
Consolidated Funding Framework 2017-18  
 
Briefing on approach  
 
We are investing £5.9million into Primary care and general practice because they are at the heart of 
the health and care system; they know their patients and they also know how local services could be 
co-ordinated better. This CFF funding is intended to be invested in extra capacity in each locality to 
focus on anticipating care needs for selected patients to reduce clinically unnecessary use of A&E 
and hospital services - where nearly 60% of CCG funds are spent. 
 
The CFF has 6 sections, 4 clinical and 2 non clinical. 

1) 75+ patients/Urgent Care  
2) Long Term Care (LTC) patients 
3) Cancer patients 
4) Planned Care 
5) Engagement 
6) Financial Balance 

 
The CFF investment is intended as a catalyst for primary care led personalised care for patients who 
frequently use services and who have multiple co-morbidity or complex care needs.  
 
The aim is to use different sources of information (risk stratification, Electronic Frailty Index EFI, 
professional opinion and patient/carer opinion) to select patients who would benefit from a well-
structured self-care plan or professional care plan. Our biggest challenge across the NHS, but 
especially in general practice, is the growth in demand and pressure from the increasing workload of 
elderly patients with multiple co-morbidities. The CFF aims to incentivise general practice to identify 
the right patients for care plans and then develop or ensure a care plan is developed around the 
most vulnerable patients especially those seen as having a ‘rising’ need where a little support that is 
well co-ordinated will go a long way. 
 
Patient Identification: Selecting the right patients is the key first step 
It is up to the practice to use their own resources, knowledge and experience to identify the right 
patients ‘at risk’ of both acute admission, but those with ‘growing needs’. The CCG will supply ‘risk 
stratification’ data which is practice specific and will allow the practices to identify patients for 
review. This data will only give part of the picture; the practice should also use the EFI scores and 
QoF/LTC data as well as local intelligence to select the patients for each type of care plan and 
prioritise the order they get seen for their care plan. 
 
Care Plans: 
It is not expected that all frailty patients will have care plans especially if seemed to be at ‘low risk’ 
of admission. The aim is to select those patients that will benefit most from more focused care, 
which may be ‘self’ care with My Care Plan MCP or a well co-ordinated professional care plan. Each 
practice will have a different mix of numbers of each type of care plan which they claim for.  This 
case mix should reflect your practice population which will include care home and house bound 
patients.  
  



Below are examples of the types and groups of patients who could benefit from anticipatory care 
are: 
 
A+E – frequent attenders known to the practice – from risk satisfaction, CAMHS mental health 
attenders liaising with RAID team,  opportunity for minor illness and  out of  hours attenders who 
could be seen in hours. The expectation is that patients with care plans will have agreed escalation / 
exacerbation plans 24/7 for ‘what if’ actions. The aim is to reduce A&E activity by 2% over  the year 
or on average 3 attendees per week per practice reduction. 
 
Non Elective Admissions 
Focus on patients where anticipatory care could avoid emergency admissions or attendances, where 
the patient would benefit from more coordinated and personalised care, supported self 
management,  anticipatory planning, and/or where ceilings of care discussions may be beneficial. 
Examples might be  respiratory illnesses, COPD, Pneumonia, as well as falls, UTI, blocked catheters 
and failure to comply with medication or those “at risk” with dementia or lack of social support. 
Focus on providing early interventions in the right place based care – home and residential. It is 
essential to  agree who is care lead and have an agreed care plan, agreed record sharing,  agreed 
exacerbation plan on 24/7 basis. 
 

1) CFF 75+ /Urgent Care £3  – GSF/MDT meetings – payment (25p per patient) This is for the  
practice to support time and effort required for these vital MDT meetings. It is up to the 
practice and professional colleagues to identify right patients for full MDT review – EOL plus 
complex multi-agency patients likely to be EFI severe but not exclusively. 

