MEETING of the GOVERNING BODY

held in public
Wednesday 30th January 2013 at 1 pm
Festival Hall, Alderley Edge, Cheshire, SK9 7HR
Chair: Dr Paul Bowen

AGENDA
12.30

Arrival and coffee

13:00 1.

PRELIMINARY BUSINESS

1.1

Paul Bowen

13:10

1.2

Welcome and opening remarks from the
Chair
Public questions related to the agenda

13:20

1.3

Apologies for absence

All

1.4

Declaration of any interests relevant to the
agenda items

All

1.5

Minutes of the previous meeting

13:30 2.

Verbal

Paper attached
To agree

ITEMS FOR DISCUSSION

2.1

Authorisation Update

Jerry Hawker

Paper attached
For information

13.35

2.2

Jerry Hawker

Paper attached
For information

13:40

2.3

Alex Mitchell

Paper to follow
For information

14:00

2.4

Constitution for NHS Eastern Cheshire Clinical
Commissioning Group
2013/14 CCG Financial Allocations & NHS
Operating Framework
NHS 111

Jacki Wilkes

Paper attached
For information

14:20

2.5

Update on Learning Disability Services

Catherine Mills

14:40

Comfort Break

Paper attached
For
endorsement

Alex Mitchell

Paper to follow
For information

14:50 3.
15:00

STANDING ITEMS

3.1

Finance and Performance

3.2

Sub Committees - Minutes for information
3.2.1

Governance and Audit Committee

Gerry Gray

Paper attached
For information
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15:10

3.3

Remuneration Committee

3.2.3

Clinical Quality and Performance
Committee

James Milligan

Locality Management Meeting –
November 2012 meeting
Clinical Forum – November 2012
meeting
Eastern Cheshire Community
HealthVoice –December 2012 meeting
Eastern Cheshire Partnership Board November and December 2012
meetings

Melanie Lyman

Paper attached
For information

Paul Bowen

Paper attached
For information

Bill Swann

Paper attached
For information

Jerry Hawker

Paper attached
For information

3.3.2
3.3.3
3.3.4

4.

Paper attached
For information

Advisory Committees – Summary notes for information
3.3.1

15:20

None on this
occasion

3.2.2

CLOSING REMARKS

Paul Bowen

Verbal

15:30 CLOSE OF MEETING
DATE AND TIME OF NEXT MEETING:
Wednesday 24th March 2013 1.00 – 3.30pm – Formal Meeting held in public
Venue to be confirmed
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MEETING OF THE GOVERNING BODY held in private
Wednesday 28 November 2012
Belong, Kennedy Avenue, Macclesfield

Unconfirmed MINUTES
ATTENDANCE
Dr Paul Bowen
Dr Andy Coley
Dr Mike Clark
Gerry Gray
Jerry Hawker
Melanie Lyman
Dr James Milligan
Alex Mitchell
Sally Rogers
Dr Julie Sin
Bill Swann
Dr Jenny Lawn
vacant

Executive Chair, GP McIlvride Practice, Poynton
General Practice Locality Peer Group Lead –
Bollington, Disley and Poynton
General Practice Locality Peer Group Lead - Macclesfield
Lay member (Governance)
Chief Officer
General Practice Locality Peer Group Joint Lead –
Congleton and Holmes Chapel
General Practice Locality Peer Group Lead –
Alderley Edge, Chelford, Handforth and Wilmslow
Director of Finance & Governance
Registered Nurse Member
Consultant in Public Health and and Medicine,
Central and Eastern Cheshire PCT
Lay Member (Patient & Public Involvement)
General Practice Locality Peer Group Lead – Knutsford
Secondary Care Doctor Member

PRESENT
PRESENT
PRESENT
PRESENT
PRESENT
PRESENT
PRESENT
PRESENT
PRESENT
PRESENT
PRESENT
PRESENT
-

-

THOSE IN ATTENDANCE
Matthew Cunningham
Hazel Burgess
Gill Boston
Dr Julia Huddart
Dr Ian Hulme
Jacki Wilkes
Neil Evans
Cathy Davis (for item 1.5)
Tim Andrews (for item 1.5)
Lindsay Ratapana (for item 1.6)

Corporate Services Manager
Note taker
ECCCG Governing Body Advisor
General Practice Representative
General Practice Representative
Head of Clinical Development & Health Outcomes
Head of Business Management
Head of Client Operations, Cheshire & Merseyside
Commissioning Support Unit
Managing Director, Cheshire & Merseyside Commissioning
Support Unit
Adult Safeguarding Manager, ECCCG and South Cheshire
CCG
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0.

APOLOGIES AND WELCOME
The Chair welcomed Dr Jenny Lawn, recently appointed Locality Lead for the
Knutsford Peer Group.

1

UPDATES AND ITEMS FOR INFORMATION

1.1

NHS Assembly - This item was postponed due to shortness of time.

1.2

Authorisation Update
Jerry Hawker updated the group on the CCG’s progress in the authorisation
process. The CCG submitted documentary evidence against six assessment
domains. Following an external panel interview on 18 October, and the
outcome of an exercise to moderate the scoring across CCGs, ECCCG had 8
‘reds’. The CCG will take up the opportunity to submit further evidence ahead
of the Conditions Panel assessment on 18 December. Jerry Hawker explained
the technical process that has been adopted to assess the capabilities of CCGs,
stressing that what whilst ECCCG accepts the red rating for some items, and is
working on those areas, there are other ‘reds’ which it is expected will be
turned to green on submission of further evidence.
There was a question on the progress with recruitment of a Secondary Care
Doctor for the Governing Body; two rounds of recruitment have failed to
identify a candidate who demonstrates an interest in focussing on the
population of Eastern Cheshire. The strictness of the exclusion criteria is a
recognised difficulty nationally. Recently retired doctors who are still
registered are eligible, and the possibility of recruiting someone who fulfils
these criteria and lives locally is now being explored.
The usefulness and the appropriateness of the authorisation process is
recognised and it is acknowledged that the ‘reds’ have nudged the CCG to work
on underdeveloped areas e.g. the new adult safeguarding policy.
Dr Paul Bowen stated that it is important that assurance is given to the local
population as well as the National Commissioning Board that the CCG is ready
to take on the statutory responsibilities and Governing Body members were
invited to input any comments.

1.3

Mid Year Quality Update
James Milligan told the meeting that the CCG has established, and is already
operating, its own structure to take on responsibility for monitoring quality
from Central and Eastern Cheshire PCT. The paper sent out with the agenda
illustrates the progress made in the last six months. Quality indicators are
being developed for next year as currently the information currently available is
more about activity. It is hoped to provide GPs with training in, and access to
input directly to, the DATIX system to record concerns; this information would
be accessible for trend analysis by the Commissioning Support Unit. Data could
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then be used to set CQUINs for next year. James Milligan highlighted that there
is no benchmarking information on serious incidents.
The plans for the CCG’s approach to monitoring quality, rather than the
traditional approach of monitoring activity, were welcomed by the Governing
Body.
Reference was made to the consultation on restructuring community mental
health teams being held by Cheshire & Wirral NHS Partnership Trust (CWP),
which had been discussed during the Leadership Team meeting earlier. The
CCG will ask CWP to provide more detail.
The Governing Body noted the current performance issues and that work is
taking place to establish processes to monitor and develop the quality of
services
1.4

Finance Report
Alex Mitchell highlighted the main points of the Finance Report.
Flexibility has been built into the running costs budget to allow the bringing in
of external expertise for pieces of work.
It was commented that the Commissioning Support Unit accounts for a very
high proportion of the running costs; it was explained that 50% of the CSU costs
are for the management of Continuing HealthCare, Independent Funding
Requests, complex case management, and a large proportion is for information
management.
The CCG has received a £162,000 share of a capital grant; the Finance Report
contains a list of equipment which will be purchased in primary care; it is
expected that this investment will reduce costs in future.
A risk highlighted in the paper is the transfer of public health services to the
Local Authority. ECCCG’s share of the £3 million pressure in Central and Eastern
Cheshire is £1.2 million as the Public Health budget is £25 million and there is
only £22 million to transfer. In answer to queries, it was stated that local
health and social care organisations are working together through the Health
and Wellbeing Board, and the Eastern Cheshire Partnership Board, to
acknowledge risks the individual organisations carry, and the potential impact
on the others,
Contingency has been built into the budget for the risk that patients at the
David Lewis Centre will apply for Continuing Health Care. The case for
reclassifying the David Lewis Centre as a national, not a local, centre is being
made to the National Commissioning Board.
The Governing Body noted the cumulative overspend as at 31 October 2012 of
£284k, the ranges in the forecast year end outturn with breakeven being the
planned position and the risks currently being managed.
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[The meeting broke for lunch]
1.5

Commissioning Support Unit Progress
Cathy Davis, Head of Client Operations and Tim Andrews, Managing Director
from the Cheshire & Merseyside Commissioning Support Unit attended the
meeting to present on the organisation’s development and current status.
There was a discussion about the interim service arrangements, recognising the
need for systems to be safe during a time of fundamental change in the way the
NHS works. There is a CCG expectation for more progress and innovation and
that the CSU will embrace change. Jerry Hawker said a that a transition plan
was in place through to the end of the year and that he expected next year will
see more challenge on both sides as the organisations develop.

1.6

Progress report on Cheshire East Multi Agency Safeguarding Hub (MASH)
Lindsay Ratapana, recently appointed Adult Safeguarding Manager working
across ECCCG and South Cheshire CCG, was introduced to the group; she was in
attendance at the meeting for the item on the Cheshire East Multi Agency
Safeguarding Hub. Sally Rogers summarised the paper, highlighting that the
hub approach has been designed to build on systems already in place, using
economies of scale. In the past there has been an issue of security when
transmitting data which is now being addressed by using nhs.net and a secure
local authority email system.
Jerry Hawker told the meeting that Sally Rogers has agreed to act as
safeguarding governance lead for the CCG; she will represent ECCCG on both
the adult and children’s safeguarding boards and will be accountable to the
Governing Body for the CCG’s approach to safeguarding. She and Jerry Hawker
will coordinate with Fiona Field, Safeguarding Lead for South Cheshire & Vale
Royal CCGs, and the safeguarding mangers Lindsay Ratapana (adults) and
Moira McGrath (children) working across Eastern Cheshire and South Cheshire
CCGs, and Cheshire East Council.
There was a discussion which included
•
•
•
•

The challenge of establishing and maintaining a means for GPs to be kept
aware of safeguarding issues for their patients, given that those patients
concerned frequently move around.
Practical responsibilities of all concerned in patient care versus the CCG’s
statutory responsibilities for safeguarding oversight – the need for the CCG
to retain an objective view
Risks to patients with learning disabilities
The suggestion that the National Commissioning Board should be an
associate or directly involved with the Cheshire East safeguarding hub

It was noted that publication of the Francis report, a review of Safeguarding, is
expected shortly and may have a big impact.
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Governing Body members with further points were asked to liaise directly with
Sally Rogers or Lindsay Ratapana.
Paul Bowen formally thanked Sally Rogers for taking on the Safeguarding role
for the Governing Body.
2.

ITEMS FOR DISCUSSION

2.1

An effective governing body
Public Meetings
The Governing Body members had provided feedback after the last meeting in
public, the main points were summarised:
•

Opening remarks and presentations should complement papers
submitted to the meetings, not repeat the contents

•

If members have comments or queries about the papers on the
agenda they should contact the author ahead of the meeting; these
comments or questions can then be incorporated into the
presentation of the item on the day

•

A 5-10 minute comfort break is required in the middle of the
meeting

There was a discussion about the benefits of varying the location for governing
body meetings held in public accepting that venues will have limitations, versus
finding a dependable central location. The feeling was that on balance it would
be best to hold the meetings in different locations to encourage attendance by
a wider group of members of the public. It was requested that HealthVoice be
asked for its opinion on this at their next meeting on 12 December.
ACTION Ask HealthVoice to consider and debate the benefits of varying the
location of the governing body meetings in public, and to suggest suitable
venues.
Matthew Cunningham
The Governing body members discussed the challenges around holding the
meeting in a public setting and helping the public understand that it is not a
“public meeting”. The board agreed to seek more input from HealthVoice on
agenda items ahead of the meetings, with a consideration that HealthVoice
liaise with Bill Swann as advocate for HealthVoice’s views on the papers, where
required. It was stated that papers requiring a change to services should
already have had input from patients and the public, and that the Governing
Body should own the process, but give the opportunity to members of the
public to influence thinking. There was an acknowledgement of ‘no decision
about me without me’ and putting the patient at the heart of the work the CCG
does. If the Governing Body does make a decision which HealthVoice disagrees
with, it has a duty to explain the reasons.
It was suggested that HealthVoice meetings too should be held in different
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venues around the area, and perhaps ‘in public’ not closed as at present.
ACTION Propose changing the venue of HealthVoice meetings to different
areas of Eastern Cheshire at the next meeting
Bill Swann & Matt Cunningham
It was suggested that the Governing Body meetings should sometimes be held
in the evening or at week-ends to allow people to attend who could not during
the day. Jerry Hawker told the group that public engagement events are
planned for the new year, and they will be held in the evening.
It was suggested that the meetings be recorded and put on the website.
It was agreed to continue the informal Question and Answer sessions at the
end of Governing Body meetings.
It was agreed that it would be valuable for HealthVoice to feed back
comments on papers on Governing Body agendas for presentation at the
meeting
ACTION Matt Cunningham and Bill Swann to discuss the process
It was agreed that if Governing Body members have queries about a paper on
the agenda, they should contact the author ahead of the meeting for
clarification; this feedback can be built into the presentation of the paper at
the meeting
ACTION Send contact list for ECCCG staff to Governing Body members
Matt Cunningham
It was agreed that each paper on the Governing Body meeting agendas should
have a Governing Body member sponsor who will liaise with the author and
ensure appropriateness of presentation
Sub Committees/Leadership Team
Jerry Hawker presented a slide showing the committee structure for the CCG.
The Governing Body has three statutory sub-committees – Governance and
Audit, Clinical Quality and Performance, and Remuneration.
The Governance and Audit Committee will meet monthly initially, and then bimonthly. The Remuneration Committee must meet frequently at the start of
the year in order to approve policies related to staff terms and conditions
before the CCG becomes a statutory body in April 2013, thereafter it is likely to
meet only 2 or 3 times per year.. The Clinical Quality Committee meets
monthly.
ACTION Governing Body members to inform Jerry Hawker which of the
committees (Governance & Audit, Clinical Quality & Performance,
Remuneration) they would like to be involved with.
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The role, scope and membership of the Leadership Team was queried. Jerry
Hawker told the group that the Leadership Team had its first full meeting
earlier in the day, and that it will deal with operational issues needing clinical
and managerial input. Following queries and interest from those who were not
included in the group, Jerry Hawker said that the papers would be copied to the
Governing Body and a standing invitation was open for them to attend, bearing
in mind the time commitment and the need for them to take part in
committees as part of their governing body roles.
2.2

2013/14 Planning Process
NHS Mandate
Jerry Hawker presented a slide summarising the planning process for 2013/14,
which the CCG is now required to begin now and complete, as the CCG’s annual
plan, by 31 March 2013. The annual plan will be brought to the April Governing
Body meeting for endorsement.
Neil Evans referenced the paper on commissioning intentions which had been
submitted to the meeting, highlighting that the first cut of the commissioning
intentions will be prioritised using a decision matrix developed for the CCG last
year. The Governing Body will have sight of the commissioning intentions
before they are included in the Annual Plan. He confirmed there is no
expectation of decommissioning any services; it is possible that some may be
re-commissioned in the light of the integrated care programme.

3.

ANY OTHER BUSINESS – none on this occasion

4.

DATE OF NEXT MEETING held in public - Wednesday 30 January 2013.
Proposed venue to be confirmed: the Festival Hall, Talbert Road, Alderley Edge
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GOVERNING BODY MEETING
30 January 2013
Name of Paper / Report

Agenda Item 2.1

Authorisation Update
Jerry Hawker

Lead Author

Chief Officer

Contributors
Governing Body Sponsor
Supporting healthy lifestyles
and reducing health inequalities

Purpose of Paper /
Report
Exec Summary

Jerry Hawker
Reducing
premature mortality

Focussing on
local needs

Managing
our resources

Corporate
development



For information 
Following the NHS Commissioning Board Clinical
Commissioning Group Authorisation sub-committee
meeting held on the 18th January 2013, the NHS
Commissioning Board has formally written to the
Clinical Commissioning Group confirming the decision
to establish NHS Eastern Cheshire Clinical
Commissioning Group as a statutory body in line with
section 14C of the NHS Act 2006.
The decision to authorise the Clinical Commissioning
Group has been granted with one condition related to
Section 14C2F of the Act which requires the Clinical
to have
appropriate
Commissioning Group
arrangements in place for the Governing Body. For
NHS Eastern Cheshire Clinical Commissioning Group
this relates to the challenge in appointing a Secondary
Care doctor compliant with the regulations.
The attached letter sets out in Annex C the major
statutory powers, responsibilities and duties for which
the Clinical Commissioning Group becomes
responsible for from the 18th January 2013 until 1st
April 2013 when the Clinical Commissioning Group
assumes full statutory responsibility.

NHS ECCCG Governing Body Meeting 30 January 2013

Agenda Item 2.1

Recommendations

Next steps

The Governing Body is requested to:
• note the content of the attached letter from the
NHS Commissioning Board and the required action
(condition) relating to the appointment of a
Secondary Care Doctor
The Clinical Commissioning Group will continue to
seek support from the NHS Commissioning Board
Local Area Team to appoint a Secondary Care Doctor
to the Governing Body
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22 January 2013

Dr Paul Bowen
NHS Eastern Cheshire CCG
1st Floor West Wing,
New Alderley House,
Macclesfield District General Hospital,
Victoria Road,
Macclesfield,
Cheshire
SK10 3BL

Dear Dr Bowen,
CLINICAL COMMISSIONING GROUP AUTHORISATION – FINAL DECISION
I am writing to notify you of the NHS Commissioning Board‟s (NHS CB) decision in
relation to the application made by NHS Eastern Cheshire CCG under section 14B of
the National Health Service Act 2006 (as amended) to be established as the clinical
commissioning group (CCG) for the area specified in its constitution. This includes the
geographic area of Alderley Edge, Bollington, Chelford, Congleton, Disley, Handforth,
Holmes Chapel, Knutsford, Macclesfield, Poynton and Wilmslow. This letter sets out
the reasons for the NHS CB‟s decision and details of how this affects your CCG.
As you are aware, under section 14C of the NHS Act 2006, the NHS CB must grant an
application for establishment made under section 14B if it is satisfied as to the matters
specified in section 14C(2) of the NHS Act 2006, as follows:
Section 14C(2)(a)
Section 14C(2)(b)
Section 14C(2)(c)
Section 14C(2)(d)
Section 14C(2)(e)
Section 14C(2)(f)

Constitution complies with the requirements of Part 1 of
Schedule 1A and is otherwise appropriate.
Each member specified in the constitution will be a provider of
primary medical services on the date the CCG is established.
Area specified in the constitution is appropriate.
Appropriate to appoint, as the Accountable Officer of the
group, the person named in the application.
Applicants have made appropriate arrangements to ensure
that the CCG will be able to discharge its functions.
Applicants have made appropriate arrangements to ensure
that the group will have a governing body which satisfies any
requirements imposed by or under this Act and is otherwise
appropriate.

NHS Commissioning Board
Quarry House | Quarry Hill | Leeds | LS2 7UE
commissioningboard@nhs.net
www.commissioningboard.nhs.uk

Where the NHS CB is not fully satisfied as to the matters set out in section 14C(2),
regulation 8 of the National Health Service (Clinical Commissioning Groups)
Regulations 2012 provides that it may still grant an application but it can, amongst
other things, impose conditions in relation to such a grant.

Decision
Following the NHS CB CCG authorisation sub-committee meeting of 18 January 2013,
the NHS CB‟s decision is to establish your CCG but that it is not fully satisfied that:
Section 14C(2)(f)

Applicants have made appropriate arrangements to ensure
that the group will have a governing body which satisfies any
requirements imposed by or under this Act and is otherwise
appropriate.

Accordingly, the NHS CB has decided to authorise your CCG with conditions.
The conditions imposed are designed to address the respects in which the NHS CB
was not satisfied as to the matter(s) set out above. In coming to its decision, the NHS
CB took into account all relevant information, including the factors set out in Schedule
1(2) of the National Health Service (Clinical Commissioning Groups) Regulations 2012.
ANNEX A sets out in full the authorisation outcomes for your CCG and how this relates
to the matters set out in section 14C of the Act.
The NHS CB‟s decision to grant your application with conditions means that from 18
January 2013, your CCG will be authorised subject to the conditions specified in this
letter until they are revoked by the NHS CB. ANNEX B sets out the conditions of your
authorisation, a statement of how they relate to the matter(s) set out in section 14C of
the Act and details of how the NHS CB will support you while these conditions are in
place. This information will also be published on the NHS CB‟s website:
www.commissioningboard.nhs.uk
All conditions imposed by the NHS CB will be reviewed prior to 31 March 2013 and
quarterly thereafter. The NHS CB CCG authorisation sub-committee will meet to
consider and approve or reject requests for the variation or removal of a condition.
Your NHS CB local representative will provide you with further information about the
conditions review.
A separate letter has been sent to your proposed Accountable Officer formally
appointing them to that role.
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Please note that the NHS CB will not review this decision (other than as described
above) and that neither the National Health Service Act 2006 (as amended) or the
Health and Social Care Act 2012 provides for any appeal against the NHS CB‟s
decision.

What do you need to do next?
Of course, authorisation is the first step on your commissioning journey of continuous
improvement. I know that you will now want to become fully authorised by April 2013
and develop the full potential of the clinical leadership of commissioning for the benefit
of your local community.
You now need to develop a rectification plan that sets out how your CCG intends to
discharge its conditions and agree this with your NHS CB local representative director
by 8 February 2013.

Your functions
ANNEX C sets out the major statutory powers, responsibilities and duties for which you
are responsible from the date of this letter until PCTs are formally abolished and CCGs
assume full statutory responsibility. This is expected to be 1 April 2013.
As you are aware, PCTs may make arrangements with you to exercise functions under
delegated authority, as they prepare for transition, and may provide assistance or
support to you on such terms it considers appropriate. PCTs will retain statutory
responsibility for commissioning health services until they are abolished.
We will write to you again before 1 April 2013, where we will document the full range of
your duties, powers and responsibilities from that date.
In light of the conditions imposed, you will need to discuss with your local
representative the scope of any delegated functions.

Conclusion
On behalf of the NHS CB, I would like to acknowledge the hard work, commitment and
enthusiasm from your CCG which has been necessary to arrive at this stage. I would
like to take this opportunity to congratulate you, your governing body and your team on
this tremendous achievement.
I look forward to having an excellent working relationship with you as we progress
clinical commissioning and all become as good as we possibly can be.
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Should you require any assistance in understanding this decision and the powers,
responsibilities and duties that accompany it, please contact ccg.mailbox@nhs.net. For
your information, please also note that the details of the outcomes of Wave 2 of the
CCG authorisation process will be published on the NHS CB website on 23 January
2013.

Yours sincerely,

Sir David Nicholson KCB CBE
Chief Executive

Inc:

ANNEX A - Authorisation outcomes
ANNEX B - Conditions of authorisation for NHS Eastern Cheshire CCG
ANNEX C - Statutory powers, responsibilities and duties for CCGs from
authorisation
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ANNEX A – NHS EASTERN CHESHIRE CCG AUTHORISATION OUTCOMES
See attached PDF – „CCG Authorisation Report‟ - for full details
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ANNEX B – CONDITIONS OF AUTHORISATION FOR NHS EASTERN CHESHIRE
CCG
Criteria

14C(2)
Ref.

Proposed condition

Support
level

1.3B

F

Governing body must include nurse and secondary
care doctor.

I
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ANNEX C – STATUTORY FUNCTIONS FOR CCGS FROM AUTHORISATION
Once authorised, a CCG may do anything that is intended to aid the discharge of
functions conferred on it. However, CCGs will not assume full statutory responsibility
for their functions until 1 April 2013. The list below details the key statutory functions
that CCGs will have in the period between establishment and 1 April 2013.

This list is subject to any conditions and/or directions imposed by the NHS CB.
However, where a CCG has been directed by the NHS CB not to exercise a function,
this does not prevent the CCG from taking action for the purpose of preparing itself to
exercise that function.

A PCT may at any time before 1 April 2013 make arrangements with a CCG, under
which the CCG exercises any functions of the PCT on its behalf. A PCT may provide
assistance or support to a CCG, including financial assistance, or making available the
services of the PCT‟s employees, or other resources, on such terms and conditions as
the PCT considers appropriate. CCGs must comply with any restrictions the PCT may
impose on the use of financial or other assistance.

