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MEETING of the GOVERNING BODY

held in public
Wednesday 24 October 2012
1.00 pm
Bridestone Suite, Congleton Town Hall, High Street, Congleton, CW12 1BN
Chair: Dr Paul Bowen

AGENDA
12:30
13:00

Arrival and Coffee
1.

PRELIMINARY BUSINESS

1.1

Welcome and opening remarks from Chair

Paul Bowen

1.2

Apologies for absence

Paul Bowen

1.3

Declaration of any relevant interests

All

1.4

Minutes of Previous Meeting

All

1.5

Matters arising from the Minutes

All

13:25

1.6

Response to questions from the public

All

13:40

2.

ITEMS FOR DISCUSSION

2.1

Knutsford Healthcare Programme

13:55

2.2

14:10

2.3

14:25

2.4

14:40

2.5

Cheshire East Joint Strategic Needs
Assessment Update
Cheshire East Joint Health & Wellbeing
Strategy for the population of Cheshire
East 2013–14
Mid-year progress report on the Clinical
Commissioning Strategy 2012
NHS Eastern Cheshire Clinical
Commissioning Group Organisational

13:10

Paper attached
To agree

Dr Patrick
Kearns
Andy Bacon
Dr Julie Sin

Paper attached
To approve

Lucia Scally
Guy Kilminster

Paper attached
To approve

Jacki Wilkes

Paper attached
For information

Matthew
Cunningham

Paper attached
To approve

Paper attached
For information
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Development Plan updated
14:50

15:00

15:10

2.6

3.

NHS Eastern Cheshire Clinical
Communication and Engagement Strategy
& Eastern Cheshire Community
HealthVoice Update
STANDING ITEMS

3.1

Finance and Performance Report

3.2

Sub Committee Minutes for information

3.3
15:20

Bill Swann

Alex Mitchell

Paper attached
To approve
strategy and
note report

Paper
For information

3.2.1

Governance and Audit Committee

None on this
occasion

3.2.2

Remuneration Committee

None on this
occasion

3.2.3

Clinical Quality & Performance
Dashboard and Committee Meeting
Minutes 19 September 2012

James Milligan

Advisory Committees – verbal reports
3.3.1
3.3.2

15:30

Matthew
Cunningham

ECCCG Locality Management
Meeting
Clinical Forum

3.3.3

Eastern Cheshire Community Health
Voice

3.3.4

Eastern Cheshire Partnership Board

Paper and
Minutes
attached
For information

None on this
occasion
Paul Bowen

Verbal

Matthew
Cunningham
Bill Swann

Verbal
None on this
occasion

CLOSE OF MEETING

DATE AND TIME OF NEXT MEETING:
Wednesday 30 January 2013 1.00 – 3.30pm
The Festival Hall, Talbot Road, Alderley Edge, Cheshire, SK9 7HR
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MEETING OF THE GOVERNING BODY held in public
Wednesday 25 September 2012
Tytherington Club, Macclesfield

Unconfirmed MINUTES
PRESENT
Paul Bowen
Bill Swann
Andy Coley
Mike Clark
Graham Duce
Gerry Gray
Jerry Hawker
Julia Huddart
Ian Hulme
Melanie Lyman
James Milligan
Alex Mitchell
Sallye Rogers
IN ATTENDANCE

GP Chair
Lay Member (Patient & Public Involvement)
Executive GP
Executive GP
Executive GP
Lay member (Governance)
Chief Officer
Executive GP, Clinical Development Team Lead
Executive GP
Executive Practice Manager
Executive GP, Business Management Team Lead
Director of Finance & Governance
Registered Nurse Member

Matthew Cunningham
Hazel Burgess
Samantha Nicol
Janet Kenyon

PRESENT
PRESENT
PRESENT
PRESENT
apologies
apologies
PRESENT
apologies
PRESENT
PRESENT
PRESENT
PRESENT
PRESENT

Corporate Services Manager
Note taker
Programme Director, Integrated Care Programme (for item 2.3)
Prescribing Support Team Manager, Eastern, South and Vale Royal
CCGs

Members of the public
1.

PRELIMINARY BUSINESS

1.1

Welcome and Introductions from Chair
The Chair welcomed the members of the public who were present. He underlined
that the meeting of the ECCCG Governing Body was a meeting held in public, not
a public meeting. The wish is to ensure the public will have an opportunity to
speak at future meetings, having raised questions in advance. Public engagement
events to be held throughout Eastern Cheshire are being planned.

1.2

Apologies for absence were received from Gill Boston, Gerry Gray and Julia
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Huddart.
1.3

Declaration of any relevant interests - No new interests, or interests in relation
to any item on the agenda, were declared.

1.4

Minutes of the previous meeting on 11 July 2012 were agreed as an accurate
record.

1.5

Matters arising from the Minutes of the previous meeting
Item 2.1 – appointment to key roles in the CCG - Following interviews,
appointments have been made:
Accountable Officer – Jerry Hawker
Chief Financial Officer – Alex Mitchell
Governing Body Lay member (Governance) – Gerard Gray
Governing Body Lay member (Patient and Public Involvement) – Bill Swann
Governing Body Registered Nurse member – Sally Rogers
There has not yet been an appointment to the role of Governing Body Secondary
Care Doctor member.

1.6

Response to questions from the public
No questions had been submitted in advance; Paul Bowen told the members of
the public present in the room that there would be an opportunity for an informal
Question and Answer session at the end of the meeting on this occasion.

2

ITEMS FOR DISCUSSION

2.1

Authorisation process
All clinical commissioning groups (CCGs) must undergo ‘authorisation’ before they
can become statutory bodies. Jerry Hawker told the meeting that the
Department of Health hopes all CCGs will be authorised by April 2013, and he
outlined the process:
1. Assessment by North of England Strategic Health Authority (SHA) of
whether the CCG covers an appropriate geographic area. The SHA has
confirmed this is appropriate in terms of geographic area.
2. 306o stakeholder survey – all partners and stakeholders of CCGs are asked
to provide views on how they feel the CCG is developing. 45 different
organisations including East Cheshire NHS Trust, Cheshire East Council and
NHS Eastern Cheshire CCG’s (ECCCG’s) 23 member practices were
approached to provide feedback on the CCG. There was a 93% response
rate with an overall very positive report and wide support.
3. Requirement to submit a wide range of documentation - in order to
demonstrate how the CCG will effectively and efficiently manage services,
how it will be clinically led, and how it will engage with patients,
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stakeholders and communities. In excess of 100 documents were
submitted for assessment in this part of the process.
4. Panel Interview - A panel of experts will review the progress made by the
CCG and a decision will be taken on whether the CCG will be ‘authorised’
or ‘authorised with conditions’. NHS Eastern Cheshire CCG’s formal
assessment will take place on 18 October 2012 and the outcome will be
known approximately six weeks afterwards. It is expected that the CCG’s
authorisation status can be confirmed at the November meeting of the
Governing Body.
5. Constitution – The CCG must have a robust Constitution, as further
described in the next item.
2.2

CCG Constitution
Jerry Hawker advised the governing body that every CCG is required to develop a
constitution, setting out its relationship with its member practices, the
governance structure of the organisation, its statutory duties, its duties to provide
and commission health services, and how it will engage with the public. ECCCG’s
Constitution is based on a model document, and has been tailored.
All 23 member practices have been actively engaged in the development of the
Constitution and at the Locality Management Meeting on the 5th October 2012,
all practices confirmed their agreement to the Constitution.
Two changes were agreed:
Page 23 - 5.2.8 (c) change to ‘ensuring patients are provided with relevant
information so they are able to make choices with the support of their practices’
Page 39 - 7.7.2 – The Director of Finance and Governance ... remove ‘be able to’
so that the point reads - ‘ will advise the Governing Body on the effective,
efficient and economic use of its allocation....’
In answer to a query there was clarification of 5.2.10 (c) on page 24 that it is
intended that the local population has access both to new research projects and
the results of the projects. Along with East Cheshire NHS Trust, ECCCG has joined
the Manchester Academic Network so that if they wish, people in Eastern
Cheshire can benefit from the results of research projects, and have the
opportunity to become involved in them if they wish.
With the proviso of the making of the changes noted above, and correction of
remaining typographical errors, the Governing body approved the NHS Eastern
Cheshire CCG Constitution.
Proposed by Mike Clark, seconded by Bill Swann.

2.3

Developing a Memorandum of Understanding (MOU) for the Eastern Cheshire
Integrated Care Programme
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Samantha Nicol, Director of the Integrated Care Programme, introduced herself
and told the meeting that the integrated care programme is aimed at
transforming the delivery of health and social care to meet the needs of the everageing local population, particularly given that public resources are unlikely to
grow. Remaining true to the NHS founding principles of free care at the point of
delivery, there is a need to:
•
•

•
•
•

better understand current health and social care needs of the local
population and its likely future needs
engage with staff from health and social care organisations to
o use their skills to meet the needs of the local population
o work more closely together, developing processes to support
multi-disciplinary, multi-organisation teams
establish self care and consistency of care
reduce duplication and waste
reduce unnecessary use of specialised services.

The paper presented to the meeting outlined the scope of the Memorandum of
Understanding (MOU) for the Integrated Care Programme, for signature by
partner organisations. There were questions about the paper.
Questions were raised and answered.
Q: Timescale for signature of the MOU? : Work has been underway since May and
it is expected that the final MOU will be presented to the governing body of
partner organisations by December 2012.
Q: Legal standing of the MOU? : It was confirmed that an MOU is not a legally
binding document. Jerry Hawker said that the Integrated Care Programme is
around the relationship between healthcare providers and putting the patient at
the heart of their work. Paul Bowen added that the current system contains
perverse financial incentives for providers. The Integrated Care Programme
takes the focus on the money and the health or social care organisation out of the
interaction with the patient and puts the focus on the professionalism of the
clinician. Recognising that there is only so much money in the system, it looks at
how health (including consultants, nurses and lead hospital providers) and social
care can work together to establish best practice and achieve the best outcomes
for patients. The MOU reflects a huge amount of work done on the culture of
health and social care in the area holding each other to account. Once it has got
the culture and the relationships right, and the buy-in of the population, then
consideration will be given to how to reward the system for best practice.
Q: Is MOU a ‘gentleman’s agreement’ ? : There is no legally binding obligation
between the parties, but each member organisation who signs up would be
accountable to its own governing body
Q: How long will the Integrated Care Programme take to get going? : It is an
emergent process, the MOU reflects Year 1, it is a campaign to mobilise
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everybody. The MOU is needed for the work to be taken forward in Year 2.
The Governing Body:
•

agreed to the requirement for a MOU for the Integrated Care Programme

•

noted the proposed content of the MOU

•

noted the process for coming to a final draft of the MOU

•

accepted that the timescale for a final draft of the MOU for the Integrated
Care Programme is yet to be finalised and is dependent on the timescales
agreed by the Programme Board and its work streams for interdependent
pieces of work

Proposed by Melanie Lyman, seconded by Bill Swann
The draft MOU for the Integrated Care Programme will be reviewed at the
Eastern Cheshire Partnership Board, and prepared for ratification and signature
by all partner organisations.
2.4

Prescribing and Medicines Management Report including Memorandum of
Understanding
Janet Kenyon, Prescribing Support Team Manager, Eastern, South and Vale Royal CCGs,
attended to present the update paper for the Governing Body on prescribing and
medicines management in Eastern Cheshire, and the MOU for the provision of
medicines management support to the three Central and Eastern Cheshire CCGs –
Eastern, South and Vale Royal.
As the PCT is phased out and CCGs take over, options for medicines management
support have been considered. The MOU submitted for approval proposes
retention of one team shared across Eastern Cheshire, South Cheshire and Vale
Royal CCGs, maintaining relationships built up with providers, offering some
economies of scale, giving local ownership and assisting the CCGs to work across
boundaries. The Governing Body was asked to approve the MOU as a statement
of intent for the three CCGs to proceed with more detailed work on schemes of
delegation, with the intention that the structure will be operational on 1st April
2013.
There followed questions first on the prescribing and medicines management
report
Description of ‘Eclipse Live’ mentioned in the report? Eclipse Live is an information
systems tool functioning as a ‘search engine’ which will enable the gathering of
data from all practices in the three CCGs, in a secure and anonymised way and
following information governance rules.
There was a question on whether Eclipse Live will work with EMIS web, a new
clinical system which the majority of general practices are working towards
moving to in Eastern Cheshire. EMIS web will enable GPs to work more efficiently
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and allow data sharing between GPs and other NHS services.
In answer to a query it was confirmed that the governing bodies of the two
partner organisations – South Cheshire and Vale Royal CCGs – have already
agreed to the MOU.
It was mentioned that at the last meeting of Cheshire East Community
HealthVoice, the patient reference group, there had been a very interesting
discussion on the repeat prescription policy, which had been a learning
experience both for members of the public and for the medicines management
team member, hearing the issue from a patient centred point of view.
The Governing Body:
•

noted the content of the Prescribing and Medicines Management Report

•

approved the signing off of the Memorandum of Understanding relating
to the provision of Medicines Management support

Proposed by Jerry Hawker and seconded by Ian Hulme.
2.5

Commissioning Support Services – Service Level Agreement
From next April Strategic Health Authorities (SHAs) and Primary Care Trusts (PCTs)
will no longer exist. Central and Eastern Cheshire PCT (CECPCT) employed 280
people to discharge its duties. One of challenges set for emerging CCGs is how
they can provide and commission healthcare in a different way, being clinically
led, and based on smaller organisations. ECCCG will employ around 28 people to
discharge a significant number of the duties formerly carried out by CECPCT.
Clinicians will lead much of the way CCGs work, but expertise is needed to
support the organisation with e.g. HR, payroll and financial services. One of the
approaches is not to employ the resources and achieve economies of scale by
working with organisations that are able to provide some of the non-clinical
services across a wider footprint
ECCCG is working with the Cheshire Warrington and Wirral Commissioning
Support Unit (CWW CSU), which is able to provide a wide range of non clinical
services to enable the CCG to focus time and resources on clinical services,
engagement with the local population and make sure providers are providing
services in the best way. The CWW CSU is a new organisation in its own right and
there is an element of concern in terms of its effectiveness, however recognising
some services are currently not available in the wider market ECCCG is working
with this local support service.
The paper provided the Governing Body with an update on progress to securing a
Service Level Agreement with CWW CSU to provide a range of non-clinical
support services to the CCG.
In answer to a query about 3 years being a long term to agree to given the lack of
maturity in the market, Alex Mitchell stated that in the NHS, 3-year contracts
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often deliver best value for money, and he highlighted that the contract can be
terminated with six months’ notice in the first year. It was stressed that the
contract commences from April next year and between now and then there is an
agreed transition plan, based on the new CSU being able to demonstrate its
fitness and capacity to provide services during the transition phase. The CCG can
withdraw from signing the contract with no notice period at all.
In answer to a query whether penalties for under provision of services are
included in the contract, Alex Mitchell said that there are key performance
indicators, and he would check the contract re penalties.
Alex Mitchell stated that the CSU will be hosted by the NHS National
Commissioning Board until 2016.
The Governing Body noted:
•

the good progress being made with CWW CSU.

•

that a transition plan with key milestones had been agreed that would
underpin signing of a new Service Level Agreement

The Governing Body:
•

approved the entering into a three year contract with Cheshire,
Warrington and Wirral Commissioning Support Unit from 1 April 2013,
providing that the transition plan and key milestones are delivered as
agreed and monitored via Governance & Audit Committee.

•

Agreed to devolve authority to the Chair, Chief Officer and Director of
Finance & Governance to monitor the above and, subject to compliance,
agree the SLA going forward.

Proposed by James Milligan, seconded by Sally Rogers
3.

STANDING ITEMS

3.1

Finance and Performance Report
Alex Mitchell presented the Finance report for NHS Eastern Cheshire CCG,
outlining key areas and performance as at 31 August 2012.
As at 31 August 2012, the CCG reported an in-year overspend of £289K.
Variances between budget headings in year reflect the on-going work to split the
expenditure of the Central and Eastern Cheshire PCT area between Eastern
Cheshire CCG, South Cheshire CCG, Vale Royal CCG, Public Health and the
National Commissioning Board and refine individual budgets.
An overspend of £71,000 is forecast at the end of the year, but progressing
through the financial year a forecast balanced position will be achieved.
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Contract performance – activity is up on the same period last year. Due to the
timing of bank holidays in June there has been a significant increase since the last
report compared to plan. The projection is that activity levels will realign to plan.
There is an emerging risk around financial baselines for next year. As part of
the NHS reforms ECCCG’s financial allocation for next year is currently not
confirmed. It is expected that the Department of Health will give some indication
in December. Plans are being based on the expectation that the allocation will be
the same as current levels. Therefore next year’s financial plan will be based on
the principles that funding incurred this year will roll forward, and a share of any
uncommitted funds will be available to pump prime initiatives.
Adjustments have been made by the Cheshire Warrington & Wirral PCT Cluster to
the baseline, taking into account historic funding issues. The adjustment
known locally as ‘Fair Shares’ compares the current identified resources with the
Department of Health formula which indicates what we should have for our
population. Historically the level of expenditure in Eastern Cheshire is higher than
the national indicated level. Page 10 of the report indicates that CWW Cluster
has adjusted £6.7 million from ECCCG’s funding for this year. ECCCG is managing
to remain within its resource this year but a discussion is being had with the NHS
National Commissioning Board to understand what options are available going
forward.
Alex Mitchell confirmed that risk-sharing arrangements are being explored with
South Cheshire and Vale Royal CCGs with a view to mitigating any financial risks
which may occur in future years across the former Central and Eastern Cheshire
PCT footprint.
The Governing Body noted
•

Cumulative overspend as at 31 August 2012 of £289k.

•

The ranges in the forecast year end outturn with breakeven being the
planned position.

•

The emerging risks around ECCCG’s 2013/14 CCG Financial Baselines

3.2

Sub Committee Minutes for Information

3.2.1

Governance and Audit Committee
None on this occasion

3.2.2

Remuneration Committee
None on this occasion

Page 8 of 12

Page 11

Draft 15.10.12

3.2.3

Clinical Quality and Performance 22 August 2012
James Milligan advised the governing body that the CCG is taking over the role of
monitoring clinical quality and performance from the PCT. With the CWW CSU a
complaints and concerns process is being developed, including a robust system
for analysing trends in complaints and concerns.
East Cheshire NHS Trust (ECT) failed the Accident and Emergency 4-hour
maximum wait target in August, but is on track to meet the target in September.
Clostridium difficile (C.diff) cases at Macclesfield Hospital reached the externallyset annual threshold, despite previously very good record. A new threshold has
been agreed and ECT is on target to meet this. There were no new cases in
August, one in September.
There was a query about a note in the minutes of the August meeting that there
was dissatisfaction with the Independent Access to Psychological Therapies (IAPT)
service. James Milligan said that the CCG has now assumed responsibility for the
quality of services at CWP and that new governance arrangements are
progressing for services provided by the Cheshire & Wirral NHS Partnership Trust
(mental health) and other specialised services.
There was a query on the statement in the report that a patient experience report
is to be reviewed quarterly. James Milligan clarified that ECT provides quarterly
patient experience reports, the first of these has not yet been received by the
Committee.
The Governing Body
• received the Minutes of the Clinical Quality & Performance committee
meeting 22nd August 2012
• noted that work will continue with CWW CSU to develop a holistic
quality report
• noted that there is on-going work with ECT to address the performance
concerns highlighted in the report

3.3

Advisory Committees – verbal reports

3.3.1

ECCCG Locality Management Meeting
Melanie Lyman reminded the meeting that, as set out in the Constitution, the 23
general practices in Eastern Cheshire are federated to the CCG. For some years
there have been monthly meetings for the nominated Lead GP and practice
manager from each of the practices – ECCCG’s Locality Management Meetings.
At the meetings messages re commissioning and primary care are taken to the
membership, questions are asked and clarification made. The meetings are now
taking place bi-monthly, alternating with individual meetings of the five locality
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Practice Peer Groups.
Progress on developing the Constitution has been discussed at the meetings, with
opportunities for feedback and for the member practices to comment or raise
concerns. There is also a clinical bias to the meetings.
Items at the September meeting included;
• Discussion of the CCG’s draft Constitution - there were no particular
concerns from the member practices.

3.3.2

•

Presentation by a consultant surgeon from ECT highlighting the bowel
cancer awareness campaign and explaining services available to support it

•

Awareness session for GPs on accessing the acute oncology service

•

Discussion about patient consent when discussing their cases at practices
in multi disciplinary meetings involving social care and mental health
trusts

•

Improvements to discharge summaries which GPs receive when their
patients are discharged from hospital; currently information provided is
variable

•

Workshop with representatives from other organisations sharing their
plans for winter planning

Clinical Forum
Paul Bowen told the group that the Clinical Forum is an advisory group to the
CCG, composed of clinicians from across the health system. The second meeting
took place earlier in the month. The group meets six-weekly, looking at
anonymised case studies and discussing where the management of the patient
could have been better, with a view to improving future similar cases.
At the first meeting, case studies were brought by a GP and a liaison psychiatrist.
At the second meeting earlier in September, an Accident and Emergency
consultant from Macclesfield Hospital presented the case of an elderly person
who fell in a Nursing Home.
Paul Bowen expressed the belief that the Clinical Forum is helping relationships
develop and achieving recognition that health professionals from different
organisations need to work together for the best outcomes.

3.3.3

Eastern Cheshire Community HealthVoice
Matthew Cunningham told the group that Eastern Cheshire Community
HealthVoice is the CCG’s public, patient and community reference group. Its
diverse membership is drawn from members of the public, of practice patient
groups, and organisations with an interest in improving health and wellbeing such
as Age Concern, Cheshire East CBS, Making Space, East Cheshire Hospice. It
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meets every six weeks and is chaired by a member of the public. It authored the
CCG’s patient engagement strategy and its purpose is to help the CCG get
information out to the public.
At the last meeting the 28-day prescribing programme was discussed.
Bill Swann added that it is a fledging group and the sub-structure will be
developed, making links with other groups. Communication will be a two-way
process: as well as influencing upwards, the group will hear about the issues the
CCG is facing and how it is dealing with them. He said he was very encouraged by
developments so far.
In answer to a query about whether the group represented the whole area, with
representatives from practices throughout all of Eastern Cheshire, it was
confirmed that this is the aim. Paul Bowen said that the CCG is grateful to those
who are already involved, welcomes its input, and would like it to encourage
people to get involved at whatever level they can in helping the CCG plan and
shape services. Bill Swann said that the group is the apex of a pyramid and
ultimately should be a network to allow a two-way process of communication
between the CCG and the local population. He said that attendance at the
meetings by Paul Bowen and Jerry Hawker has demonstrated a real commitment
from the CCG to hear and listen to the views of the public, patients and carers.
3.3.4

Eastern Cheshire Partnership Board
Jerry Hawker told the meeting that one of the measures of the success of the CCG
will be how it interacts with the community and its partners in addressing the
health needs of the local population. The Eastern Cheshire Partnership Board has
been set up by the CCG, including all major partners providing local health and
social care – Cheshire East Council, East Cheshire NHS Trust, Cheshire & Wirral
NHS Partnership Trust (mental health), representatives from GP provider
organisations Vernova Community Interest Company (CIC) and Crescent CIC. The
purpose of the group is to build care and services around the patient. Success is
not dependent just on the CCG, but on all partners committing to and supporting
a programme of work for the population of 201,000 that they all serve.
A recent outcome is development of a joint communications team, coordinating
the dissemination of communications on health and social care issues which
affect the whole population. There are plans to make best use of the estate and
facilities of the organisations in Eastern Cheshire. The Eastern Cheshire
Partnership Board will support the Integrated Care Programme.
The group is developing, reflecting the style of the CCG, which wants to work as a
link organisation and a statutory body for commissioning healthcare for the local
population.
Paul Bowen closed the meeting, thanking members of the public for their
patience re issues with the microphone towards the end of the meeting, and
thanking the Governing Body. He also intimated that the informal question and
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answer session would follow after a break for refreshments.
4.

