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MEETING of the GOVERNING BODY
held in public
Wednesday 31 July 2013 at 1 pm
Council Chamber, Macclesfield Town Hall, SK10 1EA
Chair: Dr Paul Bowen

AGENDA
12.30
13:00

Arrival and coffee
1. PRELIMINARY BUSINESS
1.1

Welcome and opening remarks Paul Bowen
from the Chair

1.2

Public Speaking Time

1.3

Apologies for absence
James Milligan, Angela Wales
Declaration
of
any interests
relevant to the agenda items
Minutes of the previous meeting
held in public (May 2013)
Chief Officer Briefing

1.4
1.5
1.6

Verbal

All
All
All

Paper attached
To agree

Jerry Hawker

Paper attached
For information

13:30

2. ITEMS FOR DISCUSSION
2.1

13.45
14:00

2.2
2.3

Promoting
the
Health
and Sally Rogers
Wellbeing of Cared for Children
in Cheshire East - 2013 Annual
Report
Quality Assurance
Neil Evans/
James Milligan
NHS Social Care Allocation to Alex Mitchell /
Cheshire East Council for 2013/14 Jacki Wilkes

14:15

COMFORT BREAK

14:30

3. STANDING ITEMS
3.1

14:45
15:00

3.2
3.3

Caring
Together
Programme Sam Nicol
update
Finance and Performance Report, Alex Mitchell
Month 3 as at 30 June 2013
Sub Committees – Minutes for information
3.3.1 Governance and Audit
Gerry Gray
Committee – May, June
2013

Paper attached
For information

Paper attached
For endorsement

Paper attached
For approval

Paper attached
For information

Paper attached
For information

Paper attached
For information
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Verbal report
Remuneration Committee,
Gerry Gray
For information
June
Paper attached
3.3.3 Clinical Quality and
Sally Rogers
For information
Performance Committee
May, June 2013
Advisory Committees – Summary notes for information
Paper attached
3.4.1 Locality Management
Paul Bowen
th
For information
Meeting – 5 July 2013
Paper attached
3.4.2 Eastern Cheshire
Bill Swann
For information
Community HealthVoice
st
Meeting - 31 May 2013
Paper attached
3.4.3 Eastern Cheshire
Jerry Hawker
For information
Partnership Board
Meetings – no meeting June,
meeting 17th July

3.3.2

15:15

3.4

15:25

4. CLOSING REMARKS

15:30

CLOSE OF MEETING

Paul Bowen

Verbal

DATE AND TIME OF NEXT MEETING:
Wednesday 25th September 2013 1.00 – 3.30pm – Formal Meeting held in public
Venue to be confirmed

Informal Question and Answer session to follow today’s meeting at 3.30
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MEETING OF THE GOVERNING BODY held in public
Wednesday 29 May 2013
Congleton Town Hall

Unconfirmed MINUTES
VOTING MEMBERS OF THE GOVERNING BODY
Dr Paul Bowen
Gill Boston
Dr Mike Clark
Gerry Gray
Jerry Hawker
Dr Jennifer Lawn
Melanie Lyman
Dr James Milligan
Alex Mitchell
Sally Rogers
Dr Julie Sin
Bill Swann
Angela Wales
Duncan Matheson

Executive Chair,
GP McIlvride Medical Centre, Poynton
Lay Member, Patient and Public Involvement
General Practice Lead – Macclesfield
Lay member, Governance
Chief Officer
General Practice Representative – Knutsford
General Practice Representative –
Congleton and Holmes Chapel
General Practice Representative –
Alderley Edge, Chelford, Handforth, Wilmslow
Chief Finance Officer
Registered Nurse Member
Consultant in Public Health,
Central and Eastern Cheshire PCT
Lay Member, Patient and Public Involvement
General Practice Representative –
Bollington, Disley, Poynton

PRESENT

Secondary Care Doctor

PRESENT

PRESENT
PRESENT
PRESENT
PRESENT
PRESENT
PRESENT
APOLOGIES
PRESENT
PRESENT
APOLOGIES
APOLOGIES
PRESENT

IN ATTENDANCE
Robin Baker
Hazel Burgess
Matthew Cunningham
Neil Evans
Moira McGrath
Sam Nicol
Rebecca Patel
Lindsay Ratapana
Jacki Wilkes

Grant Thornton LLP, Associate Director, Assurance
Note taker
Corporate Services Manager
Head of Business Management
Child Safeguarding Manager
Caring Together Programme Manager
Patient Engagement Manager
Adult Safeguarding Manager
Head of Clinical Development and Health Outcomes

Members of the public
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1.

PRELIMINARY BUSINESS

1.1

Welcome and Opening Remarks from Chair
The Chair, Dr Bowen, welcomed Duncan Matheson, as the Secondary Care
Doctor member of the CCG’s Governing Body. Before retiring, Mr Matheson
worked at East Cheshire NHS Trust as Clinical Director for Surgery and
lead clinician for cancer services. With Mr Matheson’s appointment, the
CCG has now met all conditions of its authorisation. Dr Bowen said that
congratulations were due to all who have been involved in the appointment
of staff and Governing Body members and who have done such a huge
amount of work to get the clinical commissioning group to this point.
Dr Bowen provided a brief update on recent public engagement events
commenting that people now understand how reforms have changed the
landscape of NHS, but are now asking questions about strategy, seeking to
understand what is going to be different and what is going to be the same.
Since the last meeting the CCG has held public engagement events at
Poynton and Knutsford which were well attended.
The Caring together Programme is the CCG’s main strategic programme
work to redesign services and relook at the way health and social care is
delivered in Eastern Cheshire. There was a very successful engagement
event in Knutsford on the Programme on the evening of 28th May, and the
feedback had been very rewarding.

1.2

Public Speaking Time
Comments have been received on how to improve the public speaking time
section in the Governing Body meetings. Questions had been submitted in
advance by three members of the public. Dr Bowen reminded those
present that as usual an informal discussion session would take place at the
end of the meeting. A summary of the questions submitted in advance of
the meeting, with the answers given, is attached to the Minutes as Appendix
A. Written answers will be sent to the enquirers and posted on the CCG’s
website under the Frequently Asked Questions section.

1.3

Apologies for absence had been received from Mr Bill Swann,
Dr James Milligan and Dr Julie Sin

1.4

Declaration of any relevant interests on items on the agenda
No new declarations of interest were made on items on the agenda.

1.5

Minutes of the previous meeting held in public on 27 March 2013
Page 4 – first bullet point – a point of clarification: The Care Quality
Commission oversees adult services: children’s services are monitored by
Ofsted. The role of Healthwatch does not include the responsibility for
entering and inspecting Children’s services, but can for Adult services.
With this clarification the minutes of the previous meeting were accepted as
NHS ECCCG Governing Body Meeting 29 May 2013
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a true and accurate record.
Matters arising
NHS 111 - As nationally mandated, the ‘soft’ launch of the NHS 111
service for non-urgent calls on 21st March was not advertised and the
changeover was planned to take place without any obvious difference to
those accessing the services. Within a few days some serious concerns
about patient pathways and performance times arose. As an interim
measure, the CCG reinstated previous local ‘out-of-hours’ arrangements for
non-emergency calls.
Eastern Cheshire CCG is working with other CCGs in the North West and
with NHS Direct to resolve the problems of the NHS 111 service. For the
time being in the day time patients should continue to contact their GP
surgery with concerns, and overnight use the number provided to them by
their Practice, which will be directly transferred to the Out of Hours service
as before.
The public can be assured that the Out of Hours service being provided in
Eastern Cheshire is provided by GPs local to this area, and is not outsourced or private sector organization.
1.6

Chief Officer Briefing
Jerry Hawker said that this new standing item on the agenda has been
introduced to give the Governing Body an opportunity to comment and raise
questions about matters of local and national interest which have been
addressed by the CCG since the last meeting, but do not necessarily
warrant a full briefing paper.

1.6.1

‘Whistleblowing’ and ‘gagging’
A paper had been circulated with the agenda addressing concerns raised in
the press that some CCG constitutions might limit ‘whistleblowing’ or
provide a ‘gagging order’. This would be against the principles and values
of NHS Eastern Cheshire CCG and the Chief Officer sought agreement
from the Governing Body for the inclusion of a statement in its constitution
to that effect.
A letter has been sent to all staff confirming their right to raise matters of
concern and setting out the process. Gerry Gray, Lay Member for
Governance, has agreed to act as an independent advisor on any concerns
whatsoever.
In the light of problems over whistleblowers at Mid Staffordshire Hospitals
Trust, it was queried what measures are in the CCG’s policy to protect
members of the public and clinical staff and whether a confidential helpline
might be established.
The NHS Constitution sets out the responsibilities of all NHS organisations
to protect staff and members of the public should they wish to raise
concerns. As a commissioner, the CCG has a responsibility to ensure its
NHS ECCCG Governing Body Meeting 29 May 2013
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providers work to the same ethics and ensure its providers will support their
own staff and members of the public; the CCG would work confidentially
with any member of public if they wish to take that approach.
The CCG’s whistleblowing policy is being updated and comments from the
Governing Body are welcomed. It will also be shared with HealthVoice for
comments and suggestions to ensure members of the public feel supported
if they wish to raise any concerns.
The Governing Body

1.6.2

•

Noted the Chief Officer briefing regarding whistleblowing policy,
employment contracts and severance payments for CCG staff

•

Agreed the adoption of the proposed statement on
whistleblowing and gagging clauses be included in the CCG’s
constitution

National integrated care pilots
The Department of Health is seeking to appoint eight integrated care pilot
programmes across England.
The Governing Body
•

1.6.3

Supported the proposal to put forward a formal bid for Eastern
Cheshire’s Caring together Programme to become one of the
eight national pilots for integrated care.

Accident and Emergency – local performance figures
The NHS Constitution contains a commitment to the public that they will be
treated within 4 hours when they attend an Accident and Emergency unit.
Last year the three hospitals which serve Eastern Cheshire residents
(Macclesfield District General Hospital, Stepping Hill in Stockport and
Wythenshawe Hospital, South Manchester) all failed to meet the target.
The CCG has worked with the providers and with NHS England and is
pleased to report that Macclesfield Hospital’s performance is now in line
with the best in the country.
It was commented that Accident and Emergency departments are places
used by members of the public for perceived emergencies as well as actual
emergencies. Locally GP Practices have made significant efforts to
educate patients about their options to appropriately access services
outside their own operating hours.

1.6.4

Statutory duties towards looked after children 1 and adoption services
Historically, there has been an underinvestment by the PCT in supporting

1

'Looked after children' means children in public care, who are placed with foster carers, in residential homes or
with parents or other relatives.
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looked after children and adoption services. With the support of the
Safeguarding Team the level of appropriate healthcare support has been
reviewed and the CCG has committed addition funding to ensure it is fully
compliant with its statutory duties.
2.

ITEMS FOR DISCUSSION

2.1

Safeguarding Children and Adults at Risk Annual Report 2013
The Governing Body received a report highlighting progress made to meet
statutory responsibilities related to safeguarding children and adults in
Eastern Cheshire, and providing assurance that provider services are
working collaboratively to ensure that children and adults are living free from
abuse and neglect, and that people in vulnerable circumstances are safe
and receive the best possible standard of care. A further report on looked
after children will be presented at the July meeting.
Sally Rogers, who is the Governing Body lead for safeguarding,
summarised the safeguarding arrangements, highlighting that the two
designated child and adult nurse safeguarding leads working across both
Eastern Cheshire and South Cheshire CCGs should be recognised for their
continued hard work.
The CCG has made significant progress over the last 12 months working
closely with the Cheshire East Multi Agency Safeguarding Hub, which
includes the two CCGs, the Local Authority and Cheshire Police. It is
anticipated that NHS England Cheshire Warrington and Wirral Area Team
will take on responsibility for training at GP Practices, reducing some of the
burden on the safeguarding leads .
Raising awareness of safeguarding issues is being done with nursing and
residential homes to make sure all are following the same processes and
policies are in place to strengthen the work. The Adult Safeguarding
Manager is also working with the Learning Disability team to ensure there is
care for the physical health of people with learning disabilities in residential
care in Eastern Cheshire.
Objectives for the next 12 months will include developing links with the Area
Team and ensuring there is a smooth transition for children moving on to
adult services.
Questions were taken by the Governing Body Nurse member, the Adult
Safeguarding Manager and the Child Safeguarding Manager.
In answer to whether there is confidence that the CCG is fulfilling its
statutory duty to make information about safeguarding available publicly,
they confirmed that information has been uploaded to the CCG’s website
and is being augmented for the new CCG website due to go live shortly.
Noting that there had not been any ‘serious case reviews’ in the past 12
months there was a query about the value brought by the eleven ‘reflective
reviews’ mentioned in the report. It was replied that the reviews are useful
NHS ECCCG Governing Body Meeting 29 May 2013
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learning experiences for the staff involved, learning from the findings is
disseminated to practitioners and where appropriate improvements made to
services.
It was asked what process was in place to ensure that nothing is missed as
a result of the change in statutory responsible organizations for the various
aspects of care of a patient – primary care, secondary care, mental health,
social care. It was replied that this is managed through the Multi Agency
Safeguarding Hub which has representation from all organisations;
concerns about hitherto low involvement from NHS England (primary care)
are being addressed as an objective for the coming year.
There was a question about how concerns are addressed when the
responsible commissioner is a different local authority than Cheshire East
but the patient is in residential care in Eastern Cheshire, (‘out of area
placements’). It was explained that designated doctors and nurses are
assigned by NHS England to local authorities. If there are concerns e.g
about health this would be fed through to the designated doctor or nurse for
that area to take up with the Safeguarding Board in the appropriate area. It
was confirmed that the two local safeguarding leads feed into reviews done
by councils elsewhere in the country for patients and receive copies of the
final reports.
The Chair thanked the Child and Adult Safeguarding leads and Governing
Body Nurse Member for the report, and commented that a great deal of
work in a relatively short period of time had gone into providing the
Governing Body with full confidence in the operational aspects of the local
safeguarding process.
The Governing Body

2.2

•

Noted the Clinical Commissioning Group’s responsibilities for
ensuring a secure system that safeguards children and adults at
risk of abuse or neglect

•

Received the Safeguarding Children and Adults at Risk Annual
Report 2013 and assurances on the operational aspects of the
local safeguarding process

Grant Thornton UK LLP – External Auditors for the Clinical
Commissioning Group
Robin Baker introduced himself as the nominated engagement lead for the
CCG confirming that Grant Thornton LLP had been appointed by the Audit
Commission as external auditors for a period of four years. He told the
meeting that in the next few years the Local Public Audit Bill will abolish the
Audit Commission and from approximately 2017 public bodies will be
allowed to appoint their own auditors.
In addition to the financial accounts, areas on which the CCG will be audited
include arrangements for securing value for money within its allocated
resources and its wider arrangements for managing its business. Support
NHS ECCCG Governing Body Meeting 29 May 2013
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and advice can be given by the Auditors on e.g. financial modeling and
conflicts of interest.
The cost to the CCG for services of the Auditors, set by the Audit
Commission, will be £66,000 with a £6,000 premium for the first year.
Mr Baker thanked the CCG for the opportunity to attend the meeting as it
was helpful for the auditors to understand the CCG’s agenda and also the
concerns of the general public, with a focus on the big issues and significant
matters affecting its financial plan. He expected that future liaison between
the Auditors and the CCG would be primarily with the Chief Finance Officer
and the Governance and Audit Committee.
There was a question re reporting lines for the Auditors. Robin Baker
replied that reporting is done to the CCG itself. Auditing standards state
that auditors should report to ‘those charged with governance’ in an
organisation; usually the Governance and Audit Committee or it could be
the Governing Body depending on the subject matter. The exception is if
there is some issue of legality: the Auditors are then under duty to report it
to the Secretary of State.
In answer to a question, Mr Baker confirmed that Grant Thornton LLP is
completing the final external audit of Central and Eastern Cheshire PCT as
part of its work on the Cheshire Warrington and Wirral PCT Cluster and
would be able to present a report on the risks that ECCCG would take
forward as a successor body to the Governance and Audit Committee.
The Governing Body

•
2.3

Noted the appointment of Grant Thornton UK LLP as external auditors
for the CCG.

Financial Plan 2013/14
Alex Mitchell, Chief Finance Officer told the meeting that the final Financial
Plan for 2013/14 outlines how the CCG intends to spend the funding it has
been allocated for the year across the services that the local population
uses. The initial plan submitted in March was based on estimates at the
time, and the content of the final plan has been updated to reflect final
contract settlement.
Further changes have taken place affecting the CCG allocation including
additional pressures relating to specialised services and primary care. The
CCG has been in on-going negotiations with NHS England over these
issues, but has had to accept a further reduction in its baseline position,
increasing the recurrent deficit by £ ½ million to £10.5 million.
The predicted in-year surplus remains at £200,000 for one year only.
Delivery of the in-year surplus is dependent on the Quality Innovation
Productivity and Prevention (QIPP) programmes. Approximately half the
planned savings of the QIPP plans have been assessed as low risk with
regard to delivery, with delivery plans of the remaining schemes still being
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finalised.
A paper at the July Governing Body meeting will give detail of the plans,
with governance arrangements, and providing key performance indicators
against which performance will be measured.
In answer to a question the Chief Finance Officer stated the overall risk
associated with the plan was classified as medium, with more work required
to quantify the final outstanding QIPP initiatives and whether the benefits
would be immediately noticeable or phased.
The Plan has been submitted to the NHS England Cheshire Warrington and
Wirral Area Team. The CCG has been honest and transparent about its
approach of a large scale programme of change to tackle the legacy
problem of increasing debt which has been passed back and forth by
providers and commissioners in the area over many years. The CCG’s
financial position has recently been subject to a ‘deep dive’ by the Area
Team which has validated the CCG’s assumptions and it is now working
with them on long term resolution.
Dr Bowen asked whether NHS England appreciated the level of ambition
required to address the long term financial gap and scale of change
proposed through the Caring Together programme. The Chief Officer
stated that NHS England has acknowledged and understood the
transparent approach of Eastern Cheshire CCG and is willing to support the
Caring together Programme by providing additional investment and
expertise, e.g. economic modeling. This gives assurance of support for 12
months to develop the Caring together Programme, with the onus on the
CCG to deliver plans to change the way services are provided to deliver
improved care within the available funding. There will be increased scrutiny
for the next six months on whether the plans will deliver.
The Governing Body

2.4

•

Approved the 2013/14 Financial Plan and planned in-year
surplus of £200,000

•

Noted the risk associated with delivering the in-year surplus

Clinical Commissioning Group Annual Plan Programmes for 2013/14
The CCG’s annual plan (on a page) sets out the major programmes of work
for 2013/14. A prospectus describing the aims behind the plan will be
published on the CCG’s website by the end of the month and will be
available in hard copy by mid June. The next steps are to plan the
resources for the next 12 months to deliver on the changes it is proposed to
make in the current financial year.