Further details on the duties and powers below are set out in The Functions of CCGs,
which is available at http://www.dh.gov.uk/health/2012/06/ccg-functions.

Finally, this list is intended to assist CCGs during the interim period. It is not intended
to be a substitute for the relevant legislation and guidance, or for seeking appropriate
legal advice.

Function

Power / Duty

Statutory reference
(all references are to the NHS
Act 2006, as amended by the

Date of
commencement

Health and Social Care Act
2012, unless otherwise stated)
Powers as a body

Power

Section 1I

corporate

Function of arranging

Section 1I(1) partially in force from
1 October 2012

Duty

Schedule 1A

Section 1I(2) –

for the provision of

partially in force from

services for the purpose
of the health service in

1 February 2013 but
only to the extent

England in accordance
with the Act

that the function
relates to the
provision of services
on or after 1 April
2013.

General power to do

Power

Section 2

Partially in force from

anything which is

1 October 2012

calculated to facilitate,
or is conducive or

Until the abolition of

incidental to, the
discharge of any
function conferred on
the CCG by the Act

PCTs, the power
under s 2 does not
include the power to:
enter into a
commissioning
contract (except in
relation to contracts
under which services
are to be provided as
part of the health
service on or after 1
April 2013);
acquire and dispose
of property; or
accept gifts
(including property to
be held on trust for
the purposes of the
CCG).
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Duty to commission

Duty

Section 3

certain specified health
services

Partially in force from
1 February 2013, but
only to the extent
that the function
relates to the
provision of services
on or after 1 April
2013.

Power to commission

Power

Section 3A

certain health services

Partially in force from
1 February 2013 but
only to the extent
that the function
relates to the
provision of services
on or after 1 April
2013

Power to make

Power

arrangements for the

Section 5
Schedule 1

provision of vehicles for
disabled persons

Partially in force from
1 February 2013 but
only to the extent
that the function
relates to the
provision of services
on or after 1 April
2013

Power to arrange for the

Power

Section 6(1A)

1 February 2013

Duty

Section 6E

1February 2013 (but

provision of anything
that a CCG has a duty
or power to arrange for
the provision of under
section 3, 3A, 3B, 4 or
Schedule 1 outside
England
Duty to comply with
Standing Rules

note that restrictions
apply in relation to
any Standing Rules
coming into force
before 1 April 2013)
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Power to enter into

Power

Section 9

1 October 2012

Power

Section 12ZA

1 February 2013 but

agreements with
another defined health
service body that are
NHS contracts
Power to make
commissioning

only to the extent

arrangements in relation
to the exercise of

that the
arrangements relate

certain functions with

to commissioning

any person or body,
including public

arrangements to take
effect on or after 1

authorities and
voluntary organisations

April 2013

Power to apply to the

Power

Section 14E

1 October 2012

Power

Section 14G

1 October 2012

Power

Section 14H

1 October 2012

Duty (proactive)

Section 14J

1 October 2012

NHS CB to vary
constitution
Power for two or more
CCGs to apply to the
NHS CB in the context
of a proposed merger
(and related powers,
including the ability to
modify an application)
Power to apply to the
NHS CB to be dissolved
Duty to publish
constitution that
complies with statutory

Schedule 1A

requirements

CCG Regulations

Duty to have a properly
constituted governing
body

Duty (proactive)

Section 14L

1 October 2012

Schedule 1A
CCG Regulations
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Duty for the CCG

Duty (proactive)

governing body to have
a properly constituted

1 October 2012

Schedule 1A
CCG Regulations

audit committee and a
remuneration committee
Duty to comply with the

Section 14M

Duty (proactive)

Section 14O

1 October 2012

Duty (proactive)

Section 14P

Partially in force from

register of interests and
management of conflict
of interest requirements,
including the duty to
have regard to guidance
issued by the NHS CB
in relation to this.
Duty to promote the
NHS Constitution
Duty as to effectiveness

1 October 2012
Duty (proactive)

Section 14Q

1 October 2012

Duty (proactive)

Section 14R

1 October 2012

Duty (proactive)

Section 14T

1 October 2012

Duty (proactive)

Section 14U

1 October 2012

Duty (proactive)

Section 14V

1 October 2012

Duty (proactive)

Section 14W

1 October 2012

Duty (proactive)

Section 14X

1 October 2012

Duty (proactive)

Section 14Y

1 October 2012

and efficiency
Duty as to the
improvement in quality
of services
Duty as to reducing
inequalities
Duty to promote
involvement of each
patient
Duty as to patient
choice
Duty to obtain
appropriate advice
Duty to promote
innovation
Duty in respect of
research
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Duty to promote

Duty (proactive)

Section 14Z1

1 October 2012

Duty (proactive)

Section 14Z2

1 February 2013

Power

Section 14Z3

Partially in force from

integration
Duty as to public
involvement and
consultation
Arrangements by CCGs
in respect of the

1 October 2012

exercise of functions
Duty to comply with any

Duty (proactive)

Section 14Z10(5)

1 October 2012

Duty (proactive)

Section 14Z11

1 October 2012

(section 14Z12, revising plans,
also applies to the extent that

Section 14Z11(6)
and (9) and other

it relates to the plan for the

related provisions do

year ending 31 March 2014)

not come into force
until the

restrictions imposed on
the use of any financial
or other assistance or
support, provided by the
NHS CB under section
14Z10
Duty to prepare and
publish a
commissioning plan (but
only to the extent that
the CCG must plan for
the financial year ending
31 March 2014)

establishment of
Health and Wellbeing
Boards.

Duty to consult about

Duty (proactive)

Section 14Z13

Partially in force 1

commissioning plan and
to publish a summary of

October 2012
(section 14Z13(1),

the expressed views of

(2), (8)(a) and (b))

the individuals
consulted and how the
CCG has taken account
of those views

Note that until
section 13 of the
Health and Social
Care Act comes into
force (1 February
2013), the definition
of “individuals for
whom it has
responsibility for the
purposes of section

12

3” has been revised.
Financial duties of

Duty (proactive)

Section 223I

CCGs (use of resources
– any capital or revenue

Partially in force from
1 October 2012

resource use by a CCG
must not exceed the
amounts set out by the
NHS CB)
Where the NHS CB‟s
powers under section

Duty (reactive)

Section 14Z18, 14Z19

1 October 2012
[Note these sections
apply where the NHS

14Z18 and 14Z19 apply,
CCGs have a duty to
provide any information,

CB has reason to
believe that the area
of a CCG is no

documents, records or
other items that the

longer appropriate or
that a CCG might

NHS CB considers
necessary or expedient

have failed, might be
failing or might fail to

in order to discharge
any of its functions
relating to the CCG

discharge any of its
functions]

and/or to provide an
explanation to the NHS
CB (either orally or in
writing)
Where the NHS CB
exercises its power

Duty (reactive)

Section 14Z21

1 October 2012
[Note that this
section applies

under section 14Z21 to,
for example give
directions, the CCG

where the NHS CB is
satisfied that a CCG
is failing or has failed

must comply

to discharge any of
its functions, or there
is a significant risk
that a CCG will fail to
do so]
Duty to comply with

Duty (reactive)

Schedule 1A

1 October 2012

requests for information
from the Secretary of
State

13

Other primary legislation
Duties that apply to all public bodies, such as the Equality Act 2010, the Data
Protection Act 1998, the Human Rights Act 1998 and health and safety legislation will
also apply from the date of authorisation, to the extent relevant.
Certain amendments to primary legislation come into force prior to 1 April 2013,
including:
Section 149 of the Equality Act 2010 (public sector equality duty);
Freedom of Information Act 2000 (powers and duties apply accordingly in terms
of responding to requests for information made under this legislation);
Section 2 of the Health Act 2009 (duty to have regard to the NHS Constitution);
and
Section 117 Mental Health Act (provision of after-care services for the purposes
of the health service in England on or after 1 April 2013).
CCGs will also be subject to public law duties that apply to all public bodies.
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Domain dashboard

Threshold for
Authorisation
1.1 Ethos of the CCG is
about improving quality
and it is clearly an
organisation driven by
clinical perspectives.

Evidence for authorisation

14C matter Threshold

A. CCG has clearly articulated its shared
mission, values and aims for improving
quality.
B. Governance, decision-making and planning
arrangements where quality is a priority and
clinical views are foremost.
C. Examples of CCG delivering measurable
improvements in quality and productivity
under delegated arrangements.
D. CCG members recognise local quality
priority areas identified in CCG plans.
1.2 Member practices
A. All members specified in the constitution
supportive of proposed
will be providers of primary medical services
configuration, structure and on the date the CCG is established.
governance arrangements. B. Configuration is appropriate.

A, E

C. CCG proposed constitution has been
signed off by member practices.
D. Member practices are involved in decisionmaking processes and, where appropriate,
there are clear arrangements for delegation of
functions.
E. CCG has safeguards and agreed ways to
manage potential conflicts of interest including
register of interests.
F. Examples of member practice involvement
in decision-making.
1.3 Clear arrangements in A. Arrangements in place for CCG to involve
place to enable a wider
and seek advice from healthcare
local multi-professional
professionals from secondary, community,
clinical community to
mental health, learning disabilities and social
inform the work of the CCG care.
through the provision of
B. CCG governing body includes nurse and
advice.
secondary care doctor.
C. Arrangements in place between LA and
CCG specifying how public health advice to
CCGs will be delivered.
1.4.1 A clear clinically-led A. CCG can demonstrate that it has taken
and delivered vision and
steps to communicate its vision and priorities
priorities for improving
to partners, via its clinical leadership, through
quality, access and health the local health and wellbeing board.
outcomes to the
B. CCG can demonstrate it has taken steps to
communities it serves.
communicate its vision and priorities to
stakeholders, patients and the public.
1.4.2 CCG has credibility A. Clinicians have taken steps to engagewith
with patients and the public LINks/local HealthWatch and other
as a clinically-led
patientgroups.
organisation
B. Positive feedback from
LINks/localHealthWatch and other patient
groups.

A
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Threshold for
Authorisation
2.1.1 Constituent
communities and groups
within the population
served by the CCG
identified.

2.1.2 Engaged in health
and wellbeing boards, the
refresh of JSNAs and the
development of the JHWS

2.2 Plans, processes and
resources are in place to
measure and use insight
from patients, carers,
partners and stakeholders
to improve services.
2.3 Arrangements in place
for patient views to be
sought at practice level to
inform and receive
feedback from CCG priority
setting.

2.4.1 Arrangements in
place to promote the
involvement of patients and
carers in decisions about
their own care and
treatment, including
exercising choice.
2.4.2 Plans in place to
manage and respond to
concerns raised about its
own operations or the
services it commissions, to
monitor patient/ public
perceptions of its
responsiveness as a NHS
organisation, and to learn
from concerns raised to
improve its per

Evidence for authorisation

14C matter Threshold

A. CCG has mapped and analysed
constituent communities and groups.
B. Analysis of the health needs of constituent
communities and groups is reflected in CCG
integrated plan.
C. CCG has outline plans in place to
communicate and engage with strategic
partners and diverse groups and communities.
A. CCG has engaged local authority/ties in
establishing its geographic area
B. CCG is engaged in shadow health and
wellbeing board, is participating in refresh of
JSNAs and in development of the JHWS
C. CCG integrated plan aligns with JHWS and
enables integrated commissioning, depending
on local time frames
A. Arrangements in place to ensure
appropriate on-going patient and public
involvement in CCG decision-making.
B. Systems and processes for monitoring and
acting on patient feedback, and particularly in
identifying quality including safety issues
A. Accountability between CCG and member
practices is reflected in its constitution and in
any broader governance arrangements.
B. Examples of CCG engaging different
groups and communities through a range of
communications channels in the development
of its vision, plan, or in broader CCG decisionmaking processes
A. CCG understands its statutory duties in
relation to enabling patients to make choices
and to promote the involvement of patients,
carers and relatives in decisions about their
care and treatment.
B. Systems in place to convert insights about
patient choice/s in practice consultations into
plans and decision-making
A. Arrangements for handling complaints
raised with the CCG are compliant with the
statutory framework for complaints handling.
Arrangements for handling concerns raised
with the CCG deliver equivalent outcomes
B. Arrangements for handling concerns and
complaints raised with the CCG, and actions
taken as a result, are clearly communicated to
the public
C. Clear line of accountability for patient
safety including regular reporting to the
National Reporting and Learning System

E

Eastern Cheshire CCG:CCG Authorisation Report
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Threshold for
Authorisation
3.1.1 Clear and credible
plans that set out how
CCGs will take
responsibility for service
transformation that will
improve quality within
available resources.

Evidence for authorisation

A. Commitment to have regard to and
promote the NHS Constitution, including
performance aspects.
B. CCG has a clear and credible integrated
plan, which includes an operating plan for
2012-13, draft commissioning intentions for
2013-14 and a high-level strategic plan until
2014-15.
C. CCG has detailed financial plan that
delivers financial balance, sets out how it will
manage within its management allowance,
and any other requirements set by the
NHSCB and is integrated with the
commissioning plan.
D. QIPP is integrated within all plans. Clear
explanation of any changes to existing QIPP
plans.
E. CCG plan supports delivery of JHWS and
integrated commissioning, depending on local
timeframe.
F. CCG plan sets out how it aligns with
national frameworks and strategies, including
the NHS Outcomes Framework.
3.1.2 Plan is understood by A. CCG can demonstrate that the process for
CCGs, members, and
developing its plans and priorities was
other key stakeholders.
inclusive and transparent.
B. Plans clearly demonstrate where and how
the CCG is working with other CCGs to meet
QIPP, and can demonstrate that stakeholders
are aware of and understand CCG priorities
C. Member practices understand at least at a
high level their local plan and priorities.
D. Member practices receive timely
information to inform their involvement in CCG
planning and monitoring delivery of those
plans.
3.1.3 Plan is evidenceA. Plans reflect JSNA, stakeholder
based and rooted in the
engagement,and evidence/data analysis.
needs of its population.
3.1.4 The CCG can
A. Declaration that likely inheritance from PCT
articulate the likely
is quantified, identified, understood and robust
inherited issues, and
transition arrangements in place.
operating environment
B. Where the area covered by the CCG is not
within the local health
on track to meet the plan for 2012-13, there is
economy and can set out a a clear and time-limited resolution path to
clear and credible plan for recover.
their resolution
3.2 Delivery of a local
A. Examples of CCG successfully taking
priority area for
devolved responsibility for commissioning
improvement of quality,
budgets and delivering improvements.
productivity and
prevention. Budget
delegation and successful
track record of managing
devolved budget

Eastern Cheshire CCG:CCG Authorisation Report
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Threshold for
Authorisation
3.3 Systems and
processes established to
translate commissioning
plan into contracts and
delivery. Aware of current
procurement requirements,
with systems in place to
handle those requirements.
Systems in place to track
and manage performance
and provider

4.1 Constitution is
appropriate and complies
with legislative
requirements. CCG has a
viable organisational size
and has an appropriate
geographical area.

Evidence for authorisation

14C matter Threshold

A. 2012-13 contracts with main providers
agreed and signed off, via PCT clusters.
B. CCG involved, under delegated
arrangements, in 2012-13 contracting round,
including in monitoring delivery of 2012-13
contract through regular liaison with main
providers, and benchmarking providers
C. Examples of CCG involvement, under
delegated arrangements, in 2012-13
contracting round
D. Self-certification regarding understanding
of requirements and legislation on
procurement.
E. CCG has arrangements in place to manage
all contracts that will be transferred from PCTs
on/ by 31 March 2013, or new contracts from
1 April 2013.
F. CCG has systems in place to track
performance of main providers.
G. CCG has arrangements in place to
collaborate with neighbouring CCGs in areas
such as lead commissioning where there is
more than one CCG contracting with a
provider.
H. On-going discussion between the CCG and
provider organisations about long-term
strategy and plans.
A. Constitution complies with requirements of
Part 1 of Schedule 1A of Health and Social
Care Act.
B. Constitution is ‘otherwise appropriate’, i.e.
complies with regulations and takes account
of guidance and the model constitution.
C. CCG governance meets the requirements
of legislation and takes account of guidance
and the model constitution.
D. CCG has an appropriate geographical
area.

E
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Threshold for
Authorisation
4.2.1 Effective system of
internal controls to ensure
CCG can maintain
strategic oversight,
including: Clinical risk
management and patient
safety.

Evidence for authorisation

14C matter Threshold

A. Governance arrangements in place to
identify and manage different types of risk,
including key risks to delivery of QIPP.
B. Systems and processes for monitoring and
acting on patient feedback, and particularly
identifying early quality issues including
safety.
C. Arrangements in place to monitor quality
issues including safety in an on-going way.
D. Quality issues are discussed regularly by
CCG governing body.
E. CCG has arrangements in place to
proactively identify early warnings of a failing
service.
F. Arrangements in place to deal with and
learn from serious untoward incidents and
never events.
G. CCG has the following standard financial
management arrangements in place:
- Internal and external audit
- Financial reporting through financial spine
- Audit committee - Standing orders/standing
financial instructions
- Scheme/s of delegation
- Arrangements for management of any
charitable funds
- Committee structure including management
and audit
- Counter fraud arrangements
- Accounts payable and receivable, cash,
fixed assets
- Payroll and banking facilities
- Appropriate risk-sharing arrangements with
other CCGs in place and clearly understood
by all parties.
H. Clear governance structures and
programme management capacity and
capabilities in place to support the delivery of
QIPP
I. CCG can demonstrate compliance with the
public sector Equality Duty, and is using the
EDS or an equivalent to help attain
compliance and ensure good equality
performance
J. CCG understands responsibility to
champion innovation and adoption of
innovation
K. Examples of CCG innovation

A, E
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Threshold for
Authorisation
4.2.2 Systems and
processes in place to
ensure CCG complies with
its statutory duties and
other requirements,
including: Commitment to
promoting patients’
recruitment to and
participation in research,
commitment to promoting
the education and training
of
4.2.3 CCG has systems
and processes in place to
fulfil its specific duties of
cooperation and
partnership, including:
Reducing inequalities in
access and to outcomes
from healthcare and CCG
can demonstrate that it
meets best practice in
relation to safegu

Evidence for authorisation

14C matter Threshold

A. Commitment to promoting research and the E
use of research evidence
B. Commitment to promoting education and
E
training given
C. CCG can demonstrate commitment to
E
promoting environmental and social
sustainability through their actions as a
corporate body as well as a commissioner

A. At least one identified individual or
committee is formally responsible for ensuring
the CCG has regard to the need to reduce
health inequalities in access to, and the
outcomes from healthcare.
B. Through involvement in JSNA and in the
development of the JHWS, the CCG has
identified opportunities to reduce inequalities.
C. Health inequalities issues identified and
addressed in integrated plan.
D. CCG has established appropriate systems
for safeguarding.
E. CCG plans to train staff in recognising and
reporting safeguarding issues.

Eastern Cheshire CCG:CCG Authorisation Report
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Threshold for
Authorisation
4.3.1 Capacity and
capability to commission
key areas of care for which
they are responsible.

Evidence for authorisation

14C matter Threshold

A. To commission improvements in quality, as E
described in the NHS Outcomes Framework:
- Preventing people from dying early
- Enhancing quality of life for people with longterm conditions
- Helping people recover from episodes of ill
health or following injury
- Ensuring that people have a positive
experience of care; treating and caring for
people in safe environments and protecting
them from avoidable harm.

The CCG has the capacity and capability to
commission improved outcomes for the
people it serves, including:
- Mothers and newborns - People who need
support for mental health
- People with learning disabilities
- People who need emergency and urgent
care
- People who need routine operations
- People with long-term conditions
- People with continuing healthcare needs
- People at the end of life.
B. CCG choice of case studies illustrates their
approach and the impact they have had to
date in at least one of the above patient
groups.
C. CCG can demonstrate how its proposed
staff resource and any contracted
commissioning support will provide capacity
and capability to deliver its full range of
responsibilities.
D. CCG demonstrates clear understanding of
lines of accountability between it and its
support provider/s
E. Agreement with support provider/s that has
been assured through BDU business review
process, or by the CCG through a
procurement process.
F. For CCGs developing significant internal
capacity and/or shared services, these
arrangements have been quality assured
through an analogous process to BDU
business review process.
4.3.2 Appropriate and
A. CCG has assessed its communications
affordable plans to
capacity/capability requirements.
maintain communications B. CCG has plans in place to build or secure
support that enable CCG to appropriate capacity and capability for internal
discharge its statutory and and external communications required to
operational functions and deliver its commissioning plan
operate in a clear and
transparent way
4.3.3 Sufficient capacity
A. CCG has assessed its information
and capability to develop
requirements and planned capacity/ capability
the intelligence
to deliver those requirements. CCG has used
requirements to support
NHS Information Governance toolkit to assess
commissioning
its capability to meet information governance
requirements
Eastern Cheshire CCG:CCG Authorisation Report
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Threshold for
Authorisation
5.1 Collaborative
arrangements in place with
other CCGs, with clear
lines of accountability.
Collaborative
arrangements to ensure
effective and efficient use
of resources/running cost
allowance.

5.2 CCG is fully engaged in
the shadow health and
wellbeing boards. CCG
plans reflect JSNAs and
CCG aligns priorities with
those identified by the
health and wellbeing
board, and in the JHWS.
5.3 CCG collaborates with
local partners to shape
local commissioning plans
to enable integration of
services/ pathways.

5.4 CCG involvement as
customers in BDU
business planning process.

Evidence for authorisation

14C matter Threshold

A. CCG has written agreements in place
detailing the scope of the collaboration with
other CCGs, with clear lines of accountability
and decision-making processes.
B. Mechanisms in place for CCG to
collaborate with others where patient flow or
provider configuration necessitates this.
C. Examples of CCG collaboration with other
CCGs and a multi-disciplinary range of
clinicians.
D. CCG can demonstrate collaboration with
other CCGs sharing employed staff/teams
where appropriate.
A. CCG has collaborated in the development
of a shadow health and wellbeing board.
B. CCG has collaborated in the refresh of
JSNAs and in the development of the JHWS,
depending on local timeframe.
C. CCG can demonstrate understanding of
accountability and decision-making processes
in health and wellbeing board.
A. Where the need for integrated
commissioning has been identified by the
health and wellbeing board and in the JHWS,
CCGs are collaborating with the local authority
to develop shared plans.
B. Clear line of accountability for safeguarding
is reflected in CCG governance
arrangements, and CCG has arrangements in
place to co-operate with the local authority in
the operation of the Local Safeguarding
Children Board and the Safeguarding Adults
Board.
C. CCG has secured the expertise of a
designated doctor and nurse for safeguarding
children and for looked after children, and a
designated paediatrician for unexpected
deaths in childhood.
D. CCG has a safeguarding adults lead and a
lead for the Mental Capacity Act, supported by
the relevant policies and training.
A. CCG can demonstrate how they have
identified their commissioning support
intentions.
B. SLA agreed with support provider assured
through BDU business planning process.
C. For CCGs developing significant internal
capacity/capability or shared services, the
CCG has ensured the quality of those
services. CCG has arrangements in place to
fulfil its commissioning support intentions
post-April 2013.
D. CCG has plans in place for formally
procuring any commissioning support
services, to ensure that between 2013-16 it
puts in place the arrangements to go through
a compliant procurement process.

A, E
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Threshold for
Authorisation
5.5 Active discussions
within the CCG relating to
improving the quality of
primary care and
specialised services.

Evidence for authorisation

14C matter Threshold

A. Mechanism for working in partnership with
NHSCB to improve quality of primary medical
care, and particularly to take account of need
and unexpressed demand.
B. Mechanism for working in partnership with
NHSCB to improve quality of specialised
services.
6.1 Assessment by CCG of A. CCG has completed OD diagnostic/selforganisational
assessment tool or equivalent.
development challenges, B. CCG has plans in place informed by the
and leadership
outcomes of a diagnostic self-assessment
development resulting from tool.
that assessment.
C. Assessment of leadership potential and
competency was included in selection process
for CCG clinical leads, and there are highlevel arrangements for succession planning.
D. Examples of CCG leadership development.