DATE OF NEXT MEETING
Wednesday 24 October 1 pm – Congleton Town Hall
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GOVERNING BODY MEETING
24 OCTOBER 2012
Name of Paper /
Report

Knutsford Healthcare Programme
Andy Bacon / Jerry Hawker

Lead Author

Contributors
Supporting healthy
lifestyles and reducing
health inequalities

Sam Nicol / Paddy Kearns / Matthew Cunningham
Reducing premature
mortality



Purpose of Paper
/ Report
Exec Summary

Agenda Item 2.1

Focussing on local
needs

Managing our
resources

Corporate
development







For information



For ratification



The paper provides a progress update on the Knutsford Healthcare
programme, specifically progress on the development of an
‘integrated’ clinical care model and the proposed Health and
Wellbeing Centre development which is being led by the Knutsford
Peer Group and its member practices.
The paper seeks support from the Governing Body to progress to full
public engagement with the population of Knutsford on the new
‘integrated’ clinical care model and the development of a purpose
built Health and Wellbeing Centre

Recommendations

Next steps

The results of the patient engagement will help inform the next
stages of the programme including the formal consultation on the
move of the three Knutsford general practices into one site
The Governing Body is requested to:
• note the content of the Report
• approve the commencement of public engagement with the
population of Knutsford
• approve the commencement of the consultation on the
incorporation of the three Knutsford general practices into one
single site
• external support will be appointed to manage the public
engagement and consultation exercises and associated
communications
• the Public Engagement and Consultation plans will be completed
• a future update with results of the engagement exercise will be
provided to the Governing Body
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Knutsford Health and Wellbeing Centre
1.0
1.1

Executive Summary
This paper provides a progress update on the Knutsford Healthcare Programme,
specifically progress on the development of an ‘integrated’ clinical care model and
the proposed Health and Wellbeing Centre development which is being led by the
member practices of the Knutsford Locality Peer group and supported by the Clinical
Commissioning Group.

1.2

This paper seeks support from the Governing Body to progress to full public
engagement with the population of Knutsford, in line with the Secretary of State for
Health’s four tests” for major health service reconfigurations.

1.3

The public engagement will seek views and support on the following two key areas:
• the development of a new co-ordinated ’integrated’ clinical care model that will
better meet the health and social care needs of the Knutsford population. This
engagement will seek the views around the potential provision of a wide range of
additional health and social care services in a Health and Wellbeing Centre,
including those currently provided in the Knutsford Community Hospital
• the development of a new purpose built Health and Wellbeing Centre

1.4

The results of the patient engagement exercise will help inform the next stages of
the project including a formal consultation on the incorporation of the three
Knutsford general practices (Manchester Road Medical Centre, Toft Road Surgery
and Annandale Medical Centre) into one single site.

1.5

Running concurrently with the consultation regarding the incorporation of the three
Knutsford general practices into one single site will be the beginning of the work on a
procurement process to identify and secure a preferred developer who can deliver a
suitable community Health and Wellbeing Centre in Knutsford.

2.0
2.1

Vision Statement
The following vision for the new co-ordinated ‘integrated’ clinical care model has
been created by the Knutsford Locality Peer group working closely with a number of
key partner organisations, including East Cheshire NHS Trust and Cheshire East
Council:

“your GP, your Specialist and their teams working together to care for you in your town”
2.2

The proposed Health and Wellbeing Centre will be a purpose designed and built
facility housing GPs and other health and social care professionals with a wide range
of services under one roof, supporting them to work differently together with the
patient, to care for the patient and to care for them in their town.

2.3

The centre will provide a great opportunity for communal access to all the
professionals who can meet the health and social care needs of the Knutsford
Page 2 of 8
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population. It will enable those people to share information and their different skills
to care for patients more effectively through an ‘integrated’ team approach that is
enhanced by being in the same building.
2.4

“My GP knows about my condition better than anyone else.” The centre will ensure
direct access to services in Knutsford that are aimed at helping patients to get the
best health and life outcomes that you can with a team of people who know the
patients and who the patients know.

3.0
3.1

Context
For over six years there have been various initiatives that have been put forward for
the reorganisation of health services in Knutsford. The initiatives and associated
plans were based around the viability of existing health services and the suitability
for meeting future healthcare needs. These plans, including a number of public
consultations, have failed to progress due to both difficulties in gaining support
amongst the many stakeholders and due to affordability.

3.2

While the plans have failed to progress, the underlying concerns around the
importance of addressing the future health needs of the population of Knutsford
have remained. These concerns have continued to grow faced with the local trend of
a rising ageing population.

3.3

Future health and social care services will need to be more coordinated and focused
around the needs of the patient, their carers and families. This challenge will need to
be met by changing the way health and social care services work together and
ensuring that health facilities are designed to facilitate more coordinated
‘integrated’ care.

3.4

Future health and social care providers will need to put increasing emphasis on the
integration of services and there is increasing evidence in the UK and overseas that
this can deliver higher quality care at a lower appropriate cost (through reducing
duplication and waste) and bringing about consistency to improve the experience for
patients, carers, staff and health and social care outcomes. The focus of such
integrated working is on supporting people to manage their own conditions more
effectively and working with people to put in place care plans that provide care more
effectively for peoples’ needs.

3.5

In respect of the Knutsford vision the clinical evidence base and learning is extensive,
not only from twenty years of experience in the USA, but more recent European and
British examples around integration of teams and models of care that espouse selfmanagement, care planning, closer interface working and duplication reduction,
improved medicines management and use of protocols and training to reduce
variation and waste. In the best examples the individual’s health and social care
needs are known and understood and the models of service provision are built
around these needs.

Page 3 of 8
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3.6

The creation of a new Health and Wellbeing Centre will support a new coordinated
model of integrated clinical care to be created at a site in Knutsford. The centre will
include the co-location on a single site of the existing three Knutsford GP practices.
The centre will enable extended primary care supported by hospital specialists,
access to therapy services (i.e. physiotherapy, speech and language, occupational
therapy) community and social care services and diagnostic facilities, such as imaging
and pathology, as well as other services such as pharmacy. Potential services could
be provided in the new centre are outlined in Figure One.
Table One:
Potential services that could be provided in the new centre
Primary Care
Full range of General Practice services provided
by Manchester Road Medical centre, Toft Road
Surgery and Annandale Medical centre all
based on one site
Primary Care Plus

Extended range of services from GPs

Community Based Acute Services

A range of acute outreach services (e.g.
conventional out patients services, diagnostics)

Integrated Services

Multi-disciplinary teams delivering a wide
range of services through neighbourhood
teams

Community Services

A base for services that are delivered in
people’s homes and a place for therapies

Wellbeing services

A range of potential wellbeing services
supported by local Public Health and Health
promotion services

4.0
4.1

Recent Progress
Through the Knutsford Locality Peer Group, the three GP practices have taken active
leadership in the Knutsford Healthcare Programme, working closely with partner
organisations across health and social care.

4.2

The three practices have agreed to sign an inter-practice Memorandum of
Understanding (MOU) which whilst not being legally binding reflects the
commitment of the practices to the development.

4.3

NHS Eastern Cheshire Clinical Commissioning Group, Cheshire East Council, the NHS
Commissioning Board (via Central and Eastern Cheshire Primary Care Trust) and the
three practices have agreed to sign a joint MOU which commits all parties to the
common vision.

Page 4 of 8
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4.4

NHS Eastern Cheshire Clinical Commissioning Group and the Cheshire, Warrington
and Wirral Primary Care Trust Cluster have appointed Durrows 1 to undertake a
number of “proof of concept” exercises to establish and confirm that a new centre
could be developed within strict (existing) affordability limits.

4.5

There has been engagement through the local MP and in regular meetings with
Knutsford Town Council and the Knutsford Town Plan Group.

4.6

The Cheshire East Council Health and Wellbeing Oversight and Scrutiny Committee
have been provided with regular updates and have endorsed the Clinical
Commissioning Group’s proposal to progress to public engagement.2

4.7

There is a NHS procurement plan which will use EU procurement routes (i.e. this is
not a GP procurement) to:
• issue a Prior Information Notice and a Pre-qualification questionnaire to short list
three strong bidders in parallel with the consultation exercise
• the short listed bidders will submit plans for the existing site and any alternatives
that they recommend
• the bidder will be selected through a competitive dialogue process

4.8

The Clinical Commissioning Group has met with and continues to engage with a
number of local interest groups and will continue to do so through the main public
engagement exercise.

4.9

The Clinical Commissioning Group has established a strong project team including:
• a lead GP taking overall responsibility for coordinating the development of the
integrated care models
• an Integrated Care Programme Director
• a Knutsford Programme lead
• communications support and project management expertise

4.10

The overall programme is sponsored by the Clinical Commissioning Group Chief
Officer

5.0
5.1

Public engagement and consultation
NHS Eastern Cheshire Clinical Commissioning Group is committed to embedding
Patient and Public Involvement in everything it does. This is reflected in our
organisational values 3 and the close working relationships we have already
establishing with Eastern Community HealthVoice 4 and our Practice Participation
Groups5. The Clinical Commissioning Group recognises the need to continuously

1
2
3

http://www.durrow.org.uk/
http://moderngov.cheshireeast.gov.uk/ecminutes/Published/C00000562/M00004274/AI00016732/$$$Minutes.docA.ps.pdf

http://www.commissioningboard.nhs.uk/2012/10/11/authdates/?utm_source=feedburner&utm_medium=email&utm_campaign=Feed%3A+NHSCBoard+%28NHS+Commissioning+Board%29
4
http://www.ec3health.co.uk/how-to/get-involved/eastern-cheshire-community-healthvoice?site_locale=en
5

http://www.ec3health.co.uk/about_us/The_practices?site_locale=en
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improve in this area and engagement and consultation around the Knutsford
programme will reflect this commitment.
5.2

The Clinical Commissioning Group also recognises its legal duty for consultations and
engagement that are under Section 242 (1B) of the NHS Act (2006) 6 (as amended by
the Health and Social Care Act 2012) 7 in which there is a requirement to ensure that
our patients, carers and general members of the public are involved, communicated
with and consulted in the following areas:
• in planning the provision of services
• in the development and consideration of proposals for changes in the way that
services are provided
• in any decisions to be made affecting the operation of services

5.3

Section 244 of the NHS Act (2006) also sets out the requirement for local health
organisations, such as Clinical Commissioning Groups, to request the appropriate
Local Authority Health Overview and Scrutiny Committee to review and scrutinise
the proposals.

5.4

The Cheshire East Council Health and Wellbeing Overview and Scrutiny Committee
have deemed the Knutsford vision / proposal as a “substantial change” and so robust
public engagement will be required and, possibly, followed at a later date by a
formal consultation. Best practice determines process and it was agreed that that
this should follow the four key tests for major reconfigurations8 which include:
• clarity about the clinical evidence base underpinning the proposals
• support of the commissioning GPs involved ensuring that the local Clinical
Commissioning Group supports these changes
• genuinely promote choice for their patients
• process must have genuinely engaged the public, patients, and local authorities

5.5

NHS Eastern Cheshire Clinical Commissioning Group is currently in the process of
securing dedicated expertise and support to lead on the design, delivery and analysis
of the engagement and consultation processes within Knutsford. The preferred
provider of this service will be tasked to ensure that primary, community and
secondary care clinicians, the public and other key stakeholders are involved and
able to actively connect with and influence positively what the Knutsford
coordinated ‘integrated’ clinical care model (the vision) looks like and engagement
process ensuring that current evidence and best practice is incorporated and that
future scenarios are included. The preferred provider will also run the consultation
processes around the proposed move of three practices into one venue (Knutsford
Health and Wellbeing Centre) which will also include options for the proposed site of
the Health and Wellbeing Centre.

6

The NHS Act (2006) can be found via the following link:

http://www.legislation.gov.uk/ukpga/2006/41/pdfs/ukpga_20060041_en.pdf
7
The Health and Social Care Act 2012 http://www.legislation.gov.uk/ukpga/2012/7/contents/enacted
8

http://www.hsj.co.uk/Journals/2/Files/2010/8/3/Reconfiguration%20guidance.pdf
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5.6

The service provider will also be required to develop, implement and monitor a
communications, engagement and media handling strategy for the Knutsford
Healthcare Programme.

5.7

The Service provider will be accountable to the Corporate Services Manager of NHS
Eastern Cheshire Clinical Commissioning Group as the contract holder and
operationally accountable to both the Corporate Services Manager and Director of
Integrated Care Programme.

5.8

Key timelines for the engagement and consultation processes are as follows:
• week starting 19th November 2012 - 12 week public engagement process on the
Knutsford clinical model development
• from January 2013 - formal consultation on the move of the three Knutsford
practices into one site
• from January 2013 - the procurement of a new health and wellbeing centre for
the people of Knutsford

6.0
6.1

Conclusion
There has been a great deal of progress made in recent weeks in respect of the
Knutsford Programme. Following a number of meetings it has been agreed to move
forward with an engagement process and then on to a formal consultation process
whilst beginning the work on a procurement process to identify and secure a
preferred developer who can deliver a suitable community health and wellbeing
facility in Knutsford.

7.0
7.1

Recommendations
The Governing Body is requested to:
• note the content of the Report
• approve the commencement of public engagement and consultation with the
population of Knutsford and its surrounding areas

Page 7 of 8
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Cheshire East Joint Strategic Needs
Assessment Update
Dr Julie Sin
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Supporting healthy lifestyles
and reducing health inequalities

Reducing
premature mortality
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Exec Summary

For information 





Focussing on
local needs
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our resources



Corporate
development

The Joint Strategic Needs Assessment is a local assessment of
current and future health and social care needs that could be
met by the local authority, the clinical commissioning groups or
the NHS Commissioning Board.
Local authorities and clinical commissioning groups have an
equal and joint duty to prepare Joint Strategic Needs
Assessments and, using the Joint Strategic Needs Assessment,
the Joint Health and Wellbeing Strategy through the Health and
Wellbeing Board.
This presentation provides an update on the progress of
developing a refreshed Joint Strategic Needs Assessment for
Cheshire East.

Recommendations

The Governing Body is requested to:
• Note the progress on the development of the Cheshire East
Joint Strategic Needs Assessment

Next steps

• The refresjed Joint Strategic Needs Assessment for Cheshire
East will go ‘live’ for public access on the Cheshire East
Council website
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Joint Strategic Needs
Assessment
Where are we now?
Dr Julie Sin, Consultant in Public Health
Associate Director of Public Health CECPCT
Prepared by the Public Health Department,
Central & Eastern Cheshire
24th October 2012
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Joint Strategic Needs Assessment (1)
The JSNA is a local assessment of current and
future health and social care needs that could be
met by the local authority, the clinical
commissioning groups (CCGs) or the NHS
Commissioning Board
Local authorities and CCGs have an equal and
joint duty to prepare JSNAs and, using the JSNA,
the Joint Health and Wellbeing Strategy, through
the Health and Wellbeing Board
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Joint Strategic Needs Assessment (2)
JSNAs must consider:
• The health and social care needs of the whole
community including socially excluded and vulnerable
groups
• The wider social, environmental and economic factors
that impact on health and wellbeing
• The health and social care information that is needed
by the local community.

JSNAs should also consider what local communities can
offer in terms of assets and resources to help meet the
identified needs
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Link via http://www.ec3health.co.uk/
or
http://www.cheshireeast.gov.uk/social_care_and_health/jsna.aspx
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Population

The number of people over
75 will grow by 2.7% each
year between 2011 to 2020
(higher than the England rate of 2.3%)

all ages

aged 75+

2011

201,000

19,150

2015

203,500

21,200

2020

208,100

24,350

2025

212,900

29,500

Implications:
• More dementia
• Increased cancer
Solid Bars = Eastern Cheshire CCG population
Lines = England population

• Increased co-morbidity
• Loss of function

Deprivation Quintiles
Eastern Cheshire CCG
and its partners may
need to target some
interventions at a very
localised level
The health and social
care needs of these
communities are
already understood by
general practices
The next step is to
introduce systematic
and evidence-based
approaches to
improve health and
wellbeing in these
areas

Population Distribution
Deprivation Quintiles
least deprived
Quintile 5
53.6%
Quintile 4
17.5%
Quintile 3
15.6%
Quintile 2
8.8%
Quintile 1
4.5%
most deprived
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Scale of 0% to 100% represents the national variation from worst area (0%) to the best area in the country (100%).For
each of the ten indicators shown here, the national average is 50%.

Eastern Cheshire CCGs - Grey vertical bars; Cheshire East Borough Council - Black circles;
Individual LAP areas- coloured triangles.
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What next for the Cheshire East JSNA?
• “Live” tracking of changes in key outcome indicators (and
accounting for why these outcomes are changing)

• See changes in commissioned services (quality and activity)
• Greater use of Life Course approaches and NICE pathways
to link the individual JSNA themes together
• An increased contribution from the voluntary, community and
faith sector
• Improving the evidence base (anticipating challenges to
commissioning decisions)
• Using comparative currencies where feasible (disabilityadjusted years, clinical and patient-reported outcomes)
• Greater geographical detail (towns, MSOAs, some LSOAs)
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For ratification 
The Health and Social Care Act (2012) places a duty upon the
Local Authority and Clinical Commissioning Groups in Cheshire East
to develop a Joint Health and Wellbeing Strategy, to meet the
needs identified in the Joint Strategic Needs Assessment.
The Joint Health and Wellbeing Strategy sets out the agreed
priorities for collective action by the key commissioners - the local
authority (including Public Health), the Clinical Commissioning
Group and the NHS Commissioning Board.

Recommendations
Next steps

There is a clear expectation within the Act that the Joint Strategic
Needs Assessment and Joint Health and Wellbeing Strategy will
provide the basis for all health and social care commissioning in the
local area. This begins with the duty of the Clinical Commissioning
Groups, the NHS Commissioning Board and the local authority to
have due regard to the relevant Joint Strategic Needs Assessment
and Joint Health and Wellbeing Strategy when carrying out their
respective functions, including their commissioning functions.
The Governing Body is requested to:
• endorse the text and priority areas outlined in the interim Joint
Health and Wellbeing Strategy for Cheshire East
• The Strategy will be presented to the Cheshire East Health and
Wellbeing Board and the Cabinet for Cheshire East Council for
ratification.
• A delivery plan will then be prepared by the Cheshire East Health
and Wellbeing Board.

Page 38

NHS ECCCG Governing Body Meeting 24 October 2012

Agenda Item 2.3

The Joint Health and Wellbeing Strategy for the population of
Cheshire East 2013-2014
1.
1.1

Background
The Health and Social Care Act 2012 1 (the ‘Act’) has introduced a number of significant
changes that will affect the local health and social care landscape. This includes the
establishment of the Cheshire East Health and Wellbeing Board 2, Clinical Commissioning
Groups and the transfer of the Public Health responsibilities from Central and Eastern
Cheshire Primary Care Trust to the Cheshire East Local Authority.

1.2

To achieve improved health and wellbeing outcomes for local communities, the Act
identified the need for increased joint working between the NHS and local authorities, with
high quality local leadership and relationships being an essential foundation. The Act
described Health and Wellbeing Boards as having the key role of improving joint working
by bringing together key commissioners and through their function of encouraging
integrated working in relation to commissioning.

1.3

At the heart of the Health and Wellbeing Board’s role in joining up commissioning across
health and social care, is the development of a Joint Strategic Needs Assessment (JSNA).
The production of a JSNA is an existing statutory duty, which currently rests with local
authorities and Primary Care Trusts.

1.4

From April 2013, local authorities and Clinical Commissioning Groups will each have equal
and explicit obligations to prepare a JSNA, and this duty will have to be discharged by the
Health and Wellbeing Board.

1.5

The JSNA must consider all the current and future health and social care needs in relation
to the area of the responsible authority – needs which are capable of being met, or
affected to a significant extent, by the local authority, Clinical Commissioning Group(s) or
NHS Commissioning Board functions.

1.6

The Act outlines the ambition for Health and Wellbeing Boards to go further than just
analysis of common problems and to develop deep and productive partnerships that
develop solutions to those commissioning challenges, rather than just commenting on
what those problems and challenges are.

1.7

Building on enhanced JSNAs, the Act places an additional duty on the local authority and
Clinical Commissioning Groups to develop a Joint Health and Wellbeing Strategy for
meeting the needs identified in the relevant local JSNA.

1
2

Health and Social Care Act 2012 http://www.legislation.gov.uk/ukpga/2012/7/contents/enacted
Cheshire East Health and Wellbeing Board

http://www.cheshireeast.gov.uk/council_and_democracy/your_council/health_and_wellbeing_board.aspx
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2.
2.1

Purpose
The Joint Health and Wellbeing Strategy for Cheshire East will be the mechanism by which
the needs identified in the Cheshire East Joint Strategic Needs Assessment 3 (JSNA) are met,
setting out the agreed priorities for collective action by the key local commissioners - the
local authority, NHS Eastern Cheshire and NHS South Cheshire Clinical Commissioning
Groups and the NHS Commissioning Board.

2.2

The aim of the Strategy is to jointly agree what the greatest issues are for the local
community based on evidence from the JSNA. Prioritisation processes need to be
systematic, transparent, simple; and used consistently over time to justify the outcomes.
The prioritisation should aim to balance different types of needs and take account of
complex needs and integrated planning to address them.

3.

Clinical Commissioning Group duty to have regard to the JSNA and Joint Health and
Wellbeing strategy – alignment of commissioning plans
There is a clear expectation within the Act that the JSNA and Joint Health and Wellbeing
Strategy will provide the basis for all health and social care commissioning in the local area.
This begins with the duty of the Clinical Commissioning Groups, the NHS Commissioning
Board and the local authority to have due regard to the relevant JSNA and Joint Health and
Wellbeing Strategy when carrying out their respective functions, including their
commissioning functions.

3.1

3.2

3
4

The Act also amends the NHS Act 2006 4 to make it clear that Clinical Commissioning
Groups must involve Health and Wellbeing Boards in preparing their commissioning plans
or revising them in a way they consider significant. Specifically there is a suite of duties
contained within the Act aimed at ensuring that the alignment of Clinical Commissioning
Groups commissioning plans with the Joint Health and Wellbeing Strategy:
• Clinical Commissioning Groups must involve the relevant Health and Wellbeing Board
when preparing their commissioning plan or making significant revisions to their
commissioning plans that the Clinical Commissioning Groups considers significant. In
particular, they must give the Health and Wellbeing Board a draft of the plan and
consult it as to whether it considers the draft plan have taken proper account of each
Joint Health and Wellbeing Strategy published by the Board which relates to the period
(or any part of the period) to which the plan relates
• The Health and Wellbeing Board must provide its opinion and its final opinion must be
included in the published commissioning plan
• The Health and Wellbeing Board will also be able to refer their opinion of the Clinical
Commissioning Groups commissioning plans to the NHS Commissioning Board, if for
example, in its opinion, the published commissioning plan has not had regard to the
Joint Health and Wellbeing Strategy
• As part of its annual report, the Clinical Commissioning Group has a legal obligation to
review the extent of the Clinical Commissioning Groups contribution to the delivery of
the local Joint Health and Wellbeing Strategy – in preparing this review the Clinical
Commissioning Group must consult the Health and Wellbeing Board

Cheshire East Joint Strategic Needs Assessment http://www.cheshireeast.gov.uk/social_care_and_health/JSNA.aspx
National Health Service Act 2006 http://www.legislation.gov.uk/ukpga/2006/41/contents
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• In undertaking its annual Clinical Commissioning Group performance assessment, the
NHS Commissioning Board must assess how well the Clinical Commissioning Group has
met the duty to have regard to the JSNA and Joint Health and Wellbeing Strategy and, in
doing so, must consult the Health and Wellbeing Board as to its views on the Clinical
Commissioning Groups contribution to the delivery of the Joint Health and Wellbeing
Strategy
4.
4.1

Development
Developing a Joint Health and Wellbeing Strategy needs to incorporate a robust process of
prioritisation in order to achieve the greatest impact and the most effective use of
collective resources, whilst keeping in mind people in the most vulnerable circumstances.

4.2

The Department of Health draft guidance on JSNA and Joint Health and Wellbeing
Strategies 5 sets out a number of values that underpin good strategies:
• Setting shared priorities based on evidence of greatest need
• Setting out a clear rationale for the locally agreed priorities and also what that means
for the other needs identified in the JSNA, and how they will be handled with an
outcomes focus
• Not trying to solve everything, but taking a strategic overview on how to address the key
issues identified in JSNAs, including tackling the worst inequalities
• Concentrate on an achievable amount – prioritisation is difficult but important to
maximise resources and focus on issues where the greatest outcomes can be achieved
• Addressing issues through joint working across the local system and also describing
what individual services will do to tackle the priorities
• Supporting increased choice and control by people who use services with independence,
prevention and integration at the heart of such support

4.3

The Shadow Cheshire East Health and Wellbeing Board have agreed that an interim Joint
Health and Wellbeing Strategy should be developed for the period 2013-2014. This will act
as a transition document to help provide a focus on priorities as we move into the new
health landscape from April 2013.