2.4.1

Caring Together Programme Initiation Document
Samantha Nicol, Director of the Caring together Progrmme outlined the
demographic and financial rationale for the programme.
NHS ECCCG Governing Body Meeting 29 May 2013
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She explained that signatories to the Memorandum of Understanding
included secondary care, GP providers, the mental health provider, the
CCG and the local council. All parties had signed up to the vision, values,
principles, behaviours and plans for the Programme through the
Memorandum of Understanding.
It was stated that the programme is a transformational plan of work which is
not just about medical care, and requires an on-going public campaign to
ensure all are fully behind the philosophy. Leaflets with information on how
members of the public can provide input to the information gathering
exercise were available at the meeting and had been distributed at the
public engagement event in Knutsford on 28th May. Carers and people they
care for with specific diseases are being invited to get involved in the way
care is delivered. The CCG firmly wants the Caring together Programme to
genuinely have involvement from members of the public in its design.
A multi-partner Executive Committee and Steering group have been
established to ensure robust governance and delivery of the programme
The Governing Body
•

2.4.2

Received and noted the Programme Initiation Document for the
Caring together Programme

Mental Health and Alcohol Programme Initiation Document
Jacki Wilkes, Head of Clinical Development and Health Outcomes,
described the mental health and alcohol programme. Dr Ian Hulme is
clinical lead and Sally Rogers is governing body sponsor for the
programme.
The decision that mental health and alcohol should be one of the three main
programmes of work for the CCG in 2013/14 was made following 6-8
months’ work last year to determine the CCG’s main priorities. The CCG’s
spend on mental health was in the lowest 20% of the country and access
and outcomes in mental health services were in the poorest quartile. The
issue is primarily with lower level service needs – talking therapies and
treatment for low level depression.
New investment of £627,000 is required.
The Mental Health and Alcohol Programme Board will oversee the work.
It was commented that the Gantt chart gives the Governing Body assurance
that there is a programme structure in place to deliver the objectives.
It was commented that research has shown that although two thirds of older
people will not get dementia, they will develop mental health needs related
to isolation and depression. As well as health intervention, there needs to
be partnership with the local authority as regards social care, housing etc.
It was queried how the programme links with the Caring together
Programme, and the view was expressed that there should be some
investment, preferably matched funding, from the local authority and the
NHS ECCCG Governing Body Meeting 29 May 2013
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CCG should not be embarking on the work alone.
Jacki Wilkes confirmed that she also sits on the Joint Commissioning (with
the Local Authority) Leadership Team which has an oversight of dementia
and autism across Cheshire East. It was explained that the mental health
and alcohol programme is a starting point to get work off the ground; mental
health was underfunded and under-resourced and this new programme will
be moving with Caring together and evolving, not working separately. Once
people are in the system accessing services, there is a huge potential to
use the same approach as Caring together and have a multidisciplinary
approach to caring for the patient.
It was underlined that the Caring together Programme, through
multidisciplinary neighbourhood teams, is aiming to change the way care is
provided in Eastern Cheshire for every piece of work, including mental
health and learning disabilities.
In answer to a question it was confirmed that Cheshire & Wirral NHS
Partnership Trust (CWP) the local mental health service provider, had been
involved in development of the initiatives. They were involved in work to
determine the CCG’s commissioning priorities and plans they have devised
for their key priorities have been used in the work to design the Programme.
There has also been input from other third sector organisations in devising
the initiatives to deliver the outcomes.
• The Governing Body received and noted the Programme Initiation
Document for the Mental Health and Alcohol Programme.
2.4.3

Quality Improvement Programme Initiation Document
Neil Evans, Head of Business Management, said that Quality Improvement
had been chosen as one of the three main programmes of work for the
CCG because of the need to embed both the CCGs statutory
responsibilities and its values to seek continuous improvement in the quality
of care. The findings of the Francis Report (Mid Staffordshire NHS
Foundation Trust Public Enquiry) has highlighted that lessons must be
learned in the wider system as regards improving outcomes by redesigning
services and challenging providers to improve the quality of services they
provide.
The CCG will undertake a review of all its governing processes for
monitoring and measuring the delivery of national standards by its
providers, and how the information, including feedback relayed by GPs, can
be used.
Quality professionals, clinicians and short-term contractors are being
recruited whilst the infrastructure and governance arrangements are being
put in place. In answer to a question it was confirmed that public health
support has been requested and will be available; CCG Governing Body
member Dr Julie Sin, the CCG’s public health link to Cheshire East Council,
has agreed to support the programme and arrange resources.
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There was a question about the level of involvement and support from the
Cheshire and Merseyside Commissioning Support Unit (CSU) It was stated
that improvements have been noted in the data being received from the
CSU as regards Serious Untoward Incidents whilst it is expected that
improved business intelligence will be available for other areas in the next
quarter. A number of CSU staff are directly involved in the project team.
The Governing Body
• Received and noted the Quality Improvement Programme
Initiation Document
The Chief Finance Officer commented that the Programme Initiation
Documents underpin the savings initiatives in the Financial Plan.
The Chair commented that the Programmes were a ‘big ask’ and that the
Governing Body would seek assurance throughout the year on the
deliverables.
The Governing Body
•

Endorsed the Programme Management Approach and the role
of the Leadership team in Performance Management

[There was a 10 minute comfort break]
3.

STANDING ITEMS

3.1

Finance and Performance Report
There was no report for April as financial information for the CCG is linked
into the new national financial ledger with NHS England and their timescale
for budget upload did not allow for Month 1 reporting. The Chief Finance
Officer confirmed that from now on reporting will resume as before, a month
in arrears, and next year information for Month 1 should be available.
Gerry Gray stated that from a Governance point of view he believed it was
not a problem that the figures were not available for the Governing Body on
this occasion and it was more important that the Leadership Team gets the
figures as soon as they are available.

3.2

Sub Committee Minutes for Information

3.2.1

Governance and Audit Committee meetings – March and April 2013
The notes of the meetings on 27th March and 12th April were received and
noted.
It was reported that at a meeting earlier in the day the Audit Committee had
approved a policy for risk assessment and agreed an assurance framework.
The framework will be updated to reflect the discussions and will be
presented to the June Governing Body meeting for debate and discussion,
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followed by ratification at the July meeting.

3.2.2

Remuneration Committee
The Remuneration committee will meet again in June.

3.2.3

Clinical Quality and Performance Committee Meetings
The Minutes of the meetings held on 20 March and 17 April 2013 were
noted.
Neil Evans, Head of Business Management talked about the
Commissioning for Quality and Innovation (CQUINs) quality improvement
incentive scheme for providers. The scheme for 2013/14 has now been
agreed with the mental health provider Cheshire & Wirral NHS Partnership
Trust, with East Cheshire NHS Trust (ECT), and with all the Eastern
Cheshire GP practices. At the end of the last financial year the final position
in terms of delivering the CQUINs was positive. ECT did not achieve
CQUIN payments for reducing number of cancelled operations; this was
driven by an unusually busy winter.
There are on-going challenges for ECT to deliver the national target as set
out in the NHS Constitution of 18 weeks referral to elective treatment,
however it continues to achieve overall indicators. There is still a number of
patients not being treated within 18 weeks and a revised trajectory has been
agreed to get back down to expected levels through to November. ECT has
budgeted for paying for additional work to take place in other hospitals,
including independent sector hospitals locally to support them in complying
with the target.
The Quality and Performance Committee has a focus on safeguarding and
there have been discussions on the levels of training and compliance at
ECT; ECT is working hard to improve the current rates on compliance and
data quality.
‘Datix’, an incident reporting system, is being rolled out to GP practices.
This is a web-based solution which can be used by practices in addition to
emailing, writing and telephone with complaints and comments.
There was a question about who gets the information from Datix and how it
would be disseminated. Cheshire and Merseyside Commissioning Support
Unit (CSU) will receive all the incident reports, coordinating investigations
and responses on behalf of the CCG. A new Eastern Cheshire CCG
Complaints and Concerns Group has just been formed, which will meet
monthly and will be chaired by Dr James Milligan.
A new CCG website is under construction and there will be a section on
how to report a complaint along with reports on what has been done to
respond to the complaints received. Occasionally compliments are
received, these will be reported on the website also.
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The Accident and Emergency Department target of treatment within 4 hours
was not met by all three main local providers in 2012/13. Performance in
2013/14 is improving, and has particularly improved at Macclesfield District
General Hospital with performance for April at 96.88%, making ECT one of
the best performing trusts in the country. In answer to a query about the
reasons for the improvement, it was stated that generally the improvement
was linked to a reduction in the number and complexity of the conditions of
the people attending, combined with the hard work of local management
providers and clinicians. Some actions are outstanding from the detailed
action plan re discharging of patients back to the community.
It was stated that under the new NHS structure, CCGs are not responsible
for the contracting of services provided by GP practices (this is done by
NHS England) but they are responsible for the quality of services; It has
been agreed that there will be a quarterly meeting with NHS England to
discuss and monitor a new dashboard of quality indicators for medical care.
3.3

Advisory Committees – summary reports

3.3.1

ECCCG Locality Management Meeting –
summary of discussions at meeting in May
The summary of the discussions and presentations at the May meeting was
noted.

3.3.2

Clinical Forum
The Governing Body noted that the topics discussed at the meeting on 23rd
April were End of Life and Ambulatory Care. Dr Bowen said that the Clinical
Forum will evolve and expand beyond regular six-weekly meetings to
encompass a number of other arrangements.

3.3.3

Eastern Cheshire Community HealthVoice – meeting held on 19th April
The summary of discussions held at the meeting on 19th April was noted.
Matthew Cunningham, Corporate Services Manager said that the group is
continuing to grow in numbers and has helped enormously with the Caring
together programme approach and public engagement events. At the next
meeting on Friday 31st May the group will discuss future development of
Healthwatch and what the NHS Constitution means locally. An invitation to
attend was extended to any members of the public present in the room, and
to the Governing Body members.

3.3.4

Eastern Cheshire Partnership Board – meeting held on 17th April.
The meeting on 17th April focused on the challenges for health and social
care across Eastern Cheshire and how the partners would move the Caring
together Programme forward over the next 3-5 years ahead. There was a
presentation from Cheshire and Wirral NHS Partnership Trust which has
recently completed two consultations on mental health services. The CCG
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has formally responded to the consultations and will work with the mental
health trust on the impact of any changes to services.
4.

ANY OTHER BUSINESS
None on this occasion. The meeting closed.
DATE OF NEXT MEETING HELD IN PUBLIC
Wednesday 31 July 1-3.30 pm – venue to be confirmed
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APPENDIX A

Questions raised in advance and responded to during the
NHS Eastern Cheshire CCG Governing Body meeting held in public
[Note: Below is not a transcription, but a summary of the questions and answers.
Where appropriate, further clarifying commentary has been added to the verbal
answer given at the meeting Questions submitted in writing in advance of the
meeting will also be answered in the ‘Frequently Asked Questions’ section of the
CCG’s website.]
Questions from members of the public are given in bold font, responses from the
CCG in normal text.

QUESTION ONE: When will the CCG be producing its individual operational
plans, and underlying assumptions, for achieving the savings identified in the
Financial Plan for 2013/14, and in particular Prescribing (£1million), Demand
Management (£1million) and Caring Together (£2.5million)?
[The questioner qualified the queries by noting that the answers to some of the
questions were in the May Governing Body papers, but asked how the savings
identified in the plans, specifically Caring Together revised from £2.5million to £1.5
Million, had been chosen.]
ANSWER FROM THE CCG: Papers for the Governing Body meeting today include
the first part of the answer to the questions above – the Programme Initiation
documents for Caring together, Mental Health and Alcohol, and Quality Improvement
Programmes.
In June a ‘Prospectus’ will be published and updates will be provided within future
Governing Body papers.
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QUESTION TWO: Queries for Finance Director / Chief Executive
All these queries relate to a comparison of the figures issued for the May meeting
with the figures published on 27th March.
Total Spend NHS Providers - This has reduced by £7,690,000 or 6.62%. The
biggest cut is to East Cheshire NHS Trust.
Breakdown
1. Christie NHS Foundation Trust has vanished. It was budgeted at £2,640,000
in March. What is the reason for its disappearance?
2. For the other major spends:
Provider
Central Manchester
University NHS Trust
East Cheshire NHS
Trust
Mid Cheshire NHS
Trust
Stockport NHS Trust
University Hospital
South Manchester NHS
Trust

Provider
Central Manchester
University NHS Trust
East Cheshire NHS
Trust
Mid Cheshire NHS Trust
Stockport NHS Trust
University Hospital
South Manchester NHS
Trust

March Amount
£’000
6,054

May Amount £’000

% Change

5,962

- 1.5

79,753

75,011

- 5.94

4,146

4,160

No change

9,353
11,239

9,285
10,736

- 0.70
- 4.50

May Amount
£’000
5,962

Elective £’000

Elective %

1,568

26.3

75,011

13,564

18.1

4,160
9,285
10,736

948
3,248
3,362

22.8
35.0
31.3

East Cheshire NHS, our home base, has dropped by £4,742,000. Other major
NHS providers do not reach this level of percentage change. It is also worth
noting, recognising that these figures are budget (though probably based on
history), that East Cheshire NHS has a low Elective component compared to
the others.
________________________________________________________________________________
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To keep East Cheshire NHS trust financially viable we need to keep it fully
loaded. (Central Manchester NHS Trust has two PFI hospitals’ to keep loaded’
to pay the mortgages) The question is that, based on the above information,
what strategy do we need to make the Trust the Trust of choice, which may
mean an improvement in performance from the Trust and/or do we need to
encourage this provider to lift its productivity to carry more high quality load?
Other Health Providers - This is up £3.7 million or 34%, but with only minor
changes, to the named providers in March. The increase is attributed to
Valuing People Now, budgeted at £3,028,000, but was not in the March figures.
An explanation of this does not appear in the report. Could this category be
explained?
ANSWER FROM THE CCG : When comparing March 2013 to May 2013, the
changes in the commissioning landscape which took effect from April 2013 need to
be borne in mind, as some lines are no longer comparing like with like. The largest
transfer was that of Specialised Commissioning spend which has transferred to NHS
England, removing significant values from Acute (hospital) contracts held by the
CCG. This explains why there is no value for The Christie for 2013–14, as the whole
contract has transferred to NHS England. The impact of this transfer is most noted in
the Manchester Trusts, although there is also a £1.5m deduction from East Cheshire
Trust relating to Specialised Commissioning.
At the time of the Finance Report at the May Governing Body meeting, negotiations
were still going on with providers re the end of year (31 March) settlement; the
negotiations are now concluded, final adjustments have been made to the figures
presented in the Financial Plan at the May meeting accordingly.
Re support to the local hospital, the population of Eastern Cheshire generally access
one of the three local hospitals – Macclesfield District Hospital, Stepping Hill at
Stockport and Wythenshawe Hospital. It is the CCG’s responsibility to ensure its
population has access to any one of those three. The planning process made
assumptions of activity (use of the hospitals) for the coming financial year, 2013/14,
are based on activity which took place the last financial year. Changes made
regarding the contract with East Cheshire Trust for usage of Macclesfield Hospital
reflect plans in the Caring together Programme. In addition to hospital based
services, East Cheshire Trust provides community services and the Caring together
programme, aimed at caring for patients differently and not necessarily in hospital,
offers the opportunity for efficiencies without taking services away. Regarding
hospital services, the decision on provider or hospital where to have treatment sits
with the patient. It is the CCG’s responsibility as the commissioner of services to
ensure that patients can access services where they believe they will get the best
quality of care, and this is for the Providers to demonstrate.
The Valuing People Now value has been reclassified under a different summary
within the Financial Plan to enhance presentation.

________________________________________________________________________________
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QUESTION THREE: It is good to see that the public is being given greater
access to hearing services for presbyacusis. Please can you tell me what
governance arrangements are in place to ensure that all providers awarded
contracts under AQP:
a) Offering the latest technology in hearing aids available through the NHS?
b) Are offering a full local repair service at least five days per week?
c) Give full supporting advice i.e. lip reading, tips for better hearing etc, not
just hearing aid provision?
d) Give follow up and service appointments at intervals as per Government
recommendations?
Can you also assure the public that prospective clients are investigated for
causes of their deafness before signing up with an AQ provider which binds
them to a three year agreement with that provider?
Can you also assure the public that the huge advertising campaign currently
being run by one AQP is not funded by money awarded through AQP. If not
and it is funded from other areas of their work, will the Board be happy to
sanction similar funding for advertising from other parts of their business for
all AQP contracts?
ANSWER FROM THE CCG: The ‘Any Qualified Provider’ process1 used to tender
for audiology services for Eastern Cheshire used a specification developed
nationally, in partnership with hearing charities and people with hearing needs.
Tendering was a national process, so that everybody in England would have access
to the same service. The specification will be published on the CCG’s website, and
the CCG would appreciate feedback from the public on whether the criteria are
strong enough.
The NHS and the CCGs do not favour any of the qualified providers over any other
and there has been no funding to providers from the NHS for advertising of their
audiology services. Advertising campaigns are purely at the discretion of, and
funded by the providers themselves.

1

http://www.nhs.uk/choiceintheNHS/Yourchoices/any-qualified-provider/Pages/aqp.aspx
________________________________________________________________________________
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APPENDIX B

Informal Question and Answer Session at the end of the
NHS Eastern Cheshire CCG Governing Body meeting held in public

[Note: Below is not a transcription, but a summary of the questions and answers.
Where appropriate, further clarifying commentary has been added to the verbal
answer given at the meeting]
Questions from members of the public are given in bold font, responses from the
CCG in normal text.

QUESTION ONE : People going to Accident and Emergency if they think they
need treatment are supposed to be seen within four hours. Why not include a
target time to be seen in the outpatients departments?
ANSWER FROM THE CCG: In 2000/2002 when the NHS started going through
transformation and was seeking to measure whether or not it was providing a good
service, work was done to look at what most frustrated the public. Top of the list was
how long people waited in Accident and Emergency (A&E) departments (sometimes
up to 12 hours), and how long they had to wait for operations (e.g. 2 years for a hip
operation). A set of standards was introduced including a maximum four- hour wait
to be seen in A&E, and 18 weeks from referral to treatment. These ‘targets’ have
now been set in the recently published NHS Constitution as rights for patients, along
with e.g. the right to have a diagnostic test within 6 weeks, or a test for cancer within
2 weeks. The maximum wait time to be seen in an outpatient clinic was not one of
the items set and therefore not included as a right under the constitution. The new
responsibilities for commissioners and providers to seek feedback from patients on
their experiences of care may influence if waiting time targets for outpatients are
introduced in the future.