A, E

6.2 Two-way accountability
between CCG and member
practices. CCG clinicians
involved in commissioning.

A, E

A. Systems in place to sustain two-way
accountability between members.
B. Examples where the CCG has enhanced
clinical involvement in service redesign and
improvement.
C. Lead clinicians selected from member
practices for CCG commissioning priority
areas
6.3 Suitable proposed
A. Proposed Accountable Officer selected in
Accountable Officer who
line with national role outline, attributes and
fits requirements for role. competencies.
6.4 Governing body fulfils A. CCG reflects Nolan principles of good
national requirements
governance.
regarding composition and B. Appointment process and composition of
characteristics. Lay
governing body reflects nationally determined
members identified who
role outlines, attributes and competencies and
would meet the statutory
draws on good practice.
requirements. CCG staffing
structures give confidence C. Documented support of members for Chair
of governing body.
it has sufficient in-house
resource to maintain
D. CCG recommends appointment of
strategic
governing body members.
E. CCG can demonstrate that it has assessed
the skills possessed by governing body
members and has a plan to build governing
body competencies/skills where required.
F. Chief Finance Officer and Chair of
governing body secured in line with national
role outlines, attributes and competencies.
G. Senior in-house management roles in CCG
provide adequate capacity and capability to
maintain strategic oversight with available
resources.
H. CCG has sufficient in-house capability to
manage its commissioning support
arrangements well.
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Key to 14C matters (section 14C of the NHS Act 2006, as amended by the Health and Social Care
Act 2012)
A
14C(2)(a) Constitution complies with the requirements of Part 1 of Schedule 1A and is
otherwise appropriate.
B
14C(2)(b) Each member specified in the constitution will be a provider of primary medical
services on the date the CCG is established.
C
14C(2)(c) Area specified in the constitution is appropriate.
D
14C(2)(d) Appropriate to appoint, as the Accountable Officer of the group, the person named in
the application.
E
14C(2)(e) Applicants have made appropriate arrangements to ensure that the CCG will be able
to discharge its functions

F

14C(2)(f) Applicants have made appropriate arrangements to ensure that the group will have
a governing body which satisfies any requirements imposed by or under this Act and
is otherwise appropriate.

Eastern Cheshire CCG:CCG Authorisation Report
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Dashboard summary

Summary Domain Dashboard

Assessment threshold
outcomes
No. of reds
No. of greens

1. A strong clinical and multi-professional focus
which brings real added value
2. Meaningful engagement with patients, carers
and their communities

1

16

0

15

3. Clear and credible plans which continue to
deliver the QIPP (quality, innovation, productivity
and prevention) challenge within financial
resources, in line with national requirements
(including excellent outcomes) and local joint
health and wellbeing strategies
4. Proper constitutional and governance
arrangements, with the capacity and capability to
deliver all their duties and responsibilities
including financial control, as well as effectively
commissioning all the services for which they are
responsible
5. Collaborative arrangements for commissioning
with other CCGs, local authorities and the
NHSCB as well as the appropriate
commissioning support
6. Great leaders who individually and collectively
can make a real difference
Total 119 authorisation sub-criteria

0

22

2.4.2 - A
2.4.2 - B
2.4.2 - C
3.3 - G

0

32

4.2.3 - D

0

17

5.1 - A
5.4 - B

0

16

1

118
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Criteria
changed
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review
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Summary Overview

Summary assessment overview
The CCG has embraced its roles and responsibilities and showed a great deal of enthusiasm for
clinical commissioning. It has developed positive relationships with neighbouring CCGs and other
partners.
Development points mainly relate to further embedding of processes and arrangements. It will be
important to remain focused on QIPP and joint working with other CCGs on larger strategic issues.
Overview following Regional Operations Director's Summary
The CCG has been working closely with the area team in order to address any outstanding issues.
Seven of the eight outstanding red-rated criteria post conditions report have been fully addressed by
supporting the CCG before or during the 10-day window period.
One area remains red-rated in relation to the appointment of a secondary care doctor and nurse to
the governing body (1.3B).
Areas of strength
- External relationships with stakeholders and patient groups seemed to be very positive. It was
clear that GP leaders were beginning to make a difference to service design and provision with
significant practice involvement.
- Engagement generally was seen as a strength, in particular in the case studies, with a clear link to
how this was influencing the development of the service concerned.
- Engagement and joint working with neighbouring CCGs was well evidenced with a clear link
through to its integrated plan.
Remaining evidence gaps (overview) and related risks identified
Before the ROD review a limited number of areas were identified where the CCG still needed further
evidence to fully demonstrate compliance. These were:
- Finalising and embedding their bespoke complaints policy.
- Finalising safeguarding arrangements, in particular in relation to adults.
- Demonstrating robust collaborative arrangements and lead commissioner arrangements, with
signed agreements in place.
They have now been considered met.
The only outstanding red criterion after the ROD review is:
-The appointment of a secondary care doctor.

Eastern Cheshire CCG:CCG Authorisation Report
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Areas for development beyond authorisation requirements
The site visit panel recommended that although authorisation criteria were met:
The CCG should develop more detailed financial plans and best to worst case scenarios as part of
its five year financial plan.
More detail within commissioning plans at CCG level over the next 3 years would be also beneficial
although the plan met clear and credible plan requirements.
Arrangement with other CCGs to deliver joint commissioning and manage QIPP should be more
formally established in specific agreements.
More proactive publishing and updating the register of interests to fully evidence the active
management of potential conflicts.
Broadening multi-professional working and making this more systematic.
Increasing the focus on patient feedback and making engagement with patients and the public more
direct and differentiated.
Increasing and accelerating primary care reporting to NRLS as well as ensuring a more robust focus
on quality concerns in primary care. This should include the promotion of incident reporting within
primary care and inclusion of primary care incidents within the existing NRLS reporting processes.
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Criteria assessed post-conditions panel

Threshold for
authorisation

14C
Evidence source
matter

(1.3 - B) Clear
F
arrangements in place to
enable a wider local multiprofessional clinical
community to info... CCG
governing body includes
nurse and secondary care
doctor.
(2.4.2 - A) Plans in place to A, E
manage and respond to
concerns raised about its
own operations or the
services ... Arrangements
for handling complaints
raised with the CCG are
compliant with the statutory
framewo...
(2.4.2 - B) Plans in place to E
manage and respond to
concerns raised about its
own operations or the
services ... Arrangements
for handling concerns and
complaints raised with the
CCG, and actions taken as
a r...

Proposed condition

Support
Review
(intervention) date

Regional Operations
Director’s comments and
outcome

CCG Organisational Governing body must
structure
include nurse and
secondary care doctor

I (guidance on 20/12/2012
The ROD
governing
recommendation is that this
body roles,
criterion should remain red
guidance on
nursing
leadership)

Constitution and any
other documents
detailing governance
arrangements

II

Provide evidence that CCG
constitution and/or any other
relevant documents set out
legally compliant
arrangements for handling
complaints, and
arrangements for handling
concerns raised with the
CCG that deliver equivalent
outcomes.
Communications and Provide evidence that
engagement strategy arrangements for handling
concerns and complaints
raised with the CCG, and
actions taken as a result,
are clearly communicated to
the public
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20/12/2012

The ROD
recommendation is that this
criterion can be changed to
green.

I
20/12/2012
The ROD
(communicatio
recommendation is that this
ns toolkit)
criterion can be changed to
green.
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Threshold for
authorisation

14C
Evidence source
matter

(2.4.2 - C) Plans in place to A, E
manage and respond to
concerns raised about its
own operations or the
services ... Clear line of
accountability for patient
safety including regular
reporting to the National
Repor...
(3.3 - G) Systems and
A, E
processes established to
translate commissioning
plan into contracts and
delivery. Aw... CCG has
arrangements in place to
collaborate with
neighbouring CCGs in areas
such as lead commiss...
(4.2.3 - D) CCG has
systems and processes in
place to fulfil its specific
duties of cooperation and
partnersh... CCG has
established appropriate
systems for safeguarding.

E

(5.1 - A) Collaborative
A, E
arrangements in place with
other CCGs, with clear lines
of accountability. Collabor...
CCG has written
agreements in place
detailing the scope of the
collaboration with other
CCGs, wit...

Proposed condition

Support
Review
(intervention) date

Constitution and any
other documents
detailing governance
arrangements

Provide evidence that there II
is a clear line of
accountability for patient
safety including regular
reporting to the National
Reporting and Learning
System

Constitution and any
other documents
detailing governance
arrangements
2012-13 integrated
plan and draft
commissioning
intentions for 201314
Constitution and any
other documents
detailing governance
arrangements
Integrated risk
management
framework, including
clinical, financial and
corporate risk
Constitution and any
other documents
detailing governance
arrangements

Provide evidence that
I (collaborative 20/12/2012
The ROD
arrangements are in place commissioning
recommendation is that this
to collaborate with
guidance)
criterion can be changed to
neighbouring CCGs in areas
green.
such as lead commissioning
where there is more than
one CCG contracting with a
provider
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Provide evidence that the
CCG has established
appropriate systems for
safeguarding

II

20/12/2012

Regional Operations
Director’s comments and
outcome

20/12/2012

The ROD
recommendation is that this
criterion can be changed to
green.

The ROD
recommendation is that this
criterion can be changed to
green.

Provide evidence that CCG I (collaborative 20/12/2012
The ROD
has written agreements in
commissioning
recommendation is that this
place detailing the scope of guidance)
criterion can be changed to
collaboration with other
green.
CCGs, with clear lines of
accountability and decisionmaking processes
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Threshold for
authorisation

14C
Evidence source
matter

(5.4 - B) CCG involvement E
as customers in BDU
business planning process.
SLA agreed with support
provider assured through
BDU business planning
process.

Legend
Symbol
I
II
III
IV
V
VI
VII

SLA with assured
support provider

Proposed condition

Support
Review
(intervention) date

Regional Operations
Director’s comments and
outcome

Provide evidence that SLA
was agreed its support
provider who has been
assured through BDU
business planning process

II

The ROD
recommendation is that this
criterion can be changed to
green.

20/12/2012

Condition
Model document/toolkit
Make advice/expertise available
Decision sign-off/approval by Board
Insert/provide specific team/individual
AO not ratified/alternative AO appointed
Specific functions removed (note additional legal procedure to be followed if this is done)
All functions removed (as above)

Key to 14C matters (section 14C of the NHS Act 2006, as amended by the Health and Social Care Act 2012)
A
14C(2)(a)
Constitution complies with the requirements of Part 1 of Schedule 1A and is otherwise appropriate.
B
14C(2)(b)
Each member specified in the constitution will be a provider of primary medical services on the date the CCG is
established.
C
14C(2)(c)
Area specified in the constitution is appropriate.
D
14C(2)(d)
Appropriate to appoint, as the Accountable Officer of the group, the person named in the application.
E
14C(2)(e)
Applicants have made appropriate arrangements to ensure that the CCG will be able to discharge its functions
F
14C(2)(f)
Applicants have made appropriate arrangements to ensure that the group will have a governing body which satisfies any
requirements imposed by or under this Act and is otherwise appropriate.
Eastern Cheshire CCG:CCG Authorisation Report
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GOVERNING BODY MEETING
30 January 2013
Name of Paper /
Report
Lead Author

Contributors
Governing Body Sponsor

Supporting healthy lifestyles
and reducing health inequalities



Purpose of Paper /
Report
Exec Summary

Agenda Item 2.2

NHS Eastern Cheshire CCG Constitution
Revisions
Mike Purdie
Corporate Programmes & Governance Manager

Jerry Hawker Chief Officer
Alex Mitchell Director of Finance and Governance
Reducing
premature mortality



Focussing on
local needs



Managing
our resources



Corporate
development



For ratification 
In order to complete the authorisation process, there is a
requirement for the date of establishment to be added to the
Constitution of the Clinical Commissioning Group and that
constitution to be published on the Clinical Commissioning
Group website.
The revisions to the Constitution for NHS Eastern Cheshire
Clinical Commissioning Group Version 1.1 are attached for
ratification and a full draft of the Constitution is available on
the website (www.ec3health.co.uk) of the Clinical
Commissioning Group within the Publications and Policies
section.
In addition to the authorisation date, this contains some
small but important changes developed as part of the
authorisation process. All the changes are also detailed in
Appendix L, page 144 of the Constitution.
In summary these include:
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• changes to the Values and Vision of the Clinical
Commissioning Group
• changes to Safeguarding arrangements following the
appointment of the Registered Nurse Governing Body
Member
• changes to the Terms of Reference for the Remuneration,
Governance and Audit and Clinical Quality Committees,
including declaration of interests and the ability to
commission and ratify policies
• changes to the prime financial policies
• addition of whistleblowing as a specific reference

Recommendations

The Governing Body is requested to:
• ratify the revisions to the NHS Eastern Cheshire Clinical
Commissioning Group Constitution
• approve the publication of Version1.1 of the NHS Eastern
Cheshire Clinical Commissioning Group Constitution on
the website of the Clinical Commissioning Group

Next steps

Once ratified the final version, including the authorisation
date, will be published on the website of NHS Eastern
Cheshire Clinical Commissioning Group.
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Amendments to the Constitution of NHS Eastern Cheshire
Clinical Commissioning Group Constitution
Amendments to the constitution included in Version 1.1- dated 18th January 2012
Deletions are formatted as follows: deletion
Insertions are formatted as follows: Insertion
Ref.
Front
Page
3.5.1
3.6.1
4.1
4.2.1

4.3.1

5.2.3
5.2.3
d)
5.2.6
5.2.8
c)
5.2.10
5.2.11
5.3.1

Change
Version 1.1
Addition of Effective Date for the Constitution 21st January 2013 and Approved by
the Governing Body of NHS Eastern Cheshire CCG on 30th January 2013
Any member practice may voluntarily….
…any expelled practice has the right of appeal and will be given three months
written notice of the memberships decision to expel the practice
Our vision “Inspiring better health and wellbeing” reflects the CCGs
Innovative - creating the culture and environment that inspires ,supports and
shares good ideas
Investing Responsibly - making the right evidence-based decisions for best value
affordable healthcare
to support our population to stay healthy
helping our patients access integrated care first time every time
ensuring our services are safe, high quality and provide the best value care
Replaced with:
Supporting and encouraging our population to stay healthy
Access to integrated services first time, every time.
Ensuring our services are safe, of high quality and provide the best value care and
experience.
Reasonable steps are taken to detect and prevent fraud …the assets of the
organisation are safeguarded and all risks including non-financial are adequately
monitored and controlled.
procuring high quality commissioning support services to maximise economies of
scale and to access specialist capability and resources
appointing a member with Governing Body level accountability to be responsible
for ensuring the CCG has regard to the need to reduce health inequalities
working with member practices to ensure that patients and their carers are
provided with relevant information so that they are able to make informed
choices with the support of those practices.
encouraging new ideas from member practices.
incorporating where appropriate, best practice from the wider public, private and
voluntary sectors.
benchmarking against best practice from other CCGs establish KPIs to monitor the
above.
Page 3 of 8
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6.7.2
d
6.7.3 a
6.7.3 a
6.7.3 a

effective whistleblowing and counter fraud procedures

in so far as they relate to finance and overall internal controls.
Effective Internal Audit arrangements , based on risk assessment
Request information and assurance from CCG around governance, risk
management and internal control in all aspects of the business
8.1.1
Employees, members, committee and sub-committee members of the group and
members of the Governing Body (and its committees) will at all times comply with
this constitution and the Group’s policy on business conduct and…
8.5.2 c c) policies and procedures are clearly defined and maintained
Governance & Audit Committee Delegated Powers Remit and Responsibilities
Page
64

The duties of the Governance & Governance & Audit Committee will be driven by
the priorities identified by the NHS Eastern Cheshire Clinical Commissioning Group.
Its key duties will broadly include the following:
•
•
•
•
•
•

Internal Audit
External Audit
Counter Fraud
Management
Financial Reporting
Internal controls which will include a monitoring role on non-financial
governance.

Appendix J: Prime Financial Policies: Page 130
3.3
4.1
5.3
11.1
13.1

16.1 d
19.1
a)

The Director of Finance and Governance will ensure that: the group has a
professional and technically competent internal audit process that is designed to
address on a weighted basis all aspects of corporate risk
It shall also approve the counter fraud work programme, including communication
and training.
… adequately plan future expenditure so that it meets the needs of the
organisation and take timely corrective action where such future plans do not
meet the objectives of the organisation.
ensure that surplus cash is invested effectively.
Where in the opinion of the Director of Finance and Governance it is desirable to
seek tenders from firms not on the approved lists, the reason shall be recorded in
writing to the Accountable Officer or the group’s governance and audit committee
Where contracts are awarded outside the normal process this should be approved
by the Audit Committee
In addition the chief finance office shall set out comprehensive procedures for the
effective processing of payroll adequately addresses the issues of employees who
are not paid through the payroll system
be responsible for maintaining all records required to be retained in accordance
with NHS Code of Practice Records Management 2006 and other relevant notified
guidance , including statutory and best practice
Page 4 of 8
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Appendix E: Scheme of Reservation & Delegation
Page
Delegated Responsibility for Adult Safeguarding has been changed from Chief
86
Officer (Accountable Officer ) to Registered Nurse CCG Governing Body
Page
Delegated Responsibility for Safeguarding Children has been changed from Chief
87
Officer (Accountable Officer ) to Registered Nurse CCG Governing Body
Appendix G : Governance & Audit Committee Terms of Reference:Page 115
1.1

The Governance and Audit Committee (the committee) is established in
accordance with NHS Eastern Cheshire Clinical Commissioning Group’s
constitution standing orders and scheme of delegation. These terms of reference
set out the membership, remit, responsibilities and reporting arrangements of the
committee and shall have effect as if incorporated into the constitution and
standing orders.

2.4

Non-Audit Services. The committee will make recommendations to the Governing
Body on the acceptance or rejection of the supply of non-audit services by the
statutory auditor, taking into account any relevant ethical or professional guidance
on the matter
These will include, but are not limited to, the following:

2.6

•
•
•
2.7

2.9
3.2

Regular Information Governance Reports, Toolkit compliance updates, Policy
reviews and updates.
Regular Risk reports and updates to the Assurance Framework
Quality and Performance reports for clinical and non-clinical functions

Policies: a) The committee shall satisfy itself that key ECCCG policies are in place
and that they are reviewed and updated as per the policy schedule and
recommended practice.
b) The committee shall have the delegated authority to commission, review and
authorise policies that are linked to its key duties and where specifically delegated
by the Governing Body.
Quality, Innovation, Productivity and Prevention (QIPP). The committee shall
monitor the delivery of the QIPP initiative, by reviewing QIPP plans and
performance
The membership will be made up of the following members, plus any
other representatives that are required to attend as determined by the
committee.
Members
Lay Member (Governance & Audit) – Chair
Lay Member
Lay Member
General Practice Representative
Director of Finance and Governance

Voting
Right
Yes
Yes
Yes
Yes
No
Page 5 of 8
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Corporate Programmes and Governance
No
Manager
Internal Professional Audit Representative
No
External Professional Audit Representative
No
Professional External Counter Fraud
No
Representative
Information Governance Representative
No
Safeguarding (Children & Adults)
No
Representative(s)
By Invitation
Corporate Team Representative(s)
No
Business Management Team Representative(s)
No
Clinical Leadership Team Representative(s)
No
Commissioning Support Service
No
Representative(s)
Chief Officer (Accountable Officer)
No
Leadership Team Representative(s)
No
Members of the Governing Body
No
Chair (or nominated Deputy Chair)
• One of the following in addition to the Chair/Deputy Chair
o Lay Member or General Practice Representative

4.3

6.0

6.0

Declarations of Interest

6.1
Individuals contracted to work with or appointed to the group’s
committees will comply with the group’s standard of business conduct policy
including the requirements for declaring conflicts of interest.
6.2
In order to facilitate this process, “Declaration of interests” will be a
standing item on all agendas and copies of the minutes will be sent to the
Corporate Programmes and Governance Manager for the purposes of maintaining
the register of interests.
6.3
All new declarations of interest must be notified to the “Accountable
Officer” within 28 days of a member taking office of any interests requiring
registrations, or within 28 days of a change to a member’s registered interests.
Copies of these notifications should be sent to the Corporate Programmes &
Governance Manager
Appendix H: Terms of Reference for the Remuneration Committee: Page 121
3.2
Removed General Practice Representative Yes
4.3
Removed General Practice Representative Yes
4.9
The committee shall have the delegated authority to commission, review and
authorise policies that are linked to its key duties and where specifically delegated
by the Governing Body
6.0
6.0
Declarations of Interest
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6.3
Individuals contracted to work with or appointed to the group’s
committees will comply with the group’s standard of business conduct policy
including the requirements for declaring conflicts of interest.
6.2
In order to facilitate this process, “Declaration of interests” will be a
standing item on all agendas and copies of the minutes will be sent to the
Corporate Programmes and Governance Manager for the purposes of maintaining
the register of interests.
6.3
All new declarations of interest must be notified to the “Accountable
Officer” within 28 days of a member taking office of any interests requiring
registrations, or within 28 days of a change to a member’s registered interests.
Copies of these notifications should be sent to the Corporate Programmes &
Governance Manager
Appendix I: Terms of Reference for the Clinical Quality & Performance Committee: Page
125
Name Changed to Clinical Quality & Performance Committee
2.2
Added Corporate Risk Manager CWW to membership and removed Non Executive
member (to be appointed)
4.0
4.
Declarations of Interest
4.1
Individuals contracted to work with or appointed to the group’s
committees will comply with the group’s standard of business conduct policy
including the requirements for declaring conflicts of interest.
4.2
In order to facilitate this process, “Declarations of Interests” will be a
standing item on all agendas and copies of the minutes will be sent to the
Corporate Programmes and Governance Manager for the purposes of maintaining
the register of interests.

8.3
8.4

4.3
All new declarations of interest must be notified to the “Accountable
Officer” within 28 days of a member of taking office of any interests requiring
registrations, or within 28 days of a change to a member’s registered interests.
Copies of these notifications should be sent to the Corporate Programmes &
Governance Manager.
The committee shall have the delegated authority to commission, review and
authorise policies that are linked to its key duties and where specifically delegated
by the Governing Body
Individuals contracted to work with the groups committees will comply with the
group’ standard of business conduct policy including the requirements for
declaring conflicts of interest. In order to facilitate this process, “Declaration of
interests” will be a standing item on all committee and sub-committee agendas.
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Author Name and Job Title
Date
Contact details (phone and email address)

Mike Purdie, Corporate Programmes &
Governance Manager
21st January 2013
Email: mike.purdie@nhs.net
Telephone: 01625 663470
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Financial Plan 2013/14
Alex Mitchell – Director of Finance and Governance
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Supporting healthy lifestyles
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Reducing
premature mortality

Focussing on
local needs

Managing
our resources









Purpose of Paper /
Report
Exec Summary

Corporate
development

For information
For ratification 
For decision
For agreement
This paper outlines for the Governing Body the initial
assessment of the 2013/14 Financial Plan.
NHS Eastern Cheshire Clinical Commissioning Group’s
resource allocations have been confirmed for the 2013/14
financial year and are based on the May 2012 Baseline
Submission. The intended change in the national funding
formula has been delayed for a year pending further work.
Therefore, the following paper is based on the allocations
notified to date. It is worth noting that this is the beginning
of a two month process and will be subject to refinement.
The underlying shortfall is a deficit of £12.2m which is
reduced in year to a £10m deficit due to the receipt of a
one-off income.

Recommendations

The Governing Body is requested to ratify:
the underlying financial shortfall of a £12.2m deficit
the in year shortfall reduced to a £10m deficit
potential risks that are not included within the initial plan
the need for further revisions during the two month
timeframe to validate Quality, Innovation, Productivity &
Prevention (QIPP) initiatives and assumptions following
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the publication of national guidance

Next Steps

To create a Healthcare Sustainability Group linked in to
support the Local Delivery and Improvement Plan objectives
and outcomes.
Refine the submission during the planning process and
engage with respective relevant bodies.
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Financial Plan 2013/14 - Part One
1.0 Overview
1.1

This paper outlines for the Governing Body the initial assessment of the 2013/14
Financial Plan.

1.2

The Clinical Commissioning Group (CCG) resource allocations have been confirmed
for the 2013/14 financial year and are based on the May 2012 Baseline Submission.
The intended change in the national funding formula has been delayed for a year
pending further work. Therefore, the following paper is based on the allocations
notified to date. It is worth noting that this is the beginning of a two month process
and whilst the allocations are not expected to change, it is important to articulate
any errors that arose from the submission into the notified allocations.

1.3

Part One of the report provides the headline figures for NHS Eastern Cheshire
Clinical Commissioning Group (NHS ECCCG) with supporting information detailed in
Part Two.

Objective: To outline to the Governing Body the underlying financial position forecast for
2013/14.

GAP
£12.2m

Commentary: The forecast position is highlighting a difference (gap) between NHS ECCCG’s
notified resources, ie, income and its predicted expenditure of £12.2m (5.6% of its income).
This is NHS ECCCG’s underlying position and is the first stage of the planning process. This is
before any application of Quality, Innovation, Productivity and Prevention (QIPP) savings which
are primarily linked to the Integrated Care Programme and have yet to be quantified.
NHS ECCCG has a challenging start as an analysis of CCG allocations confirms it has the lowest
level of funding per head of population in the North West. In addition, it has some of the
lowest GP referral levels in the country and is in the lower quartile for non elective and elective
admissions which indicates it is already an efficient economy.
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Objective: To outline to the Governing Body the in year financial position predicted for
2013/14.