5.
5.1

Interim Joint Health and Wellbeing Strategy
The agreed text for a draft Strategy has been pulled together taking into account
information from the JSNA, the Sustainable Community Strategy 6 and priorities identified
by the Children’s Trust, the Safer Cheshire East Partnership 7, the two Clinical
Commissioning Groups, the Cheshire East Housing Strategy8 and the Ageing Well
Programme 9.

5

JSNAs and joint health and wellbeing strategies – draft guidance. Department of Health.

http://healthandcare.dh.gov.uk/files/2012/01/JSNAs-and-joint-health-and-wellbeing-strategies-draft-strats.pdf
6
Cheshire East Sustainable Community Strategy http://www.cheshireeast.gov.uk/community_and_living/pace__strategic_partnerships/sustainable_community_strategy.aspx
7

Safer Cheshire East Partnership priorities

http://www.cheshireeast.gov.uk/community_and_living/community_safety/safer_cheshire_east.aspx
8
Cheshire East Housing strategy http://www.cheshireeast.gov.uk/housing/strategic_housing/housing_strategy.aspx
9

Cheshire East Ageing Well http://www.cheshireeast.gov.uk/social_care_and_health/health_advice/ageing_well.aspx
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The Shadow Health and Wellbeing Board have refined the list of priorities since the first
draft was published in April 2012 to ensure a focus on those that all partners can
contribute to through collective action.

4.3

The agreed text for the draft strategy has been through a public engagement exercise10
and is now being presented to the Health and Wellbeing Board’s partner Governing Body
meetings for approval. The final version of the Interim Joint Health and Wellbeing Strategy
has to be ready for 1st April 2013.

4.4

A more informed and longer term Joint Health and Wellbeing Strategy will be developed
during 2013 – 2014 for the period 2014 – 2015 and beyond.

4.5

The Strategy is attached as Appendix A for consideration and ratification by the Governing
Body of NHS Eastern Cheshire Clinical Commissioning Group.

10

http://cheshireeast.health-and-wellbeing-strategy.sgizmo.com/s3/
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Appendix One The Joint Health and Wellbeing Strategy for the
population of Cheshire East 2013 - 2014

A Message from Councillor Janet Clowes, Chair of the Health and Wellbeing Board, Dr Paul Bowen,
Chair and GP Lead of the NHS Eastern Cheshire Clinical Commissioning Group, Dr Andrew Wilson, Chair
and GP Lead of the NHS South Cheshire Clinical Commissioning Group, Dr Heather Grimbaldeston,
Director of Public Health.
We are delighted to present to the residents, patients and health and social organisations our first
Health and Wellbeing Strategy. This document represents a commitment by the NHS and the Local
Authority to work in partnership to tackle some of the complex, difficult and inequitable health and
wellbeing issues together.
The Government’s Health and Social Care Act (2012) has set out the requirement for the establishment
of Health and Wellbeing Boards and Joint Health and Wellbeing Strategies in each local authority area.
The Health and Wellbeing Strategy will provide an overarching framework that will influence the
commissioning plans of the local NHS, the Council, and other organisations in Cheshire East. It will be a
driver for change, focussing upon those key areas that will make a real impact upon improving the
health and wellbeing of all our communities.
Our vision is that the
Cheshire East Health & Wellbeing Board will work together to make a positive difference to people’s
lives through a partnership that understands and responds to the needs of the population now and in
the future. The board will do this by:
•
•
•
•

Engaging effectively with the public.
Enabling people to be happier, healthier, and independent for longer.
Supporting people to take personal responsibility and make good lifestyle choices.
Achieving evidence-based outcomes within a holistic vision of health and wellbeing.

A Delivery Plan will be developed to prioritise the actions necessary to make a difference and achieve
our outcomes. This will include engagement with a wide range of partners who have expressed support
for the Strategy and a commitment to working with the Health and Wellbeing Board.
[signed ………. + pictures]
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Context
There are two newly formed Clinical Commissioning Groups in Cheshire East, the NHS Eastern Cheshire
Clinical Commissioning Group and the NHS South Cheshire Clinical Commissioning Group (CCGs)).
These CCGs take over the control of the local NHS from the Primary Care Trust in April 2013.
Representatives from these two organisations, together with Councillors, the Director of Public Health
and senior managers from Cheshire East Council and a patient representative, form the core
membership of the Health and Wellbeing Board.
In considering the strategic priorities for the area the Board has considered three key documents:
•

‘Ambition for All’ Cheshire East’s Sustainable Community Strategy
Visit www.cheshireeast.gov.uk and search for ‘Sustainable Community Strategy’.

•

The NHS Eastern Cheshire Clinical Commissioning Group 2012-2013 Annual Plan
Visit www.ec3health.co.uk and search for ‘Annual Plan’.

•

The NHS South Cheshire Clinical Commissioning Group Strategic Plan 2012-2015
Visit www.southcheshirehealth.org.uk and search for ‘Strategic Plan’.

These are all informed by and underpinned through the evidence of the Joint Strategic Needs
Assessment.
Partnership working on health and wellbeing issues is not new in Cheshire East. However, through the
new Health and Wellbeing Board, representatives from health, public health, the Council and Local
Health Watch (representing Cheshire East residents), have committed, through this document and
future Joint Health and Wellbeing Strategies to work more closely together, with a common focus of
ensuring that services are jointly tailored to meet the needs of our residents. Meaningful engagement
with our communities, patients and carers will inform all that we do and we will commission to
improve health and health/social care for our local populations and to drive the integration agenda
around the needs of individuals.
Our Population and Place
In general, all partners recognise that the health and wellbeing of the residents of Cheshire East is
good. However there are still very significant challenges that need to be addressed.
Amongst these are:
• Reducing the number of people leading unhealthy lifestyles;
•

preparing for an increasingly ageing population (by 2029 the numbers of people aged 65 or over
will increase by more than 50% to 108,000 and those aged 85 or over will more than double to
20,000);

•

Improving the mental health and emotional wellbeing of residents;

•

Addressing some stark differences across Cheshire East (for example a difference in life
expectancy which at its worst sees a gap of 10.9 years for men and 16.8 years for women
depending on which area you live in Cheshire East).
Page 7 of 10
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There is good practice to build upon to tackle these challenges with high quality general practice,
effective NHS / local authority joint working and innovative Council led projects already in place. But
we recognise that more needs to be done and the Board, through the Strategy will drive improvement
in health and wellbeing.
The Joint Health and Wellbeing Strategy is an evolving document, responding to the changes that occur
through these new ways of working and to new challenges that we may face in the future, the
priorities will modify over time.
Our Principles
Equality and fairness – Provision of services meet need, reduce health outcome variations, and are
targeted to areas which need them the most.
Accessibility – services are accessible to all, with factors including geography, opening hours and access
for disabled people and other vulnerable groups considered.
Integration – To jointly commission services that fit around the needs of residents and patients,
encouraging providers to collaborate to create integrated services where appropriate. This will
maximise the benefits of delivery through the Health and Wellbeing Board.
Quality – The strategy is based on sound evidence and reasoning, and focuses on quality, within our
resources
Sustainability – Services are developed and delivered considering environmental sustainability and
financial viability.
Our Priorities
Strategic Priorities for 2013-2014
Outcome one - Starting and developing well…
Children and young people have the best start in
life; they and their families or carers are
supported to feel healthy and safe, reach their
full potential and are able to feel part of where
they live and involved in the services they
receive.

Priorities for collective action to deliver the
strategic priorities
Improve the emotional and mental health and
wellbeing of our children and young people:
- Reduce the levels of alcohol use / misuse by
Children and Young People
- Reduce the numbers of children and young
people self harming.
Increase the number of babies breastfed for six to
eight weeks

Outcome two - Working and living well…

Reduce the incidence of alcohol related harm.

Driving out the causes of poor health and
wellbeing ensuring that all have the same Reduce the incidence of cancer.
opportunities to work and live well and reducing
the gap in life expectancy that exists between Reduce the incidence of cardiovascular disease.
Page 8 of 10

Page 45

NHS ECCCG Governing Body Meeting 24 October 2012

different parts of the Borough.

Agenda Item 2.3
Ensure the health and wellbeing of carers to enable
them to carry out their caring role
To better meet the needs of those with mental
health issues.

Outcome three - Ageing well…

Improve the co-ordination of care around older
Enabling older people to live healthier and more people, in particular those with dementia, and
support independent living (including falls
active lives for longer:
prevention).
Provide high quality palliative care service
Support older people, their families and carers, to
prepare for the rest of their lives.
Areas to be reviewed in 2013-2014

Childhood Obesity levels
Children and young people injured or killed in road
traffic accidents

It must be emphasised that the constituent organisations of the Health and Wellbeing board will also
be working themselves on other areas that they have identified as key to supporting improvements in
health / health and social care.
Conclusion
The Health and Wellbeing Board is committed to ensuring that the NHS and Cheshire East Council
(including Public Health) work together on areas of shared need, as expressed through this first and
future Health and Wellbeing Strategies.
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GOVERNING BODY MEETING
24 October 2012
Name of Paper /
Report
Lead Author

Agenda Item 2.4

Mid-Year Progress Report on the
Clinical Commissioning Strategy 2012
Julia Huddart/Mike Clark/Jacki Wilkes
Tracey Wright, Karen Burton, Bernadette Bailey,
Tori Bell, Alexi Ness, Nikki Hotchin

Contributors

Supporting healthy lifestyles
and reducing health inequalities



Purpose of Paper /
Report
Exec Summary

Reducing
premature mortality



Focussing on
local needs



Managing
our resources



Corporate
development

For information 
Background
In 2011 NHS Eastern Cheshire Clinical Commissioning Group
(ECCCG), in partnership with patients and partner
organisations developed a 3 year clinical commissioning
strategy for 2012 to 2015 (Please refer to appendix 1, 3 Year
Strategic Plan Presentation)
The strategy was influenced by:
• Information about the current and future needs of the
population derived principally from the Joint Strategic
Needs Assessment (JSNA)
• Current use of services and patient feedback from
contract and quality monitoring processes within ECCCG
• National guidance on service standards, and outcomes
frameworks alongside evidence from international and
national best practice
Locally agreed priorities:
Priorities were grouped around 3 programmes of work:
1. Healthy communities- Supporting an vulnerable people,
especially the older population to stay well and healthy
and in their own homes where appropriate (Please refer
to appendix 2 - Healthy Communities Mid-Year Report)
2. Integrated care - Working in partnership to support
people with long term conditions whose needs cross
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organisations (Please refer to appendix 3 - Integrated
Care Mid-Year Report)

3. Elective and specialist services- Ensuring we commission
services which are safe, high quality and provide best value
care (Please refer to appendix 4 - Elective and Specialised
Services Mid-Year Report)

Recommendations

Next Steps

Summary of main outcomes to date:
• Detailed project plans developed for each programme
• Outcomes mapped to national outcome frameworks
• JSNA refreshed taking account of local demographics and
needs including previous “hidden” inequalities and
providing vital information on best practice
• Process established for continual patient engagement
• Delivery of work programme against commissioning
intentions
The Governing Body is requested to:
•

Receive the strategy, noting progress to date and seek
further clarification on key aspects if required

•

3 year Clinical Commissioning Strategy will continue to be
delivered, commissioning intentions for 2013/14 will be
reviewed and refreshed in light of the latest JSNA
Outcomes will be restated in light of new national
guidance
Progress will be monitored, blocks identified and
solutions implemented
Next year’s incentive schemes will be shaped to support
on-going delivery of the strategy

•
•
•
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Eastern Cheshire Clinical Commissioning Group – 3 Year Clinical Commissioning Strategic
Plan

Context

Programmes

Key Initiatives

Outcomes
•
•

Fastest Growing
> 65 yrs. Population
in the North West

Healthy
Communities

•
•
•
•
•
•
•

Increasing Mental
Health Needs

•
•

Integrated
Care
Programme

•
•
•

High Cancer
Respiratory
& Cardiovascular
Deaths

•
•
•
•
•

•

Low Levels of
Funding Per Head of
Population

Elective &
Specialised
Services

•
•
•

Improved access to the best evidence
based care
Reduction in the impact of mental health
issues
Reduce number of falls, related harm and
improved rates of re-mobilisation
Reduced impact of alcohol abuse on
health, crime and other indicators
Carers report a positive impact on their
own health and wellbeing
Reduction in complications associated with
long term conditions
Patient outcome indicators demonstrate
improvements in individuals health
Reduce total spend via better integration
of commissioning and provider services
Patients have an up to date risk
assessment and management plan
Patients report a greater understanding in
and involvement in their care plan
Patient and carers report that their
experience of accessing health and social
care services has been seamless,
straightforward, timely and positive
Patients feel supported to manage their
condition
Improved rates of diagnosis of chronic
diseases
Inappropriate hospital admissions will be
reduced (e.g. ACS conditions)
High levels of patient satisfaction
Reduced levels of patients being readmitted to hospital
Health and social care staff report
positively about service delivery
Reduced mortality rates for patients under
75 years old
Patient’s families report positively on the
care received
Evidence of Improved outcomes for
patients with cancer
Health outcomes improve across a range
of conditions
Patients report an improvement in the
quality of and access to elective services
Patients report increased choice of
treatment options and service providers
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Healthy Communities – Mid Year Report Oct 2012/13
Clinical Leads – Dr Ian Hulme, Dr Kapoor, Dr Hans, Dr W Ford-Young
Management Support - Bernadette Bailey (Service Development Manager), Tori Bell (Clinical Project Manager) Jane
Stairmand (Improving Outcomes Manager)

Outcomes Framework
Domain 1
Preventing people from
dying prematurely

Key Initiatives

Domain 2

Domain 3

Domain 4

Domain 5

Enhancing quality of life for
people with long-term
conditions

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

Ensuring that people
have a positive
experience of care

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

Future Milestones

Outcome

Milestones Achieved as at Mid-Year
(Oct 2012)

Domain

Timescale
for
Completion

Autism Service – Dr Ian Hulme
Provision of
services for
adults seeking a
diagnosis of
autism
Children’s
Autism

• Patient pathway has been mapped.
• Estimated number of adults with
Autism within the Cheshire East
footprint has been gathered.

• Currently receiving handover from
previous commissioning lead .

• Meeting arranged with the consultant
for child and adolescent psychiatrist .

• Monitor services to ensure

• Improved access to the best

compliance with National
Institute for Clinical
Excellence (NICE)
guidelines
• Improve the transition
between children’s and
adult services.
• Understand the priorities
for children’s autism
services for the 2013/14
commissioning plans.

evidence based care.
• Reduction in the impact of mental
health issues.

• Improved standards of care for

2,4

Mar 2013

2,4

Jan 2013

1,2,3,4,
5

Feb 2013

children suspected to have, or
who have autism in accordance
with national guidance and policy.

Mental Health – Dr Ian Hulme
Mental Health
Access

• Performance measures and reporting
templates now being received by the
Clinical commissioning group (CCG).

• Continue to work on
performance framework by
CCG area.

• Understands gaps in service
delivery on which to base
2013/14 commissioning plans.
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Milestones Achieved as at Mid-Year
(Oct 2012)

Future Milestones

Outcome

Increasing
Access to
Psychological
Therapies(IAPT)

• Improved waiting times from 25 weeks

• Improve access to IAPT.
• Ensure that all service

• Improved access to the best

Rapid
Assessment
Interface and
Discharge
(RAID)

• Proposals aligned to integrated care

in April to 16 weeks in August for first
appointment.

programme and commitment from
partners to develop joint proposals.
• Project team established and project
plan and timescales agreed.

users are referred to the
appropriate level of care.
• Reduce waiting times.
• Completion of business
case to support future
model.

Domain

3,4

Timescale
for
Completion
Mar 2013

evidence based care.

• Reduction in the impact of mental
health issues.

• Patients with mental and physical

1,2,3,4

Mar 2013

1,2,4,5

June 2013

health needs have coordinated
care.

Working together on the Moss Estate – Dr W Ford-Young
Moss Estate
Project

•
•
•
•

Members of the steering group and
older peoples project group.
Mapped total spend of community
support including health services
(secondary care).
Agreed a range of opportunities to
increase social interaction and
physical health.
Provision of healthy living pharmacy
services.

• Complete mapping of
health spend.

• Continued implementation
of community initiatives.

• Improved health and wellbeing of
vulnerable groups.

• Improved return on investment.
• Access to wider range of services
on the estate (brief interventions
for healthy living) and sign
posting to other services.

Aging Well/Falls Prevention- Dr Julia Huddart
Fall Prevention/
Aging well

• Leadership role in aging well

• Agreement with ambulance •

programme and board member.
• Range of events and activities as part
of on-going ‘campaign’ and increased
community development.
Mapping of community support
services and opportunities including
falls prevention.
• Campaign success include:
Participation and support for
programme by local MPs, Lord

service to support
community response
teams.
• Continue to improve
integration of services for
older people.
• Further develop
relationship with 3rd sector
to fully utilise assets within
communities.

•

Older people will have more
choice and control, can receive
the help they need and are
valued and respected within their
communities.
Public, private and voluntary
sectors will work together with
communities in a seamless way
to ensure services, facilities and
resources meet demand and are
accessible and services and
support will be locally based,

1,2,3,4,
5
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Milestones Achieved as at Mid-Year
(Oct 2012)

Future Milestones

Outcome

Lieutenant and councillors.
• Whole system engagement and
commitment expressed through
pledges from all partner
organisations.

Domain

Timescale
for
Completion

cost-effective and sustainable.

Supporting Alcohol Initiatives- Dr Mike Clark (interim support)
Commissioning
of Alcohol
services

Key partner in the re tendering of the
community alcohol treatment and
hospital alcohol liaison service.
Specification for community alcohol
treatment service agreed.

•

Work with public health to
support the commissioning
and implementation of the
service.

•

A reduction in alcohol related
attendances at Emergency
Departments.

1,2,3,4,
5

April 2013

•

Working with the East Cheshire NHS
Trust to redesign the treatment
pathway and associated services.

•

Extend the pathway to
include primary care
interventions.

•

A slower rate of increase in
relation to alcohol related
hospital admissions.

1,2,3,4,
5

April 2014

•

Delayed progress due to difficulty in
appointing a clinical lead.

•

Clinical engagement
champion appointed.

•

An integrated approach to
reducing the chronic and acute ill
health associated with alcohol.

1,2,3,4,
5

June 2013

•
•

Integrated
alcohol
treatment
pathway
CCG alcohol
plan/strategy
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Integrated Care Programme – Mid Year Report Oct 2012/13
Clinical Leads - Dr Paddy Kearns, Dr Julia Huddart, Dr Mike Clark, Dr John McKay, Dr Kapoor, Dr Hans, Dr Graham Duce,
Dr Louise Hastings
Management Support – Bernadette Bailey (Service Development Managers), Tori Bell (Clinical Project Manager), Alexi
Ness (Clinical Project Manager), Karen Burton (Clinical Project Manager)

Outcomes Framework
Domain 1
Preventing people from
dying prematurely

Key Initiatives

Domain 2

Domain 3

Domain 4

Domain 5

Enhancing quality of life for
people with long-term
conditions

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

Ensuring that people
have a positive
experience of care

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

Future Milestones

Outcome

Milestones Achieved as at Mid-Year
(Oct 2012)

Domain

Timescale
for
Completion

Risk Profiling and Development of Neighbourhood Teams – Dr Graham Duce, Dr Louise Hastings, Dr
Paddy Kearns
Risk profiling
tool

• Engagement with all partner
organisations – sitting on project
groups wishing to develop tool.
• Draft specification for tool outlined
• Engaging with the Commissioning
Support Unit (CSU) to deliver a
solution.
• Use of Local Enhanced Service (LES)
to incentivise practices to trial risk
profiling to inform future specification.

• Risk profiling tool to be
chosen, populated and
tested.
• Plans in place to
systematically use the data
with the integrated
neighbourhood team.
• Practices that have
implemented a risk profiling
tool are systematically using
the data with the integrated
neighbourhood team to proactively manage patients
identified “at risk”.

Enable clinicians and patients to
have a greater understanding of their
health and social care needs and the
care and support they require.

2,3

April 2013

April 2014

Page 54

Key Initiatives

Integrated
Neighbourhood
Teams (NBT)

Milestones Achieved as at Mid-Year
(Oct 2012)

• Established a project team with all

•
•

•

•

•

relevant partners and sub-groups
looking at for example; IT, Workforce,
Patient/Public are included.
Project plan developed to capture
governance and outcomes
framework.
Primary care supported through an
incentive payment LES to develop
and host Multi-Disciplinary teams
(MDT’s). All practices engaged and
relationships established with key
care partners.
Quality Incentive payment developed
with Community Services to roll out
town-based Neighbourhood Teams
(NBT).
Part of national Integration
Community project focusing on
integration and workforce to assist in
change management.
Early implementer sites identified
(Knutsford and Congleton) and
project team established in Knutsford
overseeing case management
meetings.

Future Milestones

Outcome

Domain

• The implementation team

Patients are placed at the centre of
their care and staff share knowledge
to improve the patient journey.
Patients feel more informed and
empowered to become involved in
their care, have a greater
understanding of the care and
support available in the community
and who to contact if they need
additional support.

1,2,3,4,
5

•

•

•

•

have chosen, defined and
communicated an integrated
model to be rolled out
across the Clinical
Commissioning Group
(CCG)/locality.
Skills and knowledge
requirements identified for
members of the
neighbourhood team and
used to identify skills gaps.
All relevant
stakeholders/clinicians have
been identified and engaged
to develop an action plan to
embed the NBT model to a
minimum of 20% of
practices covering a
minimum of 50% of the
population of the
CCG/locality.
All NBT attached to every
practice/locality to be using
the risk profiling data to care
manage patients identified
as at risk.
Establish a multidisciplinary
care coordination service
which supports case
managers to meet urgent
care needs and builds on
the opportunities provided in
the national 111 initiative.

Timescale
for
Completion
Dec 2012

Mar 2013

Apr 2013

Mar 2014

End of Life (EOL) – Dr John McKay
Advanced Care

• 43% of all deaths have occurred in

• 20% of all deaths will be

To reduce the number of deaths in

2,4,5

December
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Planning for
patients
identified as
EOL

Milestones Achieved as at Mid-Year
(Oct 2012)

•
•
•

Identification
and Coordination of
EOL care

•
•

•
•

the patients usual place of residence
in 2012.
80% of people who expressed their
wishes and preferences for EOL care
died in their place of choice.
80% of expected deaths had the
Integrated Care pathway
implemented.
Version 12 of Integrated Care
Pathway implemented across all care
settings.
Electronic Prognostication And
Guidance in EOL care Tool
developed (e-PAIGE).
A flagging / coding system introduced
to identify people in their last year of
life. This is shared across care
settings.
Communications between providers
and Out of Hours in place to alert of
EOL patients.
Controlled drugs “Blue Booklet” used
in 60% of all Care Homes and for all
rapid hospital discharges.

Future Milestones

Outcome

patients who were on the
Gold Standards Framework
(GSF) register.
• Review the benefits of an
EOL coordination centre.

hospital by 10% by December 2013.

• Training and rollout of the e-

To improve the quality and
timeliness of planned end of life
care, allowing choice, dignity and
respect to the patient and their
family.

PAIGE.

• Aim for 50% more people

•

•

•

Knowledge and

• Specific EOL competency framework

•

with a non-cancer diagnosis
to be on the GP Gold
Standards Framework
(GSF) register.
Community Do Not Attempt
Cardiac Pulmonary
Resuscitation (DNA CPR)
pilot starting in East
Cheshire October 2012.
This has been piloted in
Vale Royal.
Locality wide Electronic
Palliative Care Registers
(EPaCs) being explored for
implementation 2014.
Gold Standards meetings to
be supported by the EOL
care team to identify initiate
and communicate advance
care planning at an earlier
stage.
Specific EOL competency

Equip the workforces across all care

Domain

2,4,5,

4,5

Timescale
for
Completion
2013

December
2013

March 2014
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Skills of the
workforce to
deliver high
quality EOL care

Milestones Achieved as at Mid-Year
(Oct 2012)

•
•
•
•
•

EOL care needs
for people with
dementia

Bereavement

introduced into NHS staff appraisals.
Communication skills training now
mandatory for all staff at East
Cheshire Trust (ECT).
E-learning pilot for EOL care (E-elca)
piloted with roll out plan in place.
3 Care Homes supported through the
Gold Standards Framework
Programme.
6 Residential homes supported
through the six steps programme.
EOL training programmes in place for
all staff.

• Trend in dementia prevalence
tracked.
• Project lead in post for 12 months to:
o Track real time patient carer
experiences and stories.
o Map and understand services
available locally for people with
dementia and their Carers.
o Recommend configuration,
knowledge and skills of a
specialist team for pilots over
following 3 years.
o Dementia/EOL steering Group in
place to drive the pilot work
forward.