QUESTION TWO: Access to transport is a major issue, particularly in
Knutsford. Can there be a review of the PTS performance figures to see if this
has had an impact?
ANSWER FROM THE CCG: There is a challenge to members of the public
generally in accessing quality public transport services but the Patient Transport
Service is available for assisted transport to healthcare to those who meet the
nationally agreed criteria. Twelve months ago the contract for a new standard of
service for all Patient Transfer Services was put out to tender across the whole of the
North West. This was done with the aim of raising the standards and expectation of
standards, particularly around responsiveness e.g how close the actual time of pick
up was to the time set; this is especially important for patients going for e.g.
chemotherapy or dialysis. The tender process was completed in March and North
West Ambulance Service (NWAS) won the contract in every area (Cheshire,
Merseyside, Lancashire, Cumbria) except Greater Manchester, where it went to
Arriva. The new contract for PTS started on 1st April and the CCG awaits with
Page 1 of 2
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interest the first quarter performance statistics to see how NWAS is delivering on the
requirements.

QUESTION THREE: It has been rumored that government is considering
introducing a penalty of some sort for patients who attend their GP surgery
more than a certain number of times per year. This might reduce the numbers
going to their doctor which would mean an easier life for the GP but would it
save any money?
ANSWER FROM THE CCG: The CCG is not aware of any formal statements
behind the rumour. However, there is a move to ensure GPs consider alternative
ways of engaging with patients other than during the 10-minute face-to-face
appointments which are the most expensive element of the GP-patient relationship.
Increased contact with Multi Disciplinary Teams and the District Nurses can be
beneficial and reduce the need for admission to hospital and visits to A&E.

QUESTION FOUR: How much influence does the CCG have on rehabilitation
services? What is available to people?
ANSWER FROM THE CCG: Rehabilitation services are commissioned by the CCG
as part of wider care for patients, rather than a separate entity. There is a variety of
terms – ‘intermediate care, rehabilitiation, reablement’ and a variety of approaches
needed for patients depending on their situation and the condition they are
recovering from. Intermediate care and rehabilitation need not be provided in a
hospital. ‘Reablement’ is delivered through social care, to get people back to where
they were before their illness. The ethos of the ‘Caring Together Programme’ is to
support patients in their home, or provide services as close to their home as
possible. The services need to be put around the patient, in a multidisciplinary
approach, rather than the patient being looked after by one organization or being ‘on
a clinical pathway’. Doing it this way will be better for the patient and there will be a
more efficient and effective use of social services

NHS ECCCG Governing Body Meeting May 2013
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GOVERNING BODY MEETING
Wednesday 31 July 2013
Name of Paper /
Report

Agenda Item 1.6

Chief Officer Briefing

Lead Author

Jerry Hawker
Chief Officer

Contributors
Governing Body Sponsor
Supporting healthy
lifestyles
and reducing health
inequalities


Purpose of Paper /
Report
Exec Summary

Recommendations
Next steps

Reducing
premature
mortality

Focussing on
local needs





Managing
our
resources

Corporate
development


For information 

This briefing informs the Governing Body on the latest
developments regarding the Department of Health,
NHS England and updates on local matters of significant
interest that have occurred since the latest Governing
Body meeting held in public. Included in the briefing will
be an update on:
•

The Comprehensive Spending Review and
implications for NHS Eastern Cheshire CCG
http://goo.gl/t0aOr

•

NHS England “A call for action” consultation
http://goo.gl/GK0Cb0

•

The
publication
http://goo.gl/IyAS03

•

NHS 111

of

the

The Governing Body is requested to:
• Note the content of the briefing

Keogh

review
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in Cheshire East
2013 Annual Report
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Lead Author
Contributors
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Designated Nurse Cared for Children
Cheshire East Council and East Cheshire NHS Trust
Cared for Children’s Health Team

Governing Body Sponsor
Supporting healthy
lifestyles
and reducing health
inequalities


Purpose of Paper /
Report
Exec Summary

Sally Rogers
Reducing
premature
mortality


Focussing on
local needs


Managing
our
resources


Corporate
development

For information 

The report provides assurance for the Governing Body
that on-going safeguarding work taking place with Looked
After Children 1 in NHS Eastern Cheshire CCG is in line
with statutory guidance.
The CCG has a statutory responsibility to promote the
health of Cared for children through the commissioning of
appropriate services. Health services have a duty to

1

The term ‘looked after children and young people’ is generally used to mean those looked after by the
state, according to relevant national legislation which differs between England, Northern Ireland, Scotland
and Wales. This includes those who are subject to a care order or temporarily classed as looked after on a
planned basis for short breaks or respite care.
The term is also used to describe ‘accommodated’ children and young people who are looked after on a
voluntary basis at the request of, or by agreement with, their parents. We refer to these children as
"children in care".
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work together with Local Authority Services in order to
ensure that the health needs of children in public care are
met. (DCSG 2009 and NICE/SCIE 2010).
There is a further requirement for each CCG to have
access to the services of a Designated Nurse and Doctor
for Cared for Children. Eastern and South Cheshire
CCG’s have both a Designated Nurse and Doctor.
In response to the Promoting the Health of Looked After
Children (Doh, 2002) nursing posts were established
across Cheshire in 2004. The service was inadequately
commissioned at the time with three part time nurses and
ad hoc administrative arrangements. Since this time the
demands on the service have grown; due to both
increased numbers of children and the increased
demands now required by statute (DCSF 2009).
This has resulted in the CCG commissioning a significant
uplift to the Cared for Children Service, in respect of
nursing, medical staff and admin support. This will lead
to timely and good quality health services being provided
for children as well as providing an increase of medical/
health input to Cheshire East Fostering Panel.
Priority areas for the increased service will include
services for 16–18 year-old care leavers, foster care
training and a comprehensive multi agency self-audit
using of cared for children’s health and well-being
(NICE/SCIE 2010 & 2013).
There is a further duty on Local Authorities and Health
Services to work together in order to ensure that the
health needs of children in public care are met.
(NICE/SCIE 2010)
A key development objective for the coming year is to
progress the plan to co-locate the cared for children
nurses in a local authority building with Cared for Children
social workers.
This will lead to timely information sharing, promoting a
stream lined service which better meets children’s health
and welfare needs.

Recommendations

That the Governing Body accept the annual
report and supports the areas for
development.

Next steps
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1.

INTRODUCTION

1.1

Executive Summary / Introduction

Cared for Children (Looked After Children) are some of the most vulnerable
members of our society and for whom we have a shared sense of responsibility.
There has been an increasing awareness of the nature and extent of health
disadvantages which looked after children face:
“Looked after children and young people share many of the same health risks and
problems as their peers, but often to a greater degree. They often enter care with a
worse level of health than their peers in part due to the impact of poverty, abuse and
neglect.” (DCSF 2009)
There is extensive evidence from research to confirm this in relation to both physical
and emotional health needs. It is clear that local authorities and health services have
a duty to work together in order to ensure that the health needs of children in public
care are met. (NICE/SCIE 2010)
In response to the Promoting the Health of Looked After Children (DOH, 2000)
nursing posts were established across Cheshire in 2004. The service was
inadequately commissioned at the time with three part time nurses and ad hoc
administrative arrangements. Since this time the demands on the service have
grown; due to both increased numbers of children and the increased demands now
required by statute (DCSF 2009).
A recent increase in funding together with co-location of services with local authority
Cared for Children’s workers will lead to streamlining and development of the service
during the forthcoming year. Priority areas for include services to 16–18 year-old
care leavers, foster care training and a comprehensive multi agency self-audit of
cared for children’s health and well-being (NICE/SCIE 2010 & 2013).
At national level there has been a year on year increase in Looked After Children
from government returns. On 31st March 2012 there were 67,050 (59:10,000 under
18 years) Looked After Children in England. This compared with 31st March 2008
when there were: 59,380 in 2008 (44:10,000 children). Nationally around 70% of
these children were in foster placements with the remainder placed with parents,
supported accommodation, placed for adoption or in residential provision.
The Children Act (2004) refers to the health services duty to co-operate with local
authorities and the Statutory Guidance Promoting the Health of Looked After
Children (DfCSF - 2009) remains the main over arching framework. This was
supplemented by Promoting the Quality of Life of Looked After Children and Young
People (NICE/SCIE – 2010). A Quality Standard has now been produced
(NICE/SCIE – 2013) together with guidance, a self assessment checklist and
template for action planning which should assist multi agency planning in relation to
Promoting the Quality of Life of Looked After Children and Young People.
Page 3 of 12
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Government policy is increasing focusing on adoption and reducing delays to
permanence in this area. An Action Plan for Adoption: Tackling Delay (Dept for
Education - 2013). Together with the recommendations of the Family Justice
Review (Ministry of Justice - 2011) the impact on practice is that (where
possible) Social Workers are doing much of their assessment work preproceedings so that once court proceedings start progress delays are avoided.
This has implications for the provision of timely health information and multi
agency working.
There is also an increasing recognition that priority should be given addressing
the holistic needs of care leavers (Access All Areas 2013).

1.2

Locally

At the request of Cheshire East Children in Care Council, the Children looked after
by Cheshire East Council are referred to as ‘Cared for Children’. Therefore locally
the two terms are in many ways synonymous.
Locally within the Cheshire East Council area there were 364 Children cared for by
Cheshire East Council on 12 July 2013. On the same date a further 39 children were
in receipt of short break provision from Cheshire East Council (these breaks are
mostly for children with disabilities).
The East Cheshire Council Placement Sufficiency Statement for Cared for Children
(2013) identifies the need to increase the number of children who are cared for in
foster placements close to their home area. There is also a drive to increase the
number of foster carers and to give greater scrutiny to placement of children outside
the area. This is in line with government recommendations that children should be
placed within 20 miles of their original home; should potentially have positive benefits
in relation to their health and in particular: “We need to ensure that children in care
are provided with the one thing which they have told us makes a difference to their
lives: being in the right placement”… (Care Matters: Time for change, 2007)
There are a number of private providers within the area. At the present time the vast
majority of children in these homes have been placed by other local authorities.
Links with these placements are improving and will continue to be developed. There
are also children placed for adoption in East Cheshire by other local authorities for
whom local primary health services are provided, whilst their placing Authority
remains the responsible commissioner for three years following legal adoption. It is
important to ensure the provision of on-going health services for this population,
particularly in order to reduce the risk of children subsequently developing difficulties
which lead to placement breakdown and potentially becoming future Cheshire East
Cared for Children.

1.3

Funding

There has been a significant increase in funding of Cared for Children’s services
across the three CCGs (Eastern Cheshire, South Cheshire and Vale Royal). An
uplift of £181,718 for Nursing services will allow the Designated Nurse role to be
Page 4 of 12
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funded as 0.3 band 8 per week, the appointment of one full-time band 7 Nurse
Specialist, one full- time band 6 Nurse Specialist and 1.5 administrative support. An
increase in funding for paediatric medical services will allow for the employment of a
Designated Doctor at one session per week and an increase in of 3 sessions per
week for fostering and adoption medical advice.

2. THE CARED FOR CHILDRENS HEALTH TEAM
Services are provided from four main sites. Paediatric services for initial health
assessments are provided by East Cheshire NHS Trust from Macclesfield District
General Hospital and Mid Cheshire Foundation Trust with a main base at Leighton
Hospital. The paediatric service commissioned has recently been reviewed in the
light of an increasing focus on adoption workload and to ensure that the Statutory
Designated Doctor role is fulfilled. This should lead to more effective medical /
health advice to Cheshire East Fostering Panel.
The Nursing and administrative teams are based between at Macclesfield District
General Hospital and Church View Primary Care, Nantwich. This service is currently
under review with the possibility of a single base being considered alongside the
necessity for effective information sharing systems between health and social care.
The funding uplift to nursing and administrative services for Cared for Children will
enable the health needs of children aged 16+ to be more effectively addressed and
should lead to improvements in the timeliness of health assessments and the
accuracy of information systems. This will enable positive service development
during 2013–14. Discussions are underway with view to co-location of the Cared for
Nursing Services which is very positive way of improving communications.

2.1

Multi Agency Working

The Designated Nurse has taken an active role in the Corporate Parenting Board
which has recently undergone some changes so that an operational group works to
on particular matters and keeps the corporate parenting board informed. Self- audit
(NCB, 2008) has already established that the health needs of young people aged
16+ are a priority area for development. There is a need to further develop this multiagency approach to the audit of the health needs of cared for children and it is
intended that the recently produced Quality Standards (NICE/SCIE, 2013) will be
utilised in the year ahead in order to ensure best practice and to ensure effective
service development. There is an opportunity to become involved in a pilot project
‘New Belongings’ (The Care Leavers Foundation, 2013) which should have benefits
for the health and wellbeing of local care leavers.
Cheshire East Council Services for Cared for Children are now based at Cledford
House in Middlewich. The Cared for Children’s Nurses have taken part in both a 16+
review of services for Cared for Children and a fostering review. The
recommendations of these reviews are being considered by Cheshire East
Councillors at Council. A scrutiny review of Health has been undertaken by the
Cheshire East Councillors following the previous Fostering review; this is currently
Page 5 of 12
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with their policy development group. Both reviews have been thorough and should
result in improvements to services.
The Cared for Children’s Support Team has provided valuable contributions to
training for health professionals regarding emotional wellbeing, including practical
ideas to support carers and an insight into impact of abuse on emotional
attachments and some understanding of the concept of developmental trauma and
its effect on children’s health. This was evaluated particularly well by health visitors.
The Young People’s Guide to local health services was launched in May 2012 at the
Children in Care Council / Young Adult Participation meeting. This was produced
following detailed joint working between a Cared for Children’s Nurse, a Care Leaver
and CECPCT Health Promotion Dept. It has been well received, circulated to young
people aged 16+, care leavers and personal advisors. The plan is to ensure that all
young people receive a copy at their first health assessment following their 14th
birthday and an electronic version will be available within Cheshire East Council
Foster Carers Handbook.

2.2

Seeking the views of Children and Young People

The East Cheshire NHS Trust Lead for Sexual Health Services and The Designated
Nurse Cared for Children had opportunity to seek the views of Cared for Children
and Young people in relation to sex and relationships education, contraception and
sexual health services. Staff from Barnados helped facilitate a workshop in which the
Cared for Children’s Council / Young Adult Participation were enabled to express
their views regarding services. This information will be used to inform local service
provision. In particular young people expressed a wish for information, advice and
support from a range of people when the need or opportunity arises depending on
their personal circumstances. They also seem to express a wish for greater focus on
relationships education. It is vitally important that all people working with Cared for
Children and Care Leavers have access to sexual health and relationships training
and are aware of local services.

2.3

Foster Carers Training

The cared for children’s nurses have continued to be involved in foster carers
training. During the past year this has included:
•
•
•
•

Be Healthy – awareness around Looked After Children’s particular health
needs.
Alcohol and Substance Misuse – with support from Cheshire East NHS Trust
Quit Smoking Service
Sexual Health – with support from East Cheshire NHS Trust CASH
Early Years – co-facilitated with Early years Consultant from the Virtual
School
Page 6 of 12
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These sessions have received positive evaluation and are good examples of
effective multi agency working. It is likely that the Cared for Children’s Nurses will
have further involvement in the training and development of newly appointed foster
carer,s particularly in relation to Mother and Baby placements and the more intensive
foster placements which are planned.
.

2:4

Training for Health Professionals

The Cared for Children’s Nurses have provided three sessions attended by School
Nurses, Health Visitors, paediatricians and a range of other professionals
(physiotherapists, speech and language therapists dental staff). These sessions
have included information regarding the health needs of Cared For Children, health
assessment and health care planning, emotional wellbeing and statutory processes.

2.5

Continuity of healthcare provision

Cheshire East family placement service now routinely notifies the Cared for
Children’s Health Team when a child enters care or moves placement. This has
resulted in significant improvements to the timeliness transfer of health information
and practitioner responsibilities.
Discussions have taken nationally, regionally and locally regarding the placement of
children within the local area and issues related to the responsible commissioner.
Further work is planned in order to develop finance and administrative systems to
support this process and improve the tracking of and subsequent health care
provision for these children in the light of NHS reforms (NCB, 2013). At the present
time there is a lack of regional or national agreement with regard to charging.

2.6

Health Assessments

Initial health assessments (IHAs) continue to be undertaken by
paediatricians. Improvements have been made to the timeliness of these health
assessments, with the introduction of weekly clinics. The Designated Doctor is now
in place and plans to progress this will develop over the coming year. Audit in
relation to the quality of IHAs is now taking place locally.
An assessment of emotional wellbeing is now incorporated into initial health
assessments in the form of the British Association for Adoption and Fostering
(BAAF) emotional wellbeing profile for children under 5 years and Goodman’s
Strengths and Difficulties Questionnaire (SDQ) for children over 5 years.
The majority of review health assessments (RHAs) are nurse-led. Discussions
have taken place regionally regarding the development of a quality assurance tool.
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At the present time all review health assessments are checked and countersigned by
nurses within the Cared for Children’s health team.
Emotional wellbeing is assessed by Cheshire East Council using SDQs as part of
the national requirement for children who have been looked after for more than 12
months. This year’s return rate was 84%. It is intended that the detail of this
information should be increasingly available to the child’s named health professional.
Improved administration and multi agency working should lead to improvements to
this.

Cheshire East Council Data
2012
Number
Number of
Number Number of Number
Number of
of
children
of
children
of
these children
looked
whose
children
who have children
whose
after
immunisations
who
had their
looked developmental
children
were up to
had
annual
after for assessments
at
date
their
health
at least
were up to
31/03/13
teeth
assessment
one
date
who had
checked
year
been
and
looked
aged 5
after for
or
at least
younger
twelve
at 31st
months
March
2012
Cheshire
345
335
335
330
80
80
East
England
46,590
38,720
38,370
40,200
9,430
7,560
Statistical information regarding health is increasingly being shared between health
and social care with the aim of increasing the accuracy and efficiency of information.
Health Information at 31st March 2013 related to Cheshire East Children who have
been cared for more than 12 months:

Cheshire
East

Health
assessments
up to date

Immunisations up
to date

Dental
checks up
to date

Aged 5 or less
with
developmental
checks up to date

93.8%

96.7%

97.1%

100%
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Analysis of this data suggests that improvements could be made in:
• Engaging young people aged 16+ in the health assessment process. It is
anticipated that the appointment of a Specialist Nurse for 16 + young people
will enable progress in this area.
• Improving the timeliness of review health assessments. Improved
administration should mean that a more proactive approach can be taken to
ensuring timescales are maintained at 6 months and 12 months.
There is further work to do in this area. The introduction of dashboards for
information-sharing with the CCGs and improved Information Technology systems
are planned. Increased hours for administration work should lead to much needed
improvements in this data.

2.7

Record Keeping Audit

An audit of child health records during summer 2013 revealed an underlying trend of
improvement in record-keeping in relation to Cared for Children. The relevant areas
for improvement have been highlighted to Health Visitor and School Nurse
Managers. The main recommendations will be reinforced during updating sessions.