GAP
£10m

Commentary: This chart outlines the in year position after taking into account an additional
one off income that is expected during the year. This reduces the difference (gap) to £10m for
2013/14.
Primarily this is NHS ECCCG’s share of Central & Eastern Cheshire PCT’s (CECPCT) 2012/13
surplus that is planned to be returned next year at a value of £2.2m. This will occur in the
future but is dependant upon NHS ECCCG making a surplus.

Objective: To outline to the Governing Body ECCCG’s running cost envelope for 2013/14.

Commentary: CCGs have been allocated separate resources to cover their annual running
costs. This was based on circa £25 per head of population and is used to cover staffing,
governing body costs and services provided from Commissioning Support Units (CSUs).
The current costs are forecast to remain within its financial envelope.
Page 4 of 14

NHS ECCCG Governing Body Meeting 30 January 2013

Agenda Item 2.3

2.0 Process
2.1

This is the first stage of a two month process to finalise the 2013/14 Financial Plan
with NHS ECCCG governing members and the Cheshire, Warrington and Wirral Area
Team. The final submission date is 5 April 2013 prior to which further work will be
required to refine the return.

3.0 Key Issues
3.1

Given the timing of the first submission, there are a number of areas for which the
impact is currently unknown and as such are not included within the submission, nor
has any provision been included. Specific areas are the implications of the Francis
report, migration issues around the transfer of services to Specialist Commissioning
and the potential shifting of costs from the Local Authority.

4.0 Quality, Innovation, Productivity and Prevention (QIPP)
4.1

This is an area still to be finalised with its aims around financial savings based on
understanding the size of the financial challenge being faced by NHS ECCCG. The
primary enabler for NHS ECCCG’s QIPP delivery is the Integrated Care Programme
(ICP) which is working across the local economy including NHS Commissioners and
Providers and the Local Authority.

4.2

The ICP is currently developing its “Case for Change” which is due for completion by
April 2013. Amongst a number of benefits this will highlight the potential financial
opportunities of reducing unnecessary duplication and redesign of service provision.
The opportunities have yet to be quantified including the timescales for delivery.
Given the remit, it is expected that these savings will come on line over a number of
years.
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Financial Plan 2013/14 - Part Two
1.0 Overview
1.1

NHS Eastern Cheshire Clinical Commissioning Group (NHS ECCCG) is a newly formed1
organisation arising out of the current NHS reforms.

1.2

An integral part of NHS ECCCG’s lifecycle is to set its Annual Plan which underpins
the creation of its annual Financial Plan. This is a new process for both the National
Commissioning Board (NCB) and Clinical Commissioning Groups (CCGs) and it is
therefore important that the Governing Body is engaged with the development of
the Financial Plan and associated submission.

2.0 Purpose
2.1

The Financial Plan is developed to support the Governing Body in discharging its
responsibilities whilst remaining within its financial envelope. Its key responsibilities
are:
NHS ECCCG’s visions, values and objectives as defined in the 2013/14 Annual Plan.
The key objectives are:
prevention of avoidable harm
prevention of alcohol related harm
prevention of people dying prematurely
integration of care
high quality, effective mental health services
delivery of the identified Health Outcomes.
self Certification, ie, NHS Mandate.
delivery of its financial obligations.

2.2

Its development has been supported by the confirmation of 2013/14 CCG financial
allocations and the publication of national/local planning guidance applicable for the
next financial year.

3.0 2013/14 Underlying Financial Forecast
3.1

The following diagram summarises for the Governing Body the underlying financial
position for NHS ECCCG. This is supported by further information detailed
throughout the remainder of the paper.

3.2

NHS ECCCG’s Financial Plan forecasts:
underlying shortfall between recurrent income and expenditure of £12.2m
2013/14 in year shortfall reduced to £10m after taking account of one off income

1

Notification received from the National Commissioning Board.
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NHS Eastern Cheshire CCCG - Forecast Financial Position 2013/14
£'m

13/14 Allocation

Cumulative Shortfall

Expenditure

13/14
Position

Underlying
Position

232
231
230
229
228
227
226
225

£10.0m

£12.2m

£1.1m

0.5%
Contingency

£8.9m

£11.1m

£2.2m

1% Surplus

£6.7m

£8.9m

£4.4m

2% Non
Recurrent
Headroom

224
223
222
221
220
219
218
217
216
215
214
213
212
211
210

£2.3m

£4.5m

£1.0m

LDIP

£3.5m

£3.9m

Growth/
Tariff

£2.7m

Pressures

£216.2m

Opening
Baseline

£1.3m
One Off
Income

Recurrent
CCG
Allocations

£2.2m

£219.3m

0

4.0 Timetable
4.1

The Area Team of the NCB is responsible for approving the CCG Financial Plans and
has therefore outlined key dates as detailed below. This enables the CCGs to plan
accordingly and develop their plans with the Governing Body and its members.
NHS ECCCG shares first draft with Area Team
Feedback on initial Plans
Resubmit/Update on contract negotiations
Discuss Area Team assurance on plans
Final NHS ECCCG Plans shared with Area Team

25 January 2013
By 8 February 2013
28 February 2013
11 February – 29 March 2013
5 April 2013
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5.0 CCG Allocations
5.1
National Commissioning Board (NCB)
5.1.1 Previous correspondence from the NCB had outlined its intention to introduce a new
funding formula for CCGs based on health need. The formula for CCG funding
proposed by the Department of Health’s Independent Advisory Committee on
Resource Allocations (ACRA) accurately projects the future need of local
communities as they are currently met.
5.1.2 However, there is concern that use of this formula on its own to redistribute funding
would give significantly higher growth to many areas which already has the best
health care outcomes compared to those with the worst. It was anticipated that this
would be beneficial to NHS ECCCG given it’s higher than average elderly population.
5.1.3 This approach did not appear consistent with the NCB’s aim of improving health
outcomes for all users whilst reducing health inequalities, nor with the 2013/14
Planning Guidance which focuses on the unprecedented challenge in meeting the
needs of an ageing population. Therefore, the formula is undergoing a further
review during 2013/14.
5.1.4 Therefore, the following allocation has been made for 2013/14 based on the
underlying principle of using the baseline submissions2 and inflating by circa 2.3%.
The allocations come in two parts; the majority for the provision of health care with
another allocation to cover CCG running costs.

CCG Baseline
Specialist Commissioning Migration
Redistribution of 2% Head Room
Public Health Adjustment
Revised Baseline
Growth 2.3%
Opening Baseline
Running Costs
Total CCG Resources

£,000s
223,465
-7,675
-1,118
-296
214,376
4,931
219,307
4,930
224,237

5.2 Non Recurrent Allocations
5.2.1 As part of the planning guidance, NHS ECCCG can expect to receive a non recurrent
allocation based on its share of CECPCT 2012/13 surplus. This surplus is returned to
organisations in the following year and is dependent upon a surplus being achieved
2

Baseline returns were completed in May 12 based on estimated annual costs for each CCG in 2012/13.
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in the first place. Given the size of the financial challenge for 2013/14 it is unlikely a
surplus could be delivered.
5.2.2 It is also anticipated that a further quality premium will be payable to CCGs based on
their overall performance against agreed metrics. Guidance is awaited as to the
value of the premium.

CECPCT Surplus Returned
70% Non Elective Collection
NHS ECCCG Quality Premium
Total Non Recurrent Income

£000s
2,187
0
?
2,187

5.3 CCG Allocation Context
5.3.1 The following analysis has been undertaken across the allocations published for
CCGs in order to understand the funding per head of population for NHS ECCCG.
This is for information only but supports the underlying knowledge that NHS ECCCG
is the lowest funded CCG across the North West.
5.3.2 Simply moving to the North West average would increase NHS ECCCG’s funding by
circa £36m or by £14m if the NHS England average was used.

Allocation Per Head 2013/14 Adjusted Population – North West
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Allocation Per Head 2013/14 Adjusted Population – All England

6.0 Baseline Returns
6.1

In May 2012 the CCG, via the Cluster, submitted estimated 2013/14 baseline
expenditure levels for NHS ECCCG.

6.2

This process has been challenging given the lack of robust data and the limitations to
accurately split CECPCT level expenditure into its component segments (ie, NHS
ECCCG). Whilst this has significantly improved, the data was not as refined for the
May 2012 baseline return on which the allocations have been based.

6.3

Therefore, NHS ECCCG has refined its identification of expenditure which improves
on the methodology used in the baseline return. This has highlighted some inherent
errors but early indications suggest that the allocations will not be amended and
therefore NHS ECCCG is working within those parameters.

7.0 Key Omission
7.1

During the May 2012 baseline return the Cheshire, Warrington & Wirral Cluster
approved the reallocation of NHS ECCCG’s 2% Non Recurrent headroom funding to
NHS South Cheshire and NHS Vale Royal CCGs, reflecting historic fair shares.

7.2

NHS ECCCG did not support this transfer, especially given the inconsistency of the
Cluster’s approach and the pending change in the allocation formula. This has,
however, been reflected in the CCG allocations and places a considerable pressure
on NHS ECCCG health economy.
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7.3

This transfer of funds was significant given the values outlined below.
2% Head Room
Negative Budget

£5,461k
£1,280k

Omitted from Baseline Return

£6,741k

8.0 Specialist Commissioning Migration
8.1

Parallel with NHS ECCCG, Specialist Commissioning has been restructuring and has
consolidated expenditure across all NHS providers. The lack of detailed information
has proved challenging in reconciling the differences between what we as an
organisation can identify versus the figures notified within the CCG allocations.
Work is progressing with the Area Team and Specialist Commissioning, however, the
assumption used is that this will have a neutral impact.
Identified in Expenditure
To Reconcile

£2,413k
£5,262k

Total Reduction included in Allocation

£7,675k

9.0 Expenditure Projections
9.1
Non Recurrent Expenditure
9.1.1 Part of the process has been to identify any non recurrent expenditure which is not
applicable in 2013/14, eg, NHS Social Allocation payment to the Local Authority. This
has been removed from our opening baselines.
9.2
Financial Assumptions
9.2.1 The following are the key assumptions used in creating the plan for 2013/14 and are
based both on national and local planning guidance which is then validated with
local intelligence and amended where appropriate:
2012/13 outturn expenditure (less non recurrent costs3). Note: This is an area of
risk as the best information has been used to split current costs, although the true
position will only be known once providers invoice directly to each CCG.
Increase for demographic growth of 0.5% as per the Outcome Benchmarking
Support Pack supplied by the NCB.
Increase for further growth ranging from 1% to 4.5%.
Application of the changes to the NHS Tariff4 which is a reduction in prices of
1.3%.
Funded known changes in services/tariffs, ie, NHS 111, Trauma Centres etc.
Included mandated requirements to deliver:
3

Non Recurrent costs are defined as those items which are one off in nature and will not occur in the following
year.
4
Method by which NHS Providers are reimbursed for patient care/treatment.
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1% Surplus
2% Non Recurrent Headroom Fund
0.5% Contingency

10.0 Key Risks
10.1

The following risks have been excluded from the 2013/14 plans:
Description

Planning Guidance
Valuing People Now
Continuing Health Care (LD
Pool)
Continuing Healthcare
Restitutions
Primary Care
Mental Health Under
Investment
Prison Health
Reconfiguration
Total

Full Value of
Risk
£000s
3,000
3,000
3,000

Probability of
Risk Being
Realised %
50%
100%
50%

Potential
Value of Risk
£000s
1,500
3,000
1,500

2,000

50%

1,000

630
500

0%
50%

0
250

250

50%

125

12,380

7,375

11.0 Planning Guidance
11.1

The timing of the first draft of the Financial Plan is earlier than some significant
publications due out shortly which could impact the position outlined. It is possible
that further costs may arise on an already challenged baseline to reflect the Francis
report recommendations and associated planning requirements.

11.2

An additional risk has been included around the disaggregation of costs with Central
& Eastern Cheshire PCT into its 3 emerging CCGs. It is not possible to accurately
forecast the impact but the true CCG costs will only be understood once providers
invoice each organisation directly.

12.0 Valuing People Now
12.1

During 2012/13 the second stage of the resource transfer to the Local Authority was
actioned at a value of £3m. For unknown reasons this transfer was made non
recurrently despite an ongoing commitment. It is unclear as to how this now
interacts with the new CCG allocations and has therefore been omitted from the
plan. Guidance will be sought during the next few weeks to clarify the position.
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13.0 Continuing Health Care (LD Pool)
13.1

The Local Authority is undertaking a review of its clients with the jointly funded
Learning Disabilities Pool. NHS ECCCG has already experienced the first stage of this
review with circa £1m of costs being reclassified as Continuing Care which falls under
the responsibility of health. A joint piece of work is currently underway to define the
LD Pool assessment process, partner responsibilities and cost control/reduction.
Included in the plan is the impact arising from the transfer in costs during 2012/13
but no further contingency has been set aside other than growth.

14.0 Continuing Healthcare Restitutions
14.1

Continuing Healthcare Restitutions saw a national campaign launched in 2012/13
inviting individuals to submit claims for costs incurred personally, which should have
been met by Health budgets. This process introduced a cut off date for claimants, so
whilst it gave some certainty in the future around no additional retrospective claims,
it has generated hundreds of applications. These claims are being assessed through
the oncoming months. It is intended that these costs are included within the
2012/13 accounts but may be subject to variation depending on the PCT financial
position. This may defer these costs into the 2013/14 financial year.

15.0 Primary Care
15.1

Primary Care within CECPCT has a financial pressure of circa £1.5m for which NHS
ECCCG’s share is calculated as £630k using the latest fair shares percentage. These
relate back to budgeting issues circa two years ago. The CWW Cluster has requested
that the CCGs fund the pressure but these costs were not included as part of the CCG
baselines.

16.0 Mental Health Investment
16.1

Historically, CECPCT has a low level of investment in Mental health services.
Therefore, there could be a significant impact to deliver the recommendations made
around Dementia and IAPT services.

17.0 Prison Health Reconfiguration
17.1

The current provider and commissioner of Prison Services is changing from April 13
onwards. It is unclear what impact this change will have but given the loss of the
service from the local Trust, it could result in increased attendance for the local
services.

18.0 Quality, Innovation, Productivity & Prevention (QIPP)
18.1

Included within the Financial Plan submission is a section around new QIPP
initiatives. It is expected that this section will identify those schemes that generate
financial efficiencies and will subsequently bring NHS ECCCG into financial balance.

18.2

As this is the fist stage of the process, this section has been left blank so that
absolute clarity is provided on the underlying position and subsequent size of the
financial challenge NHS ECCCG is facing.
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18.3

It is intended that a Local Delivery and Improvement Plan (LDIP) will be developed
during the planning timetable ensuring the right level of engagement with the
relevant organisations/bodies. The Outcome Benchmarking Support Pack published
via the NCB identifies a number of indicators for which NHS ECCCG and its providers
are already in the most efficient quartile across the NHS along with the lowest
quartile for GP referrals, admissions etc.

18.4

Given NHS ECCCG’s existing high level of performance, our primary enabler for our
QIPP delivery will be the Integrated Care Programme aimed at redefining service
delivery. These costs will be quantified during the oncoming months although
savings are not expected to be realised in 2013/14 or in full from 2014/15 onwards.

18.5

In addition, levers within NHS ECCCG should be aligned within its LDIP in order to
deliver the QIPP agenda. Examples of these levers would be the alignment of:
Commissioning for Quality & Innovation (CQUIN) incentives in Provider Contracts
(currently 2.5%).
Primary Care CQUIN (Le Quality Outcomes Framework).
Reablement Funding.
Readmissions Funding.

19.0 Conclusion / Next Steps
19.1

The first stage of the 2013/14 Financial Plan is highlighting significant challenges
facing NHS ECCCG in order to deliver its financial duties. Inclusive of this will be the
engagement of the Governing Body and its Members and relevant parties on the
refinement of the Financial Plan to ensure the impact of any publications and further
guidance is incorporated.

19.2

This is the first stage of the process and formal discussions will be held with the
CWW Area Team. This will identify options around how it can manage the risk and
implement mitigating actions during the transition until the Integrated Care
Programme outcomes and efficiencies are released.

19.3

As part of the Local Delivery and Improvement Plan a Healthcare Sustainability
Group will be created to coordinate the QIPP initiatives that are required to deliver a
financially sustainable organisation.
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For information 
The forthcoming introduction of NHS 111 is a mandated
national initiative aimed at providing people with prompt
access to the most appropriate level of service for their
urgent care needs.
It utilises a clinically robust set of algorithms called NHS
Pathways which guide call handlers and patients through a
conversation to get to an ‘end disposition’ or identified level
of service. A detailed directory of services (DOS) matches the
end disposition with locally available services.
The development of the service specification and oversight of
regional procurement processes was undertaken nationally.
The strategic mobilisation of NHS 111 has been managed at a
Cheshire, Warrington and Wirral area level with transition
and implementation managed at a local clinical
commissioning group (CCG) level, clinically led by Dr Julia
Huddart.
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NHS Eastern Cheshire Clinical Commissioning Group has
worked with NHS South Cheshire and NHS Vale Royal Clinical
Commissioning Groups to manage and deliver the
implementation plan which is currently on target to achieve
the ‘silent’ go live date of 21st March 2013. The date is a
nationally mandated date that the Clinical Commissioning
Groups must follow.
The Department of Health will lead the public communication
and marketing campaign, starting in May 2013, giving health
economies time to introduce changes in a phased way,
problem solve and troubleshoot if/as necessary.
Failure of the NHS 111 pilot sites to provide consistent data
on the impact of introducing NHS 111 on urgent care services
has resulted in an inability to predict activity changes
resulting from the implementation of NHS 111.
NHS Eastern Cheshire Clinical Commissioning Group has
committed to maintain current levels of service particularly in
the out of hours service to allow the full impact to be known
before making changes to contracts.
A risk assessment has been undertaken and a mitigation plan
produced locally. The main risks identified include the
unpredictability in activity levels and the introduction of the
service in the week proceeding one of the busiest weekends
of the year, that of Easter Bank Holiday.

Recommendations

Next steps

The Clinical Commissioning Group has an identified cost
pressure of £224,215 associated with the double running of
services between NHS 111 and Out of Hours. The level of
service will be reviewed during the first six months post
implementation and recommendations made for future
commissioning.
The Governing Body is requested to note:
•
•
•
•
•

the ‘silent’ launch date of 21st March 2013 for NHS 111
that local plans are on target to deliver
the cost pressure identified
the risk and mitigation plan
the local DOS with phases three to five will be completed
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• there will be agreement on how the DOS will be
maintained
• the Local Clinical Governance Assurance Group will be
established
• there will be a review of the Out of Hours service at six
months post implementation
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Local implementation of the national NHS 111 initiative
1.0 Background to the NHS 111 initiative
1.1

In 2008 public feedback nationally highlighted the difficulties people had in accessing
NHS services when they develop unplanned, healthcare needs but do not need a 999
response. The view was that people needed a simple number, alongside 999, that
they can ring and then be signposted to the most appropriate urgent care service for
their needs. There was also the view that the new service should build on the
success of NHS Direct 0845 services but go further to meet people’s needs locally
and in a timely fashion.

1.2

In December 2009 the Department of Health, in partnership with Ofcom, and
following a public consultation, announced the designation of 111 as the future
three-digit number for people to ring when their needs were urgent but not life
threatening.

1.3

The coalition government, through their long term vision for the NHS, stated their
commitment to a national roll-out of the new NHS 111 number as part of an
integrated 24/7 urgent care service which incorporates GP out of hours, social care
services and alternatives to hospital admission where appropriate.

2.0 The New NHS 111 Service
2.1

The new service specification and the procurement process to find providers has
been led nationally but actioned on a more local footprint. During the procurement
process, four pilot areas were established to test the impact of different operational
models. The pilot sites were independently evaluated by the University of Sheffield.

1.2

NHS 111 comprises three key elements:
• a telephone number and call handling service accessible 24/7
• algorithms called NHS Pathways which guide call handlers and patients to the
most appropriate service
• a local directory of services, linked to NHS Pathways which provide local
intelligence in relation to where the patients can access the services they need

2.3

Cheshire, Warrington and Wirral Primary Care Trust Cluster appointed NHS Direct to
deliver the NHS 111 service in our area.

3.0 Benefits of the Service
3.1.

It is hoped that the introduction of the NHS 111 service will in time deliver a number
of key benefits, namely:
• reduced ambulance call outs and unnecessary journeys
• improved integration of service providers through information sharing and direct
booking
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•
•

collection of vital intelligence about the demand and need for urgent care, which
will inform service redesign
high levels of patient satisfaction

4.0 Feedback from Pilot Sites
4.1

The final evaluation report of the four NHS 111 pilot sites, published in October
2012,1 highlighted the following findings:
• no clear evidence of the superiority of one type of model
• overall the new service achieved its goal of getting patients to the ‘right place,
first time’ and had high satisfaction levels among users.
• 93% of people felt that the advice given was helpful and 86% of callers followed
the advice given
• 86% said they would use NHS 111 again for a similar problem
• no statistically significant change in emergency ambulance calls, emergency
department attendances or urgent care contacts/attendances

4.2

Table One attempts to show how the findings of the pilot sites might play out in
Eastern Cheshire, noting the low probability of cost savings to the emergency and
urgent care system.

Table One:

Percentage Change in Activity – NHS 111 Pilot Primary Care Organisations
(PCO) and Estimates for NHS Eastern Cheshire Clinical Commissioning Group
(ECCCG)

Emergency Department

County
Durham
and
Darlington
PCO
-2.0%

Ambulance Calls
Ambulance Incidents

-11.4%
1.6%

2.6%
2.3%

10.4%
4.8%

-2.1%
-2.0%

-0.1%
1.7%

-11.4%
-2.0%

-0.1%
1.7%

NHS Direct
WIC/UCC/OOH

-26.5%
8.9%

-17.1%
-0.5%

-4.3%
-3.6%

-30.1%
-16.1%

-19.5%
-2.8%

-30.1%
-16.1%

-19.5%
-2.8%

PCO

Nottingham
City PCT

Lincolnshire
PCT

Luton
PCT

Pilot
Cohort
Average

0.6%

3.3%

-3.5%

ECCCG - Estimates
Low

Medium

High

-0.4%

-3.5%

-0.4%

3.3%
10.4
%
4.8%
4.3%
8.9%

1. The low and high values for ECCCG are simply the lowest and highest percentages from across the 4 pilot sites.
2. The 'mid' value is the average change from across the 4 pilot sites.
2. Note that the figures quoted above for the four pilot sites were not statistically significant, with the exceptions of:
- Ambulance calls in County Durham and Darlington
- Ambulance Incidents in Lincolnshire
- WIC/UCC/OOH in Luton
- NHS Direct in County Durham and Darlington, Nottingham and Luton
3. Figures Based on the percentage changes for the 'pilot and control model' detailed in the 'Impact of NHS 111 on the
emergency and urgent care system' chapter of the 'Evaluation of the 111 pilot sites' final report (p88)

1

http://www.sheffield.ac.uk/scharr/sections/hsr/mcru/111
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5.0 Funding the Service
5.1

The funding for this service is the responsibility of Clinical Commissioning Groups.
Nationally there was a view that this would be partly offset by the reallocation of
NHS Direct 0845 funding and in some areas the decommissioning of the call handling
service within GP Out of Hours. In Eastern Cheshire an impact analysis showed that
removing the call handling function from Out of Hours would not be operationally
viable. The Clinical Commissioning Group therefore has committed to maintain the
current level of service until the full impact of the introduction of NHS 111 services
on urgent care services is known.

5.2

This commitment gives the Clinical Commissioning Groups a cost pressure of
£224,215 per year.

6.0 Implementing the service
6.1

NHS 111 will not be promoted to the general public until 26th April 2013 but the NHS
111 service will “go live” with a silent launch on 21st March 2013. This is to allow
health economies protected time to test their systems and resolve any early
problems without added pressure from high call volumes.

6.2

When the service is launched to the general public, local press releases will be issued
and local and regional adverts will appear. In May 2013, the Department of Health
will deliver NHS 111 leaflets to every household in the North West “go live” areas.
This will be augmented, in autumn 2013, by a nationwide advertising campaign.

6.3

Preparatory work across the Cheshire, Warrington and Wirral area has however
already commenced following the establishment of a steering group and, more
locally for Eastern Cheshire, a project group comprising managers and clinicians from
commissioning and key provider organisations. The project plan, which can be found
in Appendix One outlines the key tasks required to ensure the successful
introduction of NHS 111 and progress to date.

6.4

Currently the project is on target to achieve the mandated launch date of 21st March
2013.