• Bereavement booklet developed and

Future Milestones

•

•

•

•
•

•

framework to be introduced
into social care and third
sector staff appraisal.
Communication skills for
difficult conversations
training at varying levels
commenced across all care
sectors, further courses
scheduled over the next 2
years.
Further Care Homes to be
supported through the Gold
Standards Framework
Programme and the Six
Steps Programme.
Identify the knowledge and
skills of the local workforces
required to deliver EOL care
to people with dementia
competently.
Develop pathways to identify
and co-ordinate EOL care
for people with dementia.
To reduce the number of
people with dementia dying
in hospital when they have
chosen their usual place of
residence.
To establish funding
streams to run a 3 year pilot
with a specialised
dementia/EOL service that
is well integrated with
mainstream care providers.

Outcome

Domain

Timescale
for
Completion

2,3,4,5

June 13

settings with the skills required to
deliver best EOL care competently,
confidently and professionally.

Develop a specialised service with
the skills and expertise to meet the
palliative care and disease symptom
needs, alongside the carer support
requirements of dementia patients at
EOL.

Practical information and support to

4,5

December
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support for
family and
carers

Enter a service
for a national
award

Milestones Achieved as at Mid-Year
(Oct 2012)

•

•
•
•

implemented across all care settings.
Feedback from family and carers is
gained from the bereavement booklet
and used to inform service
development.
EOL service model entered for a
National Macmillan team excellence
award.
EOL service model won the
Macmillan team excellence award
category.
Enter the e-PAIGE (Electronic
prognostication and Information
Guidance tool for EOL care for a
Nursing Times Award – technology to
support care category.

Future Milestones

Outcome

Domain

Timescale
for
Completion
2012

1,4,5

March 2013

1,2,3,4

March 2013

1,2

March 2013

family and carers after the loss of a
loved one.

• Publish an article on the
EOL service model to share
best practice.

To recognise best practice in service
redesign through the entry for a
national award.

Access to Urgent Care – Dr Julia Huddart
111 Project

•
•
•

Established a local steering group
and scoped the key objectives.
Engaged with Out of Hours (OOH)
providers and secondary care.
High level project plan and timelines
agreed.

• Detailed implementation
plan developed and
operational groups.
• Updated directory of
services signed of
pathways.
• Patient engagement process
in place.
• 111 successfully launched
locally on 21 March 2013.

The local population have access to
a comprehensive range of services
which are mapped against need.

Roll Out Assistive Technologies – Dr Paddy Kearns
Telehealth

• Telehealth units provided to patients
via specialist community nursing
services from 2011.
• Application submitted to be the North
West Implementation sight for 3
million lives, working with Liverpool

• Develop a plan for the
increasing use of assistive
technology with Cheshire
East Council and local
housing association (current
provider of all telecare

People with long term conditions are
supported to live independently for
as long as possible, by enabling selfcare.
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Milestones Achieved as at Mid-Year
(Oct 2012)

Future Milestones

and Warrington to ensure rapid roll
out and shared learning.

Outcome

Domain

Timescale
for
Completion

across eastern cheshire).

Expanding Support Self-Management – Dr Mike Clark
Supporting
self-care

•
•
•

Governance and project team
established; patient/public included in
the team.
Vernova/Talking Health
commissioned to develop roadmap.
Developing a patient reported
outcome measure (PROMs) focusing
initially on respiratory.

•

•

•

Roadmap developed to
identify; current provision
and gaps in self-care
provision; barriers and
solutions around cultural
change; identifying new
opportunities to establish a
baseline upon which to
measure improvement.
Systematised self-care
support for people identified
with long term conditions
(LTC).
Systematic use of a
nationally recognised selfcare questionnaire to
demonstrate that people
who have LTCs feel well
supported to self-care and
feel involved in decision
making. Aim to achieve at
least 75% in each of the last
statements of the
questionnaire.

The creation of a bespoke Road
Map, or framework that will provide
a guide to embedding self-care and
self-management in East Cheshire.

1,2,3

Mar 2013

Jan/Mar
2013
Sept 2013

Apr 2014

Supporting People with Dementia – Dr Kapoor/Dr Hans
Refresh the joint
commissioning
plan and
commissioning
intentions for
improving
dementia

•

•
•

Plan developed in 2010 with
Cheshire East Council following
comprehensive stakeholder
engagement.
Appointed clinical leads to take
forward plans.
Joint approach to service

Establish new governance
arrangements to oversee
delivery of the plan including
robust patient, carer and local
public engagement and
involvement.

People with dementia are identified
early and appropriate care services
are provided.

1,2,3

Dec 12
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services in line
with national
guidance

Milestones Achieved as at Mid-Year
(Oct 2012)
development with Mental Health,
council partners ECT and South
Cheshire CCG.

Future Milestones

Develop new implementation
plan to support delivery which
includes:
• Early identification of
patients with Dementia
• Supporting people to
live with dementia
• Supporting patients and
families and carers in
times of crisis

Outcome

Domain

Timescale
for
Completion
March 13
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Elective & Specialised Services – Mid Year Report Oct 2012/13
Clinical Leads – Dr John McKay and Dr Mike Clarke
Management Support - Tracey Wright (Service Development Manager), Karen Burton (Clinical Projects Manager)

Outcomes Framework
Domain 1
Preventing people from
dying prematurely

Key Initiatives

Domain 2

Domain 3

Domain 4

Domain 5

Enhancing quality of life for
people with long-term
conditions

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

Ensuring that people
have a positive
experience of care

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

Future Milestones

Outcome

Milestones Achieved as at 10th
October 2012

Domain

Timescale
for
Completion

Cancer – Dr John McKay
Public Health
campaigns to
improve
recognition to
early signs and
symptoms of
cancer

• Supported the 2 National Bowel

• To support GMCCN

Cancer campaigns. From the first
campaign a significant increase in 2
week wait (2ww) referrals was
received with 5 more cancers
detected.
• Supported the National Lung Cancer
Campaign. There was a significant
increase in 2ww referrals. It is too
early to establish the impact on
cancers detected.
• Participated in Greater Manchester
and Cheshire Cancer Network
(GMCCN) cancer champions
programme of work “Don’t be a
cancer chancer” social marketing
programme.
• Bowel screening letters targeted at

bladder, kidney and over
75s breast cancer
campaign to commence in
January 2013.
• To encourage participation
in cancer screening
programmes to the eligible
populations at the flu
vaccination sessions.
• To work with GMCCN to
deliver tumour specific
education sessions across
secondary and primary
care on detecting cancer
early.

To support local patients and
Primary Care professionals to
recognise early signs and symptoms
of cancer to improve cancer
outcomes.

1

March 2013
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Key Initiatives

Milestones Achieved as at 10th
October 2012

•

•
Cancer Peer
Review

•
•
•

•

•

Age extend and
digitalise Breast
screening in line

•
•

first time non-responders.
Two training sessions delivered to
large GP groups to support earlier
recognition to signs and symptoms of
cancer in Primary Care.
Macmillan Primary Care Risk
assessment Tool piloted in 3 GP
practices.
External Peer Review assessment for
Acute Oncology and Chemotherapy
Services.
Internal Peer Review for Colorectal,
Skin and Upper Gastro intestinal (GI)
cancer teams.
Self-assessment Peer Review for
Breast, Lung, Sarcoma, Brain,
Gynaecology, Children’s Cancer and
Complementary Therapy cancer
teams.
Support to other providers Peer
Review assessments where they
contribute to local cancer pathwaystertiary provider, acute trusts and
GMCCN.
All peer review assessments and
reports uploaded onto the Cancer
Quality Improvement Network System
(CQuINS) for approval and publication
by the Care Quality Commission
(CQC).
Two digital mammography machines
purchased, installed and now in use.
Consultation completed in Stockport

Future Milestones

Outcome

Domain

Timescale
for
Completion

• Supportive and Palliative

To provide assurance that local
cancer pathways are compliant with
National Institute of Clinical
Excellence (NICE), Improving
Outcome Guidance (IOG) and
deliver the highest quality coordinated care to our patients.

1,2,3,4,
5

October 2012

Improve detection of breast cancers
earlier through increasing the age
range of ladies screened and higher

1

Care Internal Validation
Peer Review deferred
nationally until March
2013.
• Action plan from concerns
raised at peer review
assessments to be fully
embedded in practice. No
serious concerns raised.

• One further digital
mammography machine
required. Fundraising for

December
2016

2
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Milestones Achieved as at 10th
October 2012

with DoH
mandate

•
•

to establish if screening in Stockport is
through a mobile or static breast
screening service.
Age extension commenced using
randomised approach over six years.
Breast screening service moved into
purpose built unit alongside breast
symptomatic service as
recommended through the Screening
Quality Assurance assessment.
All bowel cancer screening standards
met and sustained as a requisite to
age extension.
Workforce plans in place.

Outcome

this commenced.
• Outcome of Stockport
consultation to be
implemented alongside
commissioners and
providers from Stockport.
• Continue randomised rollout of age extension.

quality mammography equipment.
Breast cancer outcomes to improve.

• Roll-out of age extension

Improve detection of bowel cancers
earlier through increasing the age
range of people screened and oneoff flexi-sigmoidoscopy screening at
age 55. Bowel cancer outcomes to
improve.

1

March 2014

Alignment of breast screening and
symptomatic services in order to
benefit from established diagnostic
pathways, professional expertise,
and rigorous quality assurance of the
screening programme; and to
improve access for the population to
the full range of surgical and
oncological treatment options for
breast cancer.

1

July 2013

Implementation
of age extension
and flexisigmoidoscopy
screening at Age
55 years to the
bowel screening
programme

•

Breast screening
and
symptomatic
services need to
be aligned
across Eastern
Cheshire &
Stockport

• Options appraisal completed for a

•

joint Multi-Disciplinary Teams (MDT)
across the two Trusts.
• Job plans of medical staff reviewed for
attendance at MDT.
• Electronic options for sharing
pathology and imaging across the two
trusts complete.
• Agreement reached across 2 Trusts
on patients that require to be
presented at joint MDT.

•

•

Domain

Future Milestones

•

•

delayed nationally for
some sites (including
Cheshire) due to the
national bowel cancer
campaigns and the impact
on endoscopy capacity.
Flexi-sigmoidoscopy
screening live in pilot sites.
Awaiting national
evaluation and timescales
for implementation.
Information and
Communications
Technology equipment
required to share
pathology and imaging
data across the trusts.
Joint MDT to be in place
across two trusts.
Funding for joint MDT.

Timescale
for
Completion

3
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Milestones Achieved as at 10th
October 2012

Future Milestones

Outcome

Domain

• Standardised

The patient to wait no longer than 62
days from being referred by their GP
for a suspected cancer to the point
of receiving their first treatment for
cancer.

1,2,3,4,
5

Timescale
for
Completion

• Agreed clinical protocols in place
across both trusts.
62 Day Cancer
Waiting Time
standard to be
achieved and
sustained

• Agreed breach reallocation policy in
•
•

•
•
•

•
•
•
•

place across GMCCN.
Capacity sharing protocol in place
across GMCCN.
GP urgent suspected cancer referral
forms changed to support clinical
decision making and incorporate
NICE guidance.
GP suspected cancer referral
information leaflet developed and
issued to all patients referred by GP’s.
MDT reviews completed across each
provider trust of the two highest
pathways of concern.
Pathway transformational leads
appointed to work across GMCCN for
12 months for five pathways to
implement service redesign to sustain
performance.
First appointment for suspected
cancer on referral from GP moved
from Day 14 to Day 9.
Increased number of diagnostic
appointments held for suspected
cancer investigations.
Detailed action plans in place to
improve cancer pathway performance.
62 day Cancer Waiting Time Standard
has been sustained over last 6
months.

•

•

•

•

commissioning of Cancer
MDT to be completed
across GMCCN.
Pathway transformation of
lung, upper GI, colorectal,
urology and head and neck
to be complete September
2013.
Reduce variation in cancer
conversions across GP
practices from referral on
suspected cancer pathway.
First appointment for
suspected cancer on
referral from GP to
decrease from Day 14 to
Day 8.
On-going work within Trust
action/recovery plan

September
2013

4
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Milestones Achieved as at 10th
October 2012

Future Milestones

Outcome

Ensure that all
cancer pathways
are compliant
with NICE
Improving
Outcome
Guidance

• Pathway transformation leads in post

• Non-compliant cancer

Ensure patients receive the highest
quality cancer care.

for 12 months working on pathways
that are not compliant with national
guidance.
• Cancer Summit, September 2012,
agreed the number of surgical sites to
be in place for the non-complaint
pathways.

Improve Cancer
Data

• 70% of all cancers to be staged at

Develop an
Acute
Oncology (AO)
at East Cheshire
NHS Trust

• Appointment of Clinical Nurse

•

•

•

level of progression of disease live at
MDT at decision on diagnosis.

•
•
•
•
•
•

Specialists covering Monday-Friday.
Appointment of AO MDT Co-ordinator.
Agreed with Christies to use visiting
Oncologists to support AO service.
Haematologist appointed to AO
service.
Implementation of regular well
attended AO Operational Group
meetings.
GMCCN acute oncology Clinical Sub
Group formed.
Adoption & implementation of referral
guidelines and referral forms

•
•
•
•
•
•

pathways are Upper GI,
Urology and Gynaecology.
Agreement required on the
surgical sites that are to
stop operating on cancer
patients in each of the
above tumour groups.
Potential need to tender
surgical provision for some
pathways to reduce the
number of sites if local
agreement not reached.
80% stretch target for
breast, lung and Upper GI
cancers for staging live at
MDT at point of diagnosis
of cancer.
Continued training for all
key staff across secondary
and primary care.
Collection of minimum data
set.
Securing funding for
continuation of service.
Extend AO service to 7
days.
AO service to be complaint
with NICE Improving
Outcome Guidance.
Explore with Macmillan a
community pathway to the
AO service.

To provide complete data cancer
collection
To utilise the cancer staging data to
demonstrate outcomes of earlier
diagnosis of cancer
Patients with urgent cancer needs
recognised and managed effectively
from A&E. AO team to facilitate
timely and necessary care close to
home where possible.

Domain

1,3,5

Timescale
for
Completion
December
2013

March 2013

2,4,5

December
2013

5
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Milestones Achieved as at 10th
October 2012

•
•
•
•
•

Chemotherapy
Closer to Home

Strategy agreed.

• Baseline data collected on workforce

•
•
Understand the
rising trend of
incidence and

•

Outcome

• 80% of appropriate solid

To ensure as much local and safe
access to patients undergoing
chemotherapy as a treatment for
cancer as possible.

Domain

Timescale
for
Completion

published by GMCCN.
Implementation of approved
protocols/guidance for urgent acute
oncology presentations.
Implementation of fast track
appointment slots for Oncology
review.
Roll out of live service.
Implementation and roll out of patient
flagging system - August 2012.
Induction and training programme
developed with training sessions
commenced across secondary and
primary care.

• Cancer Network Chemotherapy

•

Future Milestones

and capacity to deliver chemotherapy
closer to home across GMCCN
complete.
GMCCN trajectory for the level of
delivery of chemotherapy closer to
home agreed.
53% of appropriate solid tumour
chemotherapy delivered at
Macclesfield.
Electronic chemotherapy prescribing
in place at Macclesfield.
Analysis completed of the incidence
and mortality from lung cancer.

tumour chemotherapy to
be delivered in
Macclesfield.

• Work with Public Health
and the Health and wellbeing Board to increase

Complete an in-depth analysis of
incidence and mortality from lung
cancer and develop a management

1,2.5

April 2015

1,2

December
2013

6
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Milestones Achieved as at 10th
October 2012

Future Milestones

mortality from
Lung Cancer

•
Prostate cancer
pathway

Skin Cancer
Pathway

• Men on a prostate cancer pathway
where appropriate now have essential
diagnostic tests Magnetic Resonance
Imaging (MR) before biopsy in their
diagnostic pathway to speed up the
decision on options for treatment.
• Men on a prostate pathway who do
not require MR before biopsy in the
diagnostic pathway will have their
pathway shortened by 2 weeks.

• Authorised skin cancer GP’s in place
• Authorised skin cancer GPs attends
the skin MDT meeting.
• Secondary Care skin cancer team
involve GP’s in education and training
events.

•

•
•

population awareness of
lung cancer.
Develop early detection
pathways for high risk
groups.
Analysis of blood test
Prostate-Specific Antigen
(PSA) data with surgical
procedures and outcomes.
Develop local protocols for
the management of men
with prostate symptoms.
Reduce the number of
inappropriate blood PSA
tests.

• Primary care management
of low risk skin cancers
needs to be complaint with
NICE Improving Outcome
Guidance.
• Pathways of care between
GP’s, Accredited skin
cancer GP’s and
Secondary Care to be
agreed.
• All GP’s to keep audits of
low risk skin cancer
excision with pathology
outcomes.
• Education and training
programme to be in place
for GP’s excising low risk

Outcome

Domain

Timescale
for
Completion

programme to improve outcomes in
the areas where mortality is highest.

Review the pathway for men with
prostate symptoms to improve
cancer outcomes.

Primary Care to manage low risk
skin cancers where possible to
provide close to home accessible
and sustainable services for local
patients.

2,3,4

3,4,5

December
2013

December
2013

7
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Milestones Achieved as at 10th
October 2012

Future Milestones

Outcome

Domain

Timescale
for
Completion

skin cancers.

Increasing Choice of Provider – Dr Mike Clark
Direct Access
Adult Hearing
Service for Age
Related Hearing
Loss

• Public consultation to review and

• CCG to assess and

inform the national service
specification.
• Clinical/business review and sign off
of the service specification.
• Providers invited to apply to provide
service through Supply2Health.
• Clarification of questions from
providers via NHS Sourcing.

appoint providers –
November /December
2012.
• Successful providers to
develop Transitional Plans.

Comprehensive patient-centred
direct access adult hearing service
for age related hearing loss in line
with national guidance and local
requirements.

4

April 2013

High quality, efficient services
delivered closer to home, with short
waiting times and high
responsiveness to the needs of the
local community.

Increasing Out of Hospital Services – Dr Mike Clark
Chronic Open
Angle Glaucoma
& Ocular
Hypertension
(COAG & OHT)

• Tender awarded (3yr contract COAG

• Handover to Business

& OHT) to East Cheshire NHS Trust.
• Implementation August 2012.
• Provision of a service that diagnoses
and manages patients referred for
possible glaucoma in accordance with
the National Institute of Clinical
Excellence (NICE) Guidelines, Quality
Standards and Central and Eastern
Cheshire PCT’s prescribing formulae.

Management Team.
• Contract monitoring.

• Prevention of avoidable sight
•
•

•
•

2,3,4,5

August 2012

loss.
Identifying, referring and
diagnosing people at risk of
developing COAG.
Better use of resources in
diagnosis/classification of
disease.
Reduction in patient visits.
Streamline the patients journey to
create a ‘one stop’ approach
where all relevant tests are
planned scheduled and booked
to occur in one visit.

8
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Key Initiatives

Milestones Achieved as at 10th
October 2012

Future Milestones

Outcome

Domain

Timescale
for
Completion

Improving Pathways – Dr Mike Clark
Cardiology

• New approach to providing cardiology
•
•
•
•
•
•

Shared Decision
Making/Decision
Assisted
Technology

services agreed (Improvement plan).
Project group in place to manage
delivery of plan.
British Heart Foundation (BHF)
funded 2 Nurses to support new way
of working across integrated pathway.
East Cheshire Trust appointed two
specialist nurse posts.
Baseline review of cardiology
diagnostic waiting times.
Reduction in diagnostic waiting times.
Reduction in Follow – Up
appointments.

• Project plan agreed to pilot shared

• Develop patient pathways
•

•
•
•

•

decision making locally using
resources and support from national
programme.

• Attended conferences and workshops
to gain greater understanding of the
benefits and opportunities within
Shared decision making.

•
•

for individual conditions.
Continue to develop the
Cardiology Improvement
Plan in partnership with
patients, public,
professionals and others
working in Cardiology.
Review future sustainable
funding.
Introduce Patient Reported
Outcome Measures
(PROMs).
Provision of cardiac
diagnostics in primary care
e.g.
• ECG
• 24hr Blood pressure
monitoring
Review results of the Local
Quality Outcomes
Framework. To establish
two specialties which have
associated high volume
interventions.
Patient decision aids to be
piloted – January to March
2013.
Patient decision aids to be
embedded in routine NHS
care.

• Improved health outcomes for

2,3,4,5

April 2013

2,3,4

April 2013

patients with cardiac conditions.
• Sustainable proactive service
model that will meet future
demand.
• Patient choice – development of
care pathways closer to home.
• Provision of high quality, cost
effective cardiology services that
meet the needs of the population
of Eastern Cheshire and inspire
better health.

•

•

Patient choice of treatment and
care plan options with evidence
of sustained health
improvements.
Reduced variation in treatment
plans.

March 2013

9
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Milestones Achieved as at 10th
October 2012

Future Milestones

Outcome

Domain

Timescale
for
Completion

Improving Access to Specialist Services – Dr Mike Clark
Care Homes
with Nursing
GP Medical
Cover
Development of
MDT

•

•

Development of a GP Enhanced
Service to proactively manage the
physical, emotional and mental health
needs of residents in care homes with
nursing.
People in 89% of nursing homes in
Eastern Cheshire now have access to
extended long term condition care
which is a rise from 65% as at the
start of the project on October 2011.

•

Development of a MDT
to improve the quality of
life for residents in Care
Homes with Nursing.

•

To provide a consistent level of
enhanced primary care service for
residents (permanent or
temporary) in Eastern Cheshire
care homes with nursing.
Improvement in the quality of life
for residents in Care Homes with
Nursing.
Reduce unplanned A&E
attendances and unscheduled
admissions.
Avoid medication errors and over
prescribing.

•
•
•

2,3,4,5

April 2013

2,3,4

April 2013

Chronic Pain Service Pain – Dr Graham Duce
Chronic Pain
Service

•

Pain service identified as a key
priority for review.

•
•
•

Develop a business case
for a Chronic Pain
Service.
Undertake Patient
engagement.
Develop service
specification.

•

Patients living with persistent
pain (3 months duration with a
definitive diagnosis.

The service will enable patients to:
• Understand their condition and
agree expectations.
• To make informed, personal
decisions about the use of
analgesia.
• Patients are supported to selfmanage their condition, and
principals of pain management
become widely understood and
embedded by frontline health and
social services.

10
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Milestones Achieved as at 10th
October 2012

Future Milestones

Outcome

Domain

Timescale
for
Completion

Ambulatory Care Sensitive Conditions – Dr Mike Clark
Deep Vein
Thrombosis
(DVT)

• Sign up and agreement of DVT

Agreed protocol for the management
of DVT suitable for outpatient
management.

pathway across Primary & Secondary
care.
• Communicated to Clinicians.

3,4,5

February
2012

1,2,3,4,
5

February
2013

Clinical Networks – Dr Julie Sin
Support the
process for
engagement
with clinical
networks,
following
national
guidance and
population flows

• Map of the current links to Clinical,
Research and Education Networks.

• Understanding of patient
flows.
• Understanding of clinical,
research and education
networks.
• Identify risks & options to
align patient flows with
clinical networks. Current
position is alignment to
networks is not
coterminous with patient
flows.
• Assure CCG work
streams and strategic fit
aligned with clinical,
research and education
networks.

CCG Expectations of networks;

• Aligned to patient flows
• Inter-relationships between
networks will be clear.
• Support delivery on local strategy
• Influence providers and
commissioners.
• Support robust patient
engagement.
• Represent the needs of all
populations.

11
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Reducing premature
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Purpose of Paper /
Report
Exec Summary

Recommendations
Next steps

For information



For ratification



The paper summarises the content and key areas of focus of
the Organisational Development Plan for the Clinical
Commissioning Group.
It outlines the Clinical Commissioning Group’s commitment
and approach to the development of its employed staff,
member practice staff.
It builds on the initial plan that was presented to the
Governing Body in January 2012
The Governing Body is requested to:
• note the content of the Report
• approve and sign off the Organisational Development
Plan
• Equality Analysis of the Organisational Development Plan
will be completed
• the actions of the Organisational Development Plan will
be implemented
• an update will be provided at the March 2013 Governing
Body Meeting
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One Team, Working Together – An Organisational Development Plan to
deliver an effective clinically led commissioning organisation
1.0
1.1

Background and Context
The Organisational Development Plan of NHS Eastern Cheshire Clinical Commissioning Group
outlines the Clinical Commissioning Group’s commitment and approach to the development of
its employed staff and member practice staff.