3

INSPECTIONS

In December 2012, Ofsted carried out an inspection of Cheshire East Council Local
Authority Adoption Services. The outcome of this inspection overall effectiveness of
the service was judged to be good. There were some very positive comments
regarding multi agency working practices. One of only two recommendations for
further improvement is relevant from a health perspective; the registered person
should: “ensure prospective adopters are fully aware of the child's background,
health, emotional and developmental needs and the practical implications for
parenting that child.”
The proposed spending uplift to Looked After Children’s health services should
assist in ensuring that Cheshire East Council is fully aware of the medical and health
needs of children being placed for adoption and that prospective adopters receive
timely, appropriate advice and information.
In March 2013, Ofsted carried out an unannounced inspection of safeguarding
children’s services this was referred to in the overall safeguarding children’s services
annual report and will therefore not be repeated, except to say that the action
planning in relation to cared for children should result in improvements to the early
stages of the child’s journey into care. It is vital that multi agency working is
maintained and developed.
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3.1

Areas for development during 2013/14

The Cared for Children’s Health Team has an opportunity to develop and expand
due to the recent increase in funding. This will provide opportunity for the
Designated Doctor and Nurse to lead service development in the following priority
areas:
1. Relocation of the expanding team within a multi-agency setting.
2. Within the multi-agency framework of the Corporate Parenting Board promote
and develop self assessment in order to meet the National Institute for Health
and Care Excellence (NICE)/Social Care Institute for Excellence (SCIE)
quality standard 31.
3. Provide a more proactive effective direct service to young people aged 16+
and their carers.
4. Develop effective support and supervision for health practitioners with Cared
For Children on their caseload
5. Improve and develop more effective information technology for data collection
and information sharing.
6. Agree and share processes in relation to the responsible commissioner. In
particular reciprocal arrangements should be developed
7. Maintain and develop training for foster carers, residential staff and personal
advisors.
8. Maintain and develop training for health professionals where possible on a
multi agency basis

4.
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RECOMMENDATION
It is recommended that Governing Body
•

Receive the 2013 Annual Report for Looked After Children and support the
noted areas for development

Author Name and Job
Title

Sheila Williams

Date

July 16th 2013

Contact details (phone
and email address)

Tel: 01625 663146 Mob: 07747 762 590

Designated Nurse Cared for Children

sheilawilliams3@nhs.net
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Lead Author
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Interim Quality Lead

Contributors
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James Milligan
Reducing
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Managing
our
resources

Corporate
development

þ

For agreement þ

This report provides a review of the Quality Assurance processes
for NHS Eastern Cheshire Clinical Commissioning Group (CCG)
including consideration of a range of national quality documents
including the Francis and Winterbourne Reports. There is also
consideration of the resource capability required in order to fulfil
our responsibilities and development aims.
Based on existing available quality information and the
recommendations outlined within the Francis Report, the Clinical
Quality & Performance Committee of the CCG have produced an
assurance matrix, a gap analysis of current CCG capability with
an associated improvement plan.
The Governing Body is requested to:
• consider this report, the Francis Report summary, progress on
the Winterbourne actions and recommendations set out within
the document.
• endorse the actions described within the high level action plan
(see Appendix Five).
• provide any additional comments that need to be incorporated
in the action plan
The CCG Business team will:
• continue to add further detail into the action plan
• ensure implementation of endorsed action plan
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Quality Assurance Framework
1.

Introduction

1.1

This report provides a review of NHS Eastern Cheshire Clinical Commissioning Group
(CCG) Quality Assurance processes including consideration of a range of national quality
documents including both the Francis1 and Winterbourne Reports.2

1.2

Based on existing available quality information and the recommendations outlined within
the Francis Report, the Clinical Quality and Performance Committee of the CCG have
produced an assurance matrix and a gap analysis of current CCG capability with an
associated improvement plan.

2.

Background

2.1

As part of the national CCG authorisation process the CCG developed operational and
governance processes to manage the quality and performance of the services we
commission. However with the new Health and Care system now being fully operational
since 1st April 2013 we have undertaken a review of our processes to assess areas that we
need to develop further.

2.2

The CCG alongside other key partners including; NHS England, Public Health England, the
NHS Trust Development Authority (NTDA) and Health Education England is expected to
deliver the ambitions set out in the Health and Social Care Act 2012.3 The CCG now needs
to ensure that its local population receive safe, quality assured, timely care within the
appropriate setting.
Diagram One: The New ‘’Quality System’’ in the NHS
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Well-being
Board
Local
Authorities
Monitor
&
NTDA

Mental
Health
Services

Academic &
Health
Sciences

Community
Services

General Practice
North West
Ambulance
Service

NHS
Eastern
Cheshire
Professional
CCG
Groups

Eastern Cheshire
HealthVoice
Carer

Family
Cheshire East
Healthwatch

Patient groups

Care
Homes

Other
Hospital
Trusts

Care Quality
Commission
NHS
England
Other
CCGs

NICE
Clinical Senates

Patient
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2.3

Diagram One illustrates the new Health and Social care landscape and the collective role
of the regulators. Responsibility for quality lies in all parts of the Health and Social system
and we must collectively work together to prevent system failure and maximise the quality
of services. The National Quality Board suggests that ensuring patients receive high
quality care is an inherently complex operation. We need to have robust systems and
processes to monitor quality, manage performance and regulate the quality of care
provided to patients.

2.4

The success of a local assurance process is dependent on the values and behaviours of
staff and organisations working throughout the system. The CCG needs to embrace a
culture of open and honest cooperation where individuals and organisations are transparent
about the quality of care being provided to patients, and the whole system works
collaboratively to share information, address concerns and raise standards. The quality of
care provided to patients should never be compromised by the ambitions or management
pressures of the organisations commissioning or providing services.

2.5

Organisations need to look beyond their organisational boundaries and concerns about
their autonomy and always consider the needs of the patient first. Listening to patients and
service users’ experiences of care and their concerns is a key part of the early warning
system. However, relying on patients alone to hold the system to account, even with the
increasing information that is being made available publicly, is not sufficient. There will
always need to be symmetry of information and understanding on the part of patients
compared with others who work in, or with, the system.

2.6

In relation to quality, and quality assurance, there must be absolute clarity about the
different roles and responsibilities for quality of individuals and organisations across the
system. NHS staff and clinical teams are the first line of defence in preventing serious
failure in the NHS. However, ultimate responsibility for safeguarding quality rests with the
organisation providing care through its board or equivalent. No system can be 100%
failsafe and where a failure does occur there needs to be a system-wide response with
three key objectives:
• safeguarding patients
• ensuring the continued provision of services to the population and securing rapid
improvements to the quality of care at any provider failing to meet these objectives
• a single organisation should coordinate a response to ensure that action across the
system is swift and remains aligned and coordinated at all times

2.7

It is important that we ensure we have clarity as to where the responsibilities for quality lie
within the new health and social care architecture. We need to be clear about the nature
and place of quality in the new health system. In addition to having a clear understanding
of the distinct roles and responsibilities for quality of the different parts of the system, we
need to be explicit how the different parts of the system should work together to share
information and intelligence on quality alongside ensuring an aligned and coordinated
system wide response in the event of a quality failure.
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2.8

As a CCG we will constantly strive to improve standards particularly where-ever care falls
below fundamental standards.

2.9

As a CCG we need to be assured that our overarching quality monitoring processes are
robust and in order to provide this assurance we aim to concentrate on the following
priorities:

• ensure effective monitoring and delivery of contracted quality and safety standards
(national and local)
• improve the quality of services being delivered to our population (all sectors including
Primary Care and Care Homes). This includes implementation of Commissioning for
Quality and Innovation (CQUIN) schemes
• implement the recommendations from the Francis Report and the Winterbourne View
report – reviewing current compliance with the recommendations made and identifying
any actions required
• ensure we learn from past experience including patient feedback/experience information

3.

National Reports, Guidance and Processes

3.1

The following section provides an overview of key national reports, guidance and processes
that will influence and guide the CCG around implementing and monitoring quality.
Through a detailed review of this information the CCG is able to identify the key priorities in
our development as an organisation.

3.2

The Francis Report.
3.2.1 This report is the result of a public inquiry focusing on the role of commissioning,
supervisory and regulatory bodies in the monitoring of Mid Staffordshire Foundation
NHS Trust. It follows two previous reviews into events at the Trust which uncovered
a lack of basic care in many of its wards and departments. The Francis Report
questions why these serious problems were not identified and addressed sooner.
The report criticised the Trust Board and concluded that responsibility was not
confined to the Board of the Trust alone but throughout the NHS.
‘‘It is clear that not just the Trust’s Board but the system as a whole failed in its most
essential duty – to protect patients from unacceptable risks of harm and from
unacceptable, and in some cases inhumane treatment that should never be tolerated
in any hospital’’.
Robert Francis QC Feb 2013
3.2.2 The report calls for ‘‘fundamental change’’ where patients are put first and it made
290 recommendations. The key themes focus on:
•
•
•
•
•

ensuring high standards of care provision
ensuring minimum standards always delivered
monitoring standards
addressing concerns
management of risk
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3.2.3 Table One provides a snapshot summary and comparison of the NHS changes
post/pre Francis report
Table One: Summary and comparison of NHS changes pre/post Francis
Pre Francis

Post Francis

Passive
Reliant on provider self-declarations

Proactive – looking for signs of concern
Independent triangulations which tests
provider’s self-declaration
Patient experience key to quality
assurance
A range of levers for CCGs to intervene
and ensure improvement

Little patient involvement.
Few effective levers to create change

3.2.4 More detail on the key themes and key recommendations for Commissioners from
the Francis Report alongside a current position review are detailed within Appendix
One.

3.3

The Winterbourne Review.
3.3.1 The Winterbourne View was a private hospital which opened in December 2006 and
was run by Castlebeck Care Ltd, with the aim of providing residential assessment,
treatment and rehabilitation care for adults with learning disabilities and autism.
Most patients were detained under the provision of the 1983 Mental Health Act. The
hospital consisted of two 12 bedded wards. The hospital was generally compliant
with Care Quality Commission (CQC) standards.
3.3.2 Concerns about care first came to light in 2008 following incidents of untrained staff
restraining patients and a lack of patient advocacy or professional challenge.
Following CQC inspections, wider concerns about the treatment of people with
challenging behaviour were highlighted. This included too many people receiving
sub-optimal care, poor service design, failure of commissioners to commission best
practice, failure of providers to transform services in line with best practice and a
failure to develop local services and expertise to develop a person centred multiprofessional approach. In summary, generic concerns fell in to three categories:
• inappropriate placements
• inappropriate care models
• poor standards of care
3.3.3 On paper the policies, operational practice and procedures at Castlebeck Ltd were
impressive. This gave the impression of a robust governance structure. However,
lack of leadership, training and professionalism allowed systematic abuse and
neglect of vulnerable adults to flourish and become the norm. Numerous agencies
failed to recognise the extent of this abuse. When the extent of the abuse was
highlighted by a whistle blower, the inter-organisational response was ineffective.
Other intelligence relating to care at the hospital was not utilised to give an over-all
picture of quality and safety, including:
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• concerns about care were raised by patients themselves, their families and carers,
and the staff employed at Winterbourne View. These concerns were not taken
seriously or acted upon
• the CQC failed to follow up on concerns from 2008, assessed the hospital as
compliant with their essential standards and failed to contact the whistle-blower
• commissioners were commissioning the incorrect service, out of line with national
standards. They failed to ensure good value for money or assure themselves of
the quality of care commissioned. Even though the hospital was not meeting its
contractual requirements, commissioners continued to place people there
3.3.4 Whilst the CCG, via relationships with Cheshire East Council (CEC) NHS South
Cheshire CCG and Cheshire and Merseyside Commissioning Support Unit (CMCSU)
is complying with the requirements as set out in the Department of Health (DOH)
Winterbourne recommendations, we need to develop our knowledge and processes
to provide greater assurance to the Governing Body of NHS Eastern Cheshire CCG.
This is being achieved by:
• being an active participant in the Cheshire East joint stocktake and action plan
developed across health and social care
• improved understanding of and development of closer relationships with external
bodies who can offer help and support in the monitoring of quality. Appendix
Two outlines the external bodies and a description of their roles

3.4

NHS Safety Thermometer
3.4.1 The NHS Safety Thermometer was developed as a point of care survey instrument,
that provides a ‘Temperature Check’ on harm that can be used alongside other
measures of harm to measure local and system progress.
3.4.2 The data from the NHS Safety Thermometer is powerful because it allows, over time
the establishment of a baseline against which improvements can be tracked. This
forms part of a national CQUIN which will reward organisations for innovation that
improves quality of services.

3.5

Friends and Family Test
3.5.1 The Friends and Family Test (FFT) aims to provide a simple headline metric which,
when combined with follow-up questions, can drive a culture change of continuous
recognition of good practice and potential improvements in the quality of the care
received by NHS patients and service users.
3.5.2 From April 2013, all patients are being asked a simple question (below) to identify if
they would recommend a particular A&E department or ward to their friends and
family and to answer on a scale of extremely likely to extremely unlikely.
“How likely are you to recommend our <ward/A&E department> to friends and family
if they needed similar care or treatment?”
3.5.3

FFT is intended to be a quick, consistent, standardised patient experience indicator

which will provide organisations, employees and the public with a simple, easily
understandable headline metric, based on near real-time experience. The results of
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the FFT will be used to improve the experience of patients by providing timely
feedback alongside other sources of patient feedback. It will also highlight priority
areas for action and aims to drive a culture change of continuous recognition of good
practice and potential improvements in the quality of the care received by NHS
patients and service users.
3.5.4 The FFT is to be rolled out to Maternity Units in October 2013 and early adopter sites
are currently being sought.
3.5.5 Consideration does however need to be given to the limited nature of this test as
some groups will be disadvantaged in its application i.e. patients with mental illness,
learning disabilities. The CCG can develop local processes to capture a wider set of
patient views.

3.6

Commissioning Quality and Innovation (CQUIN)
3.6.1 There is a range of national and local schemes designed to improve quality of
services. In 2013-14 the CCG has attempted to align its CQUIN schemes across
providers in order to ensure the system as a whole focuses on our key priorities.

3.7

Everyone Counts: Planning for Patients 2013/14
3.7.1 Everyone Counts: Planning for Patients 2013/144 (previously known as the
Operating Framework) outlines the incentives and levers that will be used to improve
services from April 2013. It sets out the outcomes contained within the NHS
Outcomes Framework5 that the CCG will be measured against.
3.7.2 As progress against the outcomes will be judged in the longer term, quarterly
assessments will be undertaken on a smaller subset of indicators which are more
frequently available and which directly link to the CCG Quality Premium criteria.6

3.8

The Six C’s
3.8.1 The Six C’s7 is a vision that aims to embed six core values in all nursing, midwifery
and care-giving settings throughout the NHS and social care to improve care for
patients. The Six C’s are:
• care
• compassion
• courage
• communication
• competence
• commitment
3.8.2 The Department of Health:
• plans to give cash incentives to health education organisations, such as
universities and Health Education England, to include the Six C’s in the curriculum
from September 2013
• aims to ensure everyone who wants to be a nurse, midwife or care-giver passes a
values test based on the Six C’s
• aims to introduce a national programme for nursing leadership development
based on the Six C’s
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• aims to introduce a national accreditation scheme, like Michelin stars, that will
show which hospital wards and care teams are best at caring for patients and
displaying the Six C’s

3.9

NHS Quality Standards
3.9.1 The NHS Constitution8 contains a number of core standards which both NHS
England and CCGs have a legal duty to have regards to, and to promote.
3.9.2 The aim of the NHS Constitution is to safeguard the enduring principles and values
of the NHS. It sets out clear expectations about the behaviours expected of both
staff and patients. It is intended to empower the public, patients and staff by setting
out the existing legal rights and pledges. By knowing and exercising their rights, the
public, patients and staff can help the NHS improve the care it provides.
3.9.3 In April 2013 the NHS Constitution was further updated in relation to a number of key
areas such as patient involvement, feedback, and duty of candour, end of life care,
integrated care, complaints, patient information, staff rights, responsibilities,
commitments plus dignity, respect and compassion.
3.9.4 There is an expectation for CCG’s to be ambitious in delivering the NHS Constitution
standards. To give assurance that patient’s rights are in place, we need to ensure
providers who we commission services from deliver to these standards within the
thresholds set out in the technical guidance of Everyone Counts: Planning for
Patients 2013/14 and as required by the NHS Standard Contract.9 This does not
come without significant financial and capacity risk to the CCG.

3.10

Provider Quality Accounts
3.10.1 Quality Accounts are provider organisation’s annual report describing the quality of
services they provide. The aim is to enhance public accountability by listening to,
and involving, the public, partner agencies and most importantly, acting on feedback
received by the Trust. The account presents a Trust’s priorities and shows the
organisations improvements to quality during the year.
3.10.2 Locally our two main providers East Cheshire NHS Trust (ECT) and Cheshire and
Wirral Partnership NHS Foundation Trust (CWP) have quality accounts in place.
The CCG reviews and provides commentary on their quality accounts. This includes
a review of previous performance and consideration around the future focus for the
next year. The full quality accounts can be found on the provider websites.
3.10.3 Within the CWP quality account10 the CCG supported the introduction by CWP of a
Quality and Safety Dashboard and proposes working with CWP during the next year
to overcome obstacles preventing full implementation of NICE guidance. There is
recognition of the national and local audits undertaken and the implementation of the
action plans to address issues to improve patient care.