7.0 Risks and Mitigation
The project team identified a number of key risks to the introduction of NHS 111 and
developed an action plan to mitigate against and lower the associated risks. Table Two
below outlines the plan and actions taken to date
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Mitigating Actions

Clinical risk

Life threatening needs
are not identified or
met

The NHS pathways are a
set of algorithms, used
by call handlers in the
111 service which have
been developed
nationally by clinical
experts. They have
been used by
ambulance and out of
hour’s services since
2001 to assess the
patient’s immediate
level of need. These
pathways have been
reviewed, observed in
practice and signed off
by local clinical
representatives and are
considered robust and
low risk. Checks and
measures are in place
which will ensure
clinical risk is managed
and patients are
signposted correctly.
Where there is an
indication of life
threatening need call
handlers will transfer
immediately to 999.
Conversely 999 call
handlers can step
patients down to 111
services directly. A local
clinical governance
assurance group will be
established to oversee
the safe introduction of

Risk rating

Risk Description

Current Risk Score

Risk Title

Current Impact

NHS 111 Risk assessment and mitigation plan 2012/13
Current Likelihood

Table Two:

1

4

4

low
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Operational IT infrastructure does
risk
not support required
functionality

Information on DOS
not accurate, out of
date

NHS 111 in March and
monitor outcomes as
the service establishes.
Retain the assessment
of need function in Out
Of Hours services for 6
months post
implementation to
assess impact. General
Practice to receive
information regarding
contact with NHS 111 in
the form of post event
report. Low level
services such as
pharmacy advice or
routine dental care not
included
Information sharing
with out of hours via
the Adastra system and
general practice via GP
links. One practice;
Kenmore requires
update to ensure
information can be
emailed and not faxed.
IT readiness plans
developed and on
target to achieve ‘go
live’ date
Business case under
development with
preferred option being
CCGs across Cheshire
Warrington and Wirral
collectively commission
a third party to

Risk rating

Poor patient health
outcomes resulting
from lack of
assessment of care
needs as NHS 111 do
not undertake a full
assessment of need

Mitigating Actions

Current Risk Score

Risk Description

Current Impact

Risk Title

Current Likelihood

Agenda Item 2.4

1

3

3

low

1

2

2 low

1

2

2 low
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Risk rating

Risk Description

Current Impact

Risk Title

Current Likelihood
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Data protection and
data sharing
agreements developed
across the North West.
All information to be
electronically sent in
accordance with IG
protocols
Plan to optimise staffing
levels, agree escalation
plan

1

3

3

low

3

3

9

medium

The existing model of
care and resource
allocation to Out of
Hours services will be
maintained at current
level for 6 months post
implementation. The
impact of NHS 111 will
be reviewed before
long term
commissioning
arrangements agreed.
Continue to explore
integrated working with
A&E services

3

3

9

medium

Mitigating Actions

maintain the local DOS
Information
governance

Silent launch scheduled
for 21 March 2013 one
week prior to Easter
bank holiday which is
known to see a
significant increase in
out of hours services
demand
Risk to
business
continuity

Demand for out of
hours services
significantly increase
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Loss of skills as Out of
Hours staff leave rather
than TUPE to NHS 111
hub in Bolton

Existing staffing levels
to be maintained in out
of hours services.
Concurrent work is
underway to develop a
care coordination
service as a feature of
the new model of care
for long term
conditions.
Opportunities will exist
within this service for
staff to transfer skills,
therefore no TUPE
across to NHS 111 has
been attempted
A local project group is
in place with
representatives from
across the health care
system. Impact analysis
to be undertaken by
each CCG. No reduction
in resource to Out of
Hours
Review the impact of
the introduction of NHS
111 in year to identify
increased costs through
activity growth or cost
savings either from
remodelling of the
service or a reduction in
A&E attendance
Eastern Cheshire health
economy has a project
plan in place based on
the North West
mobilisation plan .Both

Inconclusive evidence
from NHS 111 pilot
sites regarding the
impact of 111 to
services in different
part of the system

Unable to predict and
therefore model
changes to activity as a
result of implementing
NHS 111

Project
delivery
risk

NHS 111 not delivered
on time

Risk rating

Mitigating Actions

Current Risk Score

Risk Description

Current Impact

Risk Title

Current Likelihood
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3

3

9

medium

2

2

4

low

5

3

15

high

2

3

6

low
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are currently on target
to deliver. Details of the
local project plan can
be seen in Appendix
One
Stakeholder analysis
undertaken and
engagement plan
developed. Engagement
materials developed
nationally for local use
to ensure consistent
message

Risk rating

Lack of engagement
across the health
economy

Mitigating Actions

Current Risk Score

Risk Description

Current Impact

Risk Title

Current Likelihood
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3

2

6

medium

8.0 Conclusion
8.1

A risk assessment has been undertaken and a mitigation plan produced for the local
implementation of NHS 111. The main risks identified include the unpredictability in
activity levels and the introduction of the service in the week proceeding one of the
busiest weekends of the year, that of Easter Bank Holiday.

8.2

The Clinical Commissioning Group has a cost pressure associated with the six month
double running of services between NHS 111 and Out of Hours. The level of service
will be reviewed during the first six months post implementation and
recommendations made for future commissioning.

9.0 Recommendations
9.1

It is recommended that the Governing Body:
• note the ‘silent’ launch date of 21st March 2013 for NHS 111
• note that local plans are on target to deliver
• note the cost pressure identified
• endorse the risk and mitigation plan

Author Name and Job Title
Date
Contact details (phone and email address)

Jacki Wilkes, Head of Clinical
Development & Health Outcomes
17 January 2013
Email: jackiwilkes@nhs.net
Telephone: 01625 663476
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Project Name: 111 Implementation
DATE

Item No.

1.1

Version 0.4

23-Jan-13

TASK NAME

LEAD

RESPONSIBILITY

Programme Management

1.1.1

Project Manager

1.1.2

24/09/2012

16/05/2013

PLANNED
DURATION
(Days)

24/09/2012

10/01/2013

PLANNED START
DATE

PLANNED
FINISH DATE

37

24-Sep

31-Oct

24-Sep

24-Sep

COMPLETE

ACTUAL START ACTUAL FINISH
DATE
DATE

RAG

Alexi Ness

Alexi Ness

0

24-Sep

24-Sep

24-Sep

24-Sep

COMPLETE

Project Coordinator

Nikki Hotchin

Nikki Hotchin

14

24-Sep

8-Oct

24-Sep

8-Oct

COMPLETE

1.1.3

Clinical Lead

Julia Huddart

Julia Huddart

0

24-Sep

24-Sep

24-Sep

24-Sep

COMPLETE

1.1.4

Comms & Marketing Lead

Rebecca Patel

Rebecca Patel

0

24-Sep

24-Sep

24-Sep

24-Sep

COMPLETE

1.1.5

ICT Lead

Andree McDonald

Andree McDonald

0

24-Sep

24-Sep

24-Sep

24-Sep

COMPLETE

1.1.6

Service Delivery Lead

Alexi Ness

Alexi Ness

0

24-Sep

24-Sep

24-Sep

24-Sep

COMPLETE

157

15-Oct

21-Mar

15-Oct

26-Oct

COMPLETE

1.2
1.2.1
1.2.2
1.2.3

Contract Workstream
Contract with NHS Direct Signed by Commissioners
Initial contract variation letter issued to East Cheshire
Trust re OOH covering TUPE, next steps
Final contract variation issued to ECT confirming clinical
handover between NHS Direct and ECT GP OOH

Ian Linford

Ian Linford

0

15-Oct

15-Oct

15-Oct

15-Oct

COMPLETE

Neil Evans

Neil Evans

0

15-Oct

15-Oct

15-Oct

15-Oct

COMPLETE

Neil Evans

Neil Evans

8

15-Nov

23-Nov

15-Nov

COMPLETE
COMMENCED

1.2.4

Contract variation signed off by ECT and EC CCG

Neil Evans

Neil Evans

0

23-Nov

23-Nov

23-Nov

1.2.5

Modelling of current and future demand and capacity
undertaken to plan for 2013-14 contracts

Neil Evans

Neil Evans

29

15-Nov

14-Dec

15-Nov

10-Jan

COMPLETE

46

15-Oct

30-Nov

15-Oct

12-Dec

COMPLETE

46

15-Oct

30-Nov

15-Oct

1.3

Directory of Services (DoS) Workstream
Provider/Service
Leads
Neil Evans/Mike
Purdie

1.3.1

DoS population

Alexi Ness

1.3.2

DoS maintenance processes agreed and resourced

Neil Evans

1.3.3

Urgent Care Services Agreed & Loaded

Alexi Ness

Lisa Nolan (ECT)

46

15-Oct

30-Nov

12-Nov

12-Dec

COMPLETE

Alexi Ness

Lisa Nolan (ECT)

46

15-Oct

30-Nov

12-Nov

23-Nov

COMPLETE

Alexi Ness

Nikki Hotchin

4

26-Nov

30-Nov

26-Nov

12-Dec

COMPLETE

1.3.3.1
1.3.3.1.1

Clinical Validation and checklist completion of ED and
MIU Template Update of ED and MIU Template

COMMENCED

Item No.

1.3.4

TASK NAME

Phase 1/2 service entries data loaded, reviewed and
signed off (by service provider)

LEAD

RESPONSIBILITY

PLANNED
DURATION
(Days)

PLANNED START
DATE

PLANNED
FINISH DATE

Alexi Ness

Service Managers

46

15-Oct

30-Nov

12-Nov

12-Dec

COMPLETE

ACTUAL START ACTUAL FINISH
DATE
DATE

RAG

1.3.4.1

Clinical Validation of GP in Hours Template

Alexi Ness

Julia Huddart

46

15-Oct

30-Nov

12-Nov

12-Dec

COMPLETE

1.3.4.2

Clinical Validation of GP out of Hours Template

Alexi Ness

Jimi Robinson

4

26-Nov

30-Nov

26-Nov

12-Dec

COMPLETE

Alexi Ness

Glen Coleman

46

15-Oct

30-Nov

12-Nov

12-Dec

COMPLETE

Alexi Ness

Service Managers

95

15-Oct

18-Jan

12-Nov

DELAYED

Alexi Ness

Clinical Leads

95

15-Oct

18-Jan

12-Nov

DELAYED

1.3.4.3
1.3.5
1.3.5.1

Clinical Validation of Optom/Pharmacy & Dental
Template
Phase 3/4 service entries data loaded, reviewed and
signed off (by service provider)
Clinical Validation of Phase 3/4 DoS Templates

1.3.6

Develop and Test Ranking Strategy

Alexi Ness

Jacki Wilkes

3

23-Nov

26-Nov

23-Nov

26-Nov

COMPLETE

1.3.7

Test, Validate & Record DoS Outcomes (using QDoS)

Alexi Ness

Clinical Leads

29

1-Nov

30-Nov

6-Dec

6-Dec

COMPLETE

1.3.8

Review results and amend as required, re test to
confirm

Alexi Ness

Clinical Leads

29

1-Nov

30-Nov

6-Dec

6-Dec

COMPLETE

1.3.9

CCG / Health Economy Clinical sign off of DoS Readiness

Alexi Ness

Clinical Leads

0

30-Nov

30-Nov

12-Dec

12-Dec

COMPLETE

1.3.10

Run DoS template comparison across all services for
GAP analysis.

Alexi Ness

Nikki Hotchin

4

26-Nov

30-Nov

28-Nov

28-Nov

COMPLETE

1.3.11

All DoS Services & Data Complete

Alexi Ness

All

49

30-Nov

18-Jan

6-Dec

1.3.12

Agree and Update the Ranking Strategy

Alexi Ness

Jacki Wilkes

3

23-Nov

26-Nov

23-Nov

1.4

DELAYED
26-Nov

COMPLETE

Clinical Governance Workstream

1.4.1

Update Operational processes if needed

Cluster Lead

Jacki Wilkes

6

29-Nov

5-Dec

1.4.2

Establish Clinical Governance Structure

Jacki Wilkes

Jacki Wilkes

121

30-Oct

28-Feb

1-Jan

COMMENCED

Cheshire ICT Lead

Cheshire ICT Lead

39

19-Nov

28-Dec

19-Nov

COMPLETE

Alexi Ness

Cluster Comms

24

25-Nov

19-Dec

25-Nov

Cluster Comms

Cluster Comms

84

27-Nov

19-Feb

2-Jan

1.5
1.5.2
1.6
1.6.1
1.6.1.2

COMMENCED

IT Workstream
Interoperability delivered as per mobilsation plan
Communication and Marketing Workstream
Engage Cluster Comms Team in Local Project
Stakeholder Engagement Plan

1-Jan

COMPLETE
COMMENCED

Item No.

TASK NAME

LEAD

RESPONSIBILITY

PLANNED
DURATION
(Days)

PLANNED START
DATE

PLANNED
FINISH DATE

ACTUAL START ACTUAL FINISH
DATE
DATE

RAG

1.7

Soft Launch "Go Live"

All

All

0

21-Mar

21-Mar

ON TARGET

1.8

Hard Launch "Go Live"

All

All

0

11-Apr

11-Apr

ON TARGET

1.9

Project Sign-Off

Alexi Ness (PMgr)

Alexi Ness (PMgr)

0

16-May

16-May

ON TARGET
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For information 
The purpose of this report is to update the Governing Body of
NHS Eastern Cheshire Clinical Commissioning Group on the
current situation relating to the provision of learning
disability services within Cheshire East. In particular:
• to update the Clinical Commissioning Group on the
outcome of the 2012 Health Self Assessment for learning
disability services.
• to clarify the responsibilities of the Clinical Commissioning
Group in relation to people with learning disabilities in
light of recent policy guidance including:
• Transforming care: A National response to
Winterbourne View Hospital and the associated
Concordat; Programme of Action
• NHS Outcomes Framework 2013/14
• Everyone Counts: Planning for Patients 2013/14

Recommendations

The Governing Body is requested to:
• note the Clinical Commissioning Group’s responsibilities
in relation to commissioning services for people with
learning disabilities and the associated governance

NHS ECCCG Governing Body Meeting 30 January 2013
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structures
• note the outcomes of the 2012 Health Self Assessment
process
• note the recommendations contained in the national
response to Winterbourne View and that the Cheshire
East Learning Disability Executive Group will lead the
review of learning disability services
• note the relevance of the NHS Outcomes Framework and
Everyone Counts to people with a learning disability and
implications for local delivery

Next steps

The Governing Body will be updated in six months time
regarding progress with the local implementation of national
guidance.
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Update on Learning Disability Services
1.0 Introduction
1.1

Commissioning services for those with learning disabilities is complex, as many
people have a wide range of needs that can be the responsibility of a number of
services. Such commissioning tests the effectiveness of our partnerships and our
ability to secure better health outcomes and support for local people whilst
safeguarding a most vulnerable group of our population.

1.2

Whilst Cheshire East local authority will lead commissioning for a considerable
proportion of services, NHS Eastern Cheshire and NHS South Cheshire Clinical
Commissioning Groups will take over the responsibility from Central and Eastern
Cheshire Primary Care Trust (CECPCT) for commissioning both general and specialist
health services for people with learning disabilities. These services should be of high
quality, cost effective and enable those with a learning disability to lead fulfilling and
safe lives in their community.

1.3

The purpose of this report is to highlight to the Governing Body the current situation
regarding commissioned services for people with learning disabilities, paying
particular attention to the results of the annual self-assessment framework and the
recent report published by the Department of Health which stated clear actions for
local authority and health commissioners following the scandal of Winterbourne
View.

2.0 Contextual Information
2.1

In 2011, the population of Cheshire East aged 18 and over with a learning disability
was estimated at 6,798. This figure is predicted to rise by 11% by 2030 to 7,546
(+748 people).

2.2

In 2011, the population of Cheshire East aged 18 and over that have a moderate or
severe learning disability (and hence are likely to be in receipt of services) was
estimated at 1,396. This figure is predicted to rise by 9% by 2030 to 1,522 (+126
people).

2.3

Further information about the population within Cheshire East that have a learning
disability is available from the Cheshire East Joint Strategic Needs Assessment
(JSNA) 1 or from the Learning Disabilities Observatory. 2

2.4

People with learning disabilities experience poorer health outcomes and earlier
death than the general population. Some of these differences are avoidable and
contribute towards significant health inequalities experienced by populations within
each Clinical Commissioning Group.

1
2

http://www.cheshireeast.gov.uk/social_care_and_health/jsna.aspx
www.improvinghealthandlives.org.uk

Page 3 of 8

NHS ECCCG Governing Body Meeting 30 January 2013

Agenda Item 2.5

2.5

A recent report (Health Inequalities and People with Learning Disabilities 3) from the
Learning Disabilities Observatory suggests that such inequalities are the result of the
interaction of several factors, including increased rates of exposure to common
“social determinants” of poorer health, such as poverty and social exclusion,
experience of overt discrimination and barriers that people with learning disabilities
face in accessing health care. Reducing such health inequalities requires
determination and effective partnership working, including working in partnership
with those who have learning disabilities and their families.

3.0 Health self-assessment 2012
3.1

Since 2010, Primary Care Trusts (PCTs) have been required to carry out an annual selfassessment process in relation to the services they commission for people with
learning disabilities. Using information gathered locally in partnership with people
with learning disabilities and their families, PCTs have been required to demonstrate
that they are taking action to improve healthcare and health outcomes. The
Performance and Self-Assessment Framework (SAF) provides a useful tool for
highlighting the steps that can be taken towards improving access by people with
learning disabilities to, and the quality of, services.

3.2

In addition to completing a written framework document, the self-assessment process
includes an annual “Big Health Day” when service users and carers are invited to give
their views on local service provision and help set priorities for the future.

3.3

Following submission, a panel meeting is held between the Strategic Health Authority
and a local team (including clinical staff, service users and carers) to discuss and
validate the results. CECPCT has recently completed the self-assessment process for
2012. A summary of the overall validated results for each of the four sections is shown
below in Table One. A more detailed breakdown with performance against each of the
30 indicators is shown in Appendix One.

Table One: Summary of validated results
Section Description
1
2

3
4

3

Section
Rating
2012
People who are or who were formerly in NHS provided long term care Amber
have settled accommodation that reflects their person centred plans
and there is a system in place to ensure minimum of annual review
Commissioners are working closely with local Clinical Commissioning Amber
Groups, Boards (e.g. Learning Disability Partnership Boards and Health
and Wellbeing Boards) and statutory and other partners, to address
the health inequalities faced by people with learning disabilities
People with a learning disability who are in services that the NHS Amber
commissions or provides, are safe
Progress is being made in developing local services for those needing Amber
more help to be healthy

http://www.improvinghealthandlives.org.uk/projects/particularhealthproblems
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3.4

For the individual indicators, comparison with the previous year demonstrates an
improvement in areas such as the availability of information in the Cheshire East
JSNA and the development of governance structures. Work is still required to
improve the provision of health checks, screening and services for people who
display challenging behaviours and have agreed process of taking forward an action
plan to improve services through the Cheshire East Learning Disability Strategy
Implementation Group.

3.5

Guidance has been sought on the footprint for the 2013 self-assessment (due in
autumn of this year). To date no conclusive information has been received as to
whether the process will be based on a Clinical Commissioning Group or local
authority footprint.

4.0 Winterbourne View
4.1

In May 2011, the BBC Panorama programme revealed the abuse of people with a
learning disability at Winterbourne View, an assessment and treatment unit near
Bristol. In response, the Care Quality Commission carried out inspections of 145
assessment and treatment units and care homes for people with a learning disability.
Their report showed that half of all services were not meeting essential standards
around care and welfare and protecting people from abuse.

4.2

Subsequently, the Department of Health has carried out a range of investigations
and reviews and has now published its finding in the report - Transforming care: A
National response to Winterbourne View Hospital. 4

4.3

In response to Transforming Care, a Concordat - Programme of Action 5 has been
developed that commits the government to a programme of change, which will be
led by a national team. The Concordat has been signed by a range of partners
including the Department of Health, the NHS Commissioning Board and NHS Clinical
Commissioners.

4.4

The Concordat sets out eight key areas for action. Many of these will be delivered by
the national team or relate to service provision organisations, however where there
are areas for local implementation, this will be overseen by the Cheshire East
Learning Disability Executive Group. NHS Eastern Cheshire Clinical Commissioning
Group is a member of this group.

4.5

The eight areas for action are as follows:
• health and care commissioners will review all current hospital placements and
support everyone inappropriately placed in hospital to move to community-based
support as quickly as possible and no later than 1st June 2014

4
5

https://www.wp.dh.gov.uk/publications/files/2012/12/final-report.pdf
https://www.wp.dh.gov.uk/publications/files/2012/12/Concordat.pdf
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• every area will put in place a locally agreed joint plan for high quality care and
support services for people of all ages with challenging behaviour that accords
with the model of good care
• there will be national leadership and support for local change
• planning will start from childhood
• quality and safety of care will be improved
• accountability and corporate responsibility for the quality of care will be
strengthened
• regulation and inspection of providers will be tightened
• progress in transforming care and redesigning services will be monitored and
reported
4.6

The Cheshire East Learning Disability Executive Group recently made a joint
commitment to carry out a review of Learning Disability Services. Progress with this
review will be reported to the Governing Body at a future meeting.

5.0 NHS Outcomes Framework 2013/14
5.1

Detailed planning guidance for Clinical Commissioning Group’s has been published in
the form of the 2013-14 NHS Outcomes Framework 6 and the Clinical Commissioning
Group Outcomes Indicator set 7. The Outcomes Framework sets out the high level
outcomes that the NHS should be aiming to improve. It provides a focus on
improving health and reducing health inequalities and sits alongside similar
frameworks for public health 8 and adult social care. 9

5.2

The alignment of these three frameworks will support the health and social care
system to tackle the challenges it faces in a holistic way, providing a focus on quality
improvement across the system.

5.3

Many of the indicators within the NHS Outcome Framework will apply to people with
a learning disability e.g. having a positive experience of care. In addition, the
Framework describes a specific responsibility to reduce premature death in people
with a learning disability.

6.0 Everybody Counts: Planning for Patients 2013/14
6.1

The recent publication ‘Everybody Counts: Planning for Patients 2013/14’ 10 again
outlines, in Offer 5: Higher Standards, Safer Care, how the Winterbourne View report
sets out the responsibilities for clinical commissioning groups and how action should
lead to a dramatic reduction in hospital placements for people with learning
disabilities or autism in NHS funded care who have a mental health condition or
challenging behaviour.

6

http://www.dh.gov.uk/health/2012/11/nhs-outcomes-framework/
http://www.nice.org.uk/aboutnice/ccgois/CCGOIS.jsp
8
http://www.dh.gov.uk/health/2012/11/phof-technical-refresh/
9
http://www.dh.gov.uk/health/2012/11/ascof1314/
10
http://www.commissioningboard.nhs.uk/files/2012/12/everyonecounts-planning.pdf
7
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7.0 Conclusion
7.1

Commissioning services for people with learning disabilities is a substantial test of
working together in effective partnerships, to commission services in such a way that
achieves better health outcomes for people with learning disabilities in a challenging
financial climate.