1.2

This updated Plan builds on the initial plan that was presented to the Governing Body in January
2012. It covers a period of critical development - from being a nascent organisation to a live and
fully functioning statutory organisation.

1.3

It is one of the enabling documents that support the delivery of the Clinical Commissioning
Group’s ambitious aims and objectives and statutory duties inherent in becoming a successful
clinically led commissioning organisation.

1.4

Organisational development is an iterative process and the content of the plan and the
implementation action plan reflects this. The plan helps the Clinical Commissioning Group to
understand where it is today, what it needs to deliver in the future and the changes required in
order to achieve the desired outcomes. The plan concentrates on the internal attributes and
features of the organisation such as structure, systems, skills, culture and leadership that are
required to support its vision and its objectives

1.5

The plan assumes a three to five year development period to become fully developed and
embedded. It works back from the vision of the clinical commissioning group, identifying and
developing the key organisational building blocks that are required to deliver the vision.

2.0
2.1

Organisational Development
Organisational development can be defined as “a planned and systematic approach to enabling
sustained organisational performance through the involvement of its people.” It focuses on
making sure an organisation has the right ‘fit for the future’ workforce to achieve its strategic
ambitions. It includes:
• changing behavioural norms and cultural attitudes
• building workforce support for the new structures
• creating new ways of working to achieve the organisation’s objectives

2.2

It is good practice to use a model on which to ‘hang’ organisational development activities. The
Clinical Commissioning Group has decided to use the 7-S McKinsey model (Figure One) to help
focus the three to five year strategic development objectives and each objective has actions
against it. The use of the 7-S model was decided because:
• it is the best fit with the Clinical Commissioning Group’s organisational development style
e.g. trying to balance hard and soft elements to achieve effectiveness
• it enables connections e.g. workforce development and learning and development to be
made explicitly
• it is inter-dependant and each element is mutually reinforcing
• it requires a corporate approach
Page 2 of 16
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• it is easily understood
• it is visually helpful in communication

Figure One

2.3

The McKinsey 7-S Model

The plan has been developed to reflect the three main environments in which the Clinical
Commissioning Group works:
• the internal environment - the Governing Body, sub-committees, staff, management and
clinicians; and the technology required to support clinical commissioning activities,
operational resources and finance
• the micro-environment - external customers, the local population, Clinical Commissioning
Group membership and local referring GP practices, Commissioning Support Units,
healthcare suppliers, strategic partners particularly Cheshire East Council as a joint
commissioning and health and wellbeing corporate partner
• the macro-environment - Political and legal, Economic, Socio-cultural, and Technological
Factors. These are known as PEST Factors. In order to gear up a collective understanding of
the new commissioning environment the Clinical Commissioning Group will need to consider
these factors when developing clinical change programmes

3.0
3.1

Organisational Development Model
In producing this plan and in order to identify development priorities a number of perspectives
have been sought from colleagues within the Clinical Commissioning Group, Central and Eastern
Cheshire Primary Care Trust and samples from other interested parties.
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3.2

This work captured a range of important insights, which has strengthened the development
process and informed this plan. From the insights gained a model was created (Figure Two)
that represents the insights, the challenges and the areas to address as development takes
place. The inner circles are the areas of strength leading out to the outer circles which represent
areas that require more emphasis on development in the first year.

3.3

It has been evident from the insights that have been captured so far that there is synergy in
thinking between staff in describing the current state and the desired state for the Clinical
Commissioning Group. The overall impression is one of a growing positive reputation for the
Clinical Commissioning Group, being gained through the development and articulation of a
vision, a set of values, relationships and shaping the emerging commissioning organisation. The
following features were identified as critical to success:
•
•
•
•
•
•
•

clinically led
patient focussed for quality
implementing and following a robust commissioning cycle
commissioning is owned and contributed to by all - not individual roles
informed by engagement alongside health needs and evidence
outcome focussed
partnerships

Figure Two: Insight and development model
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4.0
4.1

Organisational Development Strategic Objectives
The insights that have been captured have also informed the development of seven overarching
strategic objectives for the Organisational Development Plan, based around the McKinsey 7-S
model:
• Strategic Objective One: to have a clinically led process to set the strategic direction and
produce/implement clear and understandable strategic objectives for commissioning
services to improve health and reduce inequalities across the population served (McKinsey 7S - Strategy)
• Strategic Objective Two: to have in place a structure that is aligned to the delivery of the
vision of the Clinical Commissioning Group and able to work differently and effectively internally and within the wider Health and Social Care system and based on the key design
principle of “one team, working together” (McKinsey 7-S - Structure)
• Strategic Objective Three: to have in place robust systems that enables decision making,
priority setting, planning, execution and management of the business in the most effective
way for this type and style of organisation. (McKinsey 7-S – Systems)
• Strategic Objective Four: to take forward the organisation based on strong values and
principles and gain a positive reputation and make a difference to patients as a result
(McKinsey 7-S – Shared values)
• Strategic Objective Five: to develop the right culture and leadership to drive and deliver the
business which results in gaining a positive reputation for the way we work together and
with others (McKinsey 7-S – Style)
• Strategic Objective Six: to ensure that NHS Eastern Cheshire Clinical Commissioning Group is
best placed to recruit, develop and retain appropriate staff to realise the vision and that they
are the right people for the culture of the organisation (McKinsey 7-S – Staff)
• Strategic Objective Seven: to have a workforce (internally and to draw on from external
support services) that collectively has a comprehensive breadth and depth of skills,
knowledge, experiences and the right mind set to fulfil the responsibilities of the Clinical
Commissioning Group and to innovate (McKinsey 7-S – Skills)

4.2

These strategic objectives are underpinned by key objectives and actions, a summary of which is
outlined in Appendix One. These objectives and actions have been set as through their
achievement the Clinical Commissioning Group will be able to demonstrate and realise
measurable improvements in the development of the organisation – through its patients, its
staff, its partners, its structure and its successes.

5.0
5.1

Implementing, monitoring and the review of organisational development
The Organisational Development Plan, and its implementation action plan, has the aim of
creating a high performing and highly regarded statutory NHS clinically led commissioning
organisation.
Page 5 of 16
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5.2

The members of the Leadership Team of the Clinical Commissioning Group will own, shape and
evaluate the Organisational Development Plan. The Corporate Services Team is responsible for
the monitoring of the delivery of the actions identified within the implementation action plan,
maintaining an evidence log and taking soundings from staff and stakeholders in the ongoing
process. Leads from within the Clinical Commissioning Group will be responsible for individual
sections of the implementation action plan. A standing agenda item on the monthly Corporate
Services Team meeting will cover progress on the implementation of the plan.

5.3

An an update on the completed actions of the implementation action plan will be a main
agenda item on the Clinical Commissioning Group Governing Body meeting every 3-4 months.
The Governing Body will review the actions and outcomes and be assured that the action plan is
maintained with supporting evidence.

6.0
6.1

Resources to deliver the Organisational Development Plan
The Organisational Development Plan will draw on the funding available to support the Clinical
Commissioning Group in its development process. Funding will be reviewed annually and the
Clinical Commissioning Group will seek to ensure best value for money whilst also securing the
most effective people/process to achieve the outcome (adhering to procurement
requirements).

6.2

To ensure best use of the funding some actions will require facilitation either internally - using
people with the relevant skills - or using external organisational development expertise. This
will be determined by the leads for each section of the implementation action plan. Those
identified as leads are the ones responsible for “making it happen” but not necessarily
delivering the action – they will commission the work and be responsible for overseeing it and
ensuring it is delivered in the right context for the clinical commissioning group. They will also
update (or provide the information e.g. to a co-ordinator) the action plan for their areas of
responsibility.

6.3

The Clinical Commissioning Group will also look to access resources and expertise from
organisations such as:
• commissioning support services
• local education boards of Health Education England
• academic networks
• the NHS Leadership Academy
• National Institute for Innovation and Improvement 1
• Royal College General Practitioners Centre for Commissioning2
• relevant independent Organisational Development Consultants for the design and delivery of
some actions

7.0
7.1

Conclusion
This Organisational Development Plan has been produced in light of the wide scale changes to
the NHS and the emerging Clinical Commissioning Group. The Clinical Commissioning Group has

1
2

http://www.institute.nhs.uk/
http://www.rcgp.org.uk/centre_for_commissioning.aspx
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gathered and considered perspectives from a number of people and organisations and although
not exhaustive the process has gleaned valuable insights.
7.2

It is acknowledged and research shows that it takes three to five years to develop and begin to
truly embed an organisation. Therefore, the Organisational Development Plan is future
focussed whilst also being mindful of the need for a year on year action orientated approach. It
starts from a position of building on developments that have taken place in the recent past and
confidence that the initiatives and objectives identified in the action plan are the right ones.

8.0
8.1

Recommendations
The Governing Body is asked to:
• note the content of the Report
• approve and sign off the Organisational Development Plan of the Clinical Commissioning
Group

Page 7 of 16
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Appendix One

Outline of the Organisational Development Implementation Action Plan
objectives and actions

Strategic Objective One: To have a clinically led process to set the strategic direction and
produce/implement clear and understandable strategic objectives for commissioning services to
improve health and reduce inequalities across the population served (McKinsey 7-S - Strategy)
Key Objectives
1.1 To embed the
1.2 To ensure the
1.3 To ensure that
1.4 To ensure
commissioning cycle as a
commissioning
investment,
understanding of the
whole organisational
intentions/business
disinvestment and
strategic direction by
way of working, which objectives year on year reinvestment to achieve
telling the “story”
includes member
demonstrate a line of appropriate services – e.g.
practices and a high
sight from the vision
quality and accessibility level of clinical
through to personal
are supported by a robust
engagement and
objectives and appraisals
QIPP financial plan
ownership.
Actions
1.1.1 Develop a “how we 1.1.2 Develop systems
1.1.3 Develop processes
work” paper, including a to ensure member
that ensure clinical
description of the how practices are included
engagement and input
the commissioning cycle
into the commissioning
is embedded within the
decisions of the clinical
organisation
commissioning group
1.3.1 Ensure current
contract plans 2011/12
are delivering

1.3.2 Develop the
financial plan for
2012/13 (which
integrates the QIPP
plans)

1.3.3 Evaluate the process
and make changes as
necessary for continuous
improvement

1.4.2 Have a process in
place so that the CCG
teams are routinely
‘briefed’ on the
Commissioning Business
Plan and Strategic
Direction (both
internally and externally)

1.4.3 Have a process in
place for regular
communication with
Practices

1.4.4 Develop a calendar
of stakeholder events /
patient engagement
events

1.2.1 Embed the
commissioning
objectives in clinical
commissioning group
staff appraisals and
objectives process
1.4.1 Develop a
consistent corporate
story about the clinical
commissioning group
its origins, its role and
ambitions and ‘so
what’.
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Strategic Objective Two: To have in place a structure that is aligned to the delivery of the vision of the
clinical commissioning group and able to work differently and effectively - internally and within the
wider Health and Social Care system and based on the key design principle of “one team, working
together” (McKinsey 7-S - Structure)
Key Objectives
2.1 To design a
2.2 To work with
2.3 Have in
2.4 Develop the
2.5 Develop
structure for the whole
staff and the
place a
effectiveness of
shared
organisation
Governing Body to Governing Body the federal way
leadership for
determine new
Governing Body
of working
Health and
ways of working to that reflects the
Wellbeing
deliver the
Future Forum
objectives,
findings
reflecting
management costs
and risk sharing
within other
organisations
Actions
2.1.1 Implement a
2.1.2 Put in place a 2.1.3 Corporate 2.2.1 Develop an 2.2.2 To have
structure that ensures development
Services Team
agreed decision
plans in place to
a dynamic and
programme for all to oversee the
making process
define and
interactive way of
the workforce to
development,
with devolved
procure
engaging with
enable them to
implementation responsibilities
commissioning
patients, clinicians,
adapt and develop and review of
support services
and stakeholders and into the one team, the OD Plan
achieves
working together
accountability
mode
without unnecessary
bureaucracy
2.2.3 Assess
2.2.4 Develop and 2.3.1 Recruit /
2.3.2 Assess the
2.3.3
leadership potential
agree a MOU
appoint to the
skills possessed
Commission a
and competency for
between NHS
Governing Body by Governing
Governing Body
clinical
South Cheshire
Body members
Development
commissioning group Clinical
and build
programme that
clinical leads in
Commissioning
competencies
enable the
shaping the clinical
Group and NHS
/skill where
Governing Body
commissioning group Vale Royal Clinical
required
to focus on
and service
Commissioning
Culture, Strategy
developments
Group for the
and
Medicines
Accountability
Management
with clear and
Team
speedy decision
making and
minimal
bureaucracy
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2.3.4 Develop
portfolios and clinical
leadership roles for
key aspects of the
Governing Body’s
work (Governing
Body & Leadership

2.4.1 Support the
development of
the membership of
the locality peer
groups

2.5.4 Participate in
development events
led by the Health and
Wellbeing Board

2.5.5 To develop
integrated teams
across the
Cheshire East
footprint

2.5.1 Be an
active member
of the Cheshire
East Health and
Wellbeing Board

2.5.2 Develop an
approach with
the Local
Authority for
shared
leadership with
the Health and
Wellbeing Board

2.5.3 Develop
joint strategies
for local
commissioning

Strategic Objective Three: To have in place robust systems that enable decision making, priority
setting, planning, execution and management of the business in the most effective way for this type
and style of organisation. (McKinsey 7-S – Systems)
Key Objectives
3.1 To strengthen the
3.2 Have a robust
3.3 Ensure patient
3.4 Ensure
links with Public Health
Communications and
experiences are captured
appropriate
and the process for
Engagement plan
by providers to inform
information and
having and updated
the development/
intelligence is used to
Joint Strategic Needs
refinement of services
inform service
Assessment
development and
changes
3.5 Ensure that the
clinical commissioning
group follows good
governance to
underpin transparent
accountability

3.1.1 Support the
production of an
updated Joint Strategic
Needs Assessment by
providing essential
information

3.6 Ensure equality and
diversity is embedded
through the culture,
systems and processes
of the clinical
commissioning group

3.7 Establish modern and
enabling IT systems that
support business
development, delivery
and performance
management

Actions
3.1.2 Contribute to the 3.1.3 Support the
development of the
development and agree
Joint Health and
an MOU with Cheshire
Wellbeing Strategy
East Public Health on the
‘public health offer to
clinical commissioning
groups’

3.8 To increase and
demonstrate
influence in clinical
commissioning group
decision making

3.2.1 Agree and
identify the resources
available for
Communications and
Engagement
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3.2.2 Produce a plan to
increase
communications and
engagement (patients,
public, carers, practices,
staff, providers,
voluntary sector and
other stakeholders) in
the commissioning
process
3.5.1 Explore, design
and establish systems
and processes for good
governance
3.6.3 Develop the
required Equality
Delivery System action
plan and implement

3.3.1 To monitor this
through the contract
management process,
so that patient
experience and
feedback is part of
‘core’ business.

3.4.1 Work with the
health and social care
economy to agree the
appropriate information
and intelligence

3.4.2 Use agreed data
to monitor services
(performance review
and improve)

3.5.2 Have in place a
process for reviewing
relevant documents
such as a Constitution,
Terms of Reference,
SORD and risks register
3.7.1 Agree a document
management system

3.6.1 Develop an Equality 3.6.2 Identify Equality
and Diversity Plan
and Diversity
Objectives for the
clinical commissioning
group
3.8.1 Establish a cross
practice working group to
review the level and
depth of engagement
from GPs, Practice Nurses
and Practice Managers
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Strategic Objective Four: To take forward the organisation based on our strong values and principles
and gain a positive reputation and make a difference to patients as a result (McKinsey 7-S – Shared
values)
Key Objectives
4.1 Ensure understanding of the values/principles of the clinical commissioning group
Actions
4.1.1 Create marketing 4.1.2 Deliver
4.1.3 Reinforce the
4.1.4 Describe how
tools e.g. banners,
engagement events
importance of values
the values are
posters, bulletins,
with the public
through appraisals,
demonstrated in
newsletters, website
Governing Body
everyday practice
etc.
meetings, staff meetings,
engagement with
patients, the public and
stakeholders
4.1.5 Produce
standards of expected
behaviours that
reinforce the agreed
values and culture

4.1.6 Test out the
values / behaviours
using
• 360 degree
assessment process
with stakeholders
• self assessment by
the Governing Body
and staff and review
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Strategic Objective Five: To develop the right culture and leadership to drive and deliver the business
which results in gaining a positive reputation for the way we work together and with others (McKinsey
7-S – Style)
Key Objectives
5.1 Develop the “one team, working together” model
5.2 Develop a coaching culture
Actions
5.1.1 Follow up on the
5.1.2 Build on the
5.1.3 Identify best
5.1.4 Develop a
initial MBTI work done and emerging culture and features that exist and
common set of
roll out to the whole
different leadership
are relevant to the
agreed Leadership
organisation to identify
styles – using
clinical commissioning
Standards across the
development needs
appreciative inquiry
group – what needs to
Management Team.
work with staff and
be kept, dropped or
stakeholders
added
5.1.5 From the feedback,
take these features and
translate them into
tangible ways of working
that everyone will
recognise and reinforces
that
individual/team/Governing
Body need to work in this
way

5.1.6 Hold focus
groups (mixed internal
and external
participants) across
the towns to test out
the culture and
reputation of the
clinical commissioning
group

5.2.1 Create a coaching
programme for the
Governing Body,
leadership team and
line managers
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Strategic Objective Six: To ensure that NHS Eastern Cheshire Clinical Commissioning Group is best
placed to recruit, develop and retain appropriate staff to realise the vision and they are the right
people for the culture of the organisation. (McKinsey 7-S – Staff)
Key Objectives
6.1 To have an
6.2 To develop
6.3 To ensure
6.4 Have a fully
6.5 To support
effective Governing posts to be directly
staff with the
informed,
the creation of a
Body to lead the
employed by ECCCG right skills and
engaged and
commissioning
organisation
with clear roles and experience are
motivated
support offer for
accountabilities
appointed
workforce
HR and OD

3

6.1.1 To put in place a
selection/election
process in order to
secure the
appropriate skills,
experience and
knowledge for an
effective Governing
Body

6.1.2 Develop
Governing Body
member skills
using coaching and
mentoring
schemes, 360
degree feedback
and mutual peer
support processes

6.3.1 Have the
processes in place for
recruitment and
selection

6.3.2 Induct into
new roles

6.4.4 Develop a staff
influence programme

6.4.5 Hold regular
whole team OD
away day

Actions
6.1.3 To put in
place a process
for succession
planning for
Governing Body
members and
other key roles

6.4.1 Review
formal and
informal
methods for
communicating
and
engagement
with the
workforce
6.4.6 Embed an
annual appraisal
cycle and the
production of
personal
development
plans

6.2.1 Develop Job
Description and
Person
Specifications
that clarify roles
and
responsibilities

6.2.2 Create a
fair appointment
process in line
with Cluster and
National
transition
policies and
guidance

6.4.2 Produce a
regular
workforce
engagement
newsletter

6.4.3 Produce
regular
Workforce
Information and
support for line
managers

6.4.7 Maintain a
programme of
Wellbeing and
Engagement in
line with the
Boorman
Review 3

6.5.1
Identify and
create service
description of HR
and OD services
that will be
required by the
clinical
commissioning
group

NHS Health and Wellbeing: the Boorman Review http://nhshealthandwellbeing.org/
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Strategic Objective Seven: To have a workforce (internally and to draw on from external support
services) that collectively has a comprehensive breadth and depth of skills, knowledge, experiences and
the right mindset to fulfil the responsibilities of the clinical commissioning group and to innovate.
(McKinsey 7-S – Skills)
Key Objectives
7.1 Ensure key skills are maintained across all
7.2 Develop awareness, skills and competencies of
functions of the clinical commissioning group to the wider clinical commissioning group membership
enable the clinical commissioning group to
deliver its full range of responsibilities
Actions
7.1.1 Audit current
7.1.2 Develop a
7.1.3 Identify and
7.1.4 Embed an annual
skills to inform an
workforce development determine what is
appraisal cycle and the
annual Learning and plan and programme
needed in house or
production of personal
Development
drawing on internal and what needs to be
development plans.
planning cycle
external resources in
commissioned
order to address skill
externally from
needs/ gap
commissioning
support offers in
order that any
contracted CSU will
provide capacity and
capability.
7.1.5 Ensure all staff 7.1.6 Access clinical
7.1.7 Implement a
7.1.8 Implement a
are aware of and
leadership
Governing Body
development programme
are able to access
development
development
for staff that enables them
mandatory and
programmes for clinical programme
to understand and
statutory training
Governing Body
adapt/develop to a
(e.g. safeguarding,
members and aspiring
different way of working as
equality and
clinical Governing Body
a shared management team
diversity,
members
and working with and
information
through others e.g. CSU
governance, fire
safety)
7.2.1 Design and run
a clinical leadership
and engagement
programme for
wider clinicians

7.2.2 Design and
implement an action
learning set for GPs to:
• explore working in 2
roles i.e. GP as a
front line provider
who commissions for
the individual patient
through a referral
and as a Governing

7.2.3 Hold a series of
workshops across the
area for non clinical
staff in the clinical
commissioning group
and Practices to
understand the what
and how of the
clinical commissioning
group and where they
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Body/Management
fit in the overall way
Group GP who
of working
commissions
strategically and for
the whole population
• explore working in a
federal model
• taking advantage of
ambiguity
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Strategy and
Eastern Cheshire
Community HealthVoice Update
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Lead Author

Rebecca Patel, Bill Swann

Contributors
Supporting healthy
lifestyles and reducing
health inequalities

Reducing premature
mortality



Purpose of Paper /
Report
Exec Summary

Recommendations

Next steps

Agenda Item 2.6

Focussing on local
needs

Managing our
resources

Corporate
development







For information



For ratification



The paper summarises the content and key areas of focus of the
Communications and Engagement Strategy for the Clinical
Commissioning Group, outlining its aims, objectives and
processes to achieve them.
The paper also provides an update on progress in the
development of and work of Eastern Cheshire Community
HealthVoice.
The Governing Body is requested to:
• note the content of the report
• approve the approach of and ratify the Communications and
Engagement Strategy
• confirm requirement for a quarterly progress update on the
Strategy’s implementation and outcomes
• note the content of the progress report on the development
and work of Eastern Cheshire Community HealthVoice
• equality analysis of the Communication and Engagement
Strategy will be completed
• the actions of the Communication and Engagement Strategy
will be implemented
• the Communications and Engagement functions to be
delivered by the Cheshire, Warrington and Wirral
Commissioning Support Unit will be agreed
• an update will be provided at the March 2013 Governing
Body Meeting
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Communications and Engagement Strategy for
NHS Eastern Cheshire Clinical Commissioning Group
1.0
1.1

Background and Context
The Communication and Engagement Strategy of NHS Eastern Cheshire Clinical
Commissioning Group outlines how the Clinical Commissioning Group will involve,
communicate with, demonstrate meaningful engagement with and listen to patients,
carers, general members of the public and stakeholders whose interests or work
contribute to the health and wellbeing of the population of Eastern Cheshire.

1.2

The strategy sets out the Communication and Engagement aims and objectives of
the Clinical Commissioning Group to ensure that it has effective, open and
transparent communication and engagement mechanisms to develop its work and to
enable communities in Eastern Cheshire to have the opportunity to influence
commissioning decisions.

1.3

The Clinical Commissioning Group understands that success will be based on the
effectiveness of the organisation to communicate and engage with its communities.
The key to success lies in the continued building of relationships with the member
practices, locality peer groups, Patient Participation Groups and the members of the
patient reference group Eastern Cheshire Community HealthVoice.

1.4

Through this strategy the Clinical Commissioning Group demonstrates its
commitment to ensuring that its vision of ‘Inspiring better health’ becomes a reality
for the communities of Eastern Cheshire.

1.5

The strategy provides a framework for improving communication and engagement
activity based upon the evolving national policy landscape. It is one of the enabling
documents of the Clinical Commissioning Group that will guide it in its delivery of its
organisational vision, values and principles and in the achievement of its
commissioning intentions.