3.10.4 The CCG has requested of CWP an increased focus in the following areas:
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•
•
•
•
•

falls prevention
improvements in the physical health of patients
evidencing reduced medication errors
staff survey outcomes evidence
additional narrative around transforming care following the Winterbourne view
inquiry

3.10.5 Within the ECT quality account11 the CCG noted that it is an accurate reflection of
ECT’s quality position and acknowledged the continued work to improve safety and
patient experience performance. The priorities identified for 2013-14 were noted as
consistent with those of the CCG and it was noted that ECT has committed, through
CQUIN schemes, to also focus on:
• alcohol brief interventions
• end of life care
• effective use of inhalers for patients with respiratory conditions
3.10.6 Improvements are required within Advancing Quality (Heart Failure), the number of
patients whose operation is cancelled, dementia screening, and to meet the higher
(95%) target for Venous Thromboembolism during 2013-14. The CCG also noted
that following the CQC assessment of ECT (February 2013) it is looking forward to
seeing the full implementation of an improvement plan to address the non-compliant
areas. The CCG also noted the positive impact of the actions taken to address the
higher than expected levels of Clostridium Difficile, the on-going improvements within
MRSA and the achievement of zero Never Events or mixed sex accommodation
breaches during the year.
3.10.7 The CCG commentary also highlights the four hour A&E target performance with
subsequent failure of the annual 95% target and the requirement of local health
economy planning to improve performance next winter. It also acknowledges the
impact of the A&E pressures on the 18 week target.
3.10.8 Following the results of the national and local patient surveys the CCG welcomed
the focus on improvement areas and improving communication with patients during
their treatment. The CCG also recognises the need to work with ECT to ensure
learning from patient safety incidents, staff views and the views of other
professionals who come into contact with ECT.
3.11

The National Quality Board
3.11.1 The National Quality Board has produced the report ‘Quality in the New Health
System Maintaining and Improving Quality from April 2013.12 The key
recommendations from the report as recommended by Sir David Nicolson are:
• quality is systemic. It is not the responsibility of any one part of the system.
Rather, it is a collective endeavour, requiring collective effort and collaboration at
every level of the system
• there must be clarity and understanding as to the distinct roles and responsibilities
in relation to quality across the system
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• the first line of defence is frontline professionals, both clinical and managerial, who
deal directly with patients and carers and are responsible for their own
professional conduct and competence and for the quality of the care that they
provide
• the second line of defence is the boards and senior leaders of health and care
providers responsible for ensuring the quality of care delivered by their
organisations. They are ultimately accountable when things go wrong and for the
care provided by their organisation
• the third line of defence is the structures and systems that are responsible for
assuring the public about the quality of care. However, the distinct roles and
responsibilities of different parts of the system mean that it is essential that there
are robust processes in place to ensure that information and intelligence about
quality is shared proactively
3.11.2 To strengthen this, Quality Surveillance Groups will bring together commissioners,
regulators and other parts of the system to share information and intelligence on
quality in order to spot the early signs of problems and to take corrective and
supportive action to prevent early problems becoming more serious quality failures.

4.

Quality Assurance

4.1

The Quality Team, within the wider CCG Business Team, has been asked to develop a
process that will provide evidence to assure the CCG Leadership that we have robust
processes to ensure providers we commission from are working towards implementing the
key local/national quality requirements, including Francis recommendations and the NHS
Constitution values and principles. Significant progress has been made to ensure that
robust systems are in place to monitor the quality of health services commissioned. The
key areas of work are to do this are:
4.1.2 Quality Strategy. The CCG is currently developing a new CCG Quality Strategy and
anticipate that it will be completed by October 2013.
4.1.3 Quality Assurance Framework. The CCG is currently developing our processes to
comply with the CCG Assurance Framework 2013/1413 and have been discussing
the practical implementation of this with the Cheshire, Warrington & Wirral Area
Team of NHS England and working with the CMCSU Business Intelligence team to
develop this area further.
4.1.4 Quality Assurance Matrix. The Quality Team have developed an evidence matrix
to provide a level of assurance, baseline position and to identify any opportunities or
gaps within the current system. The evidence was drawn from a number of sources
including, what was available in-house, featured on the NHS Choices and the CQC
website. Alongside this, discussions with representatives from CMCSU and NHS
England were also undertaken. The Quality Team then reviewed the evidence
available and self-assessed the data into three areas:
• Red - gap in evidence and quality intelligence
• Amber - some evidence available but more work require
• Green - evidence and quality intelligence available and monitored
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4.1.5 Self-assessment. Chart One (below) presents the CCG self- assessment position
and shows some clear areas for more detailed work. In particular Learning
Disabilities providers are a clear area that requires much more in depth work to
develop our processes on the Quality Assurance indicator described in Chart One. It
is also worth noting that the Dashboards have been described as amber but this
position will change to green quite quickly as the Dashboards are currently close to
completion.
4.1.6 Sources of Assurance. The CCG will continue to monitor and use both locally
developed and external sources of information so as to be assured of the quality of
the services that it commissions. The sources of information are described in further
detail in Appendix Three.
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Chart One CCG Self- assessment Position
Quality Assurance Indicators by
Provider

East Cheshire NHS
Spire Regency
Trust inc
Hospital
Community

East Cheshire
Hospice

North West
Other Hospital
Amb
trusts
Service

CWP Mental
Health Service

Care Homes

Learning
Disabilities

GPs

Small Community
& Third Sector
Providers

Quality Dashboard in place
Quality Review Meetings
Patient Experience Learning
Do we have Inc Incidents, Complaints,
PALs data to identify trends and
implement learning
L. A
Professional Concerns Process in place
Staff Survey
CCG holds NHS standard contract in
place mandating compliance with NHS
constitution, duty of candour

CHC
only

Staffing indicators (satisfaction,
absence, agency rates, turnover,
training compliance, mandatory
training etc)

Drug & Medical Device Alerts process
in place, Patient Safety alerts,
Repeated never events, Serious
Untoward Information (SUI) reports &
Unexpected Deaths reported and
monitored

Implementation of Safety Initiatives Pressure Sore, Falls, UTIs VTEs rates
monitored
CHC
only

N/A
Healthcare acquired infections (MRSA
Infection, Cdifficile)

N/A

Assuring good care standards e.g the
‘6Cs’: care, compassion, competence,
communication, courage and
commitment
Waiting times e.g. 18 wks, 52wks,
A&E 4 hr., 12hr trolley wait,
Ambulance 8 min target and Cancer
waiting times
Benchmarking Data

CHC
only

N/A

If
applicable

N/A

Reliant on CQC - need to develop better links

N/A
N/A
N/A
Benchmarking indicators to be developed in NECTO

NHS
England

Unplanned readmission rates
monitored

N/A

N/A

N/A

N/A

7day
follow up

Develop
with CSU

NA

Mortality rates monitored

N/A

CSU
Monitoring

NHS
England

NA

Service Specifications agreed

Responsibility for Adult and Children's
safeguarding clear
Nice Compliance

N/A

N/A

CQUIN Scheme in place

N/A

If CHC

Audit Programme including
unannounced Schedule of Visits in
place

N/A

N/A
NHS
England

Has CCG assigned resource dedicated
to contract
If CHC

NHS
England

Participation in Clinical Research
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5.

Quality Team Resource in Place

5.1

The CCG has a small quality team with a number of vacancies and this has proven
challenging for the team. Recruitment is currently underway and it is anticipated that a fully
experienced quality team will be in place by September 2013. This team will ensure that
the current systems are improved and the recommendations made within this document
taken forward.

5.2

The Quality Team structure is outlined below in Diagram Two
Diagram Two

Quality Team structure for NHS Eastern Cheshire Clinical
Commissioning Group

5.3

Within the current team the CCG has an experienced Information Analyst who has already
strengthened our local intelligence by drilling down into key quality areas such as the Staff
Survey and mortality data. It is envisaged that this in depth analysis will be developed
further, so that we will have a wealth of hard and soft data intelligence to ensure robust
triangulation of our providers and to strengthen our quality assurance. The CCG is also
developing new robust monitoring processes with CMCSU through a new Business
Intelligence Portal.

5.4

The CCG also has a designated GP Quality Lead who attends the ECT Quality Meeting,
chairs the CCG Serious Untoward Incidents (SUI) and Complaints meetings and the Quality
and Performance Committee, also having Governing Body commitments and regular
involvement within the Quality Team. A risk that has been identified is that the CCG is
heavily reliant on this one GP and his available capacity is stretched. Currently there is no
natural Deputy in place or succession planning considered should he be unable to continue
within this role.
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6.

Monitoring Process in Place

6.1

NHS Eastern Cheshire CCG monitors and manages performance through the following

assurance framework. The flow diagram in Appendix Four describes the reporting
mechanisms and provides a Quality monitoring overview.
6.2

There is a close monitoring relationship in place with the CCGs larger local providers, with
established regular formal Clinical Quality review meetings attended by representatives
from the Business Team and the Lead GP for Quality. This includes a similar process in
place for CWP although this is contractually led by NHS Vale Royal CCG. Similar
arrangements exist for our other main providers.

6.3

The Commissioners are currently notified about provider performance issues, complaints,
primary care raised concerns, never events and serious untoward incidents (including
safeguarding and medicines). These issues are then investigated and an improvement
action plan or investigation report produced. The complaints, concerns or incidents are
considered at either the SUI or Complaints/Concerns meetings prior to being considered at
the Clinical Quality and Performance committee or the Provider Review meetings and
ultimately the CCG Governing Body. Alongside the series of quality monitoring and
reporting a representative from the CCG attends the Cheshire Warrington & Wirral Local
Quality Leads and Local Quality Surveillance groups adding additional assurance and
triangulation of information with wider commissioner and regulatory groups and
organisations.

6.3

Links with the local Coroner are not yet formally established and the intention is for the
CCG to improve the communication processes with the local Coroner’s office, CQC, NTDA
and Monitor.

6.4

CMCSU in collaboration with the CCG is currently developing a more robust and extensive
dashboard for our local providers phased to include:
• Third sector and small providers;
• CHC/FNC/LD services that the CSU manages on our behalf

6.5

The Coordinating Commissioners CCGs lead the contracting process for out-of-area trusts
such as Stockport NHS Foundation Trust and North West Ambulance Service (NWAS).
The Specialist Commissioning Team has delegated responsibility for commissioning
specialised and secure services. Quality schedules in provider contracts 2013/14 include
Francis compliant measures. The provider quality schedules are monitored monthly through
the Clinical Quality Team.

6.6

The CCG does not currently carry out any targeted or unscheduled visits to providers. A
review of this position will strengthen and improve the current assurance position.
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7.

The CCG quality Improvement Programme

7.1

This quality assurance review is intrinsically linked to the local improving the quality of
services programme. During 2013-14 planning process the CCG identified a set of
priorities as outlined below:
• review and enhance assurance processes to measure, monitor and improve the quality
of commissioned services
• seek assurance that the overarching quality monitoring processes are robust in order
that the key national/local quality and performance requirements, these include;
delivery of Patient Safety Standards, the NHS Constitutional Rights, Outcomes
Framework Measures, and Quality Premium Standards
• improve the management of serious incidents, complaints, concerns, ensuring effective
monitoring and delivery of contracted quality standards (national and local). This includes
the implementation of new initiatives e.g. Friends and Family
• improve the quality of services being delivered to our population (all sectors including
Primary Care and Care Homes). This includes implementation of CQUIN schemes
• learn from the Francis Report recommendations
• ensure our population can access best practice cancer care
• management of stable coeliac patients within Primary Care
• using the National Safety Thermometer, develop and implement improvement plans to
reduce falls and pressure sores
• reduce health care associated infection rates
• ensure the Friends and Family Test is effectively implemented by our providers
• safe Prescribing of Medicines in Primary Care

7.2

The outputs and actions from this review will continue to be linked to this programme of work
and ultimately achievement of the CCG 2013-14 Annual Plan.

8.

Recommendations

8.1

The Governing Body is requested to:
• consider this report, the Francis Report summary, progress on the Winterbourne actions
and recommendations set out within the document.
• endorse the proposed areas for development described within the high level action plan
in Appendix Five
• provide any additional comments that need to be incorporated in the action plan

Author Name and Job
Title

Julia Curtis
Interim Quality Lead

Date

17 July 2013

Contact details (phone
and email address)

07958794686
julia.curtis2@nhs.net
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Glossary
•

Clinical Commissioning Group (CCG) - are groups of GPs that, from April 2013, will be
responsible for planning and designing local health services in England. They will do this by
'commissioning' or buying health and care services.

•

Cheshire and Merseyside Commissioning Support Unit (CMCSU) -

•

Care Quality Commission (CQC) - The independent regulator of all health and social care
services in England

•

Commissioning for Quality and Innovation (CQUIN) - NHS CSUs are currently being
designed to offer an efficient, locally-sensitive and customer-focused service to CCGs.

•

Clostridium Difficile - A clostridium difficile infection (CDI) is a type of bacterial infection
that can affect the digestive system. It most commonly affects people who are staying in
hospital.

•

Department of Health – It the overall lead organisation within the NHS that agrees the
shape and fund health and care in England, making sure people have the support, care and
treatment they need, with the compassion, respect and dignity they deserve.

•

Health Education England – (HEE) is the new national leadership organisation for
education, training and workforce development in the health sector.

•

Monitor - Monitor has an on-going role in assessing NHS trusts for foundation trust status,
and for ensuring that foundation trusts are well-led, in terms of both quality and finances.

•

MRSA - Methicillin-resistant Staphylococcus aureus (MRSA) is a bacterium responsible
for several difficult-to-treat infections in humans.

•

National Quality Board - The National Quality Board (NQB) is a multi-stakeholder board
established to champion quality and ensure alignment in quality throughout the NHS

•

NHS England - NHS England is an independent body at arm’s length to the Government.
NHS England will play a key role in the Government’s vision to modernise the health
service with the key aim of securing the best possible health outcomes for patients by
prioritising them in every decision it makes.

•

NHS Safety Thermometer - The NHS Safety Thermometer provides a ‘temperature check’
on harm that can be used alongside other measures of harm to measure local and system
progress

•

National Trust Development Authority (NTDA) - has a unique opportunity to provide
leadership, support and development for those providers that remain NHS Trusts

•

Public Health England – Are the authorative national voice and expert service provider for
the national health. They operate nationwide, integrated public health service, supporting
Page 16 of 17

PAGE 53
st

NHS EC CCG Governing Body Meeting 31 July 2013

Agenda Item 2.1

people to make healthier choices and providing expertise, information and intelligence to
local public health teams based in local authorities.
•

Summary Hospital-level Mortality Indicator (SHMI) - reports mortality at trust level
across the NHS in England using standard and transparent methodology. One SHMI value
is calculated for each trust. A trust’s SHMI value is the ratio between the actual number of
patients who die following treatment at the trust and the number that would be expected to
die, on the basis of average England figures given the characteristics of the patients treated
there.

•

Risk Adjusted Mortality Index (RAMI) - it is a Risk adjusted mortality index developed

•

Hospital Standardised Mortality Ratio (HSMR) - compares the expected rate of death in
a hospital with the actual rate of death developed by Dr Foster.
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Appendix One
Key Francis Themes

Francis Key Themes
Description

Creating the right culture, putting the patient
first and standards of behaviour – openness,
transparency and candour.

The report emphasises the need to establish a shared positive safety culture throughout the whole healthcare system that prevents harm to patients, promotes
excellent care, compassion and a common culture of caring. To reinforce this, the report recommends that as leaders we should ensure open board meetings,
personally listening to complaints and openness where there is an inability to offer a service.

Monitoring Delivery of Standards and Quality

The report proposes establishing a set of integrated hierarchy standards to promote the likelihood that a service will be delivered safely and effectively.
Standards range from mandatory to a range of discretionary development standards with clear expectations of zero tolerance towards any organisation
providing services that do not comply. The standards should be evidence-based and measurable with clarity on what needs to be done to comply. They should be
subject to regular review and modification.
Fundamental standards of minimum quality and safety, where non-compliance should not be tolerated. Failures leading to death or serious harm should remain
offences for which prosecutions can be brought against organisations.
Enhanced quality standards – such standards are higher than fundamental standards. The NHS Commissioning Board together with CCGs should devise
enhanced quality standards designed to drive improvement. Failure to comply should require performance management by commissioners.
Development Standards – which set out longer term goals for providers – these would focus on improvements in effectiveness, these are implemented by
commissioners and progressive providers.

Responsibility for, and effectiveness of
healthcare standards

The report highlights the importance of simplifying the regulation regime for NHS Trusts to eradicate overlap and minimise gaps between the functions of the
different regulators. It proposes significant changes to the current division of regulatory responsibilities between Monitor and CQC with the creation of a single
regulator for all trusts. Monitor would retain its residual role as a regulator of the health economy. A coordinated collection of accurate information about the
performance of organisations must be available to providers, Commissioner, regulators and the public in real time.

Methods for measuring compliance.

Within their contracts, commissioners should require provider boards to seek and record the views and advice of clinical and nursing directors, on the impact that
any change to clinical staffing arrangements or provision of facilities will have on the fundamental standards. Monitor and NHS England should review the training
and development arrangements for Governors to ensure they have the ability to challenge and expose any deficiencies. As commissioners of services, GPs must
undertake a monitoring role on behalf of their patients. They are an independent, professionally qualified check on the quality of services. They need to have
internal systems in place enabling them to be aware of patterns of concern, and escalate these to the CQC and commissioners. Commissioners should be
required by NHS England to undertake a supportive role in providing GPs with the resources they need to fulfil their role in over-seeing complaint information.
CCGs and NHS England must have the capacity to enable proper scrutiny of services, to include audits, inspections and investigations of individual cases or
groups of cases. Direct observation of practice, contact with patients and families, contact with front line staff and examination of cases; rather than a reliance on
policies, questionnaires and data; is an invaluable and powerful method of assessing quality and safety of care. Information, available in as near real time as
possible, should be available to the public, commissioners, providers and regulators. This should include statistics and outcome measures, but in addition should
also include other safety related information derived from investigations, complaints and incidents. Commissioners must monitor every contract on a continual
basis for quality. They must also undertake their own independent audits, inspections and investigations. Compliance with both fundamental and enhanced
standards should be assessed Commissioners should apply safety and quality standards in respect of each service it commissions. This should include a method
of measuring compliance and redress if compliance is not met. Quality of care and patient safety metrics need to be established so that poor performance can be
identified. NHS England should ensure the development of such metrics and retain over-sight. All standards require regular review.
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Key Francis Themes

Description

Redress for non-compliance of standards.

If the fundamental standards are not being met, the CQC and commissioner must both be aware and take appropriate action. Complaints relating to any possible
breach of fundamental standards and also serious complaints should be accessible to the CQC and relevant commissioners, health scrutiny committees,
community and local health watch. If fundamental or enhanced standards are not being provided, commissioners should be able to stop the provision of the
service being supplied or request that it is done differently, or by different people. Both commissioners and the CQC require contingency plans for such
eventualities.

Selecting Indicators and the means for
measuring compliance, commissioners must
closely engage with patients to ensure their
expectations and concerns are addressed.

The report concludes that the standard of representation of patients and public concerns declined since the abolition of Community Health Councils. It suggests
that patients and public involvement forums and local networks failed to offer a route through which patients and members of the public could link into health
services and hold them properly to account. It makes several recommendations in relation to how this should be addressed moving forward.

Commissioners must have the capacity to
monitor the performance of every
commissioning contract on a continuing basis
and must require the provider to provide
quality information.

The procession of accurate, relevant and useable information from which the safety and quality of a service can be ascertained is the vital key to effective
commissioning. This includes
1. Effective real-time information on the performance of each of the providers services against fundamental quality standards.
2. Effective real time information on the performance of the provider’s consultants and specialist teams re mortality, morbidity, outcome and patient satisfaction.
3. The need to monitor the performance of every commissioning contract on a continuing basis during the contract.
5. Ensure proper scrutiny of commissioned provider services, based on sound commissioning contracts, whilst ensuring providers remain responsible and
accountable for the services they provide.
5. Robust scrutiny of action plans submitted by providers.