8.0 Recommendations
8.1

It is recommended that the Governing Body:
• note the outcomes of the 2012 Health Self Assessment process
• note the recommendations contained in the national response to Winterbourne
View and that the Cheshire East Learning Disability Executive Group will lead the
review of learning disability services
• note the relevance of the NHS Outcomes Framework and Everyone Counts to
people with a learning disability and implications for local delivery

Author Name and Job Title
Date
Contact details (phone and email address)

Julia Burgess, Service Delivery Manager
Catherine Mills, Clinical Projects Manager
15th January 2013
Julia Burgess
Tel: 01270 275 459
Email: julia.burgess@nhs.net
Catherine Mills
Tel: 01270 275295
Email: catherinemills2@nhs.net
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Appendix One:
Learning Disabilities Health Self-Assessment 2012
Validated Scores for Central and Eastern Cheshire Primary Care Trust
This paper shows the outcome of the 2012 Learning Disabilities Health Self Assessment for Central and
Eastern Cheshire Primary Care Trust.
The scores shown have been validated by the Strategic Health Authority and are therefore final.
From 2013 onwards, we anticipate that the responsibility for carrying out the Health Self Assessments
will transfer to Clinical Commissioning Groups although we are awaiting confirmation of this from the
Department of Health.
There were four Top Targets in this year’s Self Assessment and as shown below, we scored amber
against each of these (scores maintained from 2011).
Summary of Top Targets:
Definition
1. People who are or who were formerly in NHS provided long term care have
settled accommodation that reflects their person centred plans and there is a
system in place to ensure minimum of annual review
2. Commissioners are working closely with local Clinical Commissioning Groups,
Boards (e.g. Learning Disability Partnership Boards and Health and Wellbeing
Boards) and statutory and other partners, to address the health inequalities
faced by people with learning disabilities
3. People with a learning disability who are in services that the NHS commissions or
provides, are safe
4. Progress is being made in developing local services for those needing more help
to be healthy

Section Rating

Amber

Amber
Amber
Amber

Key actions identified from the 2012 Self Assessment are as follows:
• ensure that all clients with NHS funded care packages are reviewed at least annually
• review all clients in hospital placements by June 2014 to ensure that the placements are appropriate
and commission alternative community provision if necessary
• improve the quality of data collected in relation to people with learning disabilities and their access
to and uptake of national screening programmes
• improve the quality and range of data about people with learning disabilities and ensure that this is
used to inform decisions about services commissioned for this population
• improve communication between professionals about people with learning disabilities so that
requirements for any reasonable adjustments are included in e.g. referral letters and patient
experience is improved
• ensure that the local workforce is trained to deal adequately with people with learning disabilities, in
particular
for
those
people
who
demonstrate
challenging
behaviour
1 of 8

Validated
Areas of good practice
Actions identified
rating
1. People who are or who were formerly in NHS provided long term care have settled accommodation that reflects their person centred plans and
there is a system in place to ensure minimum of annual review
1.1 The commissioners can demonstrate that people with Learning disabilities, families
and carers are involved in the process planning and decision making in order to
ensure that their needs, choices and preferences are understood and that services are
Level 3
available to reflect individual choices
Top Targets and Key Objectives

2011 Rating: Amber
1.2 (C9) Commissioners know of the all NHS funded (fully and jointly with LA)
individual care packages for people with learning disabilities and have mechanisms in
place for on-going placement monitoring and individual reviews:
• OATS (Out of Area Placements)
• Spot Purchase
• Specialist Provision (Crisis and Assessment and Treatment)
• Individual Short Breaks
• Providers of flexible and personal budgets (supported living)

Level 1

9% of clients had not
been reviewed within
the last twelve months.
Requirement within
“Transforming Care” for
all clients in hospital
placements to be
reviewed by June 2014.

2011 Rating - Amber
2.

Commissioners are working closely with local CCG, Boards (e.g. Learning disability Partnership Boards and Health and Wellbeing Boards) and
statutory and other partners, to address the health inequalities faced by people with learning disabilities
2.1 (A1, A4) LD QOF registers in primary care. Learning Disability Direct Enhanced
88% uptake of LD DES by
Service (DES) for Annual Health Check Registers.
GP practices
Level 2
2011 Rating – Red
2.2 (A5) Annual health checks
2011 Rating – Amber

Level 2

2 of 8

Top Targets and Key Objectives
2.3 a (A3) People with learning disabilities access disease prevention, screening, and
health screening and health promotion in each of the following health areas: Obesity,
Diabetes, Cardio vascular disease Epilepsy
2.3 b (A7) Screening-Comparative data of people with learning disabilities against
similar age of non-learning disabled population in each health screening area for :
• Cervical screening
• Breast screening
• Bowel Screening (as applicable)
• Measures:
• Attended screening
• Did not attend screening
Refused or exempted screening

Validated
rating

Areas of good practice

Actions identified
We do not currently
have comparative data
in relation to all of these
health areas.

Level 1

2011 Rating – Red
2.4 (A8) NHS commissioned wider primary and community care services:
• Dentistry
• Optometry
• Community Pharmacy
• Podiatry
• Community nursing and midwifery

Level 3

2011 Rating - Green
2.5 (C2) Commissioners have assurance that the Four Outcomes of the Equality Act
2010: include people with learning disabilities within all NHS services and use a
system such as The Equality Delivery System (EDS) to demonstrate this
2011 Rating – Green

Level 2

CWP have invested in a
health access and
inequalities managed
clinical network to help
tackle health inequalities
and improve health
access to people with
learning disabilities
across Cheshire and
Wirral.
MCHFT have published
their Quality Accounts
for 2011/12 in easy read
format

3 of 8

Top Targets and Key Objectives
2.6 (B2) The local JSNA includes needs assessment and corresponding plans are in
place which reflect policy and best practice guidelines. For people with learning
disability and:
• Profound and Multiple Learning Disability (PMLD)
• Autism,
• Challenging behaviour
• Mental Health needs.
• Older adults
• Dementia

Validated
rating

Level 2

Areas of good practice

Actions identified
Processes are now being
agreed to include
relevant CWP LD data
sets in the JSNA and
other commissioning and
planning processes in the
future. Additional data
sets will include
dementia, dysphagia,
PIMD, Autism and CB.

2011 Rating – Red
2.7 (A2) Primary care communication of LD status to other healthcare providers
2011 Rating – Not applicable
2.8 Commissioners have agreed with local partner agencies a long term ‘across
system’ strategy to address services to meet the needs of people with learning
disability from ethnic minority groups, and their carers

Level 2

There is no system in
place for ensuring that a
person’s LD status and
suggested adjustments
are included in referrals.

Level 2

2011 Rating – Amber
2.9 There is a long-term strategy in place to achieve inclusion and equality of
healthcare and outcomes for people with complex or profound disabilities and their
carers

Level 2

2011 Rating - Red
2.10 Annual Health Action Plans

Level 2

2011 Rating - Amber
4 of 8

Validated
Areas of good practice
rating
3. People with learning disability who are in services that the NHS commissions or provides, are safe
3.1 (A9, A10) Monitor Compliance Framework – Governance Indicators (learning
disability) per trust within the locality Learning Disability liaison function or equivalent
process in acute setting: e.g. lead for Learning disabilities
Level 2
Top Targets and Key Objectives

Actions identified

2011 Rating – Green
3.2 (C4) Commissioners are assured that each health Trust routinely monitors, across
the whole organisation, its implementation of the Mental Capacity Act (including
Consent and Deprivation of Liberty Safeguards) and restriction can evidence action
taken to improve and embed practice where necessary.

Level 2

2011 Rating – Red
3.3 (C14) Commissioners ensure that all providers can demonstrate that there is
evidence of patient experience and review and analysis of complaints and use of the
whistle blowing policy affecting people with learning disabilities leading to improved
practice
2011 Rating - Green

3.4 (C3) There are effective multi agency partnerships in place with the agency
partners of the Local SS Safeguarding Adults Board (LSAB) to ensure a coherent
approach to Safeguarding Adults at risk of abuse. Commissioners are able
demonstrate this for its own organisation’s practice and for all commissioned services
The commissioners can demonstrate delivery of Safeguarding adults within the NHS
operating framework 2012/13 includes people with learning disabilities. This
assurance is gained using DH Safeguarding Adults Assurance framework or equivalent

Level 3

As a result of concerns
raised via complaints or
PALS, MCHFT introduced
Picture pathways to help
patients with cognitive
impairment to more
easily understand what
specific investigations
entail.

Level 2

2011 Rating – Amber
5 of 8

Top Targets and Key Objectives
3.5 (C1) Each of the commissioners listed Acute, Mental Health, Non-Acute/
Community , LD, Ambulance, Specialist can assure through their commissioning, and
contract monitoring with provider service that quality, safety and safeguarding for
people with learning disabilities is being addressed.

Validated
rating

Areas of good practice

Actions identified

Level 2

2011 Rating – Not applicable
4. Progress is being made in Developing local services for those needing more help to be healthy
4.1 (C16) Health and Wellbeing Boards, Clinical Commissioning Groups and Clinical
Support Units (CSU’s) can demonstrate that any plans include people with learning
disability
• Clinical commissioning Groups
• Health and Wellbeing Board
Level 3
• Information Revolution
• Health watch
• CS/CSU
2011 Rating – Red
4.2 (C12) The commissioners can demonstrate that the PCT/ CCG/ Health and Well
being Boards/ LDPBs has been informed of the services commissioned and assured
that the service is going to deliver safe services of acceptable quality

Level 2

2011 Rating (Red)
4.3 (B3) Plans are in place to ensure locally available provision of the future
mainstream and specialist health services needed to support young people
approaching adulthood - and their families
2011 Rating – Red

Level 2

6 of 8

Top Targets and Key Objectives
4.4 (C13) Commissioners can demonstrate that people with learning disabilities and
families involved in recruitment/ training and monitoring of staff/ services in LD
provider organisations

Validated
rating

Level 2

2011 Rating – Red
4.5 (C15) There are well functioning partnership agreements between health and
social care organisations
2011 Rating – Green
4.6 (B1) Commissioners can demonstrate that they use a range of collated
evidence/information/data including the needs of aging population to ensure
evidence based commissioning.
Local Profile and future trajectories of needs informs the commissioning of a range of
person centred and cost effective options.

Level 3

Areas of good practice

Actions identified

CWP Service users are
routinely involved in
interviews for new staff
and are paid for their
time.
Agreement has been
reached between ECCCG,
SCCCG and CEC to
continue with the
existing Pooled Budget
arrangements

Level 2

2011 Rating (Red)
4.8 There are a range of local services available to individuals who are described as
having challenging behaviour. Such services take account of key standards from
policy and best practice e.g. Mansell 2 Report or updated equivalent and Challenging
Behaviour Charter

Level 2

2011 Rating – Amber
4.9 The National mental health policy ‘No Health without Mental Health’ is equally
and equitably applied to people with learning disability who require mental health
services

The Workforce
Development plan
makes reference to the
need to train more
people to a higher level
in respect of this group,

Level 2

2011 Rating – Amber
7 of 8

Top Targets and Key Objectives
4.10 Commissioners have a learning disability workforce development plan in place
which includes reference to the future training and development of people working in
learning disability services, in both specialist and mainstream health care areas
including ambulance service and offender health

Validated
rating

Level 2

2011 Rating - Red
4.11 (B4) Commissioners are working in partnership with local and regional teams to
ensure that people with learning disability in the criminal justice system have access to
a full range of healthcare provision – in line with legislation, policy and best practice
Localities without a prison should consider the following: Point of arrest schemes,
training in custody schemes, referrals to Appropriate Adults and diversion schemes
etc.

Areas of good practice

Actions identified

Self advocates and carers
are routinely involved in
delivering staff training
on LD awareness in a
range of settings
including Primary Care
and Acute hospitals.

A workforce
development plan is
currently being
implemented across
health and social care.

Level 2

2011 Rating – Amber

This year, for the first time, provider organisations were asked to submit their own Self Assessment in relation to four key areas:
Provider Trust Name

C5: Board Assurance

C6: Equality Act 2010

C7: Safeguarding Adults

C8: Mental Capacity
Act

East Cheshire NHS Trust

Level 2

Level 2

Level 2

Level 3

Mid Cheshire Hospitals NHSFT

Level 3

Level 2

Level 2

Level 2

Cheshire and Wirral Partnership NHSFT

Level 2

Level 2

Level 3

Level 3
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Exec Summary

The attached report outlines NHS Eastern Cheshire Clinical
Commissioning Group’s (NHS ECCCG) financial and activity
performance to date and estimated year end outturn. As at
31 December 12, NHS ECCCG is overspent by £950k with a
forecast outturn overspend of £5.4m.
The deterioration in the position is a result of:
1. Increased provider activity.
2. Transitional costs associated with the current reforms
(impacted all CCGs within Central & Eastern Cheshire
Primary Care Trust (CECPCT)).
3. Receipt of additional, unplanned expenditure
(impacted all CCGs within CECPCT).
Overall, NHS ECCCG’s forecast deficit has been consolidated
into CECPCT’s position which remains on target to deliver its
financial duty as the statutory body. Discussions are planned
with the Cheshire, Warrington and Wirral Cluster to review
CECPCT’s financial position.
A number of risks are also being monitored, including the

EC CCG Governing Body Meeting 30 January 2013
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potential issues emerging from the 2013/14 CCG financial
baselines as per the returns completed in year.

Recommendations

The Governing Body is requested to note:
•
•
•

Next Steps

The cumulative overspend as at 31 December 2012 of
£950k.
The forecast year end overspend of £5.4m for NHS
ECCCG, and balanced CECPCT financial position.
The risks that are currently being monitored.

To meet with the Cheshire, Warrington and Wirral Cluster to
discuss NHS ECCCG’s financial position as part of CECPCT.
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Name of Paper /
Report
Lead Author

Finance & Performance Report - Part 1
Key Indicators as at 31 December 2012
Alex Mitchell

Current

Status
Trend

Outturn

Objective: To report the cumulative expenditure against resources.

Commentary: The cumulative position reflects the receipt of additional expenditure during the
last month, resulting in a deterioration in NHS ECCCG’s financial position. During the last two
weeks, the overall PCT position has been validated with the Cluster and CCG finance leads
however, due to the timing of this work, not all of the additional costs were able to be reflected
in the cumulative position. They have however been included within the forecast outturn.

Current

Status
Trend

Outturn

Objective: To forecast the year end outturn against its resources and highlight any emerging
pressures.

Commentary: The forecast predicts an overspend of £5.4m against our allocated resources.
The movements are detailed within the report but reflect the receipt of unplanned costs from
external organisations and shortfalls associated with the transition arrangements as PCT’s are
wound down.
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Current

Status
Trend

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
20,693
392
1.9%
Day Cases
10,051
541
5.4%
1st Outpatient
15,858
4
0.0%
Elective
13,227
696
5.3%
Non Elective
12,761
(57)
-0.4%
Commentary: Activity continues to fluctuate compared to the anticipated plan. The forecast
includes the latest forecast outturns although again, it is difficult to predict as latest
intelligence from our key provider has indicated that activity during December was within plan.
Therefore, the trend in overperformance on October and November has not continued.
NHS ECCCG has experienced the significant impact of the National Bowel Screening Campaign,
combined with the rise in Non Elective activity. These are being monitored via the monthly
contractual meetings.

Objective: To monitor all known risks that are being managed within NHS ECCCG.
Risk
Value
Rating
2013/14 CCG Funding Formula

£9.8m

20

£0-£32m

15

2013/14 Pressures brought forward form 2012/13

£1.5m

15

2012/13 Contract OverPerformance

£0.5m

12

2013/14 NCB Primary Care Pressure

£0.7m

12

Provider of Complex Learning Disabilities

Commentary: To identify the top risks which have a score of 12 and over. Currently processes
are in place around understanding or negating the risk and are detailed within the Detailed
Finance & Performance Report - Part 2.
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Name of Paper /
Report
Lead Author

Detailed Finance & Performance Report Part 2
Month 09 as at 31 December 2012
Alex Mitchell

1.0 OVERVIEW
As at 31 December 12, NHS Eastern Cheshire Clinical Commissioning Group (NHS ECCCG) is
£950k overspent against a cumulative budget of £171m. The forecast outturn position is an
estimated overspend of £5.4m, representing 2.4% of the annual budget.
This is a significant movement from the previous reported position for October 12 and is a
result of three primary movements:
1. Receipt of additional unplanned costs.
2. Increased activity by two key providers.
3. Transitional costs linked to Central & Eastern Cheshire Primary Care Trust (CECPCT)
and the current NHS reforms.
NHS ECCCG is one of nine segments within CECPCT which is the accountable organisation for
2012/13. The segmental “variances” have been validated by each of the segment finance
leads along with the need to maintain expenditure within the forecast outturn position.
This will enable CECPCT to achieve its required surplus and thus deliver against its financial
duties as the statutory body.
Discussions are planned in February 13 with the Cluster to discuss the overall CECPCT
position and the impact NHS ECCCG’s position has imposed on other underspending
segments. It is recognised that, as a whole statutory body, CECPCT is forecasting a financial
balance whilst the segments are a mixture of over and under spends. The discussion with
the Cluster will concentrate on what impact this may have going forward into 2013/14.
It is worth noting that the forecast expenditure and growth patterns have been reviewed
and used to inform the 2013/14 Financial Plan and subsequent submission to the National
Commissioning Board.
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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 Commissioned
Health Care
Running Costs
Other PCT
Total Budget

2.1

Cumulative Position
Actual
Variance
Over/(Under)
£000s
£000s

Budget
£000s

114,383
11,728
33,203
21,904
13,030
2,791

85,787
8,796
24,902
16,428
9,772
2,093

89,533
9,051
23,508
17,909
9,783
892

3,745
255
(1,394)
1,481
11
(1,201)

26,774
5,052
(1,320)
227,545

20,504
3,789
(990)
171,082

18,514
3,200
(357)
172,033

(1,990)
(589)
633
950

Financial Forecast

Acute Health Care
Specialist Health Care
Prescribing
Care in the
Community
Mental Health
Reserves
Other Commissioned
Health Care
Running Costs
Other PCT
Total Budget

Current Forecast
Forecast Variance
£000s
£000s
119,548
5,165
12,037
309
30,800
(2,403)

Most
Forecast
Likely
Variance
£000s
£000s
119,548
5,165
12,037
309
30,800
(2,403)

Worst
Forecast
Case
Variance
£000s
£000s
119,548
5,165
12,037
309
31,549
(1,654)

23,860
13,061
1,989

1,955
31
(802)

23,860
13,061
1,989

1,955
31
(802)

23,860
13,061
2,484

1,955
31
(307)

27,857
4,267
(500)
232,920

1,083
(785)
821
5,375

27,857
4,267
(500)
232,920

1,083
(785)
821
5,375

27,857
4,267
(500)
234,164

1,083
(785)
821
6,619
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The key movements from the previous reported position as at October 12 are:
Transitional Costs
Continuing Healthcare – Restitutions
LD – Complex Children
Contract Performance
Total
•

£1.233m
£1.500m
£1.017m
£1.585m
£5.335m

Transitional Costs £1.233m
Due to the completion of work across all of CECPCT segments, the following adverse
variances (pressures) have been apportioned to NHS ECCCG. The apportionment has
been based on NHS ECCCG resources as a percentage of CECPCT total resources.
1. Transitional arrangements of winding down a PCT (non recurrent costs) £2m
in total.
2. Services which are overspent against their allocated budgets (recurrent costs)
net costs of £1.3m, of which ICT is circa £2m.
A total of £3.3m of costs have been distributed across all of the CCG, Local Authority
and National Commissioning Board segments for which NHS ECCCG’s share is
£1.233m.
Note: These costs are in excess of those commissioned via the Commissioning
Support Unit.

•

Continuing Healthcare – Restitution Cases £1.5m
A national campaign was launched during 2012 where the government invited
people to write in if they believed that they were eligible for Continuing Health Care
funding in relation to their relatives.
Whilst this brought some certainty in that claims received after the cut off date
would not be accepted, it did however result in a significant number being received
(hundreds).
These claims are currently being assessed and it is recognised that these are mainly
associated with clients who have since deceased and as such the costs are not
ongoing in nature.
Currently, the impact for NHS ECCCG is £3.5m although this may reduce as the
assessment process continues.

•

LD – Complex Children £1.017m
As part of the joint arrangements with Cheshire East Council the partners contribute
funding towards the pool to cover clients with complex learning difficulties. The
pool has consistently overperformed during previous years. NHS ECCCG is currently
engaged with the Council to identify and implement steps to reduce the cost
pressure and this work is expected to be completed in April 2013.
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Despite the above arrangement, the Council has undertaken a separate review and
feel that 31 adults and 7 children should be funded from NHS Continuing Healthcare
budgets and not the joint LD Pool. As a consequence the Council have recharged
South and Eastern Cheshire CCGs £1.9 in total.
Discussions are ongoing with the Local Authority around the validity of the recharge.
•

Contract Performance
As more data has become available the contract overperformance and derived
forecast outturn has become more robust. Significant work has been undertaken
with key providers to reconcile cumulative activity and agree respective forecast
outturns. The increased costs are predominately linked to Non Elective expenditure.

East Cheshire Trust
University Hospital of
South Manchester
Total

2.2

October Forecast
Adverse
Variance
£1.330m
£1.651m

December
Forecast Adverse
Variance
£2.204m
£2.362m

£2.981m

£4.566m

Movement
£0.874m
£0.711m
£1.585m

Running Costs
Current

Status
Trend

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

25.3

1,437
3,613

1,078
2,710

891
2,309

(186)
(401)

(337)
(447)

-23.46%
-12.36%

5,050

3,788

3,200

(587)

(784)

-15.52%
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Commentary: The forecast expenditure includes the direct costs attributable to NHS ECCCG, ie,
staff costs and office expenses plus the Commissioning Support Units SLA value as per the
indicative 2013/14 contract. In addition, the balance has been used to fund specific areas of
work, ie, Integrated Care Project, temporary staffing support etc.
It is worth noting that these costs exclude any in year (non recurrent pressures) arising out of
the transition arrangements.
NHS ECCCG has been prudent in its approach to running costs and included within its annual
allocation a degree of flexibility within its budgets, which is currently underspent.

3.0

CONTRACT PERFORMANCE

3.1

Overview

Activity for October and November has risen significantly and resulted in the year to date
performance being above both the plan and the previous year’s positions; and is subject to
varying fluctuation against the plan. Discussion with one of the main providers has
indicated that December’s activity has reduced and fallen in line with plan, and not
continued in line with the levels experienced during the previous two months.
The following data is used as a proxy for NHS ECCCG activity:
1. East Cheshire NHS Trust – NHS ECCCG share circa 96%.
2. Central Manchester University Hospital Foundation Trust – NHS ECCCG share
circa 73%.
3. Stockport Foundation Trust – NHS ECCCG share circa 94%.
4. 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
20,693
392
1.9%
Day Cases
10,051
541
5.4%
st
1 Outpatient
15,858
4
0.0%
Elective
13,227
696
5.3%
Non Elective
12,761
(57)
-0.4%
Commentary: Activity continues to fluctuate compared to the anticipated plan. The forecast
includes the latest forecast outturns although again, it is difficult to predict as latest
intelligence from our key provider has indicated that activity during December was within plan.
Therefore, the trend in overperformance on October and November has not continued.
NHS ECCCG has experienced the significant impact of the National Bowel Screening Campaign,
combined with the rise in Non Elective activity. These are being monitored via the monthly
contractual meetings.
Main Performance Areas:
East Cheshire Trust Overperforming – Non Elective is over performing by £1,098k, with the
activity to continue in this manner, the main areas of concern being General Medicine (£322k),
General Surgery (£156k), Paediatrics (£101k) and Cardiology (£214k).
Central Manchester Overperforming – The Contract is currently overperforming by £586k with
the majority being within Adhoc £379k, which is High Cost Drugs £184k, Devices £141k
Intensive Therapy Unit £60k and Non Elective £73k. They have also experienced a 25%
increase in GP referrals.
Stockport Underperforming – The Contract is currently underperforming by approx. £106k
with the majority of this being EL underperforming by £276k, mostly in Knee £79k, Shoulder
£52k and Urology £89k.
South Manchester Overperforming – The contract is overperforming mainly in the following
areas, Adhoc £270k, the main areas within being PbR Excluded Drugs £153k, Aortic Stents £18k
and Long Term Ventilatory Support £60k. Other major areas are Day Case £271k and Non
Elective (combined variance) £270k.
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

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.
Risk

Mitigation

Score

2013/14 CCG Funding
Formula

The initial 2013/14 financial plans based on our
notified allocations indicate a shortfall of £9.8m.

High Risk
Score 20

The impact of the new
funding formula compared
to expenditure baseline.

There are a number of reasons supporting this
(Likelihood 4
shortfall including errors in how the allocations
x Impact 5)
have been calculated, ie,
1) Baseline return for NHS ECCCG had no 2%
NR recurrent budgets as these were
allocated to South & Vale Royal CCG by the

Estimated Deficit £9.8m
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Cluster in line with historic Fair Shares.
2) CCG allocations included the
redistribution of the 2% to the NCB.
Therefore removing £1.1m from our
baseline for which no funding had been
allocated.
Action – Financial planning forms identify shortfall
and discussions remain ongoing with the NCB.
NHS ECCCG is identifying potential Quality,
Innovation Productivity and Preventions schemes
to reduce the deficit.
Provider of Complex
Learning Disabilities

Legal advice has been sought to understand the
current position and risk assessment. Formal
report has been produced for the Cluster and NHS
The potential risk in respect North.
of growing cost pressures
and in particular the lack of Action - This will be subject to continuous
clarity over the Responsible monitoring as information becomes available.
Commissioner rules.

Medium Risk
Score 15
(Likelihood 3
x Impact 5)

Estimated Risk £0 - £32m
2013/14 Pressures Brought Whilst the overall CECPCT financial position is
Forward from 2012/13
balanced, significantly, South and Vale Royal CCG
are underspent against their allocated resources1
Impact of NHS ECCCG’s
and therefore supporting NHS ECCCG’s in year
current overspend being
position. Overall, this position needs to remain in
order for the statutory body CECPCT to balance its
carried forward into
2013/14
books.
Estimated Risk £1.5m

Medium Risk
Score 15
(Likelihood 3
x Impact 5)

It is possible that South & Vale Royal CCGs will
want reimbursing for this in year support during
2013/14 thus adding pressure to NHS ECCCG’s
already challenged position.
Action – A meeting in February 13 is planned with
all CCGs and the CWW Cluster to review the
position.