2.0
2.1

“no decision about me without me”
As part of the national policy landscape, there has been a renewed emphasis on
ensuring that patients and carers are at the heart of decision making processes in
relation to healthcare. As a Clinical Commissioning Group that is being established
under the new Act 1 the Group has an enhanced duty to consult patients and
members of the public in developing, or making significant revisions to its
commissioning plans. Section 25 (14T) of the Act states that:
“each Clinical Commissioning Group must, in the exercise of its functions, promote
the involvement of patients, and their carers and representatives (if any), in
decisions about the provision of health services to the patients”

1

The Health and Social Care Act 2012 http://www.legislation.gov.uk/ukpga/2012/7/contents/enacted
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2.2

The Clinical Commissioning Group is committed to ensuring that it meets its duty
under the legislation by drawing on best practice and by continuing to build up
effective relationships with its patient, carer and public populations. The Clinical
Commissioning Group also recognises the importance of developing effective
engagement and communication approaches with its member practices.

2.3

The Clinical Commissioning Group will also adhere to the NHS Constitution (2012)2
and its pledges linked to patient and public involvement which include:
• information provision in order to support choice
• patient, carer and public involvement in the planning and redesign of services
• responsibilities to patients including the provision of feedback

2.4

The pledges demonstrate the need to communicate effectively in order to ensure
that the communities of Eastern Cheshire have an opportunity to influence the
commissioning decisions of the Clinical Commissioning Group.

2.5

As a public body, the Clinical Commissioning Group also has to ensure that it is
tackling inequalities as it has a legal duty under the Equality Act (2010) 3 to eliminate
inequality and discrimination on the basis of an individual’s age, disability, gender,
gender identity, religion, faith, belief, race, ethnicity, nationality, ethnic identity or
sexual orientation. One way of contributing towards this is ensuring that diverse
communities are engaged and communicated with using resources that take into
account their differences and are tailored towards them.

2.6

The policy context demonstrates how valued patient, carer and public engagement
and involvement are within the wider remit of healthcare. This is further
strengthened by the Constitution 4 of the Clinical Commissioning Group where, as
part of its general duties it will make arrangements to secure public involvement in
the planning, development and consideration of proposals for changes and decisions
affecting the operation of commissioning arrangements. The Clinical Commissioning
Group is committed to communicating and engaging in a variety of ways to ensure
that its legal duties are met through patient, carer and public involvement in all
aspects of the commissioning cycle.

3.0

Communication and Engagement Vision and Approach
“Eastern Cheshire communities will have the opportunities
to influence decisions about local health services”

3.1

2
3

Recognising the importance of its local patients, communities and other
stakeholders in influencing and informing the commissioning decisions and way of
working of the Clinical Commissioning Group, in 2011 a patient and public reference

The NHS Constitution http://www.nhs.uk/choiceintheNHS/Rightsandpledges/NHSConstitution/Pages/Overview.aspx
The Equality Act (2010) can be found via the following link:

http://www.legislation.gov.uk/ukpga/2010/15/pdfs/ukpga_20100015_en.pdf
4

NHS Eastern Cheshire Clinical Commissioning Group Constitution http://www.ec3health.co.uk/information/constitution-

of-nhs-eastern-cheshire-ccg-3?site_locale=en
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group known as Eastern Cheshire Community HealthVoice was set up. Further detail
on this group is provided in Section Eight of this report.
3.2

The Clinical Commissioning Group has taken the decision to differentiate how it
identifies its approach to communications and engagement into two elements:
3.2.1 Communications and Engagement Strategy – focussing on the strategic
‘corporate’ side of its communications and engagement intentions which
involve elements such as website development, social media and working
relationships with stakeholders. This is the overarching strategy for
communications and engagement.
3.2.2 Patient, Carer and Public Engagement Plan – focussing on the frontline
engagement with patients, carers and the public through mechanisms
such as Eastern Cheshire Community HealthVoice, locality peer groups,
patient participation groups, LINks/Healthwatch and other forums and the
communication of opportunities to be involved with commissioning
decisions. This is connected but also a separate part of the strategy for
communications and engagement.

3.3

The reasoning behind this approach is the recognition of tailoring communication
and engagement methods according to audience. It also demonstrates commitment
to ensuring that patients, carers and general members of the public do have
opportunities to influence decisions about local healthcare.

3.4

The Clinical Commissioning Group
recognises that communication and
engagement is on a regular and ongoing basis as part of the commissioning
cycle which has been embedded into
the three year clinical commissioning
plan 5 of the Clinical Commissioning
Group and by ensuring that the golden
thread to the plan is continuous
engagement with communities and
patients. Figure One - the Engagement
Cycle developed by InHealth Associates6
- demonstrates the model the Clinical
Commissioning Group will be following
when developing, implementing and
reviewing commissioning intentions.

Figure One: the Engagement Cycle

5

The CCG’s “Three Year Clinical Commissioning Strategic Plan” is available on page 20 of our Annual Plan
which can be downloaded from the following link:

http://www.ec3health.co.uk/uploaded_files/files/ECCCG_Annual_Plan_2012-13_-_Final_High_res.pdf
6
For further details on InHealth Associates, please visit their website at http://www.inhealthassociates.co.uk/

Page 4 of 18

Page 91

NHS ECCCG Governing Body Meeting 24 October 2012

Agenda Item 2.6

3.5

The purpose of the engagement cycle is to demonstrate how patient and carer
engagement and involvement can be embedded within every stage of the
commissioning cycle. The Clinical Commissioning Group strongly believes that
patient, carer and public engagement is vital in order to commission for success and
Figure Two illustrates the way in which it intends to achieve this.
Figure Two: Achieving the Engagement Cycle
Engagement Cycle Stage

Making it happen

Strategic Planning
Engaging communities to identify Patients, carers, public, and clinicians
health needs and aspirations
involved in development of the Joint
Strategic Needs Assessment 7
Engaging the public in decisions about Involvement in Joint Strategic Needs
priorities and strategies
Assessment work
Specifying outcomes and procuring services
Engaging patients in service design Throughout commissioning, collating and
and improvement
maintaining engagement evidence logs and
impact of engagement.
Managing demand and performance
Patient centre procurement and Communication of commissioning cycles
contracting
Patient centred monitoring and Defining opportunities to be involved in
performance management
performance monitoring
4.0
4.1

Aims and Objectives
The main aims of the Communications and Engagement strategy are:
• to support the process of effective communication and engagement in line with
the vision, core values and objectives of the Clinical Commissioning Group
• to identify the key stakeholders and audiences to communicate and engage with
• to identify how the Clinical Commissioning Group intends to listen, learn and
respond internally and externally to ensure that everyone has an opportunity to
influence decisions about local healthcare
• to define the strategic objectives for communication and engagement and how
the Clinical Commissioning Group is going to achieve these objectives

4.2

To support the delivery of the strategy the Clinical Commissioning Group has
identified a series of objectives which will strengthen the commitment to providing
meaningful engagement opportunities for the communities of Eastern Cheshire. The
objectives for strategic communications and engagement also link to the objectives
for patient, carer, and public engagement as developed by the patient and carer
reference group Eastern Cheshire Community HealthVoice.

7

JSNA – Joint Strategic Needs Assessment which is developed in partnership with the local council to
accurately assess the health needs of the population. www.cheshireeast.gov.uk/social_care_and_health/jsna.aspx
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4.3

By delivering on the objectives this will demonstrate the integral relationship
between communication and engagement, which will be further enhanced by
effective relationship building with stakeholders.

4.4

The Communications and Engagement ‘Plan on Page’ in Appendix One and the more
detailed action plan that can be found in the strategy demonstrates the actions that
the Clinical Commissioning Group will take in order to achieve its strategic
objectives, whilst the Patient, Carer and Public Engagement ‘Plan on Page’ can be
seen in Appendix Two and the more detailed action plan in the strategy
demonstrates the actions that the Clinical Commissioning Group will take in order to
achieve the patient, carer and public engagement objectives.

5.0

Implementing, monitoring and the review of the communication and engagement
strategy
The Corporate Services Team of the Clinical Commissioning Group is responsible for
the monitoring of the delivery of the actions identified within the Communications
and Engagement Strategy and the Patient, Carer and Public Engagement plan,
maintaining an evidence log and taking soundings from staff and stakeholders in the
ongoing process.

5.1

5.2

As communication and engagement is a core element, as well as statutory duty of
the Clinical Commissioning Groups work, the Corporate Services Manager will be
responsible for reporting on progress against the aims and objectives to the
Governing Body as part of a quarterly update which is planned into the Governing
Body reporting and meeting cycle.

5.3

The Lay Member with a brief for Patient and Public Involvement will be responsible
for communicating messages between the Governing Body and Eastern Cheshire
Community HealthVoice, which will create an effective two-way communication
process, as well as providing appropriate challenge to the Clinical Commissioning
Group on whether it is truly meeting its duties and intentions.

6.0
6.1

Resources to deliver our communication and engagement strategy
The Communications and Engagement Strategy will draw on the funding available to
support the Clinical Commissioning Group in its duties to communicate and engage.
Funding will be reviewed annually and the Clinical Commissioning Group will seek to
ensure best value for money whilst also securing the most effective people,
processes, expertise and technology to achieve its objectives.

6.2

To ensure best use of the funding some communications and engagement functions
will be done internally by the Clinical Commissioning Group, through the remit of the
Corporate Services Manager, Public Engagement Manager and other relevant staff,
whilst some functions will need to be ‘bought’ in from individuals or organisations
with the necessary expertise and resources

6.3

The Clinical Commissioning Group is in advanced discussions with the Cheshire,
Warrington and Wirral Commissioning Support Unit around the support that they
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can provide to enable the Clinical Commissioning Group to deliver on its
communication and engagement duties.
7.0
7.1

Recommendations
The Governing Body is asked to:
• note the content of the Report
• approve the approach of and ratify the Communications and Engagement
Strategy
• confirm it requires a quarterly progress update on the strategy’s implementation
and outcomes

8.0
Eastern Cheshire Community HealthVoice
8.1
Background
8.1.2 Eastern Cheshire Community HealthVoice’s initial premise in 2011 was to bring
together a number of individuals to aid the Clinical Commissioning Group in writing a
Patient, Carer and Public Engagement plan for 2011 – 2013, in order to ensure that
the commitment to patient, carer and public involvement was translated into
identifiable actions. Progress against this plan is summarised in Appendix Three. A
more thorough update on progress will be provided at the next progress report
update to the Governing Body (March 2013).
8.1.3 The premise of Eastern Cheshire Community HealthVoice is to act as a champion for
patients, carers and public in Eastern Cheshire to influence and support the
development and commissioning of local healthcare services by NHS Eastern
Cheshire Clinical Commissioning Group and other health bodies where appropriate.
8.1.4 Eastern Cheshire Community HealthVoice has evolved in the last year into the
Patient, Carer and Public reference group for NHS Eastern Cheshire Clinical
Commissioning Group and as an advisory committee to the Governing Body which
demonstrates the value that is placed on it by its members and by the Clinical
Commissioning Group.
8.1.5 Eastern Cheshire Community HealthVoice operates as an independent voice for
patients, carers and the public and has developed its own identity in terms of name
and its own Terms of Reference. It is has elected its own independent chair, by a
patient carer, who receives the full support of the Clinical Commissioning Group in
terms of staff via the Corporate Services Team and by Senior Management
attendance at meetings.
8.1.6 Eastern Cheshire Community HealthVoice has been in existence for one year and
meets on a six weekly basis.
8.1.7 Eastern Cheshire Community HealthVoice’s development has been directed by its
own members and as there is clear support from the Clinical Commissioning Group.
The value of the group is evidenced by the attendance of the GP Chair and senior
management, it ensures that patients, carers and voluntary sector organisations
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involved are empowered to continue its development and to provide opportunities
for patient, carer and public views to be listened to and acted upon.
8.1.8 The group is an essential two-way communication channel between the Clinical
Commissioning Group and its communities.
8.2
Membership
8.2.1 Membership of Eastern Cheshire Community HealthVoice is drawn from key
agencies that support and / or work on behalf of or for the public, patients and
carers, as well as from representative groups such as patient participation groups.
Membership is inclusive to all those with an interest or remit to improve the health
and wellbeing and health experience of the public, patients and carers. Membership
can be seen in Appendix Four.
8.2.1 The membership of Eastern Cheshire Community HealthVoice has evolved to include
voluntary and community sector organisations that represent the views of their
Service Users, Clients, Patients or Carers to ensure that their voices are heard in the
development of the Clinical Commissioning Group and its commissioning intentions.
8.3
The future for Eastern Cheshire Community HealthVoice
8.3.1 Eastern Cheshire Community HealthVoice has recognised the need to broaden its
membership and coverage so as to ensure that all sectors of the communities within
the five localities of Eastern Cheshire are represented. There is also a commitment,
as identified by the Communications and Engagement Strategy, to engage with
groups identified as “seldom heard” 8 and to develop communication mechanisms to
ensure that patients, carers and members of the public have the opportunity to
input into the commissioning decisions of local healthcare services.
8.3.2 Numerous patient and carer groups already exist within Eastern Cheshire. Eastern
Cheshire Community HealthVoice will seek to supplement these rather than
duplicate them by providing a forum whereby matters identified by such groups but
which may have wider relevance can be raised, discussed, placed into a wider
context and forwarded to the Clinical Commissioning Group for consideration and
action. In addition matters emerging from the Clinical Commissioning Group can be
discussed to determine how best they can be disseminated into the wider
community. To operate in this way HealthVoice must develop good relationships
with such groups and to encourage their representation at HealthVoice meetings.
8.3.3 One of the key areas for development for Eastern Cheshire Community HealthVoice
is the exploitation of a range of suitable communication mechanisms reaching as
many sectors of society as possible, such as the development of the group’s web
presence, use of social media and other non-computer based approaches. To adhere
“Seldom heard” voices are people whose views are rarely heard. This can be because they find it difficult to
participate, because they are less visible, or because they tend to be excluded. (Page 8 Equality and Human
Rights Commission Guidance: “Engagement and the Equality Duty: A guide for Public Authorities”.
http://www.equalityhumanrights.com/uploaded_files/EqualityAct/PSED/ehrc_psed_engagement_web.pdf

8
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to the communication commitment of being “transparent, honest and accountable”,
all minutes, agenda items and associated meeting documentation will be available
via the Clinical Commissioning Groups website www.ec3health.co.uk.
8.3.4 Strengthening the Clinical Commissioning Groups engagement and communication
commitments, as illustrated by the Communications and Engagement strategy, the
culture of “You Said, We Did” to demonstrate the impact of members involvement
will become regular standing agenda items.
8.3.5 Where appropriate temporary working sub-groups will be used t consider specific
issues and to generate recommendations for consideration by the group before
being forwarded to the Clinical Commissioning Group
8.3.6 Eastern Cheshire Community HealthVoice will continue to strengthen its
membership and its activity through the delivery of the Patient, Carer and Public
Engagement Plan and the Communications and Engagement Strategy.
8.4
Achievements of Eastern Cheshire Community HealthVoice
8.4.1 The achievements of Eastern Cheshire Community HealthVoice can be split into
three categories:
• direct impact
• opportunity of input
• receiving information
8.4.2 Members of Eastern Cheshire Community HealthVoice have been directly involved in
developing the Patient, Carer and Public Engagement plan for the Clinical
Commissioning Group which is now embedded within the Communications and
Engagement Strategy so as to ensure that the Clinical Commissioning Group
continues its commitment to be a listening organisation for the needs of patients,
carers and members of the public.
8.4.3 One of the key responsibilities of Eastern Cheshire Community HealthVoice is to
contribute to the development of the Annual Plan for the Clinical Commissioning
Group, with the support of its staff. For the Clinical Commissioning Groups 2012/13
Annual Plan members of Eastern Cheshire Community HealthVoice were interested
in developing a patient friendly version of the Annual Plan. This will be published
shortly for distribution amongst the Clinical Commissioning Group’s networks and
members of Eastern Cheshire Community HealthVoice.
8.4.4 Another of the key responsibilities of Eastern Cheshire Community HealthVoice is for
it to be involved in assisting the Clinical Commissioning Group in prioritising its
commissioning intentions. Members of Eastern Cheshire Community HealthVoice
where involved in deciding the prioritisation of the 2012/13 commissioning
intentions of the Clinical Commissioning Group and have been engaged to be
involved in prioritising the 2013/14 commissioning intentions.
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8.4.5 The evolution of Eastern Cheshire Community HealthVoice and its continued
development has been directed by its members and a development exercise
identified a number of key priority areas for the consideration which were taken into
account within the Communications and Engagement Strategy and ensured
continued commitment to the broadening of its membership.
8.4.6 The agenda of Eastern Cheshire Community HealthVoice is driven by its members. A
recently raised concern from a Patient Participation Group led to an opportunity to
discuss Central and Eastern Cheshire Primary Care Trust’s guidance on 28 day
prescribing and its ramifications for patients and carers across Eastern Cheshire.
Members have been directly involved in recommendations and the guidance will be
brought back to members for ratification.
8.4.7 It is important to note that members have also had the opportunity to have a direct
impact on the Clinical Commissioning Group’s Integrated Care Programme by being
involved in the development of its vision which is still in its infancy stage. A
commitment has been made for the vision to be communicated back to the
members, and for members to be kept updated with the Integrated Care
Programme’s progress.
8.4.8 As authors of the Public, Patient and Carer Engagement Plan, members of Eastern
Cheshire Community HealthVoice are also involved in the monitoring of the plan to
ensure that the Clinical Commissioning Group continues its commitment to be a
listening organisation for the needs of patients, carers and members of the public.
8.4.9 Eastern Cheshire Community HealthVoice also provides opportunities to input into
wider engagement and consultation process across Eastern Cheshire. Recent
examples include Cheshire East’s Joint Health and Wellbeing Strategy 9 as well as East
Cheshire’s NHS Trust Pressure Ulcer leaflets which requested patient and carer
input.
8.4.10 Eastern Cheshire Community HealthVoice’s membership allows the group to become
an excellent method of disseminating information to be taken back to individual
patient, carer and service user groups. Information that has been disseminated at
Eastern Cheshire Community HealthVoice for general publication have included
information on the national Healthwatch launch, the Care Quality Commission Tool
and the Be Clear on Cancer Campaign, which has resulted in discussions at individual
Patient Participation Groups.
8.5
Conclusions
8.5.1 Eastern Cheshire Community HealthVoice has made good progress in developing its
own agenda and making a commitment to having a say in commissioning decisions.
There are opportunities to improve, which have been recognised by the
Communications and Engagement Strategy, and its independence in terms of

9

http://www.ec3health.co.uk/uploaded_files/files/Health_and_Wellbeing_Strategy.pdf
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Chairmanship ensures that the commitment to make a difference becomes a reality
for members.
9.0
9.1

Recommendation
The Governing Body is asked to:
• Note the content of the progress report on the development of and work of
Eastern Cheshire Community HealthVoice
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Appendix Two:

Patient, Carer and Public Engagement ‘Plan on Page’
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Appendix Three: Eastern Cheshire Community HealthVoice membership
Organisation or Group
Handforth Patient Participation Group
Holmes Chapel Health Centre Patient
Panel
Toft Road Patient Participation Group
Annandale Medical Centre
Park Lane Surgery
Cheshire East Carer’s Reference Group
CVS (Community & Voluntary Services)
Cheshire East
Senior Voice for Macclesfield
Making Space
Age UK Cheshire East
Citizens Advice Bureau
Crossroads Care Cheshire East
East Cheshire Hospice
Alzheimer’s Society
Lay member for Patient and Public
Involvement
GP Chair
Chief Officer
Corporate Services Manager
Director of Integrated Care
Public Engagement Manager

Patient Group
Patient Group

Sector

Patient Group
GP Practice
GP Practice
Local Authority Group
Voluntary and Community Sector
Voluntary and Community Sector
Voluntary and Community Sector
Voluntary and Community Sector
Voluntary and Community Sector
Voluntary and Community Sector
Voluntary and Community Sector
Voluntary and Community Sector
NHS Eastern Cheshire Clinical
Commissioning Group
NHS Eastern Cheshire Clinical
Commissioning Group
NHS Eastern Cheshire Clinical
Commissioning Group
NHS Eastern Cheshire Clinical
Commissioning Group
NHS Eastern Cheshire Clinical
Commissioning Group
NHS Eastern Cheshire Clinical
Commissioning Group
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Appendix Three: Patient, Carer and Public Engagement Plan
Outcome 1: Patient Engagement at every step of the Commissioning Cycle
Action
1.1 Develop a guide to
inform patients, carers and
public what the
commissioning cycle is
1.2 Embed the culture of
patient, carer and public
engagement in the Clinical
Commissioning
Organisation Development
Plan
1.3 Align the Patient
Participation Groups
development with patient
engagement in the
community
1.4 Publicise success stories
that demonstrates how
patients, carers and public
engagement has influenced
commissioning plans
1.5 Collate existing toolkits
for commissioners to
support patient, carer and
public engagement
1.6 Develop a process for
rewarding general practice
for patients, carer and
public engagement

Timescale
December
2012

August 2012

December
2012

Progress
Will be
addressed
through
public
engagement
events

Evidence of success
• Interactive website
•

Publicity of stories
reaching to
engagement

•

Clear patient
engagement
structure

•

Completed
Organisational
Development plan

•

Toolkit

•

22 active PPGs

•

Practice award
given

•

Completion of
surveys (target TBC)

Ongoing

Ongoing
April 2013
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Outcome 2: Developing a reputation for excellence
Outcome
2.1 Develop a marketing
strategy which informs the
community of our role and
our function
2.2 Prepare evidence for
award that demonstrates
effective engagement
2.3 Disseminate innovative
practices in Eastern
Cheshire for others to
replicate
2.4 Maintain evidence log of
patient, carer and public
engagement to support
statutory duty

Timescale

Progress

December 2012

Ongoing

Evidence of success
• Marketing
strategy
published
•

Award

•

Authorisation

Ongoing

Ongoing

Outcome 3:The plan is delivered efficiently and within available resources
Outcome
3.1 Map existing resources
across organisations (people,
groups, funding etc)
3.2 Identify opportunities for
shared engagement and
include in resource pack
3.3 Align quality process to
ensure patient feedback
informs future development
3.4 Align structures for Patient
Participation Groups and
Commissioning

Timescale

Progress

December 2012
December 2012
January 2013
March 2013

Partially
completed

Evidence of success
• Mapping
exercise
complete
•

Resource pack
available

•

Quality process
includes
patient
feedback
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Outcome 4: Co-ownership of commissioning plans for improved health outcomes
Outcome
4.1 Establish Reference
Group
4.2 Implement national
toolkits to support outcomes
based commissioning
4.3 Develop training
programme for patient, carer
and public representatives
4.4 Use Knutsford project to
identify opportunities and
processes for shared
engagement

4.5 Through training, address
the role and function of
commissioning, existing
constraints and opportunity
for innovative commissioning

Timescale

Progress

January 2012

April 2012

March 2013
On Hold – Due
to discussions
around
integrated care
agenda and
December 2012 need for
engagement /
consultation
within
structured
approach

Ongoing

Evidence of success
• Reference
Group
established and
contributing to
commissioning
decisions
•

National
commissioning
toolkits fully
operational

•

Training
programme
developed and
delivered

•

Lesson learnt
from the
Knutsford
project are
used in future
development
projects
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Outcome 5: Shared benefits from partnership working
Outcome
5.1 Establish Reference
Group
5.2 Map existing resources
across organisations (people,
groups, funding etc)
5.3 Identify opportunities for
shared engagement and
include in resource pack

Timescale

Progress

January 2012
December 2012
Partially
completed

Evidence of success
• Reference
Group
established and
contributing to
commissioning
decisions
•

Mapping
exercise
complete

•

Resource pack
available

Ongoing

Outcome 6: Local communities are communicated with using a range of methods
Outcome
6.1 Use existing 3rd sector
experience and network to
reach under represented
groups
6.2 Agree strategies to
promote equality and
diversity
6.3 Resource pack to include
no more than 5 different ways
to communicate with a wide
range of people

Timescale
January 2012
August 2012
March 2013

Progress

Evidence of success
• Reference
Group
established and
contributing to
commissioning
decisions
•

Equality and
Diversity Plan
published

•

Mapping
exercise
complete

•

Resource pack
available
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Name of Paper /
Report
Lead Author

Contributors
Supporting healthy lifestyles
and reducing health inequalities

Purpose of Paper /
Report
Exec Summary

Agenda Item 3.1

Finance & Performance Report Parts 1
& 2, Month 06 as at 30 September 2012
Alex Mitchell
Elizabeth Insley/Neil Evans

Reducing
premature mortality

Focussing on
local needs

Managing
our resources



Corporate
development

For information 
The attached report outlines NHS Eastern Cheshire CCG’s
(NHS ECCCG) financial and activity performance to date and
estimated year end outturn. As at 30 September 2012, NHS
ECCCG is underspent by £307k with a forecast outturn
overspend of £20k. This is within acceptable tolerances of
achieving our financial duty of delivering a breakeven
position.
Overall, the trend is showing a marginal increase on patient
activity, although this is expected to fall in line with plan
during the winter months. The translation of activity into
costs is reflected within the financial position.

