practice specific development plans to 
meet the CFF target areas and to set trajectories against these throughout the year 
with the aim to hit targets identified.  Practices should concentrate on the areas 
where they are identified as low. 

  

 

Other 
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