Contract Performance
Potential for increased

Current forecast includes an estimate for the
contract overperformance with the various
providers.

Medium Risk
Score 12

1

This is a result of the funding transfers taken earlier in the financial year by the Cluster to reflect historic fair
shares.
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contract overperformance
Estimated Risk £500k

(Likelihood 3
x Impact 4)

There is a potential for this to increase over and
above the current predicted levels.
Action – Working with providers to agree year
end outturn estimates.

NCB Primary Care Finance
The Primary Care Team is
highlighting a 2013/14
financial pressure of £1.6m.
NHS ECCCG Estimated Risk
- £700k

The NCB Locality DoF has asked NHS ECCCG to
highlight the financial risk for 2013/14 of circa
£1.6m. The pressures are “allegedly” arising from
an under setting of the 2012/13 budget.
It is suggested via the Primary Care Finance
Report that this pressure would be addressed by
redistributing the pressure across the CCG. No
discussion or agreement has been had to date
around this topic.

Medium Risk
Score 12
(Likelihood 3
x Impact 4)

Action – Request has been made to the NCB to
reconcile these changes, given circa £1m was
invested in 2012/13 to reflect the 2011/12
outturn plus inflation. No recovery plan has been
proposed to address this issue.
CECPCT Financial Position
The capacity to deliver
robust reporting of PCT
expenditure at a CCG level
and utilise any potential
underspends.
Estimated Risk - £2m
NHS ECCCG Estimated Risk
£400k

The preparation of financial information across
the CECPCT segments has been undertaken and
validated by the various finance leads.

Low Risk
Score 9
(Likelihood 3
x Impact 3)

Despite best estimates, the position could
deteriorate across the PCT. Therefore, if each
segment exceeds their current forecast, then
further actions are required in order for the PCT
to hit its agreed control total.
Action – The financial position has been amended
to reflect NHS ECCCG’s overall year to date and
forecast position.
The forecast will continually be validated and
updated.
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5.0

CONTRACT FORECAST OUTTURN

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

Forecast
Outturn
94
633
109
45
5,996
12,991
6,823
31
23,860
101
84,123
39
1,682
-130
59
41
7
4,192
40
671
250
331
509
141
255
110
17
1,262
47
9,458
404
1,103
12,076
332
560
182
168,444

Forecast
Over/
(Underspend)
70
92
109
4
531
30
679
25
1,955
-50
2,204
-11
26
-130
-25
41
1
-310
-101
92
41
67
95
-32
69
110
12
-792
-8
-355
-26
359
2,362
50
248
29
7,461

Flag
Red
Red
Red
Red
Red
Red
Red
Red
Red
Green
Red
Green
Red
Green
Green
Red
Red
Green
Green
Red
Red
Red
Red
Green
Red
Red
Red
Green
Green
Green
Green
Red
Red
Red
Red
Red
Red
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Purpose of Paper /
Report
Exec Summary

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.

NHS ECCCG Governing Body Meeting 24 October 2012
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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.
YTD Variance
2012/13 Year-to-Date Variance(Surplus)/Deficit,
£000s

YTD Variance
YTD Variance
Month 4, 179
(Surplus)/Deficit,
(Surplus)/Deficit,
Forecast, 20
Month 1, 0
YTD Variance
YTD Variance
YTD Variance
(Surplus)/Deficit,
(Surplus)/Deficit, (Surplus)/Deficit,
Month 2, -297
Month 3, -297
Month 5, -307
Month 1 Month 2 Month 3 Month 4 Month 5
Forecast

YTD Variance (Surplus)/Deficit

0

-297

-297

179

-307

20

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.
Status
Trend

Current

Outturn

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

£000s

238,000
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

-2,184

0

174

-95

-29

20

-0

1,367

Forecast Variance (Surplus)/Deficit

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 £20k1,
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

1

Overspend is within acceptable tolerances to achieve break even at this stage within the financial year.
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ensure the changes have been made across the relevant categories, ie, reserves adverse variance
offsetting Acute and Specialist Health Care Spend.

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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Annual
Annual Budget Split %Budget

Spend to Date Split Series1,
%

Pay, 559,
21%

£000,
Pay,
1,437,
28%
Pay

Annual
Budget
£000,
Non-Pay,
3,613,
72%

Pay

Series1,
Non-Pay,
2,138,
79%

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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Detailed Performance to Date (Summary of Key Providers)
12/13 Actual, 12/13
May, Actual, July,
12/13 Actual,2,809
Apr,
GP Referrals
12/13
Actual, Aug,
Jun,
2,615
11/12
11/12
Actual,
Jun, Actual,
2,501 12/13 Actual,
11/12
Actual,
Nov, Mar,
11/12
Actual,
Jan,
11/12
Oct, Actual,
2,455
Actual,
Feb,
11/12
Aug, Actual,
11/12
Actual,
May, Actual,
11/12
Sept, 11/12
11/12
July, Actual,
2,211
2,740
11/12
Actual, 2,532
Apr, 2,688 2,482 2,573 2,523 2,639 11/12
2,653 Actual,
2,642
Dec,
2,583
2,209
2,184

Number of Referrals

3.2

ChangeChange
vs 11/12,
vs 11/12,
Change
vs
Change
Change
%,
Apr,
%,
May,
Change
Change
%,
July,
Change
%,
Aug,
Change
vs
%,- 11/12,
Sept,
Change
%,
vs 11/12,
Oct,
Change
Change
Change
%,
vs 11/12,
Nov,%,
vs%,
%,
11/12,
Dec,
Feb,
Mar,
Jan,
Change
%, Jun,
- 11/12,
Change
vs 11/12,
Apr,
292
May,
277
July,
133
13.2% 10.9%
5.4%Aug,
Sept,
0.0%
0
0.0%
Oct,
0
Nov,
0.0%
0
Dec,
Feb,
Mar,
0.0%
Jan,
0.0%
0
17.7%
4.6%
Change
vs 11/12,
-118
Jun, -477
Apr

May

Jun

July

Aug

12/13 Actual

2,501

2,809

2,211

2,615

2,455

11/12 Actual

2,209

2,532

2,688

2,482

292

277

-477

133

13.2%

10.9%

-17.7%

5.4%

Change vs 11/12
Change %

Sept

Oct

Nov

Dec

Jan

Feb

Mar

2,573

2,523

2,639

2,653

2,184

2,642

2,583

2,740

-118

0

0

0

0

0

0

0

-4.6%

0.0%

0.0%

0.0%

0.0%

0.0%

0.0%

0.0%

Number of Referrals

12/13 Actual,
12/13 Actual,
12/13
May, Actual,
12/13
Jun, Actual,
July, Aug,
12/13 Actual, Apr,
Inpatients
11/12 11/12
Actual,
Nov, Mar,
11/12 Actual,
Oct, Actual,
410 403 405
393
11/12
Jun, 11/12
Sept, 11/12 Actual,
11/12
Actual,
July, Actual,
355
11/12 Actual,
Apr, Actual,
Dec,
Feb,
11/12
Actual,
Aug,
11/12
Actual,
Jan,
403
11/12 Actual,
May,
400
395
387 374
378
368
365
361
357
356
354

Change vs 11/12, Change vs 11/12,
Change
vs 11/12,
Change
vs
May,
%,
Change
%,36Aug,
Change
Change
%, 11/12,
Jun,
%, July,
Change
Change
vs
%, 11/12,
Sept,
Change
%,
vs 11/12,
Oct,
Change
Change
Change
%,
vs 11/12,
Nov,%,
vs%,
%,
11/12,
Dec,
Feb,
Mar,
Jan,
Change
%,
Apr,
-56May,
ChangeChange
vs 11/12,
July,
Jun,
168.3%31Aug,
15.8%
10.1%
4.1%
Sept,
0.0%
0
0.0%
Oct,
0
Nov,
0.0%
0
Dec,
Feb,
Mar,
0.0%
Jan,
0.0%
0
3.5%
Apr, -13

Apr

May

Jun

July

Aug

12/13 Actual

355

410

403

405

393

11/12 Actual

368

354

387

374

Change vs 11/12

-13

56

16

31

-3.5%

15.8%

4.1%

8.3%

Change %

Sept

Oct

Nov

Dec

Jan

Feb

Mar

357

378

400

403

365

356

361

395

36

0

0

0

0

0

0

0

10.1%

0.0%

0.0%

0.0%

0.0%

0.0%

0.0%

0.0%

Number of Referrals

12/13 Actual,
12/13 Actual,
12/13
Apr, Actual,
12/13
May, Actual,
12/13
Jun, Actual,
July, Aug,
11/12
Mar,
11/12 Actual,
Actual,
Jan,
Day1,259
Cases11/12 Actual,
11/12
Actual,
11/12
Actual,
Nov, Feb,
1,178 1,288 1,195
1,259
Aug,
11/12
Actual,
Sept,
11/12
Actual,
Oct,
11/12
Actual,
Jun,
11/12
Actual,
Dec,
11/12
Actual,
May,
1,318
11/12 Actual, Apr, 11/12 Actual, July,
1,271
1,259
1,214 1,201 1,197 1,241 1,174
1,146 1,171 1,187 1,153

Change vs 11/12,
ChangeChange
vs 11/12,
vs 11/12,
ChangeChange
vs 11/12,
vs July,
11/12,
Change
%,
Apr,
Change
%,
May,
Change
%,
Jun,
Change
%,
July,
Change
%,
Aug,
Change
vs
%, 11/12,
Sept,
Change
%,
vs 11/12,
Oct,
Change
Change
Change
%,
vs 11/12,
Nov,%,
vs%,
%,
11/12,
Dec,
Feb,
Mar,
Jan,
May,
117
106
Aug,
Apr,
Jun, 8 9.2% 3.7%45Sept,
2.8%3210.0% 0.7%
0.0% 00.0%
Oct, 0 Nov,
0.0% 0 Dec,
Feb,
Mar,
0.0%
Jan,
0.0%
0
Apr

May

Jun

July

Aug

12/13 Actual

1,178

1,288

1,195

1,259

1,259

11/12 Actual

1,146

1,171

1,187

1,153

32

117

8

106

2.8%

10.0%

0.7%

9.2%

Change vs 11/12
Change %

Sept

Oct

Nov

Dec

Jan

Feb

Mar

1,214

1,201

1,197

1,241

1,174

1,271

1,259

1,318

45

0

0

0

0

0

0

0

3.7%

0.0%

0.0%

0.0%

0.0%

0.0%

0.0%

0.0%
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Number of Referrals

12/13 Actual,
May, Actual,
12/13
July, Aug,
12/13
Actual,
12/13 Actual,
Apr, Actual,
12/13
Jun,
1st Outpatient
Attendance 11/12 Actual, Nov,
1,990 1,963
1,937 2,000 1,883
11/12
Sept, 11/12
11/12
Actual,
Mar,
11/12
Oct, Actual,
11/12
Actual, Dec,
Jan,
11/12
Actual,
Jun,
Feb,
11/12
Aug, Actual,
11/12
Actual,
May,
July, Actual,
11/12 Actual, Apr, 11/12 Actual,Actual,
2,031 2,005 2,107 1,949
2,025
1,981
1,977
1,958
1,956
1,948
1,935
1,895

Change
vs
vs
ChangeChange
vs 11/12,
vs 11/12,
Change
%,
Apr,
Change
%, 11/12,
May,
Change
%,
Jun,
Change
%,
- 11/12,
July,
Change
%,
Aug,
Change
vs
%, 11/12,
Sept,
Change
%,
vs 11/12,
Oct,
Change
Change
Change
%,
vs 11/12,
Nov,%,
vs%,
%,
11/12,
Dec,
Feb,
Mar,
Jan,
Change
vs 11/12,
July,
55Aug,
May,
52
Apr,
42
7
2.2% 2.7% Jun,
4.8%
2.8%
0.4%
Sept,
0.0%
0
0.0%
Oct,
0
Nov,
0.0%
0
Dec,
Feb,
Mar,
0.0%
Jan,
0.0%
0
-94
Apr

May

Jun

July

Aug

12/13 Actual

1,937

2,000

1,883

1,990

1,963

11/12 Actual

1,895

1,948

1,977

1,935

42

52

-94

55

2.2%

2.7%

-4.8%

2.8%

Change vs 11/12
Change %

Sept

Oct

Nov

Dec

Jan

Feb

Mar

1,956

2,031

2,005

2,107

1,949

1,981

1,958

2,025

7

0

0

0

0

0

0

0

0.4%

0.0%

0.0%

0.0%

0.0%

0.0%

0.0%

0.0%

Number of Referrals

12/13 Actual,
12/13 Actual,
12/13
Apr, Actual,
12/13
May, Actual,
12/13
Jun, Actual,
July, Aug,
11/12
Actual,
Nov, Feb,
Total
Elective11/12
11/12
Actual,
Jan,
11/12
Actual,
11/12
Oct, Actual,
11/12
Sept, 11/12
1,533 1,698
1,598
1,664
1,652
11/12
Jun, Actual,
Aug, Actual,
Mar,
Dec,
11/12
July, Actual,
11/12
Actual,
May, Actual,
11/12 Actual, Apr, Actual,
1,644
1,627
1,620
1,597
1,544
1,539
1,514 1,525 1,574 1,527 1,571 1,579

Change vs 11/12,
ChangeChange
vs 11/12,
vs 11/12,
vs July,
11/12,
vs May,
11/12,
%,
May,
Change
Change
%,
July,
%,
Aug,
ChangeChange
%,
Apr,
Change
%,
Jun,
Change
Change
vs
%, 11/12,
Sept,
Change
%,
vs 11/12,
Oct,
Change
Change
Change
%,
vs 11/12,
Nov,%,
vs%,
%,
11/12,
Dec,
Feb,
Mar,
Jan,
173
137
Aug,
Apr,
1.3%1911.3% Jun,
1.5%249.0% 5.2%81Sept,
0.0% 00.0%
Oct, 0 Nov,
0.0% 0 Dec,
Feb,
Mar,
0.0%
Jan,
0.0%
0
Apr

May

Jun

July

Aug

12/13 Actual

1,533

1,698

1,598

1,664

1,652

11/12 Actual

1,514

1,525

1,574

1,527

19

173

24

137

1.3%

11.3%

1.5%

9.0%

Change vs 11/12
Change %

Sept

Oct

Nov

Dec

Jan

Feb

Mar

1,571

1,579

1,597

1,644

1,539

1,627

1,620

1,544

81

0

0

0

0

0

0

0

5.2%

0.0%

0.0%

0.0%

0.0%

0.0%

0.0%

0.0%

Number of Referrals

12/13 Actual,
12/13 Actual,
12/13
Apr, Actual,
12/13
May, Actual,
12/13
Jun, Actual,
July, Aug,
11/12 Actual,
Apr, Elective
Non
11/12
Actual,
Jun, Actual,
11/12
Actual,
May, Actual,
Mar,
11/12
Actual,
Nov, Dec,
11/12
July, Actual,
11/12
Actual,
Jan,
11/12
Oct, Actual,
11/12
Aug, Actual,
1,604 1,624 1,576
1,579
1,622
11/12
Sept, 11/12
11/12
Actual,
Feb,
1,663 1,611 1,624 1,592
1,629
1,605
1,589
1,575 1,574 1,586 1,593 1,571

Change
vs- 11/12,
vs
%,
May,
Change
Change
%,
July,
Change
%,
Aug,
Change
vs
%, 11/12,
Sept,
Change
%,
vs 11/12,
Oct,
Change
Change
Change
%,
vs 11/12,
Nov,%,
vs%,
%,
11/12,
Dec,
Feb,
Mar,
Jan,
Change
%,
Apr,
Change
- 11/12,
%,
Jun,
vs- 11/12,
Change
vs 11/12,
ChangeChange
vs 11/12,
Aug,
47Sept,
May,
13
0.8%
3.0%
3.5%
3.0%
0.8%
0.0% 00.0%
Oct, 0 Nov,
0.0% 0 Dec,
Feb,
Mar,
0.0%
Jan,
0.0%
0
July, -13
Jun, -48
Apr, -59

Apr

May

Jun

July

Aug

12/13 Actual

1,604

1,624

1,576

1,579

1,622

11/12 Actual

1,663

1,611

1,624

1,592

-59

13

-48

-13

-3.5%

0.8%

-3.0%

-0.8%

Change vs 11/12
Change %

Sept

Oct

Nov

Dec

Jan

Feb

Mar

1,575

1,574

1,586

1,593

1,629

1,589

1,571

1,605

47

0

0

0

0

0

0

0

3.0%

0.0%

0.0%

0.0%

0.0%

0.0%

0.0%

0.0%
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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
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£'000

Eastern Cheshire CCG All Spend Projections 2013-2017

All Spend, 2016/17,
239887.5895

All Spend, 2015/16,
237969.3366
All Spend, 2014/15,
236132.1225
All Spend, 2013/14,
234894.451

£10,723

£8,805
£6,968
£5,730

All
Resource,
Spend, 2012/13, Resource, 2013/14, Resource, 2014/15, Resource,
Resource,
2015/16,
2016/17,
229165.2833
229164.506
229164.506
229164.506
229164.506
229164.506

Resource

All Spend

£'000 QIPP GAP
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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 Health/Specialist
coming months Commissioning.
the above model requires further refinement to reflect
Impact
of transfers
to Public
some
key announcements
due
by theexcludes
Department
of developments.
Health. These include the notification of the
Population
based on organic
growth,
housing
2013/14
CCG
financial
baselines
and
the
2013/14
NHS
Operating Framework.
Pending CCG Allocations.
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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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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GOVERNING BODY MEETING
30 January 2013
Name of Paper /
Report
Lead Author

Contributors
Governing Body Sponsor
Supporting healthy lifestyles
and reducing health inequalities



Purpose of Paper /
Report
Exec Summary

Agenda Item 3.2.1

Governance & Audit Committee
Minutes – 28 November 2012
Alex Mitchell
Director of Finance & Governance

Gerry Gray - Governing Body Lay Member (Governance)
Reducing
premature mortality

Focussing on
local needs



Managing
our resources



Corporate
development



For information 
The committee discussed and agreed its meeting frequency,
membership and approach to Governance & Audit within
NHS Eastern Cheshire Clinical Commissioning Group.
It focused on initial priority areas linked with the Governing
Body that would enable the committee to set its direction, ie,
strategic risks and assurance framework.
It also agreed to continue with the existing Internal Audit
plans for 2012/13 until it is replaced.

Recommendations

The Governing Body is requested to:
• note the contents of the minutes

Next steps

A risk/governance session will be identified for the Governing
Body on 19th December 2012.
The Terms of Reference will be revised in line with the
committee discussions
Dates for committee meetings will be set as discussed.
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Minutes

Chair:
Date:
Venue:

Gerry Gray
28 November 12 @ 2.45pm
The Venue, Belong Care Home,
Macclesfield

ECCCG Governance & Audit Committee Meeting
Present

Attendees

Key

Title & Organisation

Gerry Gray (Chair)

GG

ECCCG Governing Body Lay Member (Governance)



Alex Mitchell

AM

Director of Finance & Governance, ECCCG



Mike Purdie

MP

Corporate Programmes and Governance Manager



Andrea Castling

AC

Audit Manager, Grant Thornton UK LLP



Anne-marie Harrop

AMH Audit Manager, MIAA



Roger Causer

RC

Counter Fraud, MIAA



JH

Chief Officer, ECCCG



PB

Exec GP, Chair and Accountable Officer (Designate),
ECCCG



MC

Corporate Services Manager, ECCCG



PP

PA to Director of Finance & Governance, ECCCG



In Attendance
Jerry Hawker (until
3.45pm)
Paul Bowen (until
3.45pm)
Matthew Cunningham
(until 3.45pm)
Minute Taker
Philippa Pearce

GG welcomed all to the meeting and explained that the purpose of the meeting
was to discuss aspects of the ECCCG Governance & Audit Committee, including
the membership structure, frequency of meetings and development of the Audit
Plan.

Action
By

A Governing Body Development Session facilitated by MIAA is scheduled to be
held on 19 December 2012, 12pm-3.30pm. Discussions took place with regard to
utilising some time at the Session to discuss the Governance & Audit Committee
remit, with salient points being:
• GG was hoping to utilise some time within the Development Session in
order to identify strategic risks and develop a prioritised list regarding the
risk assessment process to drive the Audit Plan going forward.
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•
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•

GG suggested using a 45 minute slot at the Development Session in order
to discuss the basics around assurance framework and risks, followed by a
brainstorming session regarding strategic risk assessment.
Important to utilise the Development Session appropriately to provide the
right information/education/get foundations in place.
Likelihood that two sessions/meetings will be required in order for
discussions to take place and to reaffirm decisions made.
Next Informal Governing Body meeting scheduled for February 2013.
Noted that an extra session can be arranged.
Important to recognise that time commitments will be different in the
initial six months while things are being established. GG said the plan was
to meet monthly for the first 6 months then every two months thereafter.
Role of the Governing Body is around responsibility to discharge statutory
duties and the Annual Plan, and in line with the TOR.

ACTION:
• GG, AM, AMH and MC to work together to review the brief for the
Development Session on 19 Dec 12 and determine how to make best use
of the time available. Details to be shared with JH.

GG,
AM,
AMH,
MC

Composition of the Governance & Audit Committee Membership
Discussions took place regarding the composition of the Governance & Audit
Committee members with points of note being:
• Appropriate representation to be established, with awareness of the
practicality of managing time, due to limited monthly time commitments
of some members.
• Bill Swann, Governing Body Lay Member, has agreed to become a member
although noted that there will be some logistics involved regarding his
availability.
• Clinical representation would be a requirement. Melanie Lyman has
indicated that she is keen to become involved.
• JH raised the option of sharing members of the GAC as well as the
Remuneration Committee across CCGs if it is an appropriate use of
expertise. It was felt that other CCGs would also be in a position of
establishing their committees and that this may over-complicate issues but
could be considered at a later time.
• Colleagues with a particular area of expertise could be called upon to
provide assurance for particular risks, but not be members or have voting
rights.
• Suggestions were made with regard to groups that could be approached to
put forward a member to sit on the GAC, including HealthVoice. It was
noted that there is considerable expertise already available, including
internal and external auditors and accountants, and that there is a need to
be selective regarding what value a member can add to the committee. It
is important to ensure that members bring either Governance and Audit
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•
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experience or an understanding of what is trying to be delivered as an
organisation and that the members will ask questions of the organisation,
and not be afraid to challenge it.
The TORs for the GAC state that there should be three members, with the
presence of two providing quoracy at a meeting. It was suggested that
four members are asked to sign up but with an awareness of other
commitments and consideration given to the timing of meetings.
JH asked for GG’s agreement to attend GAC meetings to ensure a full
awareness of any issues being raised.
GG suggested that internal and external auditors meet with independent
GAC members, without executives present, at least once a year to allow an
opportunity to air views/express any concerns.

Action:
• JH and PB to provide GG with names of people who could be approached
with regard to becoming a member of the GAC or to agree a process to
talk to a group of wider clinicians. MP to confirm the definition of
independence in determining who can sit on the GAC.

JH, PB

Remuneration Committee
There is a plan to hold a Remuneration Committee meeting in January 13, with
agenda items to include:
• Remuneration for the Chief Officer, Chief Financial Officer and Chair
• Adoption of Agenda for Change terms and conditions
• Other agenda items to be finalised.
The Hay Group has commenced a piece of work regarding the Clinical Chair’s
remuneration with a report due by mid December 12 and a business case to go
the Remuneration Committee meeting in January 13. The Hay Group is putting
together a proposal across the North West in order for scales to be consistent.
Discussions took place regarding the Remuneration Committee with salient points
being:
• TORs state that the Chair, a lay member and a GP representative should be
members of the Remuneration Committee. This should be considered the
minimum.
• HR Director/Manager to attend.
• Once established, it is anticipated that the Remuneration Committee
would meet twice a year; in January and when budgets are set.
Action:
• GG and AM to meet with Judy Watson re membership of Remuneration
Committee.
• AMH to clarify who is permitted to be a member of the Remuneration
Committee and advise AM.
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•

•

Lay members Bill Swann, Sally Rogers and Gill Boston to be invited to
become members of the Remuneration Committee, and to attend the
initial meeting in January 13, with clarification to follow later regarding
whether they have a voting right.
GG to receive a copy of the Hay report as soon as available.