Recommendations

Next steps

A number of risks are also being monitored, including the
potential issues emerging from the 2013/14 CCG financial
baselines as per the returns completed in year.
The Governing Body is requested to note:
• Cumulative underspend as at 30 September 2012 of
£307k.
• The ranges in the forecast year end outturn with
breakeven being the planned position.
• The initial financial outlook predicting a shortfall in
funding.
To refine the financial outlook, including the pending CCG
allocations and the NHS Operating framework when released
later in the year.
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Name of Paper /
Report

Finance & Performance Report - Part 1
Key Indicators as at 30 September 2012

Lead Author

Alex Mitchell

Status
Trend

Current

Outturn

Objective: To report the cumulative expenditure against resources.

Commentary: During the month, progress has been made to separate out from Providers
expenditure associated with those services transferring to Public Health and Specialist
Commissioning. This has realigned the year to date performance in line with the earlier
months. Following these amendments, the revised forecast has reduced to a £20k overspend
which is within acceptable tolerances of achieving a balanced year end position.

Current

Status
Trend

Outturn

Objective: To forecast the year end outturn against its resources and highlight any emerging
pressures.
2012/13 Forecast Outturn
242,000
240,000
238,000

£000s

236,000
234,000
232,000
230,000
228,000

Plan

Month 1

Month 2

Month 3

Month 4

Month 5

Most Likely

Worst Case

Forecast Income

239,615

233,050

232,162

230,429

229,548

230,866

230,866

230,866

Forecast Expenditure

237,431

233,050

232,336

230,334

229,519

230,886

230,866

232,233

Commentary: As the months elapse, the increased data enables more robust judgements to be
made on the forecast outturn position. Currently, the forecast predicts an overspend of
£20,000 against our allocated resources. This is within acceptable tolerances of achieving our
financial duty of achieving a break even position.
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Status
Trend

Current

Outturn

Objective: To monitor performance against previous year’s actuals in order to highlight trends
or changes in patient flows.
Category
Year To
Increase /
% Variance
Direction
Movement
Date
(Decrease) on
Against
Since Last
Activity
11/12 Actual/
11/12
Reported
Plan
Actual/ Plan
GP Referrals
12,591
107
0.8%
Inpatients
1,966
126
6.4%
Day Cases
6,179
308
5.0%
1st Outpatient
9,773
62
0.6%
Elective
8,145
434
5.3%
Non Elective
8,005
(60)
-0.7%
Commentary: Overall, the cumulative activity levels have reduced but remain slightly higher
than planned. This is partly associated with increased activity due to provider compliance with
18 weeks waits and impacts from national Bowel and Lung Cancer campaigns. Overall, despite
the increased activity the financial impact is being contained within available resources.

Objective: To monitor all known risks that are being managed within the CCG.
Risk
Value
2013/14 CCG Funding Formula
2012/13 Reserves
Contract Performance

Rating

£0-£6.7m

20

£1m

16

£1m - £2m

16

Commentary: To identify the top risks which have a score of 16 and over. Currently, processes
are in place around understanding or negating the risk and are detailed within the Detailed
Finance Report - Part 2.
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Name of Paper /
Report

Detailed Finance & Performance Report Part 2
Month 06 as at 30 September 2012
Alex Mitchell

Lead Author
1.0

OVERVIEW

As at 30 September 2012, NHS Eastern Cheshire CCG (NHS ECCCG) is £307k underspent against a
cumulative budget of £115m. The primary financial objective for 2012/13 is to remain within our
financial allocation, ie, breakeven or underspend. Early trends predict a forecast overspend of £20k 1,
although refinements throughout the year will aim for a breakeven position.
The forecast also includes estimates for additional activity in Acute Providers which is currently
supported by the increase in activity, when compared to the same period last year and the 2012/13
plan. Overall, the trend is showing a marginal increase on activity, although this is expected to fall in
line with plan during the winter months.
2.0

FINANCIAL PERFORMANCE

The following table highlights the year to date position by main area of expenditure within NHS ECCCG.
Annual
Budget
£000s
Acute Health Care
Specialist Health Care
Prescribing
Care in the Community
Mental Health
Reserves
Other
Running Costs
Total Budget

113,119
13,831
33,320
21,892
13,092
129
30,433
5,050
230,866

Budget
£000s
56,559
6,915
16,660
10,946
6,546
64
15,217
2,525
115,433

Cumulative Position
Actual
Variance
Over/(Under)
£000s
£000s
57,196
6,077
15,993
10,692
6,786
814
14,872
2,697
115,126

636
(839)
(667)
(254)
240
750
(345)
172
(307)

During August and September, progress has been made to separate out from Providers expenditure
associated with those services transferring to Public Health and Specialist Commissioning. The
complexity of the transitional arrangements within Primary Care Trusts requires further validation to
ensure the changes have been made across the relevant categories, ie, reserves adverse variance
offsetting Acute and Specialist Health Care Spend.
1

Overspend is within acceptable tolerances to achieve break even at this stage within the financial year.
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2.1

Financial Forecast

Acute Health Care
Specialist Health Care
Prescribing
Care in Community
Mental Health
Reserves
Other
Running Costs
Total Expenditure

Current Forecast
Forecast Variance
£000s
£000s
115,947
2,828
13,374
(457)
32,365
(955)
22,517
625
13,538
446
(1,854)
(1,983)
30,606
173
4,393
(657)
230,886
20

Most
Forecast
Likely
Variance
£000s
£000s
115,947
2,108
13,374
(457)
32,365
(955)
22,517
625
13,538
446
(1,854)
(1,283)
30,606
173
4,393
(657)
230,866
0

Worst
Forecast
Case
Variance
£000s
£000s
115,947
2,828
13,641
(189)
33,320
0
21,892
0
13,538
446
(993)
(1,122)
29,837
(596)
5,050
0
232,233
1,367

As the months elapse, the increased data enables more robust judgements to be made on the forecast
outturn position. Currently, the forecast predicts an overspend of £20,000 against our allocated
resources which is within acceptable tolerances of achieving our financial duty of achieving a
breakeven position.
The forecast position on reserves includes NHS ECCCG’s share of the 2011/12 surplus returned in year
which is being used to offset predicted contract overperformance.
2.2

Running Costs
Status
Trend

Current

Outturn

Objective: To maintain NHS ECCCG’s administrative costs within a set target as defined by the
Department of Health.
Sector
Staff
Staff Annual
Budget
Spend
Variance Forecast Forecast
Budget Paid Budget
to
to
- Over / Variance Variance
wte
wte
Date
Date
(Under)
£000
£000
£000
£000
£000
%
Pay
Non-Pay
Total

28.9

22.0

1,437
3,613

824
1,701

559
2,138

(266)
438

(297)
(360)

-20.67%
-9.96%

5,050

2,525

2,697

172

(657)

-13.00%
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Commentary: The forecast underspend reflects the stages of recruitment that have been
undertaken during recent months. In addition, the “Non Pay” category includes the
Commissioning Support Unit value and the CCG share of other statutory costs, ie, Audit,
currently held at a PCT level.
3.0

CONTRACT PERFORMANCE

3.1

Overview

Activity for April to August is up overall when compared to the same period in 2011/12 which was used
to set the plan for 2012/13. However, there is a limited increase in costs due to the differing casemix
which is currently being contained within current resources.
The following data is used as a proxy for the Eastern Cheshire CCG activity:
1.
2.
3.
4.

East Cheshire NHS Trust – NHS ECCCG share circa 96%
Central Manchester University Hospital Foundation Trust – NHS ECCCG share circa 73%
Stockport Foundation Trust – NHS ECCCG share circa 94%
University Hospital of South Manchester Foundation Trust – NHS ECCCG share circa 78%
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Current

Status
Trend

Outturn

Objective: To monitor performance against previous year’s actual in order to highlight trends
or changes in patient flows.
Category
Year
Increase /
% Variance
Direction
Movement
To
(Decrease)
Against
Since
Date
on 11/12
11/12
Last
Activity
Actual/Plan
Actual/ Plan
Reported
GP Referrals
12,591
107
0.8%
Inpatients
1,966
126
6.4%
Day Cases
6,179
308
5.0%
1st Outpatient
9,773
62
0.6%
Elective
8,145
434
5.3%
Non Elective
8,005
-60
-0.7%
Commentary: Overall, the cumulative activity levels have reduced to a level slightly higher
than planned. This is partly associated with increased activity due to provider compliance with
18 week waits and impact from national Bowel and Lung Cancer campaigns. Overall, despite
the increased activity, the financial impact is being contained within available resources.
Main Performance Areas:
East Cheshire Trust Over Performing – Non Elective Activity for Paediatrics and Cardiology,
Gastroenterology, Medicine and ECGs
Central Manchester Over Performing - Intensive Therapy Unit, Excluded High Cost Drugs and
Devices, Head & Neck Top Up.
Stockport Under Performing – Knee & Shoulder & Urology
South Manchester Over Performing – Day cases for Trauma and Orthopaedics, Critical Care,
Excluded High Cost Drugs and Aortic Stents.
Next Steps: Continue with the validation of data and maintain discussions at monthly contract
meetings with providers.
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3.2

Detailed Performance to Date (Summary of Key Providers)
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4.0

UPDATES

4.1

2012 – 2017 Initial Financial Outlook

One of the key challenges facing the NHS in the future is the need to deliver financial sustainability.
Eastern Cheshire CCG is currently part of Central & Eastern Cheshire PCT which is meeting its financial
objectives associated with its Quality, Innovation, Productivity and Prevention (QIPP) targets.
For 2012/13 the CCG QIPP target is embedded within its financial plan and subsequent contracts.
Therefore, the integrated approach of managing activity and containing costs is reported via the
performance of individual budgets, eg, overspent or underspent.
Naturally, moving forward we need to understand what financial challenges ECCCG will face over the
next five years. Therefore, a local economic assessment has been made developed on the Eastern
Cheshire footprint. This has been a considerable challenge as available data is set at either a PCT or
Local Authority footprint.
As a principle, the baseline is set on this year’s funding which reflects our financial plan excluding the
2% non recurrent element as highlighted at the September Governing Body meeting. Therefore, the
need to re-instigate the 2% has a significant financial impact within the predicted model, although the
work currently underway with South and Vale Royal CCGs around risk sharing may help alleviate some
of this initial pressure.
Overall, during the five year period, the cumulative estimated shortfall up to 2016/17 is as follows:
Cumulative
Short Fall
£m
2% Non Recurrent Reserves
£18.332
Increase in population / costs
£13.894
Total Shortfall
*£32.226
* Equates t0 a 3% challenge against the cumulative resources
There is nothing on the following tables that is not already known, ie, population is increasing with
particular emphasis being on those aged 65 years and older. This group is estimated to experience the
biggest rise in population and costs of circa 14%. However, the key result is the indicative financial
pressure facing ECCCG, which historically has only been calculated at a PCT footprint.
The key to achieving the long term financial stability of ECCCG is the development and outcomes of the
Integrated Care agenda. This is currently working with Providers and the Local Authority to redesign
the provision of care around a specific cohort of people which is currently being finalised. In addition,
smaller QIPP initiatives are also being progressed around the tendering of Adult Hearing,
implementation of Multi Disciplinary Team assessments via Le QoF and changing suppliers for the
provision of Continence items.
The following information has been taken into account when predicting the future economic outlook:
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•
•
•
•
•
•
•
•
•
•

All patients with inpatient, outpatient and A&E attendance
Base years 2009 - 2012
2012/13 national tariff/local rules
Includes block and other budgets, eg, prescribing
Inflation assumptions as per SHA/Monitor/local
Assumes case mix/relationship with block services remains constant
Population based on Public Health Observatory 2009 – 2019
Split Cheshire East Council ECCCG boundaries by ward
Assumes health dependencies remain constant
Organic growth (excludes housing developments)
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Population Profile

PBR Tariff Spend
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TARIFF (ACUTE)

2012/13

PROJECTED SPEND / YEAR - £'000
2013/14 2014/15 2015/16 2016/17

IP

72,502

73,524

74,582

75,678

76,813

OP

31,029

31,296

31,575

31,864

32,166

AE

5,168

5,104

5,042

5,023

5,005

52,147

51,208

50,287

49,784

49,286

8,225

8,077

7,931

7,852

7,774

169,071

169,209

169,417

170,201

171,044

OTHER:
CONTINUING HEALTHCARE
NHS FUNDED CARE
LD POOL
PRESCRIBING
CCG RUNNING COSTS
OTHER
2% Topslice

7,832
5,811
7,572
31,834
5,050
1,995
0

7,910
5,869
7,648
32,630
5,050
1,995
4,583

7,989
5,927
7,724
33,446
5,050
1,995
4,583

8,069
5,987
7,802
34,282
5,050
1,995
4,583

8,150
6,046
7,880
35,139
5,050
1,995
4,583

Total Other:

60,094

65,685

66,715

67,768

68,844

Overall Total:

229,165

234,894

236,132

237,969

239,888

Resources:

229,165

229,165

229,165

229,165

229,165

0

(5,730)

(6,968)

(8,805)

(10,723)

BLOCK
PBC / OTHER NHS & NON
NHS
Total Tariff & Block

QIPP

It is recognised that over the coming months the above model requires further refinement to reflect
some key announcements due by the Department of Health. These include the notification of the
2013/14 CCG financial baselines and the 2013/14 NHS Operating Framework.
Therefore, the following key steps are being progressed both internally and with key stakeholders:
•
•
•
•
•
5.0

Integrate the pressures of the Local Authority to obtain a combined financial overview.
Convert other costs into age bands, eg, prescribing.
Adjust for Public Health/Specialist Commissioning transfers taking place during 2012/13.
Reflect for the pending CCG allocations.
Integrated Care “Agree Cohort – Define Pathways – Design Model”.
RISKS

The following table highlights to the Governing Body the key financial risks that the organisation is
currently monitoring. In relation to these risks a number of processes are in hand to understand the
risk, mitigate any future impact or prevent the risk from occurring.
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Risk

Mitigation

Score

2013/14 CCG Funding
Formula

The proposed NHS ECCCG 13/14 funding is being
based on returns submitted by Primary Care Trusts
detailing 11/12 expenditure and 12/13 financial
plans.

Extreme
Risk Score
20

The potential impact of the
new funding formula
compared to expenditure
baseline.
Estimated Risk £0 - £6.7m

The CWW cluster adjusted the 12/13 financial
plans to reflect historical “fair shares” based on a
PCT footprint. The approach and impact has been
incorporated into the 12/13 Financial Plan which
reduced Eastern funding by £6.741m recurrently.

(Likelihood
4 x Impact
5)

This was not supported by NHS ECCCG.

2012/13 Reserves

Action – Discussion remains on going with the
Cluster and NHS North.
The CCG has available non recurrent funding of
circa £1.3m to offset any in year contract over
performance.

The current NHS ECCCG
budget has a small non
recurrent reserve of £1.3m to Action – Internal process is in place to monitor
address any potential
contracts and projected year end outturn.
overspends.
Estimated Risk £1m
Contract Performance

Current forecast includes an estimate for contract
over performance. The forecast is refined as more
data becomes available.

Increase in GP referrals and
Hospital Activity compared to
2011/12 indicates a potential The most likely outturn is built into the forecast
over performance in contract outturn, utilising underspends across other
value.
categories of expenditure.
Estimated Risk £1m - £2m
Provider of Complex
Learning Disabilities
The potential risk in respect
of growing cost pressures
and in particular the lack of
clarity over the Responsible
Commissioner rules.

Action - To raise at Contract meetings to gain
assurance on contract outturn remaining within
agreed plan.
Legal advice has been sought to understand the
current position and risk assessment. Formal
report has been produced for the Cluster and NHS
North.
Action - This will be subject to continuous
monitoring as information becomes available.

Extreme
Risk Score
16
(Likelihood
4 x Impact
4)
Extreme
Risk Score
16
(Likelihood
4 x Impact
4)

Extreme
Risk Score
15
(Likelihood
3 x Impact
5)
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Estimated Risk £0 - £32m
Commissioning Support Unit

The preparation of financial information at a CCG
level within Central & Eastern Cheshire PCT
The capacity to deliver robust requires a coordinated approach within the PCT.
reporting of PCT expenditure Current capacity issues have resulted in CCG
at a CCG level.
reports not reflecting known resources and
expenditure.
Estimated Risk £0 - £2.5m
Action – The financial position has been amended
to reflect NHS ECCCG’s overall year to date and
forecast position. An internal process is underway
to resolve in preparation for September 12
reporting.

High Risk
Score 12
(Likelihood
3 x Impact
4)
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6.0

CONTRACT FORECAST OUTTURN

Provider
Aintree Hospital NHS Foundation Trust
Central Manchester University Hospitals NHS FT
Cheshire & Wirral MH Partnership Foundation Trust
Christies NHS Foundation Trust
Clatterbridge Centre for Oncology Foundation Trust
North Staffordshire Combined Healthcare NHS Trust
Betsi Cadwallader University
Countess of Chester NHS Foundation Trust
East Cheshire NHS Trust
Liverpool Womens Hospital Foundation Trust
Mid Cheshire Hospital NHS Foundation Trust
Warrington & Halton Hospital MHS Foundation Trust
Pennine Acute Hospitals NHS Trust (AIDS / HIV)
Royal Liverpool Broadgreen Hospitals NHS Trust
Robert Jones & Agnes Hunt Orthopaedic Hospital
Salford Royal NHS Foundation Trust
University Hospital of South Manchester NHS FT
St Helens & Knowsley Hospital NHS Trust
Stockport NHS Foundation Trust
Trafford Healthcare NHS Trust
University Hospital of North Staffordshire NHS Trust
Wigan, Wrightington & Leigh NHS Foundation Trust
Wirral University Teaching Hospital NHS FT
British Pregnancy Advisory Service
Independent Sector Treatment Services
Pennine Care FT
BMI South Cheshire
BMI Royal Alexandra
Spire Regency
Spire Cheshire
Spire Manchester
Manchester Surgical Services
Spa Medical
South Manchester Clinic
Eye Care Services
Mental Health Capacity Monies
Epilepsy Service - David Lewis
Total Contract Variances

Forecast
Outturn
80
6,012
13,468
6,757
30
6
0
85
80,493
53
4,153
319
829
323
276
447
11,818
49
9,885
452
1,061
593
171
45
0
64
117
551
1,138
97
16
55
206
165
1,717
7
39
141,579

Forecast
Over/
(Underspend)
(5)
151
208
(508)
9
(68)
15
(41)
361
(15)
(195)
18
(46)
30
27
4
547
(11)
(461)
11
147
145
(12)
(2)
36
32
66
(0)
(492)
48
5
28
16
(24)
31
0
(17)
37

Flag
Green
Red
Red
Green
Red
Green
Red
Green
Amber
Green
Green
Red
Green
Red
Red
Amber
Red
Green
Green
Red
Red
Red
Green
Green
Red
Red
Red
Green
Green
Red
Red
Red
Red
Green
Red
Red
Green
Amber
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Name of Paper /
Report

Clinical Quality & Performance Dashboard
and
Committee Meeting Minutes 19 Sept 2012

James Milligan

Lead Author

Neil Evans, Jane Miller

Contributors
Supporting healthy lifestyles
and reducing health inequalities

Purpose of Paper
/ Report
Exec Summary

Agenda Item 3.2.3

Reducing
premature mortality

Focussing on
local needs



Managing
our resources

Corporate
development

For information 
The September 2012 meeting specifically discussed actions in the
following areas:
• Complaints, professional concerns and Serious Untoward Incident
processes with the Cheshire Warrington & Wirral Commissioning
Support Unit
• Completion of the Quality Legacy Document with our main
Providers to support handover between the Primary Care Trust
Cluster and the National Commissioning Board Local Area Team
• Current issues being addressed with East Cheshire NHS Trust
include:
a) East Cheshire NHS Trust - Failure of the Accident & Emergency 4
hour target during August 2012 and the improvement plan
implemented
b) Agreement of a revised trajectory for East Cheshire NHS Trust
Clostridium difficile cases
c) Ongoing action plans to achieve 18 week Referral to Treatment at
specialty level and to eliminate the small number of remaining
patients waiting over 52 weeks for treatment
d) Continuing retention of the outstanding East Cheshire NHS Trust
Commissioning for Quality and Innovation payment in relation of
non-communication of a scheme

The need to improve reporting of mental health within the
Clinical Commissioning Group dashboard pending the
Commissioning Support Service reporting on our behalf
The Governing Body is requested to:
1. Note Current Performance Levels
2. Receive the Minutes of the Clinical Quality & Performance
Committee Meeting on 19 September 2012 and note the actions
being taken in response to areas of “underperformance”
1. Work will continue with the Cheshire Warrington & Wirral
Commissioning Support Unit to develop a holistic quality report

•

Recommendations

Next steps
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2. Ongoing work with Providers to address the performance
concerns highlighted above
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Clinical Quality & Performance Meeting
Room A, Alderley Building
Wednesday 19th September, 1.30-3.00pm
Present
Name
James Milligan (Chair)
Neil Evans
Jane Stairmand
Sally Rogers
Gary Shenton
Jane Miller
Jacki Wilkes
Anita Mottershead
Julia Huddart
Dawn Wayne (Notes)

JM
NE
JS
SR
GS

Title
Executive GP
Head of Business Management
Improving Outcomes Manager
Executive Registered Nurse
Complaints & Litigation Manager

JMM Quality & Performance Manager
JW
Head of Clinical Development & Health
Outcomes
AM
Quality & Performance Analyst
JH
Executive GP
DW
Office Administrator

Organisation
NHS ECCCG
NHS ECCCG
NHS ECCCG
NHS ECCCG
Commissioning
Support Unit
NHS ECCCG
NHS ECCCG
NHS ECCCG
NHS ECCCG
NHS ECCCG

Apologies
Name
Moira McGrath

Title
MM Safeguarding Children Designated
Nurse

Organisation
NHS ECCCG

Meeting Notes
Notes
1. Apologies & Notes of Previous Meeting
1.1. Apologies as noted above.
1.2. Matters arising/outstanding from previous Minutes:
1.2.2 Cascade of drug safety information to Practices. Agreed to
discuss with Colin Gidman a way of incorporating into SLA.
1.2.4 ECCCG Quality Dashboard – Suggested that a discussion is
held with Guy Hayhurst and Julie Sin to decide how to
represent quality and performance from a global Public
Health aspect at these meetings. No further action - Public
Health are being consulted.
1.2.5 IAPT information received from CWP – Tori Bell is working
with Ian Hulme and Julia Burgess to come up with
information requirements. Revision to dashboard to be in
place by next meeting,
2.0 ECCCG Quality Dashboard
8.1.4 A&E type 1&2 patients reviewed by emergency
medical consultant target – JMM reported that no
benchmarking information was available. No further action
8.1.6 Availability of Choose & Book – closed (penalty clause
taken away) and new criteria agreed to get all services into
Choose & Book.

Actions

NE to action

AM

JW to ask Tracey
Wright to send
individual
breakdown for each
practice
Page 3 of 6
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8.1.21 Consultant outpatient correspondence - timescale
changed from 7 to 10 days.
8.2.3 Group requested comparison check from previous year
on first treatment of cancer within 62 days
2. ECT Quality Dashboard
2.1 C.Diff – The rate should be 19 additional cases to end of year (42
in total for year). Quality Group agreed that the 42 total should not
be increased by the 2 cases currently being reclassified.
2.2 A&E – 4 hour waiting times, action plan exists but content needs
developing. ECT have reinstated Wednesday lunchtime meetings,
CCG to try and attend.

NE/JW/JM to work
through action plan
and raise contract
query re
intermediate
care/A&E

2.3 Cancer 62 Day Wait – Area of concern but gradually reducing
over year

JMM to review with
Tracey Wright

2.4 18 Week Wait – Achieving overall target but remaining issues at
ECT with regards specialty level performance and over 52 week
waits. Action plan and recovery trajectories in place.
2.5 Diagnostic 6 Week Wait – Group noted improvement in wait
times
2.6 Category A Ambulance – Performance lowered by rurality –
question whether comparable to other areas?

AM to check NWAS
portal for
benchmarking

2.7 RTT Specialties Breaching – query incomplete pathways.
Discrepancy as showing red on SHA reports - is correct data
feeding into SHA report?

AM to liaise with
Christine Lockett to
check information.

3. Patient Experience
3.1. No further information to report

JMM to liaise with
Carol Seddon to
obtain updates on
action plans
following annual
survey.