Commissioners must have the capacity to
undertake their own or independent audits,
inspections and investigations.

As part of commissioning services the CCGs has a duty to ensure that the services provided to patients by these services are safe, produce appropriate clinical
outcomes and are valued by patients.

Commissioners should be entitled to intervene Commissioners should require access to all complaints information as and when complaints are made, and should receive complaints and their outcomes on as
in the management of a complaint on behalf of near a real-time basis as possible.
a patient where it appears it is not managed
satisfactorily.
Commissioners should be accountable to the Lay presence on the CCG Governing Body &, transparency in decision-making processes will help to ensuring that CCGs develop a recognisable identity
public for the scope and quality of the services serving as a familiar point of reference for the community are correctly identified as potential means to achieve this. This includes the use of other existing
they commission and fully involve and engage systems through which the CCGs engages with local people e.g. Health Watch.
the public in their work.

Commissioners should have powers of
intervention when substandard or unsafe
services are being provided.

Commissioners should intervene where substandard or unsafe services are being provided, including requiring the substitution of staff or other measures
necessary to protect patients from harm. These powers should align and compliment the role /action of regulators acting jointly where needed. One method of
action may be through the issuing of performance notices.
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PAGE 57

Key Francis Themes

Description

Leadership

This includes development of a training system to administer accreditation, provide common professional training on leadership, promote and research best
leadership practice. A code of ethics will also be produced and will be enforced by employers. Serious non-compliance disqualification will be applied for board
directors and managers in future positions.

Caring for Older People

The report suggests that ‘‘the true measure of NHS’s effectiveness in delivering hospital care can be found in how well older adults are looked after’’. The
recommendations include role of senior clinician, named nurses, the importance of team working, regular ward rounds, private areas for patients/families, and
appropriate discharges are well planned/timed.

Information

The report emphasises the positive role that information has in highlighting inadequate performance, accountability, informing the public and supporting patient
choice. This includes coordinated collection of accurate information about the performance of organisations and available to providers, commissioners and public
in real time. Francis advocates an integrated system with common information practices, whilst acknowledging the Government’s information strategy ‘‘appears to
contain most if not all’’ of his suggested elements.

Medical Training, education, professional
regulation and fitness to practice.

The report makes a number of work related recommendations, including those related to medical training and education and professional regulation of fitness to
practice, can be found on the NHS Employers website.

Boards

The report suggests that Boards need to be recognisable public bodies visibly acting on behalf of the public they serve. This includes a membership system, lay
members, consultation with patients, patient and public survey, public board meetings and a recognisable local identity. All commissioning organisations should be
required to have one executive director who is a registered nurse and should be encouraged to consider recruiting nurses as non-executive directors.

Openness, Transparency & Candor.

There is a recommendation for a duty of candour to be placed in the NHS constitution, obliging hospitals to be "honest, open and truthful" making it a statutory duty
on all Directors of Healthcare Organisations to be truthful in any information given to a regulator or the Commissioner. The report concludes that ‘‘insufficient
openness, transparency and candour lead to delays in victims learning the truth, obstruct the learning process, deter disclosure of information about concerns, and
cause regulation and commissioning to be undertaken on inaccurate information and understanding’’.

Nursing

The report recommends that Commissioners require training & Continuous professional development (CPD) for nurses and this includes leadership training at
every level. All healthcare providers and commissioning organisations should be required to have at least one executive director who is a registered nurse. The
report recommends that provider boards need to record the advice of nursing staff on the impact on quality of any major change to nurse staffing levels and use
uniforms & labels to distinguish between healthcare support workers & registered nurses. It also recommends the introduction of a code of conduct and minimum
training standards for Healthcare assistants. The report recognised the high quality, committed and compassionate nursing carried out in day out, often with
inadequate recognition. However it also noted that the nursing issues highlighted are not confined to Stafford alone but also found around the country. We
therefore need as a priority to reverse the ‘‘scandalous decline in standards.’’ The report focuses on the culture of caring requiring more focus on delivering
compassionate care at the point of recruitment, in training and through annual appraisal.
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Standards Column1
Column2
Accountability for implementation of the recommendations

East Cheshire CCG current Position

1

Implementing the recommendations (Rec No 1) It is recommended that all commissioning, service provision regulatory and ancillary organisations in healthcare should
consider the findings and recommendations of this report and decide how to apply them to their own work. Each such
organisation should announce at the earliest practicable time its decision on the extent to which it accepts the
recommendations and what it intends to do to implement those accepted, and thereafter on a regular basis but not less than
once a year publish in a report information regarding its progress in relation to its planned actions.

2

Implementing the recommendations (Rec No 2) The NHS and all who work for it must adopt and demonstrate a shared culture in which the patient is the priority in everything Principles form part of the safeguarding policy on website. Annual report highlights progress to date.
done. This requires a common set of core values and standards shared throughout the system; Leadership at all levels form
ward to the DOH, committed to and capable of involving all staff with those values and standards; A system which recognises
and applies the values of transparency honesty and candour; Freely available, useful, reliable, and full information on
attainment of the values and standards; A tool or methodology such as cultural barometer to measure the cultural health of all
parts of the system.

At the April 2013 ECCCG Board mtg it was agreed to add a statement of acceptance of the Francis report
recommendations onto the website. ECCCG have a planned process to consider the implications of the Francis report
through the Annual Report and the Quality Improvement Programme.

Putting the patient first.
3

Clarity of Values and principles. (Rec No 3, 4,
5,7, & 8)

The NHS constitution should be the first reference point for all NHS patients and staff and should set out the system's
common values, as well as the retrospective rights, legitimate expectations and obligations of patients. The core values
expressed in NHS constitution should be given priority of place and the overriding value should be that patients are put first
and everything done by the NHS and everyone associated with it should be informed by this ethos. In reaching out to
patients, consideration should be given to including expectations in the NHS constitution that staff put patient's before
themselves, they do everything in their power to protect patients from avoidable harm, they will be honest and open with
patients regardless of the consequences for themselves, where they are unable to provide the assistance a patient needs,
they will direct then it possible to those who can do so, they will apply the NHS values in all their work. All NHS staff should be
required to enter into an express commitment to abide by the NHS values and the Constitution, both of which should be
incorporated into the contracts of employment. Contractors providing outsourced services should also be required to abide by
these requirements and to ensure that staff employed by them for these purposes do so as well. These requirements could be
included in the terms on which providers are commissioned to provide services.

The NHS Standard Contract 2013/14 – key quality changes include
The Contract reflects the new organisations, structures and regulatory requirements - More specifically the Service
Specification template has been updated to reflect a greater focus on outcomes rather than processes
Quality Requirements are now divided into three sections:
Operational Standards (which are derived from NHS Constitution rights and pledges); National Quality Requirements
(which are requirements set through the Planning Framework), and Local Quality Requirements (for local determination).
We have a link to the NHS Constitution on the CCG Website.
Elements of constitution are embedded within Safeguarding policy. This is also for the Local Authority that most providers
have adopted for their use.

Responsibility for, and effectiveness of, healthcare standards
4

Responsibility for setting standards. (Rec No 17) The NHS commissioning board together with clinical commissioning groups should devise enhanced quality standards
designed to drive improvements in the health service. Failure to comply with such standard should be a matter for
performance management by commissioners rather than the regulator, although the latter should be charged with enforcing
the provision by providers of accurate information about compliance to the public.

We have agreed local CEQUINS with our main providers including GPs and monitor enhanced quality standards.
The NHS Standard Contract 2013/14 – key quality changes include
The Contract reflects the new organisations, structures and regulatory requirements. More specifically: Quality
Requirements are now divided into three sections: Operational Standards (which are derived from NHS Constitution
rights and pledges); National Quality Requirements (which are requirements set through the Planning Framework), and
Local Quality Requirements (for local determination). Simplification of the CQUIN process and reflection of 2013/14
guidance
Within safeguarding quality papers are shared either monthly or quarterly and the designated Nurse attends a monthly
safeguarding contracts meeting (that includes the Local Authority) to review all quality visits undertaken by provider
services.

Responsibility for, and effectiveness of, healthcare standards
5

Learning and information from complaints (Rec Subject to anonymisation, a summary of each upheld complaint relating to patient care, in terms agreed with the complainant,
no 118, 120)
and the trust's response should be published on its website. In any case where the complainant or, if different, the patient,
refuses to agree, or some other reason publication of an upheld, clinically related complaint is not possible, the summary
should be shared confidentially with the commissioner and Care Quality Commission. Commissioners should require access to
all complaints information as and when complaints are made, and should receive complaints and their outcomes on as near as
real time basis as possible. This means commissioners should be required by the NHS commissioning board to undertake the
support and oversight role of GPs in this area, and be given the resources to do so.

The CCG have commissioned the CSU to provide the local Complaints process. The Datix system is currently in place at
East Cheshire NHS Trust and is in the process of roll out to all GP practices. In the future once fully rolled out, GPs will be
able to use the DATIX system to report concern or dissatisfaction with care at any provider even if the patient is unwilling
/ refuses to make a complaint themselves for whatever reason. We are currently expanding the use and application of
Datrix so that we have real time access to complaints and their outcomes. This will assist in the identification of trends
and themes including
- collation of individual complaints to GP Practices
- triangulation of feedback to GPs with CCG and provider complaints information.
- follow up to ensure improvement and learning taken place.
- direct intervention if complaint management is deemed necessary.
In relation to Nursing & Residential Homes the Local Authority undertake the initial investigation re safeguarding . The
multi agency safeguarding hub centralises all the referrals and key leads from the Health/Police/Fire/LA. All have the
opportunity to share their organisations concerns and collaborate intelligence.
The Designated Nurse has also been undertaking all GP awareness training.
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Standards Column1
Commissioning for standards

Column2

East Cheshire CCG current Position

6

Responsibility for monitoring delivery of
standards and quality (Rec No 123)

GPs need to undertake a monitoring role on behalf of their patients who receive acute hospital and other specialist services.
They should be an independent, professionally qualified check on the quality of service, in particular in relation to an
assessment of outcomes. They need to have internal systems enabling them to be aware of patterns of concern, so that they
do not merely treat each case on its individual merits. They have a responsibility to all their patients to keep themselves
informed of the standard of service available at various providers in order to make patients’ choice reality. A GP’s duty to a
patient does not end on referral to hospital, but is a continuing relationship. They will need to take this continuing partnership
with their patients seriously if they are to be successful commissioners.

The CCG has put a structure in place to actively engage with GPs and their patients on a continuous basis. This builds on
structures that the CCG has had in place previously.
Alongside the opportunity that each GP has to gather feedback with each consultation this system allows patients and
GPs to come together on a regular basis and discuss experience and concerns with care.
The CCG’s Clinical Quality and Performance Committee, has overall responsibility for and oversight of clinical quality
issues; it also has a role to report areas of serious risk or concern to the Governance Committee, and both bodies report
directly to the CCG Board.
We facilitate contact review and service quality meetings with our main local acute provider East Cheshire NHS Trust, and
we have an internal group that is responsible for the clinical review and sign off of all serious incidents (SUIs). We have
lead GP who has a strategic lead for quality.
Letters to GPs have commenced so they are aware of any poor performing homes that they are attached to.

7

Duty to require and monitor delivery of
fundamental standards (Rec No 124)

The commissioner is entitled to and should, wherever it is possible to do so, apply a fundamental safety and quality standard
in respect of each item of service it is commissioning. In relation to each such standard, it should agree a method of measuring
compliance and redress for non‐compliance. Commissioners should consider whether it would incentivise compliance by
requiring redress for individual patients who have received sub‐ standard service to be offered by the provider. These must be
consistent with fundamental standards enforceable by the Care Quality Commission. Fundamental standards should be driven
by the interests of patients, and devised by clinicians; a bottom up approach as opposed to top-down system.

We have set out quality standards for all contracts in respect of patient experience, complaints, patient safety incidents,
serious incidents. We have a dashboard in place to monitor compliance.

The CCG has had quality standards around central areas such as patient safety, patient experience and clinical
effectiveness in contracts. We have also agreed local CQUINS with our providers .

Safeguarding Designated Nurse meets on a quarterly basis with the CQC to share key info on standard setting. Also
regular quarterly meetings are in place with Trusts where the safeguarding agenda discussed and reported.

8

Responsibility for requiring and monitoring
delivery of enhanced standards. (Rec No 125)

In addition to their duties with regard to the fundamental standards, commissioners should be enabled to promote
improvement by requiring compliance with enhanced standards or development towards higher standards. They can
incentivise such improvements either financially or by other means designed to enhance the reputation and standing of
clinicians and the organisations for which they work. The NHS Commissioning Board should be responsible for devising and
designing the enhanced standards to be incorporated into commissioning contracts or assisting local commissioners to do so.

9

Preserving corporate memory. (Rec No 126)

Need to put systems and processes in place to manage the inevitable risks that occur as a new system is established. The NHS There are structures in place currently in relation to transitional arrangements from PCTs into CCGs .
Commissioning Board and local commissioners should develop and oversee a code of practice for managing organisational
transitions, to ensure the information conveyed is both candid and comprehensive. This code should cover both transitions
between commissioners, for example as new clinical commissioning groups are formed, and guidance for commissioners on
what they should expect to see in any organisational transitions amongst their providers.

10

Resources for scrutiny (Rec No 127)

The NHS Commissioning Board and local commissioners must be provided with the infrastructure and the support necessary
to enable a proper scrutiny of its providers’ services, based on sound commissioning contracts, while ensuring providers
remain responsible and accountable for the services they provide.

11

Expert support (Rec No 128)

12

Ensuring assessment and enforcement of
fundamental standards through contracts. (Rec
No 129)

The CCG has recognised the responsibilities it has in relation to the proper scrutiny of providers and has purchased a
support package from the Commissioning Support Unit. In addition to this recognising the importance of scrutiny the CCG
have put in place a Quality and Performance Team. This team will provide added value to the scrutiny of performance and
quality within commissioned services and act as an expert resource for the CCG‐ ensuring the implementation of the
strategic vision for quality. This team is partly in place now. Scrutiny and audit forms part of the contracts and
safeguarding included within the local Authority.
Commissioners must have access to the wide range of experience and resources necessary to undertake a highly complex and The CCG has a Clinical leads with specialist skills in different specialist areas that act as part of this specialist advice such as
technical task, including specialist clinical advice and procurement expertise. When groups are too small to acquire such
the Designated Nurse. The CCG has recognised this need through the authorisation process and structured itself in a way
to ensure that it has the expert resource available in relation to the areas of commissioning that the CCG is responsible
support, they should collaborate with others to do so.
for. Some of this has been sourced through collaborative arrangements across Cheshire e.g. shared Commissioning roles
with South Cheshire and Vale Royal CCG's. We have also purchased support through the Commissioning Support Unit
and some of this specialist expertise has been kept within the CCG.
In selecting indicators and means of measuring compliance, the principal focus of commissioners should be on what is
reasonably necessary to safeguard patients and to ensure that at least fundamental safety and quality standards are
maintained. This requires close engagement with patients, past, present and potential, to ensure that their expectations and
concerns are addressed.
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The CCG has quality standards outlined within the NHS Standard contracts . Providers are asked to provide assurance
against these standards. Some of the assurances that the CCG receives are copies of internal reports, and involvement
and membership of provider’s internal governance committees. The CCG has processes in place currently using traditional
methods alongside modern media to engage with and gain feedback and input from patients and the public. This history
of patient and public engagement is well established within the CCG and mechanisms are embedded in the organisation
to ensure that all views captured are considered and fed in to each stage of the commissioning and contracting cycle.
Patient feedback is also fed back via the NHS Trusts & the Quality Monitoring meeting. This includes safeguarding issues.

Detailed Analysis of the Francis Report
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13
Relative position of commissioner and provider. Commissioners – not providers – should decide what they want to be provided. They should consider the views of clinicians,
(Rec No 130)
including those from providers, and elsewhere, on commissioning needs as they consider it appropriate. Commissioners
should also consult others, as they deem necessary including GPS and procurement expertise to improve their commissioning
arrangements. Commissioners should also consult and liaise with other commissioning bodies' as they deem necessary to
achieve the necessary expertise or commissioning to secure effective arrangements.

East Cheshire CCG current Position
The CCG’s role is to improve the health of the local population through its commissioning activity, and as a CCG has
stressed the importance of commissioning for improved outcomes. It will requires providers to deliver such outcomes and
provide services which are safe and of high quality. The CCG as a small organisation works with those providers to
develop a shared vision. The CCG recognises the strength of collaborative working with partners across the health and
social care system and works towards having a joint vision for quality outcomes and patient care. The CCG holds the
accountability and makes the final decisions on all commissioning decisions but this collaborative approach ensures all
decisions are clinically led and provide high quality and safe patient care.
Multi Agency Safeguarding Hub (MASH) working reflects this.
This recommendation gives CCGs the clear mandate to lead discussion and shape not only the provision of
services/activity but the choice in those services and standards by which they are delivered within the health economy.

14

Development of alternative sources of
provision. (Rec No 131)

Commissioners need, wherever possible, to identify and make available alternative sources of provision. This may mean that
commissioning has to be undertaken on behalf of consortia of commissioning groups to provide the negotiating weight
necessary to achieve a negotiating balance of power with providers.

In line with the National policies in relation to procurement the CCG undertakes procurement processes that are in line
with the requirements as set out by the Co‐operation and Competition Panel guidance. The CCG has collaborative
arrangements in place with other CCGs currently based on patient flow. These arrangements will continue. The CCG
recognises the importance of ensuring that any alternative providers meet the strong quality standards that are currently
in all NHS contracts and that all procurement processes are underpinned by the principles of patient choice.
This forms part of the NHS Audit Document.

15

Monitoring tools (Rec No 132)

Commissioners must have the capacity to monitor the performance of every commissioning contract on a continuing basis
during the contract period:
• Such monitoring may include requiring quality information generated by the provider.
• Commissioners must also have the capacity to undertake their own (or independent) audits, inspections, and investigations.
These should, where appropriate, include investigation of individual cases and reviews of groups of cases. Commissioners
must also have the capacity to undertake their own (or independent) audits, inspections, and investigations. These should,
where appropriate, include investigation of individual cases and reviews of groups of cases.
• The
possession of accurate, relevant, and useable information from which the safety and quality of a service can be ascertained is
the vital key to effective commissioning, as it is to effective regulation.
• Monitoring needs to embrace both compliance with the
Framework which set the strategic direction and also the operational plan in relation to how quality and performance will be
monitored, improved and reported to the governing body.
fundamental standards and with any enhanced standards adopted. In the case of the latter, they will be the only source of
monitoring, leaving the healthcare regulator to focus on fundamental standards

The CCG recognises the responsibilities it has in relation to the proper scrutiny of providers and has retained a support
package from within the CCG to support the CCG Quality team. This team will provide scrutiny of performance and quality
within commissioned services and act as an expert resource ‐ ensuring the implementation of the strategic vision for
quality.
CCG Clinical Quality Committee has the delegated authority in relation to the oversight and scrutiny of quality. This
committee reports any areas of risk or exception to the CCG Governance Committee and Board.
This area requires additional resource or consideration of partnership opportunities to ensure delivery of independent
audits, inspections and investigations. Work is still to be undertaken with the CSU team regarding quality of care within
the Contracts.