 
2) LTC – major focus on unstable patients, and diabetes’s because of rising prevalence. Type 2 

is preventable and better care (eg 8 care processes) can prevent serious complications so we 
need the whole system to be focused on the pre-diabetics and diabetics  

 
NDPP – pre-diabetic population.  CCG will continue to review practice targets but the main aim for 
CFF payment is to fund effort to identify pre-diabetic patients most likely to benefit from NDPP 
referral and programme. We only have a small number of places (3,000) available compared to ‘at 
risk’ group of 50,000. Therefore it will pay dividends to spend more time to find most suitable 
patients who will get more out of NDPP programme. There is strong evidence that nutrition and 
exercise can reverse type 2 diabetes in some patients – the challenge is to identify the right ones. 
 
8 care processes and NDA.  Each practice should have their own profile of the 8 care processes from 
the NDA. The aim is to have a practice based improvement plan for those areas currently under 60% 
for a care process. This is intended to support overall improvement of consistency of best practice 
especially in reducing variations between patients and practices. 
 
Disease specific care plans (40p) this is intended to fund the practice for care planning for patients 
and carers who are not 75+ or do not fit into EFI frailty category. The aim is to use local discretion 
and judgement to select patients who would benefit from a pro-active care plan that may be disease 
or condition specific. The intension is to support overall improvements in consistency of best 
practice in disease specific pathway management especially in reducing variations between patients 
and practices. For an average practice of 10,000 patients this would be a pot of £4000. The CCG is 
not in a position to identify the best cohort, we have suggested some categories and conditions as 
priorities. We are not saying LD (which GMS already funds £140 for a care plan) or carers are 
diseases but categories of patients that may benefit from better personalised and co-ordinated care. 
The risk stratification tool may identify some patients using a lot of services who do not fit the 
75+/urgent care profile. 



CAMHS - adolescents and children who frequently attend A+E and have many admissions. The aim 
here is to focus on those with mental health conditions who would benefit from a named care co-
ordinator and detailed care plan. HPFT already have services and a team focusing on this cohort 
(funded by CQUIN money) but we want the CFF to help general practice to link services and patients 
to break the cycle A&E / NEL admissions. 
 
It is NOT expected that ALL cases identified through the CFF will be managed by primary care 
clinicians. The expectation is that there is a local agreement between the clinicians and patient  as to 
who is best placed to be the named care co-ordinator and which service the patient will be managed 
by. 
 

3) Cancer : The focus here is improvement in early detection and diagnosis to improve clinical 
outcomes. This is not about demand management but quality improvement by focusing on 
outlying practice around screening up take and pathway management in line with national 
standards for access to diagnostics and treatment. 

4) Planned Care : This is about reducing variations between practices and clinicians on rates of 
referral as well as compliance with CCG guidance on low priority treatment, locally agreed  
cost-effective pathways, and prior approval.  One key element of the planned care CFF 
section is medicines management which will tie together LTC and 75+ patients with 
polypharmacy and personalised care planning which will include regular medication reviews.  

 
5) Engagement: 

Quarterly commission meetings (attend 3 out of 4) intend for each practice to send a representative 
to give practice views on key issues for commissioning agenda. This will allow practices to inform 
commissioning and gain insight into decisions. Payment is mixed to allow flexibility in who attends 
which meeting. 
 
Data sharing: 
GP data extraction: Medeanalytics. Piloted in Lower Lea Valley where practice data is extracted 
automatically in psuedonymised way. The CCG or any other organisation cannot see patient details. 
This process has been signed off by NHS Digital and ICO. We will be the first in the country to 
combine primary care data with social care and all other NHS data to give richer and therefore more 
informative risk stratification. The templates and reporting to practices will be developed during 
quarter one. In the meantime existing risk stratification data will be used. 
 
Record sharing: 
This is not mandatory but now based on explicit consent with patients during care planning 
discussions. This is the safest way for both patient and professional to have an informed discussion. 
 

6) Financial Balance : Clearly this is one key metric and the actions above in the CFF are 
intended to improve our overall care as a system targeted at the right patients and still live 
within the financial budget we have been allocated.  

 
The CFF impact will be reviewed after September 2017 for the CCG Governing Body to consider in 
December 2017 continued investment in the CFF for 2018/19  
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