4. Patient Safety Incidents or Serious Untoward Incidents
4.1. Gary Shenton will be our Information Governance and Complaints
Manager and will now attend the CCG SUI meetings.
CWP - It was noted that 4 suicides had been reported in the
Eastern Cheshire area over one week. Waiting for the RCAs.
5. Complaints, PALs and Professional Concerns Trends
Gary Shenton described the complaints process to the group.
Complaints can be made to either the provider or the
commissioner but not both. Some difficulty occurs when actions
and outcomes are not recorded. Only new complaints appear on
the report. It was suggested that the Mid Cheshire report be taken

JMM to discuss with
ECT
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to ECT as an example of the information required to provide a
robust, usable report.
JMM
Question was raised – how to report clinical concerns? There is a
link to the Concerns Template, the CSU are providing support re
professional concern reporting, JMM to discuss with CSU about recirculating the link to the GP’s
6. Mortality and Morbidity Data
No report until October.
Post meeting note - data will not be available for the October
meeting therefore will report November meeting
7. Progress against CQUIN
It was agreed to continue to withhold ECT Quarter 1 milestone
payment pending further evidence that the communications
process is being implemented.
8. Key National Targets for ECT
Already covered in Item 2
9. Safeguarding Update
Action still outstanding to clarify CCG staff training position.

MM & DW to discuss
on 3.10.12

10. AOB
10.1
Quality Legacy Document – For information, the Cluster is handing
over to NCB the legacy for ECT, CBU, CWP and Spire contracts,
the first draft will go to the SHA end of September and will only be
updated after Christmas for final handover March 2013.
10.2

Members of the Group were asked to note the changes to delivery
of the Continence Service – no change to contracts.

Next Meeting
Date
Wednesday,17th October 2012

Time
12.30-2.00pm

Location
Meeting Room B
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NHS North of England Performance Overview
NHS Eastern Cheshire Clinical Commissioning Group
Indicator

Clostridium Difficile
Infections

Clostridium Difficile
Infections

Apr-12 May-12

Jul-12

Aug-12

Sep-12

Oct-12

Nov-12

Dec-12

Jan-13

Actual

Feb-13 Mar-13

Actual
(ECT ACUTE)

3

8

5

7

0

Upper threshold (=<)

3

8

5

7

2

7

6

6

10

10

7

7

7

7

7

95.6%

97.0%

95.4%

96.0%

94.1%

95%

95%

95%

95%

95%

100.0%

90.2%

93.8%

85.3%

88.0%

Upper threshold

85%

85%

85%

85%

85%

85%

85%

85%

85%

85%

85%

85%

Lower threshold

80%

80%

80%

80%

80%

80%

80%

80%

80%

80%

80%

80%

Actual
(ECT COMMUNITY)
Upper threshold (=<)

A&E Waiting Times
(<4hours)

Jun-12

TREND DATA

ECT Actual
Upper threshold

2

2

2

3

3

Comments

3

2

In response to the issues earlier in the year ECCCG (including liaison with Public
Health and SHA) have agreed the Trust recovery plan and agreed to a revised the
ECT threshold for 2012/13 to 42 cases, during August no cases were reported.
Stepping Hill Hospital has a monthly threshold of 4.5 cases a month (54 for the
year) they have reported 23 so far, during July & August they have exceded the
monthly theshold (7 cases each month). CCG liaising with host commissioner

There is no national target set for community services for Cdiff. East Cheshire
Trust Community Business Unit Cdiff target is a target set by the Trust. Public
Health are undertaking a review of the causal factors of the cases this year in order
to inform an improvement plan for next year.
7

95%

7

95%

7

95%

7

95%

7

95%

7

95%

Upper Threshold

CDiff (Acute)

CDiff (CBU)

7

95%

ECT has struggled through August with achieving the 4 hr A&E target. They had 20
beds closed on orhtopaedics for essential works and high numbers of attendances
of a higher acuity. A contract query was raised by ECCCG in August and the Trust
have responded with a recovery plan which has seen improved performance in
September.

A&E Waiting Times

Achieving
ECT Actual
Cancer 62 Day Waits

Referral to Treatment
Admitted % within 18
weeks

ECT Actual

Cancer 62 Day Waits

ECT are maintaining the upper threshold but are not achieving by the following specialities;
ENT,
Oral,
General Surgery
90.0% Action plans are in place for all specialties with recovery trajectories. The CCG are part of
85.0% the weekly 18 week meeting who manage this area.

90.20%

91.48%

90.71%

92.26%

91.57%

Upper threshold

90.0%

90.0%

90.0%

90.0%

90.0%

90.0%

90.0%

90.0%

90.0%

90.0%

90.0%

Lower threshold

85.0%

85.0%

85.0%

85.0%

85.0%

85.0%

85.0%

85.0%

85.0%

85.0%

85.0%

98.30%

98.50%

98.23%

97.30%

98.02%

Upper threshold

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

Lower threshold

90.0%

90.0%

90.0%

90.0%

90.0%

90.0%

90.0%

90.0%

90.0%

90.0%

90.0%

90.0%

RTT (18wks) Admitted

Achieving
Referral to Treatment
Non- Admitted % within
18 weeks

ECT Actual

RTT (18wks) Non Admitted
Achieving

Diagnostic 6-week
waiting times

ECT Actual

91.75%

95.20%

94.50%

98.80%

99.64%

Upper threshold

99.0%

99.0%

99.0%

99.0%

99.0%

99.0%

99.0%

99.0%

99.0%

99.0%

99.0%

99.0%

Lower threshold

97.0%

97.0%

97.0%

97.0%

97.0%

97.0%

97.0%

97.0%

97.0%

97.0%

97.0%

97.0%

Diagnostics - 6wks
Achieving

Mixed Sex
Accommodation

ECT Actual

0

0

0

0

0

Upper threshold

0

0

0

0

0

Lower threshold
ECT Actual
Stroke (>90% of stay on
dedicated stroke ward)

0

0

0

0

0

0

MSA Breaches

0

<1:1000 <1:1000 <1:1000 <1:1000 <1:1000 <1:1000 <1:1000 <1:1000 <1:1000 <1:1000 <1:1000 <1:1000
88.9%

94.7%

96.0%

77.3%

88.5%

Upper threshold

80%

80%

80%

80%

80%

80%

80%

80%

80%

80%

80%

Lower threshold

70%

70%

70%

70%

70%

70%

70%

70%

70%

70%

70%

ECT Actual

4

4

4

5

4

Upper threshold

0

0

0

0

0

ECT Actual

4

4

4

2

2

Upper threshold

0

0

0

0

0

RTT specialties breaching
the standard - Incomplete

0

0

0

0

0

0

RTT specialties breaching
the standard - Admitted

0

0

0

0

0

0

ECT dipped in performance in July they are now back to achieving above the
threshold. In July there were 4 out of 8 high risk patients not seen in timeframe.
The reasons for this were as follows:
1) Friday PM referral seen in Monday clinic
80% 2) GP sent initial referral to undercroft, therefore a delay in processing
3) 1 patient refused to go to Wythenshawe when offered an appointment within
24 hours
70%
4) One clinic cancelled at Wythenshawe due to sickness, therefore one patient
was seen after 24 hours.
BREACHES - AUGUST 12.
ENT 82.5%;
ORAL 84.6%;
GENERAL SURGERY 87.3%;
0 TRAUMA & ORTHOPAEDICS 88.7%
Action Plans in place to improve performance
BREACHES - AUGUST 12.
ORAL 64.4%;
ENT 84.2%.
0 Action Plans in place to improve performance

Lower Threshold

Stroke

RTT Breaches - Incomplete

RTT Breaches - Admitted

In Month
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Indicator

RTT specialties breaching
the standard - Non
admitted

Jun-12

Jul-12

Aug-12

ECT Actual

Apr-12 May-12
3

1

2

3

2

Sep-12

Upper threshold

0

0

0

0

0

ECT Actual

1

1

0

2

3

Upper threshold

0

0

0

0

0

ECT Actual

2

3

6

2

0

Upper threshold

0

0

0

0

0

14

14

10

7

4

0

0

0

0

0

87.3%

90.8%

88.8%

90.8%

90.1%

Upper threshold

90%

90%

90%

90%

90%

90%

90%

90%

90%

90%

90%

90%

Lower threshold

85%

85%

85%

85%

85%

85%

85%

85%

85%

85%

85%

85%

Actual

0

0

0

0

0

Upper threshold

0

0

0

0

0

Actual

0

0

3

0

0

Upper threshold (=<)

1

1

1

1

1

72.1%

71.8%

74.5%

72.6%

72.6%

75%

75%

75%

75%

75%

0

Oct-12

0

Nov-12

0

Dec-12

0

Jan-13

0

0

BREACHES - AUGUST 12. .
GENERAL SURGERY 87.0%;
NEUROSURGERY 90.9%
0 Action Plans in place to improve performance

RTT patients waiting 52+
weeks - Admitted
0

0

0

0

0

0

ECT Actual

0

0

0

0

0

Proportion of adult
admissions risk assessed
for VTE

MRSA (ECT ACUTE)

MRSA (ECT COMMUNITY)

Ambulance Category A

ECT Actual

CECPCT Actual

Upper threshold

ECT has an action plan in place. Cases being monitored weekly to proactively
eliminate long waits working to maximum 26 week wait by end of March 2013

RTT +52wks - Admitted

ECT has an action plan in place. Cases being monitored weekly to proactively
eliminate long waits working to maximum 26 week wait by end of March 2013

RTT +52wks - Non Admitted

0
ECT has an action plan in place. Cases being monitored weekly to proactively
eliminate long waits working to maximum 26 week wait by end of March 2013

RTT patients waiting 52+
weeks - Incomplete
Upper threshold

Upper Threshold

RTT Breaches - Non Admitted

0

RTT patients waiting 52+
weeks -Non Admitted
0

Comments

Feb-13 Mar-13

0

0

0

0

0

0

RTT +52wks - Incomplete

0
ECT is now achieving this target. For Quarter 3 & 4 the Trust has a CQUIN payment
attached to achieving 90% or more for each quarter.

VTE Risk Assessed

Achieving

MRSA (Acute)
0

0

0

0

0

0

0

MRSA (Community)
1

75%

1

75%

1

75%

1

75%

1

75%

1

75%

1

Reporting is not yet available at CCG level and NWAS are in the process of
implementing this. The structure of the contract means that NWAS are measured
at CWW level rather than CCG/PCT. Future contracting arrangements are being
developed as part of the contract transition process as currently the contract is
75% managed at a cluster level linking into NHS Blackpool as Lead Commissioner.

Ambulance Cat A

Lower Threshold

In Month

Page 133
Indicator

Apr-12 May-12

Jun-12

Jul-12

Aug-12

Sep-12

Oct-12

Nov-12

Dec-12

Jan-13

Feb-13 Mar-13

Upper Threshold

Lower Threshold

In Month
CURRENT

Actual - Accepted

2,446

2,477

2,455

2,384

2,329

Actual - Accepted &
Started

2,200

2,167

2,107

2,046

2,031

1,934

1,934

1,934

1,934

1,934

1,934

1,934

1,934

1,934

1,934

1,934

1,934 CECPCT DATA. Will be split to CCG level from September 12.

ADULTS SERVICES : CMHT
(Inc. Acute Inpatient).
Target
Monthly Snaphot
Lower threshold
5% tolerance

-

UPPER THRESHOLD
TARGET

1,837

1,837

1,837

1,837

1,837

1,837

1,837

1,837

1,837

1,837

1,837

1,837

Upper threshold
+5% tolerance

2,031

2,031

2,031

2,031

2,031

2,031

2,031

2,031

2,031

2,031

2,031

2,031

Actual - Accepted

2,394

2,382

2,474

2,589

2,659

1,982

1,959

2,020

2,103

2,239

2,141

2,141

2,141

2,141

2,141

2,141

2,141

2,141

2,141

2,141

2,141

2,141 CECPCT DATA. Will be split to CCG level from September 12.

Actual - Accepted &
OLDER PEOPLE SERVICES Started
: CMHT (Inc. Inpatient
Functional and Inpatient Target
Organic) Team Caseload.
Monthly Snaphot
Lower threshold 5% tolerance

UPPER THRESHOLD
TARGET

2,034

2,034

2,034

2,034

2,034

2,034

2,034

2,034

2,034

2,034

2,034

2,248

2,248

2,248

2,248

2,248

2,248

2,248

2,248

2,248

2,248

2,248

2,248

Actual - Accepted

1080

1143

1122

984

936

869

928

894

766

748

800

800

800

800

800

800

800

800

800

800

800

800 CECPCT DATA. Will be split to CCG level from September 12.

760

760

760

760

760

760

760

760

760

760

760

760

840

840

840

840

840

840

840

840

840

840

840

840

35%

Target

45%

45%

45%

45%

45%

45%

45%

45%

45%

45%

High Threshold

50%

50%

50%

50%

50%

50%

50%

50%

50%

50%

DRUG & ALCOHOL : Drugs Actual
Treatment Outcome
Profiles (TOPS) recordings Target
- Young people Reviews.
Monthly
High Threshold

67%
80%

80%

80%

80%

80%

80%

80%

80%

80%

80%

85%

85%

85%

85%

85%

85%

85%

85%

85%

85%

200

200

200

200

200

200

200

200

190

190

190

190

190

190

190

190

210

210

210

210

210

210

210

210

ALCOHOL SERVICES : Tier Target
3- Dependant - Caseload.
Lower threshold
Monthly
5% tolerance
Upper threshold
+5% tolerance

LOWER THRESHOLD

OLDER PEOPLE SERVICES CMHT TEAM CASELOAD

OLDER PEOPLE SERVICES CMHT MEMORY TEAM
CASELOAD

Actual

Actual

ACCEPTED 2012-13
ACCEPTED & STARTED

ACCEPTED 2012-13
ACCEPTED & STARTED

UPPER THRESHOLD
TARGET
LOWER THRESHOLD

ACTUAL @ Q1 12
CECPCT DATA. QUARTER 1 POSITION; LATEST DATA AVAILABLE. DRUG SERVICE
FIGURES ARE ACROSS THE TWO CHESHIRES.

DRUG & ALCOHOL ADULT DRUGS
DISCHARGE %

UPPER THRESHOLD
TARGET

ACTUAL @ JUNE 12
CECPCT DATA. JUNE 12 DATA LATEST AVAILABLE. DRUG SERVICE FIGURES ARE
ACROSS THE TWO CHESHIRES.
DRUG & ALCOHOL T.O.P.S.

124

-

ACCEPTED 2012-13
ACCEPTED & STARTED

2,034

Upper threshold
+5% tolerance

LOWER THRESHOLD

ADULT SERVICES - CMHT
CASELOAD

Upper threshold
+5% tolerance

OLDER PEOPLE SERVICES Actual - Accepted &
Started
: CMHT (Inc. Inpatient
Functional and Inpatient
Target
Organic) Memory Team
Caseload. Monthly
Lower threshold Snapshot
5% tolerance

DRUG & ALCOHOL : TR2:
Adult Drugs Discharge Proportion of treatment
exits to be planned.
Cumulative

Comments

MEASURES RECORDED ARE WHERE CURRENT TREND IS "RED" ON CWP CEC DASHBOARD FOR AUGUST 12

CWP - MENTAL HEALTH

UPPER THRESHOLD
TARGET

ACTUAL @ AUG 12
CECPCT DATA. PRE AUG 12 DATA NOT AVAILABLE?
ALCOHOL - TIER 3 DEPENDENT
CASELOAD

UPPER THRESHOLD
TARGET
LOWER THRESHOLD
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Indicator

Apr-12 May-12

Actual (weeks)

25

22

Jun-12

Jul-12

Aug-12

20

22

16

Sep-12

Oct-12

Nov-12

Dec-12

Jan-13

Comments

Feb-13 Mar-13

Upper Threshold

Lower Threshold

IAPT STEP 3 COUNSELLING

IAPT : Waiting Times Step 3 Counselling - 12
weeks. Monthly

In Month
ACTUAL 2012-13

CECPCT DATA.
CWP are actively working to improve the access to this service
Target (weeks)

12

12

12

12

12

Actual (weeks)

30

31

23

20

17

12

12

12

12

12

12

TARGET 2012-13

12

IAPT STEP 3 CBT

IAPT : Waiting Times Step 3 CBT - 12 weeks.
Monthly

ACTUAL 2012-13

CECPCT DATA.
Target (weeks)

12

12

12

12

12

12

12

12

12

12

12

12

583

1,381

1,978

2,709

3,416

708

1,417

2,125

2,833

3,542

4,250

4,958

5,667

6,375

7,083

7,792

8,500

669

1,338

2,006

2,675

3,344

4,013

4,681

5,350

6,019

6,688

7,356

8,025

744

1,488

2,231

2,975

3,719

4,463

5,206

5,950

6,694

7,438

8,181

8,925

TARGET 2012-13

OTHER IAPT MEASURES (GREEN & AMBER)
Actual (cumulative)
The number of people
who have been referred Target (cumulative)
for psychological
Lower threshold therapies during the
reporting quarter
5% tolerance

Upper threshold
+5% tolerance
The number of active
referrals who have waited for
more than 28 days from
referral to first treatment/first
therapeutic session (at the
end of the reporting quarter)

The number of people
who have entered
psychological therapies
(i.e. had their first
therapeutic session)
during the reporting
quarter

1,606

Target

3,500

The number of people
who have completed
treatment not at clinical
caseness at initial
assessment

LOWER THRESHOLD

ACTIVE REFERRALS WAITING

392

826

1,145

1,631

2,004

Target (cumulative)

250

500

750

1,000

1,250

1,500

1,750

2,000

2,250

2,500

2,750

3,000

238

475

713

950

1,188

1,425

1,663

1,900

2,138

2,375

2,613

2,850

Upper threshold
+5% tolerance

263

525

788

1,050

1,313

1,575

1,838

2,100

2,363

2,625

2,888

3,150

Actual (cumulative)

287

623

893

1,218

1,503

229

458

688

917

1,146

1,375

1,604

1,833

2,063

2,292

2,521

2,750

218

435

653

871

1,088

1,306

1,524

1,741

1,959

2,177

2,394

2,612

Upper threshold
+5% tolerance

241

481

722

963

1,203

1,444

1,685

1,925

2,166

2,407

2,647

2,888

Actual (cumulative)

108

249

358

474

584

Target (cumulative)

75

150

225

300

375

450

525

600

675

750

825

900

71

143

214

285

356

428

499

570

641

713

784

855

Upper threshold
+5% tolerance

79

158

236

315

394

473

551

630

709

788

866

945

Actual (cumulative)

51

97

138

190

232

Target (cumulative)

33

67

100

133

167

200

233

267

300

333

367

400

32

63

95

127

158

190

222

253

285

317

348

380

35

70

105

140

175

210

245

280

315

350

385

420

ENTERED PSYCHOLOGICAL

Lower threshold
5% tolerance

-

Lower threshold
5% tolerance

Lower threshold
5% tolerance
Upper threshold
+5% tolerance

-

-

ACTUAL @ Q1 12
TARGET

CECPCT DATA. Q2 data will be available October 12.

Actual (cumulative)

ACTUAL @ AUG 12
UPPER THRESHOLD
TARGET

CECPCT DATA. CURRENT STATUS IS GREEN

Actual

The number of people
who have completed
Target (cumulative)
treatment (minimum 2
treatment contacts)
Lower threshold broken down by age and
5% tolerance
sex

The number of people
who are 'moving to
recovery' (of those who
have completed
treatment, those who at
initial assessment
achieved 'caseness' and
at final did not) during the
reporting quarter

REFERRED FOR
PYSCHOLOGICAL THERAPIES

ACTUAL @ AUG 12
UPPER THRESHOLD
TARGET

CECPCT DATA. CURRENT STATUS IS GREEN

LOWER THRESHOLD

COMPLETED TREATMENT WITH
MINIMUM 2 TREATMENT
CONTACTS

ACTUAL @ AUG 12
UPPER THRESHOLD
TARGET

CECPCT DATA. CURRENT STATUS IS GREEN

LOWER THRESHOLD

PEOPLE MOVING TO
RECOVERY

ACTUAL @ AUG 12
UPPER THRESHOLD
TARGET

CECPCT DATA. CURRENT STATUS IS GREEN

LOWER THRESHOLD

COMPLETED TREATMENT NOT AT
CLINICAL CASENESS

CECPCT DATA. CURRENT STATUS IS GREEN

ACTUAL @ AUG 12
UPPER THRESHOLD
TARGET
LOWER THRESHOLD
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Indicator

The number of people
moving off sickpay or
benefits during the
reporting quarter

Jun-12

Jul-12

Aug-12

Actual (cumulative)

14

28

42

57

66

Target (cumulative)

14

28

43

57

13

27

40

15

30

45

Lower threshold
5% tolerance

Apr-12 May-12

-

Upper threshold
+5% tolerance

Sep-12

Oct-12

Nov-12

Dec-12

Jan-13

Feb-13 Mar-13

71

85

99

113

128

142

156

170

54

67

81

94

107

121

134

148

161

60

75

90

104

119

134

149

164

179

Actual (cumulative)

2,678

5,990

8,625

11,712

14,747

3,833

7,667

11,500

15,333

19,167

23,000

26,833

30,667

34,500

38,333

42,167

46,000

3,642

7,283

10,925

14,567

18,208

21,850

25,492

29,133

32,775

36,417

40,058

43,700

4,025

8,050

12,075

16,100

20,125

24,150

28,175

32,200

36,225

40,250

44,275

48,300

Actual (cumulative)

59

136

180

263

316

Target (cumulative)

83

167

250

333

417

500

583

667

750

833

917

1000

79

158

238

317

396

475

554

633

713

792

871

950

Upper threshold
+5% tolerance

88

175

263

350

438

525

613

700

788

875

963

1050

Actual (cumulative)

12

20

28

42

50

Lower threshold
5% tolerance

-

Upper threshold
+5% tolerance

The number of single
contact completed
treatments

The number of people who
remain at caseness (those
whose scores have reduced
by 10 points but are not yet
'recovered') during the
reporting quarter

Lower threshold
5% tolerance

-

In Month
ACTUAL @ AUG 12
UPPER THRESHOLD
TARGET
LOWER THRESHOLD

ACTUAL @ AUG 12

PRIMARY CARE / IAPT
CLINICAL CONTACTS

UPPER THRESHOLD
TARGET

CECPCT DATA. CURRENT STATUS IS AMBER

LOWER THRESHOLD

ACTUAL @ AUG 12

SINGLE CONTACT
COMPLETED TREATMENTS

UPPER THRESHOLD
TARGET

CECPCT DATA. CURRENT STATUS IS AMBER

LOWER THRESHOLD

PEOPLE AT CASENESS

ACTUAL @ Q1 12
TARGET

Target (cumulative)
Actual

46%

49%

48%

42%

45%

Target

50%

50%

50%

50%

50%

50%

50%

50%

50%

50%

50%

50%

45%

45%

45%

45%

45%

45%

45%

45%

45%

45%

45%

45%

55%

55%

55%

55%

55%

55%

55%

55%

55%

55%

55%

55%

6

5

6

5

4

ACTUAL @ AUG 12
UPPER THRESHOLD
TARGET

CECPCT DATA. CURRENT STATUS IS GREEN
-

5% tolerance
Upper threshold
+5% tolerance

Waiting Times - Step 4 26 weeks. Monthly

Lower Threshold

PEOPLE OFF SICKPAY &
BENEFITS

CECPCT DATA. TARGET TO BE CONFIRMED

Percentage of people into
recovery based upon new
calculations. MONTHLY Lower threshold

Waiting Times - Step 2 - 4
weeks. Monthly

Upper Threshold

CECPCT DATA. CURRENT STATUS IS GREEN

The number of Primary Target (cumulative)
Care/IAPT Clinical
Contacts

Comments

Actual (weeks)

PEOPLE INTO
RECOVERY

STEP 2 - 4 WEEKS

LOWER THRESHOLD

ACTUAL @ Q1 12

CECPCT DATA. CURRENT STATUS IS GREEN
Target (weeks)

4

4

4

4

4

4

4

4

4

4

4

4

Actual (weeks)

39

31

25

22

14

Target (weeks)

26

26

26

26

26

26

26

26

26

26

26

26

25

25

25

25

25

25

25

25

25

25

25

25

27

27

27

27

27

27

27

27

27

27

27

27

TARGET

ACTUAL @ AUG 12
UPPER THRESHOLD
TARGET

CECPCT DATA. CURRENT STATUS IS GREEN
Lower threshold
5% tolerance
Upper threshold
+5% tolerance

-

STEP 4 - 26 WEEKS

LOWER THRESHOLD