16

Role of commissioners in complaints. (Rec No
133)

Commissioners should be entitled to intervene in the management of an individual complaint on behalf of the patient where it Current legislation enables CCGs to do this currently. The CCG also receives assurances from its main providers in relation
appears to them it is not being dealt with satisfactorily, while respecting the principle that it is the provider who has primary to how they handle complaints, a summary of all complaints including a trend and theme analysis process is currently
under development through the CSU. Nursing Homes And Residential Home complaints go to the Local Authority for all
responsibility to process and respond to complaints about its services.
Safeguarding issues.

17

Role of commissioners in provision of support
for complainants. (Rec No 134)

Consideration should be given to whether commissioners should be given responsibility for commissioning patients’ advocates Complaints re GPs go directly to the Local Area Teams for investigation.
and support services for complaints against providers.

18

Public accountability of commissioner and
public engagement. (Rec No 135)

Commissioners should be accountable to their public for the scope and quality of services they commission. Acting on behalf
of the public requires full involvement and engagement.
There should be a
membership system whereby eligible members of the public can be involved in and contribute to the work of the
commissioners.
There should be lay members of the commissioner’s board.
Commissioners should create and consult with patient forums and local representative groups. Individual members of the
public (whether or not members) must have access to a consultative process so their views can be taken into
There should be regular surveys of patients and the public more generally.
Decision‐making processes should be transparent: decision‐ making bodies should hold public meetings.
Commissioners need to create and maintain a recognisable identity which becomes a familiar point of reference for the
community
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It is service users including visitors and families, who are likely to be the first to witness poor outcomes or the warning
signs that standards are slipping. The CCG is the publicly accountable body responsible for commissioning services for the
local population. In relation to the specific points within this recommendation the CCG’s current position is as follows:‐
• There is lay membership on the CCG Board, including a lay member with specific responsibility for patient and public
engagement.
The CCG consults with patient forums, and also through more specific forums as part of its service reform and redesign
activities
• Surveys of patients and the wider public take place; as well as other opportunities being taken to elicit feedback and
views.
• The CCG Board meets in public.
A full day conference was recently set up by Eastern Cheshire Local Authority - the first of its kind for Cheshire, The CCG
Lead Safeguarding Nurse assisted in running two workshops with the LA Safeguarding Coordinator to explain the work of
the MASH and how LA interlinks with multiagency services.

Detailed Analysis of the Francis Report
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19
Public accountability of commissioners. (Rec No Commissioners need to be recognisable public bodies, visibly acting on behalf of the public they serve and with a sufficient
136)
infrastructure of technical support. Effective local commissioning can only work with effective local monitoring, and that
cannot be done without knowledgeable and skilled local personnel engaging with an informed public.
20

Intervention and sanctions for substandard or
unsafe services. (Rec No 137)

Commissioners should have powers of intervention where substandard or unsafe services are being provided, including
requiring the substitution of staff or other measures necessary to protect patients from the risk of harm. In the provision of
the commissioned services, such powers should be aligned with similar powers of the regulators so that both commissioners
and regulators can act jointly, but with the proviso that either can act alone if the other declines to do so. The powers should
include the ability to order a provider to stop provision of a service.

East Cheshire CCG current Position
The CCG is the accountable commissioning body and is using both traditional methods alongside modern media to
engage with and gain feedback and input from patients and the public. There is also a well established CCG Patient and
Public Advisory Group that the Safeqaurding Designated Nurse attends.
The CCG has levers described in contracts presently that give it certain powers of intervention; guidance and legislation in
relation to safeguarding children and vulnerable adults also give CCGs such powers to intervene. These levers include
contractual breach of contract, financial penalties, commissioning from another provider and referral to regulators. The
CCG an escalation process that triggers any interventions at the appropriate time and level. These interventions can
involve measures such as service improvement plans and inspections of providers to the decommissioning of services.
The CCG has used these powers of intervention and will continue to do so when and where there have been any concerns
in relation to substandard or unsafe care.
The Local Authority also enforces measures on any homes that are not compliant. Unannounced visits also take place
within the Nursing Homes and we are looking to introduce visits within the NHS organisations.

Local Scrutiny
21

Commissioner's should have contingency plans
with regard to the protection of patients from
harm, where it is found that they are at risk
from substandard or unsafe services. (Rec No
138)

Commissioners should have contingency plans with regard to the protection of patients from harm, where it is found that they The CCG is able with smaller providers to ensure that there are contingency plans in place for provision, and to be
deployed when significant patient safety issues have been identified that are unable to be mitigated in a timely manner.
are at risk from substandard or unsafe services
This recommendation provides a challenge in relation to the provision of care by larger providers and ensuring
contingency plans are in place in relation to these; and this will be reflected in the action plan the CCG develops.
Work currently undertaken by Multi Agency Safeguarding Hub (MASH) with support of the Designated Nurse

Performance management and strategic oversight
22

The need to put patients first at all times - The
NHS Constitution. (Rec No 139)

The common values of the service must be enshrined and effectively communicated by the NHS constitution and owned and
lived by all members of the service. The NHS constitution should be those reference point for all NHS patients and staff and
should set out the systems values, and the rights, obligations and expectations of patients. Patients must be the first priority
in all that the NHS does by ensuring that, within available resources, they received effective care from caring, compassionate
and committed staff, working with a common culture and protected from avoidable harm and any deprivation of their basic
rights. The first priority for any organisation charged with responsibility for performance management of a healthcare
provider should be ensuring that fundamental patient safety and quality standards are being met. Such an organisation must
require convincing evidence to be available before accepting that such standards are being complied with.

23

Performance Managers working closely with
regulators (Rec No 140)

24

Taking responsibility for quality (Rec No 141)

Where concerns are raised that such standards are not being complied with, a performance management organisation should The CCG holds the patient at the centre of everything it does and commits to sharing pertinent information in relation to
share, wherever possible, all relevant information with the relevant regulator, including information about its judgment as to patient safety, quality and performance with relevant regulatory bodies.
The CCG will work collaboratively across the health and social care system and is linking into the new architecture of
the safety of patients of the healthcare provider.
quality monitoring that is emerging including the local and regional Quality Surveillance Groups being established by the
NCB which will include representatives from Monitor and CQC within its membership.
Smaller local Quality Safeqaurding groups are being supported by the Local Authority.
Any differences of judgement as to immediate safety concerns between a performance manager and a regulator should be
The Designated Nurse works directly with CQC when issues arise. Further more quarterly meetings are in place between
discussed between them and resolved where possible, but each should recognise its retained individual responsibility to take the CQC lead at the Local Authority and the CCG Quality Leads.
whatever action within its power is necessary in the interests of patient safety.

25

Clear lines of responsibility supported by good
information flows (Rec No 142)

For an organisation to be effective in performance management there must exist unambiguous lines of referral and
information flows, so that the performance manager is not in ignorance of the reality.
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The CCG utilises the NHS Standard Contract for contracting with the main providers. The contract describes quality
standards in respect of patient experience, complaints, patient safety and serious incidents. The NHS Standard Contract
2013/14 has had a number of key quality changes include
The Contract reflects the new organisations, structures and regulatory requirements. More specifically Quality
Requirements are now divided into three sections: Operational Standards (which are derived from NHS Constitution
rights and pledges); National Quality Requirements (which are requirements set through the Planning Framework), and
Local Quality Requirements (for local determination). There is a new formulae for calculation of sanctions in relation to
Clostridium difficile and revision of the quality requirements to reflect ‘Everyone Counts: Planning for Patients 2013/14’
The CCG has always had quality standards in contracts, against which Trusts currently provide assurances.
This forms a part of the Quality work undertaken with the Local Authority within the Multi Agency Safeguarding Hub
(MASH).

The CCG recognises its role both to assure itself of quality and safety in the services which it commissions, and also to
work with member practices and the NHS England Area Team to secure improvement in quality and safety in primary
care.
Flow charts for Safeqaurding describe the roles, and escalation procedures and help to ensure all staff have a clear
understanding of the process.

Detailed Analysis of the Francis Report
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26
Clear metrics on quality (Rec No 143)

Column2
Metrics need to be established which are relevant to the quality of care and patient safety across the service, to allow norms
to be established so that outliers or progression to poor performance can be identified and accepted as needing to be fixed.

East Cheshire CCG current Position
The CCG has always had quality standards in contracts, against which Trusts currently provide assurances.
This also forms a part of the Safeqaurding booklets to provide clear information. Within safeguarding the teams also
share information on poor performing homes

The NHS Commissioning Board should ensure the development of metrics on quality and outcomes of care for use by
commissioners in managing the performance of providers, and retain oversight of these through its regional offices, if
appropriate.

The CCG recognises that to achieve this recommendation it will need to work closely with the NHS England Area Team.

Restrictive Contractual Clauses (Rec No 179)

"Gagging clauses" all non disparagement clauses should be prohibited in the policies and contracts at all healthcare
organisations, regulators and commissioners, in so far as they seek, or appear, to limit the bona fide disclosure in relation to
public interest issues are patient safety and care.

We may need to make this more explicit within the Safegaurding policy however there is a clear section on information
sharing.

29

Recruitment for values and commitment (Rec
No 191)

Healthcare employers recruiting nursing staff, whether qualified for unqualified, should assess candidate's values, attitudes
and behaviours towards the well being of patients and their basic care needs, and care providers should be required to do so
by commissioning and regulatory requirements.

With in Care Homes the Local Authority give guidance to home managers on recruitment.
Safeguarding training for GPs to be taken up by the Local Area teams as currently this is undertaken by the Designated
Nurse to meet the requirements of CQC.

30

Nurse Leadership (Rec No 197)

Training and continued professional development for nurses should include leadership training at every level from student to
director. A resource for nurse leadership training should be made available for all NHS health care provider organisations that
should be required under commissioning arrangements by those buying healthcare services to arrange such training for
appropriate staff.

Safe-guarding for GPs to be undertaken by Local Area Teams as currently this is undertaken by the Designated Nurse to
meet the requirements of CQC.

31

Strengthening the nursing professional voice.
(Rec No 204/205)

All health care providers and commissioning organisations should be required to have at least one executive director who is a
registered nurse and should be encouraged to consider recruiting nurses and non-executive directors. Commissioning
organisations should require the boards of provider organisations to seek and record the advice of its nursing director on the
impact on the quality of care and patient safety of any proposed major change to nurse staffing arrangements or provision
facilities, and to record whether they accepted or rejected the advice, in the latter case recording its reasons for doing so.

Eastern Cheshire CCG has a number of Nurses
- Sally Rogers (Executive Nurse)
- Lindsay Ratapana (Designated Nurse for Adults)
- Moira McGrath (Designated Nurse for Children).
All are consulted on for safeguarding and care issues.

32

Strengthening identification of healthcare
support workers and nurses. (Rec no 209)

Commissioning arrangements should require provider organisations to ensure by means of identity labels and uniforms that a Not always clear in some provider homes as companies have a different opinion.
healthcare support worker is easily distinguishable from that of a registered nurse.

Shared Training, Shared Code of ethics,
Leadership Framework, Common selection
criteria, Enforcement of standards and
accountability, A Regulator as a alternative,
Accreditation, Ensuring Common Standards of
Competence and compliance. (Rec No 214 - 221)

Accountability for everyone who provides care - individuals and organisations. This includes the creation of a Leadership
council with standardised training to potential managers and an accreditation scheme. Senior Managers and Leaders with a
code of ethics, plus the development of a fit and proper persons test with disqualification of anyone found to be in serious
non- compliance.

The following training is provided;
LSAB - Sub group training
LA - Safeqaurding training
Trust training
Training delivered by Community Nurses
Training delivered by Designated Nurses to GPs and Dentists.

34

Board Accountability (Rec No 245)

Each provider organisation should have a Board member with responsibility for information.

Lead for Information on the Governing Body is to be confirmed?

35

Compare Quality Accounts (Rec No 246)

The DOH/the NHS Commissioning Board/Regulators should ensure that provider organisations publish in their annual quality
accounts information in a common form to enable comparisons to be made between organisations, to include a minimum of
prescribed information about their compliance with fundamental and other standards, their proposals for the rectification of
any non-compliance and statistics on mortality and other outcomes. Quality accounts should be required to contain the
observations of commissioners, overview and scrutiny committees, and local Health Watch.

We do not currently comment on providers quality accounts.

27

Need for ownership of quality metrics at a
strategic level (Rec No 144)

Openness, Transparency and Candour
28

Nursing

Leadership
33

Information
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APPENDIX TWO: IMPROVED UNDERSTANDING OF THE ROLE OF
SUPPORTIVE AGENCIES
The CCG needs to develop better relationships with external bodies who can offer
help and support in the monitoring of quality. The table below outlines the external
bodies and a description of their roles:
Agency

Description

NHS England

The work of NHS England includes
§
§
§
§
§
§
§
§

Public
England

Improving patient experience
Commissioning development
Technology, systems and data
Partnerships and relationships
Direct commissioning (Primary Care, Specialist Services etc.)
Quality improvement and clinical leadership
Our governing frameworks
Patient safety

Health Public Health England works with national and local government, industry
and the NHS to protect and improve the nation's health and support
healthier choices, addressing inequalities by focusing on removing
barriers to good health. They are also an executive agency of the
Department of Health. They work on the following areas;
•

•

•

•
•

Public Health - Public health is about helping people to stay
healthy, and protecting them from threats to their health. The
government wants everyone to be able to make healthier choices,
regardless of their circumstances, and to minimise the risk and
impact of illness.
Public safety and emergencies - The government provides
funding and support for local emergency services including the
police, fire and ambulance services, and sets national standards to
make sure they are effective and consistent.
Local Government - The government is giving local councils more
power to decide how to spend public money in their areas so they
can meet local people's needs. At the same time, the government
is helping to make sure Council Tax payers get value for money by
making councils more transparent and accountable.
National Health Service - The government wants the NHS to
deliver better results, giving patients more choice and doctors and
nurses more freedom to shape services that meet patients' needs.
Science and Innovation - The government funds and supports
innovation in science, technology and engineering to help the UK's
high-tech industries to thrive.
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New Academic
Health Science
Networks

NHS England has confirmed the designation of 15 new Academic Health
Science Networks (AHSNs). AHSNs will have the potential to transform
health and healthcare by putting innovation at the heart of the NHS. This
will improve patient outcomes as well as contributing to economic growth.
AHSNs present a unique opportunity to pull together the adoption and
spread of innovation with clinical research and trials, informatics,
education, and healthcare delivery. They will develop solutions to
healthcare problems and get existing solutions spread more quickly by
building strong relationships with their regional scientific and academic
communities and industry.

Care
Quality The Care Quality Commission regulatory framework applies to services
Commission
provided by the NHS, local authorities, private companies or voluntary
(CQC)
organisations. The CQC register and license providers of care services if
they meet essential standards of quality and safety, and monitor them to
ensure they continue to meet these standards. The CQC's essential
standards set out 28 outcomes that people receiving care can expect to
experience. The commission ensures the quality and safety of care in
hospitals, dentists, ambulances, and care homes, and the care given in
people’s own homes. It is an executive non-departmental public body of
the Department of Health.
NHS
Trust The NHS TDA has a unique opportunity to provide leadership, support
Development
and development for those providers that remain NHS Trusts. They play
Authority (NHS a part in safeguarding the core values of the NHS, ensuring a fair and
TDA)
comprehensive service across the country and promoting the NHS
Constitution. It is accountable nationally for the outcomes achieved by
NHS Trusts and for financial stewardship within the NHS Trust system. It
brings together a number of functions which are currently carried out
within the Department of Health, by SHA clusters and the Appointments
Commission which have the core objective of supporting NHS Trusts and
ensuring that services to patients are of the highest possible quality.
Monitor

Coroners
Inquests

Monitor has a role in safeguarding choice and preventing anti-competitive
behaviour; setting prices for NHS-funded care; enabling integrated care;
supporting commissioners to protect essential health care services for
patients if a provider gets into financial difficulty; licensing foundation
trusts and ensuring they are well-led in terms of quality and finances; and
assessing NHS trusts for foundation trust status.
and Terms of registration/authorisation oblige all healthcare providers to
provide all relevant information to enable the coroner to perform his
function. Feedback from the Coroner will provide information to improve
patient safety and the quality of care.
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Appendix Four: Local Sources of Assurance
Assurance Source
Serious
Reporting

Description

Incident Serious incidents are routinely reported by providers
and are reviewed at the CCG Quality meeting.

Commissioning for
Quality and Innovation
(CQUIN Scheme.

CQUIN Schemes link 2.5% of overall contract value to
quality improvement priorities that are monitored
through the quality review meetings & quarterly
reports...

A range of quality
surveillance indicators
included within the
contract

These indicators cover a broad range of areas across
safety, clinical effectiveness and patient experience and
are monitored at prescribed intervals through quality
review meetings.

A range of information
from provider
organisations that is
used as part of their
own board assurance
on quality

e.g.

Participation in
Research

•

Complaints/PALs reports

•

Incident/Litigation reports

•

NICE Guidance Compliance Reports

•

Local Patient survey results and action
plans

•

Local Audit reports

Only by carrying out research into "what works" can we
continually improve treatment for patients, and
understand how to best focus NHS resources where
they will be most effective. The Cheshire & Merseyside
Comprehensive Local Research network has details of
hundreds of research studies taking place within local
organisations that provide services to the CCG and this
includes 85 at East Cheshire NHS Trust alone.
Organisations that participate in research are in effect
learning organisations and this can be used as a
barometer of good practice. Participation in clinical
research demonstrates an organisations commitment to
improving the quality of care offered and making a
contribution to wider health improvement.

External Sources of Assurance
Assurance Source

Description

Monitor/NTDA Compliance The frame work rates Foundation Trusts such as
Framework
CWP FT against finance, governance, national
performance targets, CQC registration and is
supported by annual and quarterly returns. This forms
a significant form of external assurance.
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Care Quality Commission,
Quality and Risk Profiles

CQC’s Quality and Risk profiles bring together
information about a care provider and provide an
estimate of the risk of non-compliance against 16
standards of quality.