General Update
GG explained that he is happy working to the current Audit Plan, until such time as
a new plan can be developed based on the organisation’s strategic plan and risk
assessment by the Governing Body.
RC raised awareness of issues around quoracy within other groups that he attends
and advised being flexible regarding times of meetings and work involved with
other committee members.
It was suggested that the Governance & Audit Committee meet on a monthly
basis for the first six months, but with attendees to alternate every other month
between all members and core members, ie, those currently present.
GG stressed that he was keen for the Governance & Audit Committee meetings to
take place on the same day as the Governing Body meetings. Discussions took
place regarding potential issues with holding too many meetings with detailed
agendas in one day. GG noted that at the end of each GAC meeting, the agenda
for the next meeting would be discussed to be clear on the business to be
conducted and to ensure that structured meetings are held.
Actions:
• AM to circulate list of corporate risks.
• Annual Plan to be produced detailing statutory agenda items and when
items are to be presented to the committee.
• Governance & Audit Committee to be held monthly for the first six
months with membership alternating bi-monthly.
Author Name and Job Title

Alex Mitchell

Date

15 January 2013

Contact details (phone and
email address)

Alex.Mitchell@nhs.net
01625 663456
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Name of Paper /
Report
Lead Author

Contributors
Governing Body Sponsor
Supporting healthy lifestyles
and reducing health inequalities

Purpose of Paper /
Report
Exec Summary

Agenda Item 3.2.3

Clinical Quality & Performance Committee
Minutes of Meetings
November and December 2012
Dr James Milligan
Business Team Clinical Lead and General Practice Locality Peer
Group Lead –
Alderley Edge, Chelford, Handforth and Wilmslow

Neil Evans - Head of Business Management
Jane Miller - Clinical Quality & Performance Manager
Dr James Milligan

Reducing
premature mortality

Focussing on
local needs



Managing
our resources

Corporate
development

For information 
The November 2012 meeting specifically focused on the following
areas:
• Category A Ambulance response times; non achievement of
target; review of rurality stated as a reason, not conclusive
• agreement of the half year performance report to the
Governing Body
• Cheshire & Wirral Partnership Trust (CWP) data working to
produce performance reports in quarter 4.
• current issues being addressed with East Cheshire NHS Trust
(ECT) include:
a) Cancer 62 day target the Trust has consistently achieved
the target this year and is the top of the Cancer League
Network
b) Half year Equality & Diversity report received from the
Trust
c) Mortality & Morbidity – Standard Hospital Mortality Index
(SHMI) figures have improved in the last quarter, 63rd out
of a total of 142
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The December 2012 meeting specifically focused on the following
areas:
• the CCG Safeguarding Adults policy was agreed
• the CCG Complaints policy was agreed
• a presentation on the National Commissioning for Quality and
Innovation Framework (CQUIN) indicator Safety Thermometer
database was received.
• current issues being addressed with East Cheshire Trust
include:
a) on-going action plans to achieve 18 week Referral to
Treatment (RTT) at specialty level and to reduce the small
number of patients waiting over 52 weeks for treatment.

Recommendations

The Governing Body is requested to:
• note the highlighted current issues and successes
• receive the minutes of the Clinical Quality & Performance
Committee Meetings in November and December 2012 and
note the actions being taken in response to areas of
“underperformance”

Next steps

The Business Team will:
• continue to work with the Cheshire & Merseyside
Commissioning Support Unit (CSU) to develop an holistic
quality report
• continue to work with Providers to address the performance
concerns highlighted above
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Clinical Quality & Performance Meeting
Room A, Alderley Building
Wednesday 21st November, 12.30-2.00pm
Present
Name
James Milligan (Chair)
Neil Evans
Jane Stairmand
Sally Rogers
Jane Miller
Jacki Wilkes
Anita Mottershead
Julia Huddart
Lucy Currie
Dawn Wayne (Notes)

JM
NE
JS
SR
JMM
JW
AM
JH
LC
DW

Title
Executive GP
Head of Business Management
Improving Outcomes Manager
Executive Registered Nurse
Quality & Performance Manager
Head of Clinical Development & Health Outcomes
Quality & Performance Analyst
Executive GP
Graduate Trainee
Office Administrator

Organisation
NHS ECCCG
NHS ECCCG
NHS ECCCG
NHS ECCCG
NHS ECCCG
NHS ECCCG
NHS ECCCG
NHS ECCCG

Title
Safeguarding Adult Clinical Manager

Organisation
NHS ECCCG

NHS ECCCG

Apologies
Name
Lindsay Ratapana
Meeting Notes
Notes
1. Apologies, Declarations of Interest & Notes of Previous Meeting
1.1.
Apologies as noted above.
1.2.

Declaration of Interests – none declared.
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Actions

1.3.

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 the Service Level Agreement
1.2.2.6 Category A Ambulance response – AM ran a benchmarking exercise on the query of rurality but this was
not conclusive. From a performance perspective the Clinical team will do a whole system response to
waiting times. – Update, Bi monthly meetings are being held with NWAS and ECT. Key to commissioning
intentions for next year will be to set a correct target for response times.

2.3 Falls & Pressure Ulcers – assurance sought on validating actions. National benchmarking not available.
2. Quality Dashboards
2.1
ECCCG Quality Dashboard from Commissioning Support Unit – the group noted the contents of the
dashboard. ECT 18 week target is still failing in some specialties although overall the trust target has been
achieved. The group were asked to note that ECT had one reported MRSA in October against a target of two for
this year
2.2
Draft Half Year Report to ECCCG Governing Body – The group discussed and agreed the content of the half
th
year report to be presented to the governing body on 28 November. It was suggested that, as the current set of
indicators had been inherited from the PCT, indicators for next year should be shorter and more definitive.
2.3

Cancer 62 day target – Tracey Wright, Commissioning Manager for Cancer, attended the meeting and advised
the group that ECT had consistently achieved the targets for this year, performance over the last 3 quarters has
placed the trust top of the Cancer League Network. No foreseeable problems with the 62 day wait are expected.

2.4

CWP data update – A sample of the data currently available was presented to the group. This was discussed and
it was felt that the data did not give any detail as to outcomes of patients and was just a snapshot of caseloads. It
is hoped that more informative data could be provided in future.

NE to check whether info has gone out
to practices then action closed off
To agree a co-ordinated approach to
NWAS between clinical and business
teams – JW/NE
JW to feedback to group following her
meeting with Sally Walsh

3. Patient Experience
3.1
Exceptions from Service Quality Review Meeting – none raised
3.2

Equality & Diversity half year report from ECT - The group discussed the report which was produced as part of
Section B Part 14.2 .5, and questioned whether, in light of recent government wording, it would be necessary to
continue to receive these returns.
4. Patient Safety Incidents or Serious Untoward Incidents (SUI)
4.1
Minutes of SUI Meeting – The group received the draft minutes of the SUI meeting held on 14 November 2012.
James Milligan had attended the ECT SUI meeting and reported that, in the case of a significant SUI (unexpected
death) the CCG would be notified by email to ensure early involvement. Jan Eccleston to email JM and JH.
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Review ongoing requirement to comply
with EDS assessments – NE/JMM
JS to circulate suicide audit referred to in
item 3.1.2 of the minutes.

5. Complaints, PALs and Professional Concerns Trends
5.1
Complaints Quarterly Report - The report was presented to the group for information and to identify any
requirements to change the format or content. It was agreed that an indication of location of the incident/complaint
would be useful to for monitoring purposes and a summary of trends rather than actual data was required. The
group was asked to note that Ward 4 had been highlighted in the complaints report and this would be closely
monitored in the next few months.
6. Mortality and Morbidity Data
6.1
SHMI Update - The verbal report was received by the group. It analyses the number of deaths that have been
observed against the number of expected deaths for trusts nationally. ECT figures have improved in the last
rd
quarter, 63 out of a total of 142.
7. Progress against CQUIN
7.1
2012/13 CQUIN - Revision of the data thresholds for current CQUINs will be discussed at the ECT Finance and
rd
Activity meeting on Friday 23 November.
8. Key National Targets for ECT
8.1
8.2
8.3

18 Week – Achieving overall target but failing by specialty.
Diagnostic Timescales – currently achieving
A & E 4 hour target – currently achieving

9. Safeguarding Update
Safeguarding Children Exception Report – No exceptions noted for this month. Next quarterly report due
9.1
January 2013

9.2

Safeguarding Adult Policy
The committee agreed the policy and documents tabled by Sally Rogers subject to the following amendments:
-

9.3

New flowchart to replace existing one in policy.
Flowchart to include Knutsford contact
Flowchart to contain clinical lead contact when known
Flowchart to specify link to domestic abuse
Policy to be reviewed within 12 months

Safeguarding Adult Exception Report – No exceptions noted for this month. Next quarterly report due January
2013.
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10. AOB
10.1

Care UK Ultrasound Scan
Neil Evans advised that a contract query had been served on Care UK due to exception this week with a trajectory
to get back to performance level. This will be on the Agenda for peer group meetings as well as new pathways for
GPs to be updated on.

Next Meeting

Wednesday, 12th December 2012 (moved
from 19th)

12.30-2.00pm
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Meeting Room A

Clinical Quality & Performance Meeting
Room A, Alderley Building
Wednesday 12th December, 12.30-2.00pm
Present
Name
James Milligan (Chair)
Neil Evans
Jane Stairmand
Jane Miller
Jacki Wilkes
Anita Mottershead
Lindsay Ratapana
Lucy Currie
Gary Shenton
Lana Davison
Dawn Wayne (Notes)

Title
JM
Executive GP
NE
Head of Business Management
JS
Improving Outcomes Manager
JMM Quality & Performance Manager
JW
Head of Clinical Development & Health Outcomes
AM Quality & Performance Analyst
LR
Safeguarding Adult Clinical Manager
LC
Graduate Trainee
GS
Corporate Risk Manager
LD
Contracts Manager
DW Office Administrator

Organisation
NHS ECCCG
NHS ECCCG
NHS ECCCG
NHS ECCCG
NHS ECCCG
NHS ECCCG
NHS ECCCG
NHS ECCCG
CWW CSS
NHS ECCCG
NHS ECCCG

Apologies
Name
Sally Rogers
Julia Huddart

SR
JH

Title
Executive Registered Nurse
Executive GP

Organisation
NHS ECCCG
NHS ECCCG

Meeting Notes
Notes
1. Apologies, Declarations of Interest & Notes of Previous Meeting
1.1.
Apologies as noted above.
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Actions

1.2

1.2.1

Notes of the last meeting – Matters Arising
The notes of the last meeting were accepted as accurate.
1.2.2 Drug Safety Information – To be written into the Medicines Management SLA after 1st April
2013. Remove from matters arising.
1.2.2.6 Category A Ambulance response query – meeting to be re-arranged. The committee were
advised that NE had written to Blackpool regarding performance and the EMAS consultation.
2.3 Falls & Pressure Ulcers, assurance sought on validating actions. JW to respond at next meeting
3.2 Equality and Diversity Report from ECT – NE reported that although it was an optional
requirement the NHS would expect CCGs to continue with EDS assessments.
4.1 Suicide Audit – The report had been circulated and it was noted that mention of repeating the
audit had been made at the recent Health Scrutiny Committee. This item will be discussed at the next
SUI meeting.
10.1 Care UK Non Obstetrics Ultrasound Scan – A contract notice had been served with regard to
access times and an implementation plan had been put in place. It was agreed that practices would be
sent a formal process for making complaints to Care UK, to be copied to NE, in the event of future
incidents.
Safeguarding Adults Policy
The group reviewed and ratified the amended Safeguarding Adults policy which was formally signed
off, LR to upload the website.

JW Feedback requested following
meeting with Sally Walsh

NE/JMM to send out formal
procedure to practices

LR to up load to CCG website

12122012
Safegaurding_Adults_

Some discussion took place around the National Out of Area placement document (attached to the
policy) and it was agreed that a gap analysis should be done to ensure compliance.
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LR to complete gap analysis

1.3

Declarations of Interest
No new declarations of interest were received.

2. Quality Dashboards
2.1
ECCCG Quality Dashboard
The group noted the contents of the dashboard including an increase in the 18week RTT 52 week long
waiters, this will be raised at the next Service Quality Review Meeting.
2.2
18 Week Target – Contract
This had been achieved overall by ECT although some specialties are still failing.
2.3
Diagnostic Timescales
Currently achieving target
2.4
A&E 4 hour Target
Currently achieving target
3. Patient Experience
3.1
Exceptions from Service Quality Review Meeting – nothing to report
4. Patient Safety Incidents or Serious Untoward Incidents (SUI)
4.1
The most recent report from CSU was tabled and discussed. A ‘spike’ in the September figures was
noted and GS agreed to request an explanation from the CSU. It was agreed that the results would be
more meaningful if data from ECT and CWP as well as CSU was included. Feedback from the December
SUI meeting will be discussed at the next meeting

GS to query September data with CSU
and feedback request for information
from CWP and ECT to be included

5. Complaints, PALs and Professional Concerns Trends
5.1
ECCCG Complaints Policy
The Complaints Policy was reviewed by the group and a minor amendment was made to the flowchart
to identify that, in the event of the signed record of the complaint not being returned, a reminder letter
is sent to the complainant advising of the date that the case will be closed. The committee ratified the
policy. NE advised the group that a meeting is being arranged with Glen Coleman from Primary Care
to discuss greater collaboration on complaints issues, identifying trends etc.
5.2

Exceptions from Service Quality Review Meeting – none to note
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ECCCG Complaints
Policy Dec 12 (v3).do

6. Mortality and Morbidity Data
6.1
SHMI Update Due at February meeting.
7. Progress against CQUIN
7.1
2012/13 CQUIN.
No new information to report.
7.2

Safety Thermometer Presentation
The Safety Thermometer is a national CQUIN to collect data by ward over a specified 72 hour period on
Falls, VTE, Pressure Ulcers and UTI. The information submitted by the providers has been analysed and
was presented to the committee. It was noted that, although the results were interesting, at present
the CCG would use this with other data sources.

8. Safeguarding Update
Next Quarterly Report Due January
8.1
Safeguarding Children’s Exception Report – nothing to report
8.2
9. AOB

Safeguarding Adult’s Exception Report – report had been emailed to the group prior to the meeting.
The committee was advised that Sean Reynolds had been appointed as Chair of both the Adult and
Children’s Safeguarding Boards.
None.

Next Meeting
Wednesday 23 January 2012

12.30-2.00pm
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Meeting Room A

GOVERNING BODY MEETING
30 January 2013
Name of Paper / Report

Locality Management Meeting
November 2012
Melanie Lyman

Lead Author

General Practice Locality Peer Group Lead
– Congleton and Holmes Chapel

Contributors
Governing Body Sponsor
Supporting healthy lifestyles
and reducing health inequalities



Agenda Item 3.3.1

Melanie Lyman
Reducing
premature mortality



Focussing on
local needs



Managing
our resources



Corporate
development



Purpose of Paper / Report

For information 

Exec Summary

The Eastern Cheshire Locality Management Meeting
is a bimonthly meeting where the GP lead and
Practice Managers of all 23 member GP Practices of
the Clinical Commissioning Group meet with Clinical
Commissioning Group staff.
The 2nd November 2012 meeting mainly focussed on
the process for agreeing commissioning intentions
for 2013-14 and the tools available to inform these
decisions. A workshop was held to define local
priorities for each locality peer group, the results of
which will be utilised by the Cheshire East Joint
Strategic Needs Assessment working group.
Other items discussed at the meeting concerned:
• impact of the proposed Welfare Reforms on
primary care and the local healthcare economy
• update on the new NHS 111 service to be
implemented on 21st March 2013 as a
replacement for NHS Direct

NHS ECCCG Governing Body Meeting 30 January 2013

Agenda Item 3.3.1

Recommendations
Next steps

• ambulatory care service pathways agreed with
East Cheshire NHS Trust
• update on the Data Sharing Agreements relating
to sharing patient records and the implementation
of the EMIS Web system
The Governing Body is requested to:
• note the summary of the discussions held at the
Eastern Cheshire Locality Management Meeting
on 2nd November 2012
n/a
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GOVERNING BODY MEETING
30 January 2013
Name of Paper /
Report
Lead

Contributors
Governing Body Sponsor
Supporting healthy lifestyles
and reducing health inequalities



Purpose of Paper /
Report
Exec Summary

Recommendations

Agenda Item 3.3.2

Clinical Forum Summary of November 2012 Meeting
Paul Bowen

CCG Chair
Samantha Nicol, Integrated Care Programme Manager

Paul Bowen

Reducing
premature mortality



Focussing on
local needs



Managing
our resources

Corporate
development



For information 
The Clinical Forum meets bi-monthly. It is comprised of
clinicians from primary and secondary care in Eastern
Cheshire and is part of the drive towards Integrated Care.
Real patient experiences are used to establish a baseline
from which the impact of the developing Integrated Care
approach and the changes happening to services can be
assessed. Two patient case studies are presented and then
discussed and clinical issues can also be raised, discussed and
followed up.
At the November 2012 meeting of the Clinical Forum, the
topics discussed were: sharing telephone contacts between
primary and secondary care, discharge letters, GP referrals
and CT scans. Case studies on Cardiac Rehabilitation and the
Readmissions Audit were presented. At the next meeting, the
case studies will concern End of Life and the Community
Paediatrics Service.
The Governing Body is requested to note this report on the
discussions at the Clinical Forum meeting which took place
on 20 November 2012

EC CCG Governing Body Meeting 30 January 2013

Agenda Item 3.2.3

Next steps

The Clinical Forum will continue to meet bi-monthly with the
aim of improving patient care and clinical effectiveness and
efficiency by providing a forum for the discussion of case
studies and clinical issues of concern. A schedule of Clinical
Forum meetings throughout 2013 has been arranged.
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GOVERNING BODY MEETING
30 January 2013
Name of Paper /
Report
Lead

Contributors
Governing Body Sponsor
Supporting healthy lifestyles
and reducing health inequalities



Purpose of Paper /
Report
Exec Summary

Agenda Item 3.3.2

Clinical Forum Summary of November 2012 Meeting
Paul Bowen

Chair of the Clinical Commissioning Group
Samantha Nicol, Integrated Care Programme Manager

Paul Bowen

Reducing
premature mortality



Focussing on
local needs



Managing
our resources

Corporate
development



For information 
The Clinical Forum meets bi-monthly. It is comprised of
clinicians from primary and secondary care in Eastern
Cheshire and is part of the drive towards Integrated Care.
Real patient experiences are used to establish a baseline
from which the impact of the developing Integrated Care
approach and the changes happening to services can be
assessed.
Two patient case studies are presented and then discussed
and clinical issues can also be raised, discussed and followed
up.
At the 20th November 2012 meeting of the Clinical Forum,
the topics discussed were:
• sharing telephone contacts between primary and
secondary care
• discharge letters
• GP referrals and CT scans
• Case studies on Cardiac Rehabilitation and the
Readmissions Audit were presented
At the next meeting, the case studies will concern End of Life
and the Community Paediatrics Service.

NHS ECCCG Governing Body Meeting 30 January 2013

Agenda Item 3.2.3

Recommendations

The Governing Body is requested to:
• note this report on the discussions at the Clinical Forum
meeting held 20th November 2012

Next steps

The Clinical Forum will continue to meet bi-monthly with the
aim of improving patient care and clinical effectiveness and
efficiency by providing a forum for the discussion of case
studies and clinical issues of concern.
A schedule of Clinical Forum meetings throughout 2013 has
been arranged.
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GOVERNING BODY MEETING
30 January 2013

Agenda Item 3.3.2

Remuneration Committee

No notes –
first meeting scheduled for 30 January 2012

EC CCG Governing Body Meeting 30 January 2013

Agenda Item 2.3
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GOVERNING BODY MEETING
30 January 2013
Name of Paper /
Report
Lead Author
Contributors
Governing Body Sponsor
Supporting healthy lifestyles
and reducing health inequalities

Purpose of Paper /
Report
Exec Summary

Agenda Item 3.3.3

Eastern Cheshire Community
HealthVoice – Report on
December 2012 Meeting
Rebecca Patel

Public Engagement Manager
Roger Farbrother - Chair of Eastern Cheshire Community
HealthVoice
Bill Swann - Lay Member for Public and Patient
Involvement
Reducing
premature mortality

Focussing on
local needs



Managing
our resources

Corporate
development

For information 
Eastern Cheshire Community HealthVoice is the Clinical
Commissioning Group’s patient and carer advisory
committee to the Governing Body.
This executive summary outlines the key discussion points
and actions resulting from the last meeting which was held
on Wednesday 12th December 2012.
The following was discussed:
• the Clinical Commissioning Group Communications and
Engagement Strategy was discussed and views were
collated in order to ensure that the strategy meets the
needs of our local population
• the Terms of Reference for HealthVoice was discussed and
be amended and signed off at the next meeting in January
2013 to ensure that the group is completely transparent in
its activity
• a Vice Chair was appointed and who is a voluntary sector

NHS ECCCG Governing Body Meeting 30 January 2013

Agenda Item 3.3.3

•

•

•

•

representative which ensures that the group has
independence from the Clinical Commissioning Group in
both the Chair and Vice Chair capacity
HealthVoice members where addressed by the Chief
Executive of East Cheshire NHS Trust around the Trust’s
Foundation Status consultation, which resulted in a
number of members having the opportunity to directly
address their concerns with the Chief executive
members discussed the development of the group. A
number of changes were discussed and agreed, to be
being actioned for the group from February 2013
the group received feedback from Dr Ian Hulme regarding
the Cheshire and Wirral Partnership NHS Foundation Trust
consultation on the changes to its community mental
health teams
the group received feedback from caroline O’Brien, Chief
Officer of Cheshire East CVS regarding the appointment of
a consortium to lead the development and operation of
Healthwatch Cheshire East

Agendas and minutes of Eastern Cheshire Community
HealthVoice can be located at:
http://www.ec3health.co.uk/have-your-say/getinvolved/eastern-cheshire-communityhealthvoice?site_locale=en

Recommendations

The Governing Body is requested to:
• note the content of discussions that took place at the
meeting held on 12th December 2012

Next steps

Eastern Cheshire Community HealthVoice will be meeting on
8th March 2013 to discuss the future development of the
group, and will also be involved in the development of the
Clinical Commissioning Group’s Annual Plan for 2013/14.

Author Name and Job Title
Date

Rebecca Patel
Public Engagement Manager
3rd January 2013

Contact details (phone and
email address)

Email: rebeccapatel@nhs.net
Telephone: 01625 663 864
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GOVERNING BODY MEETING
30 January 2013
Name of Paper /
Report

Eastern Cheshire Partnership Board
Meetings November and December 2012

Jerry Hawker

Lead Author

Chief Officer

Contributors
Governing Body Sponsor
Supporting healthy lifestyles
and reducing health inequalities



Purpose of Paper /
Report
Exec Summary

Agenda Item 3.3.4

Jerry Hawker
Reducing
premature mortality



Focussing on
local needs



Managing
our resources



Corporate
development



For information 
The Eastern Cheshire Partnership Board meets monthly and
comprises senior representatives from key organisations
within the local healthcare economy (Eastern Cheshire
Clinical Commissioning Group, Cheshire East Council, East
Cheshire Trust, Cheshire & Wirral Partnership Trust, Vernova
and Crescent Healthcare, Cheshire East Public Health). It
supports a cohesive approach to service delivery for the
population of Eastern Cheshire and provides a forum to
manage risks and issues which may have an impact on more
than one individual organisation.
The Eastern Cheshire Partnership Board discussed and agreed
the following at the meeting held on Wednesday 21st
November 2012:
• all partners would submit some high level principles and
requirements for IT to interface with partner systems for
further discussion at next meeting.
• to note the content and recommendations of the delayed
transfer of care paper and the reablement paper and
feedback comments prior to submission to the Integrated
Care Board.
• updates on the Knutsford project were discussed and it
was agreed to maintain consistent communications
between partner organisations, share current and future

NHS ECCCG Governing Body Meeting 30 January 2013

Agenda Item 3.3.4

changes in the pattern of services to be commissioned or
provided in the Knutsford area, make arrangements to
sign off the Memorandum of Understanding.
• partners confirmed their support of the final draft of the
Integrated Care Programme vision and agreed that the
initial focus will be on the over 65 age group.
• partners agreed to sign off a number of key outcome
measures as part of the development of the full business
case for the Integrated Care Programme and supported a
motion to fund a place for a non-member organisation on
the Leadership Academy Integration Programme from the
Integrated Care Programme budget
The Eastern Cheshire Partnership Board discussed and agreed
the following at the meeting held on Wednesday 19th
December:
• support for integrated IT through the Work Plan for the IT
Steering Group and approval of the membership of that
group
• 2013/14 Planning was discussed in advance of a formal
debate at the next meeting
• Governance and Accountability Framework for the
Integrated Care Programme was received and discussion
took place around the merits of appointing an
independent Chair
• the partners agreed to support the use of the Business
Plan to set out the strategic plan for delivery of integrated
care for older people
• the partners agreed to the principle of sharing knowledge
and learning with the South Cheshire & Vale Royal
Integrated Care Programme

Recommendations

The Governing Body is requested to:
• note the summary of the discussions which took place at
the Eastern Cheshire Partnership Board meetings on 21
November and 19 December 2012

Next steps

n/a
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