NHS Performance
Framework

Monitors provider performance against NHS
Performance
Framework,
including
Operating
Framework

Hospital Mortality Data

Summary Hospital – Level Mortality Indicator
(SHMI)
This indicator is for non-specialist acute services and
covers all deaths of patients admitted to hospital and
those that occur up to 30 days after discharge from
hospital. Indicator published by NHS Information
Centre.
CHKS risk adjusted mortality index (RAMI)
A RAMI over 100 is considered to be high i.e. out of
the expected range.
CQC Mortality Outlier Alerts

Patient
Action Plan

Environment PEAT programme is a voluntary self – assessment of
a range of non-clinical services which contribute to
the environment in which healthcare is delivered.
Organisations are given scores 1=unacceptable to 5
excellent for standards of environment, food, dignity
and privacy.

National Health Service
Litigation Authority Risk
Management Standards

The NHSLA has a set of risk management standards
against which healthcare providers are assessed,
including a set of maternity standards.

National Audits

E.g. National Hip Fracture database national report
2011, National Audit of Dementia 2010 (Royal
College of Psychiatrists), Sentinel Stroke Audit.

Patient Reported Outcome Involves pre and post-operative standardised quality
Measures (PROMs)
of life questionnaires dealing with self-reported health
status for surgical procedures (groin hernia, varicose
vein surgery, hip & Knee replacements)
Patient comments on NHS NHS Choices website has a number of areas where
Choices website
the public can comment on any NHS service.
CQC Visits, Reviews &
National SurveysInpatients, Outpatients
and Staff

A series of CQC benchmarked surveys for each
provider are reported.

Local/Regional Audits

Reviews undertaken by Professional groups e.g.
cancer peer reviews.
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SUI – Serious Untoward Incident
StEIS - Strategic Executive Information System (incident
reporting)
Datix – Patient safety software for incident reporting
•
•
•
•

NHS Eastern Cheshire Clinical Commissioning Group Governing Body
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Service Quality Review Meeting
(East Cheshire or CWP) or
Coordinating Commissioner CCG

CSU – Commissioning Support Unit
CCG – Clinical Commissioning Group
Provider – Various
Local Quality Surveillance Group

Clinical Quality and
Performance Committee

NHS Cheshire, Warrington and Wirral
Local Quality Surveillance Group

Complaints &
Concerns Meeting

Assurance
Complaints

Local Quality Leads Meeting

Serious Untoward
Incidents Meeting

SUIs & Never Events

Investigation report / Root Cause Analysis completed

Improvement Action Plan
implemented

Complaint / Serious Untoward Incident / Never Event / Professional Concern investigated by
responsible organisation within 45 days

CSU notifies CCG
(CSU will lead on liaison with
reporting organisation)

CSU coordinates
investigation
CSU alerted
CCG/CSUTeam
liaises with Provider

Complaint logged by
CSU on DATRIX

Safeguarding lead
notified if required

CSU notified

Incident reported on
Datix

Incident reported on StEIS

Commissioner notified if complaint / concern / incident is critical
Provider
Performance Issue
e.g. MRSA, 4hr target

Appendix
Three

Complaint
Received

Concern
Raised

Safeguarding
Medicines

Serious Untoward
Incident Reported

Never Event
Reported
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Appendix Five : Quality Assurance Process Review Actions

Item
No. Task - Strategic
Ensure statement outlining commitment to implementing Francis recommendations captured on the CCG website.

1

2
3
4
5
6
7

8
9

Develop and implement a new quality strategy. This includes wider engagement of Health and Social Care Colleagues - to support development of a
joint vision for quality outcomes and include a statement that patients must always come first, that patients care is everyone’s responsibility and quality
needs to run through everything we do.
Ensure quality improvement plan is clinically led - develop clinical engagement plan to ensure wider local Clinicians heard & ensure delivery on
commissioning intensions for 2015/16.
Task - Organisational
Appoint to Quality and contracting team vacancies.
Agree provider contract leads - due to capacity issues we currently have a number of contracts without a dedicated contract lead.
Review Governing Body clinical quality roles and ensure we have identified all the necessary clinical roles to fulfil our responsibilities e.g. Nurse, GP and
Hospital Consultant
Nominate a Deputy lead GP for Quality or consider appointing a Medical Director to provide Quality Clinical lead with additional support.
Review terms of reference for quality and performance group and review membership. This includes consideration around expanding standing member
representation to include Learning Disabilities, & Continuing Health Care representatives alongside developing direct links with other Quality Monitoring
groups e.g. Cheshire East Council for Learning Disabilities. This also includes listening to complaints and openness when there is an inability to provide
a service.
Present meaningful patient stories in addition to facts and figures - soft intelligence from the local Complaints or PALs teams to the Governing Body.
Task - Culture
Develop an culture awareness training programme specifically aimed at developing staff, whilst promoting and continually enforcing a positive culture.

10
11 Develop a culture of reporting, learning and ensuring always events. This includes the development of an always event CQUIN for 2014/15.
12
13
14
15
16
17

Raise awareness of the NHS Constitution standards amongst the CCG staff & local population e.g. right to be referred to alternative provider if waiting
longer than 18 weeks.
Consider reviewing Safeguarding policy to incorporate opportunities to encourage staff openness around raising professional concerns and encouraging
disclosure.
Adopt the use of the ‘6Cs’: care, compassion, competence, communication, courage and commitment as our philosophy for commissioning healthcare
services.
Hold all providers accountable through contractual processes for ensuring application of learning from Francis e.g. Nurse leadership development
programme in place and application of name badges/uniforms to distinguish Health Care Assistants from Qualified Nursing Staff.
Consider local implications associated with the newly formed leadership council for Senior Managers and associated code of ethics.
Task - Provider performance and Contracting
Monitor main providers cost reduction strategies and assess potential impact on quality through quality impact assessments.
Ensure appropriate key performance indicators CQUINs & Dashboards in place for all contracts e.g. learning disability providers, private provider & third

18 sector contract including trend analysis.

Ensure that all provider contracts have reporting processes in place for consistent reporting are being monitored & issues addressed (based on

19 appropriate individual provider risk assessment).

Ensure smaller community contracts and service level agreement contracts contain references around raising professional concerns and do not prevent

20 whistle blowing.

Incorporate into the contracting process a number of measures to assess provider performance against staffs values, attitudes and behaviours. This

21 includes inclusion in recruitment and interview process.
22 Ensure feedback mechanisms from patients and public are triangulated against other provider performance indicators.
Agree service specifications for all new and key services (only limited specifications in place and up to date).

23
24 Discuss and agree process for providing comment on providers quality accounts.
25

Review NICE compliance, monitor best practice compliance & agree actions to address any underperformance at all providers.
Review staffing/absence/sickness levels & staff to bed ratios at all providers. This includes clarification on type of assessment tool used for staff ratio

26 and whether this reflects complexity of patients conditions.
27
28

Benchmark the local organisations participation in research.
Review performance at local providers against peer groups

Develop an overall audit and scrutiny programme including implementation of a schedule of unannounced visits for providers (based on appropriate
individual provider risk assessment) This includes either building internal capacity or accessing external capacity to undertake audits, benchmarking,
29 peer reviews and visits.
Task - Utilisation of appropriate NHS Contracting levers
Ensure that staff are clear about rules and responsibilities within the CCG, i.e. whom to and when to escalate.

30
31

Ensure that the CCG staff understands the thresholds for reporting areas of risk to the Quality team & CCG Governing Body.

RAG

G

A

A
G
A
G
R

Evidence/Outcome
Statement visible on the website
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Responsibility/Lead
Manager
Date

Matthew Cunningham

Complete

Quality strategy agreed that includes, prioritising patients, & a joint vision with clear
outcomes.

Quality Manager

Oct-13

Wider local Clinicians views on quality captured and considered in quality work plans.

Quality Manager

Jan-14

Quality team - full establishment
Quality and Contracting teams recruitment complete and leads assigned.
Clinical leads for Quality have key roles and responsibilities to ensure quality is intrinsically
considered at the Governing Body level.
Succession planning in place.

Oct-13
Oct-13
Oct-13

All commissioning responsibilities adequately represented, heard and transparent.

Neil Evans
Sally Larvin
Jerry Hawker/Neil
Evans
Jerry Hawker/Neil
Evans
Quality Manager

Patient views heard.

Quality Manager

Dec-13

Quality culture embedded in workforce.

Quality Manager

Apr-14

Quality and improvement culture embedded in services.
NHS Constitution standards embedded into service provision.

Quality Manager
Quality Manager

Apr-14
Apr-14

Lindsay Ratapana

Complete

Sally Rogers

Apr-14

Lana Davidson

Jan-14

Senior Managers held more accountable for actions.

Julia Curtis

Nov-13

Quality impact assessments undertaken ECT - July 13 & CWP June 13. Other CCGs
ensure delivered for out of area providers.
Performance monitored and service improvement through CQUINs evidenced.

Neil Evans

Complete

Quality Manager

Jan-14

Provider issues identified, risk assessed and if appropriate addressed early on in process.

Quality Manager

Jan-14

Professional concerns from smaller providers heard.

Lana Davidson

Feb-14

Use of surveys, audits and wider patient experience programmes to measure performance.

Lana Davidson

Feb-14

To enrich understanding of overall standards within providers.
Strengthen Commissioner position and reinforce relative position of Commissioner and
Provider.
Provider quality accounts challenged.
Ensure commissioning and providers delivering evidence based practice.

Quality Manager
Quality Manager

Jan-14
Apr-14

Neil Evans
Quality Manager

Complete
Apr-14

To enrich understanding of overall standards within providers and provide assurance
around care standards and commitment to service improvement.
To enrich understanding of overall standards within providers and provide assurance
around care standards and commitment to service improvement.
To enrich understanding of overall standards within providers and provide assurance
around care standards and commitment to service improvement.
To enrich understanding of overall standards within providers and provide assurance
around care standards delivered by local providers.

Quality Manager

Apr-14

Quality Manager

Apr-14

Quality Manager

Apr-14

Quality Manager

Apr-14

Enables coordinated & prompt response in situations where services are suspected to be or
found to be unsafe.
Enables coordinated & prompt response in situations where services are suspected to be or
found to be unsafe.

Quality Manager

Apr-14

Quality Manager

Apr-14

Oct-13
Oct-13

A

R

A
A
A
A
A
A
G

A
A
A
A
A
G
A
G
A
A
A
A
R

A
A

Safeguarding policy revised.
Embed 6 Cs in wider health community not just Nursing.
Providers held accountable for evidencing learning from Francis review.

Develop a protocol and flow chart that explicitly depicts the escalation procedures and supporting policies, to support rapid escalation where services are
suspected to be or found to be unsafe. This includes a clear criteria regarding what happens to the patients on the ward/Care Home and be based on
best evidence available. Using the guidance set out within the standard contract, produce a local protocol that sets out about when we apply contractual
32 levers including financial leavers to local providers. This includes decision to deviate from contract.
Task - Service Scrutiny
Learn from others, adopt existing processes, developing coterminous relationships and working collaboratively with others e.g. other CCGs, Networks,
33 Senates, and Professional Groups.
Create a CCG 'Expertise' directory of contacts. Consider reciprocal arrangements with neighbouring CCGs where internal expertise does not exist.

34

Review Local Authority contingency plans in place in the event of an emergency e.g. care home closure, so that we have a local understanding of plans

35 in place.
36

Request sight of emergency contingency plans from all relevant existing providers

Task - Driving up Quality in Care Homes
Improve the quality of Care Homes and Learning Disabilities through the local joint health and social care group called 'Managing the Market' and the
'Making it Real' national work programme. This includes supporting the development of a the making it real - kite mark for contracts, the personalisation
37 agenda and development of a local dashboard.
Assess the viability of implementing a quality framework for care homes

38
39
40
41
42

Develop the care homes team
Participate in Aqua Community SAFE programme
Participate in the development of a community Geriatrician role
Develop model of care homes in line with neighbourhood teams.

A

A
A
A
G

Ensures a coordinated & prompt application of contractual levers in situations where
services are sub-standard.

Quality Manager

'Do once and share' to achieve improved use of resources and reduced duplication of
effort.
Improved use of resources, expertise and reduced duplication of effort.

Quality Manager

Mar-14

Quality Manager

Mar-14

Enables coordinated & prompt response in situations where services are suspected to be or
found to be unsafe.
Enables coordinated & prompt response in situations where services are suspected to be or
found to be unsafe. Copies received.

Quality Manager

Mar-14

Neil Evans

Complete

Drive up quality of local care homes.

Karen Burton & Mary
Barlow

Apr-14

Informed position to agree next steps.

Karen Burton & Mary
Barlow
Karen Burton & Mary
Barlow
Karen Burton & Mary
Barlow
Karen Burton & Mary
Barlow
Karen Burton & Mary
Barlow

Oct-13

A
A
A
A
A
A

Drive up quality of local care homes.
Drive up quality of local care homes.
Manage older adults within Community setting - reducing need for hospital intervention.
Drive up quality of local care homes.

Oct-13
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Apr-14
Apr-14
Dec-13
Apr-14

Task - Staff Experience

43 Perform CCG staff survey
44
45

Assess the viability of monitoring staff satisfaction at providers not commissioned through the standards NHS Contract e.g. GP Practices
Implement actions to promote raising of professional concerns, encouraging staff openness and encouraging disclosure.
On a corporate basis there needs to be clear hand over procedures for staff role changes and succession planning in place to reduce key person

46 dependence.
47 Monitor and hold to account providers for their own culture & learning from their internal staff surveys.
Task - Driving up quality in Learning Disability services
Review Learning Disability care service provision and agree how we can improve quality.

48
49 Review and agree clear roles and responsibilities for management of LD across CCG and CSU
50 Ensure LD Quality Monitoring processes are integrated into the CCG Governance Process
51 Ensure management of Learning Disability by CSU links directly in to CCG governance processes.
52
53
54
55
56
57
58

Task - Feedback/Complaints/Concerns
Develop plans to investigate and learn from trends in complaints.
Produce simple guidance to illustrate what, how and when to report a concern.
Work with providers to develop an action plan to increase patient engagement learning and application of learning into service provision.
Work with LA to share complaints and learning from care homes and Learning Disability services.
Ensure wider access to a central concerns sharing repository, accessed CCG website. This includes development of a CCG website platform that
makes it easy for professional & service users to give feedback on services through the application of a patient/user friendly version of Datix live on the
website.
Produce simple description of how to give feedback, complain or raise a concern on the CCG website and support with an advertising campaign.
Promote CCG transparency by including publication of changes made as a result of complaints, concerns, feedback or compliments on CCG website.
Utilise different methodologies/processes for engagement and ensure full engagement of those who are hard to reach e.g. mental health patients or

59 those without access to technology/information.
60
61

Work with the local advocacy services to agree a plan to improve support offered to service user complainants that require additional support.
Consider ways to increase the use of DATIX amongst GPs so that we can capture the experience and concerns of their patients.
Work with GPs to strengthen concerns reporting process. This includes emphasis on the importance of a monitoring role that feeds into overall picture

62 that will capture cumulative extent of failings.

Consult with local Medical, Nursing and Allied Health Professional Trainees via the Universities/Deaneries and professional bodies to encourage

63 sharing of experiences and capture trainee concerns.

Consider results from Friends and Family test & ensure results reflect a fair distribution of respondents. Hold providers Spire, East Cheshire NHS Trust

64 and Cheshire and Wirral Partnership to account for the results.

A
A
A
A
A
R
A
R
R
A
A
R
A
A
A
A
A
A
A
A
A
G

Achieve assessment current Staff experience
Review to present a number of options available to assess non NHS standard contract
organisations staff satisfaction.
To enrich understanding of overall standards within providers and drive up service
improvements.
Reduce organisational risks associated with staff changes and key individual dependency.

Quality Manager
Quality Manager

Apr-14
Apr-14

Quality Manager

Apr-14

Quality Manager

Apr-14

To enrich understanding of overall standards within providers.

Quality Manager

Apr-14

Drive up quality within Learning Disability Services and improve local understanding of
processes in place.
Drive up quality within Learning Disability Services.
Drive up quality within Learning Disability Services.
Drive up quality within Learning Disability Services.

Quality Manager

Dec-13

Quality Manager
Quality Manager
Quality Manager

Dec-13
Feb-14
Dec-13

To enrich understanding of overall standards within providers. Trend analysis in place.
Increase reporting and capture of patient experience.
Drive up quality and patient confidence in systems.
Drive up quality and patient confidence in systems.
To enrich understanding of overall standards within providers and drive up service
improvements.

Quality Manager
Quality Manager
Quality Manager
Quality Manager
Quality Manager

Dec-13
Dec-13
Dec-13
Dec-13
Dec-13

To support local understanding and utilisation.

Quality Manager

Dec-13

Increased transparency, and buy-in to process as a result of demonstrating actions taken.

Matt Cunningham

Apr-14

To enrich understanding of overall standards within providers and drive up service
improvements.
To ensure all are offered the opportunity to raise a concern and are given support to do
where required.
To enrich understanding of overall standards within providers and drive up service
improvements.
Supports the CCG to develop an overall picture that will capture cumulative extent of failings
of organisations.
Supports the CCG to develop an overall picture that will capture cumulative extent of failings
of organisations.
To enrich understanding of overall standards within providers and drive up service
improvements.

Quality Manager

Dec-13

Quality Manager

Dec-13

Debbie Lowe

Dec-13

Dr James Milligan

Dec-13

Quality Manager

Sep-13

Quality Manager

Dec-13

Quality Manager
Neil Evans
Quality Manager

Dec-13
Complete
Sep-13

Task - Drug alerts, SUI, Never Events

65 Develop CSU Business Intelligence Trend reporting processes utilising Necto.
66 Confirm process for investigating blood borne MRSA cases to Public Health England.
Confirm the process for Drug Serious Untoward incident (SUI) reporting and who has lead monitoring role. Produce flow chart identify the information

67 and responsibility flows. (as per Stephen King/Lindsey Ratapanna query).

A
G
R

Ensure local governance and safety monitoring processes are robust.
Improve local reporting processes and knowledge base.
Ensure local governance and safety monitoring processes are robust.

Task - Co-commissioner Roles and Responsibilities
68 Develop work plan with NHS England to improve quality within Primary Care
Consider collaborative working with other CCGs to develop plans on shared Commissioning Intentions whilst ensuring ECCCG patient needs are clearly
69 addressed and there is parity.
Ensure/promote awareness of LSCB (Local Safeguarding children's board ) & LSAB (Local Safeguarding Adult Board) joint information sharing policy.

70

Improve relationships with NHS England, CQC, NTDA, Coroner, Monitor, Public Health England & other relevant organisations. Discuss the assurance

71 process with the Leads and feed into the report
72

Develop flow charts to map out safeguarding responsibilities.

Task - Corporate intelligence
Ensure that we have clear directories that are accessible by a range of individuals. This includes the minimal usage of acronyms or clear explanation of
73 acronyms and the utilisation of simple filing system principles for storage of documentation on the S Drive (Intranet).

A
G
R
A
A

A

Work plan agreed.
Shared work plans in place addressing all CCG patient needs.
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Quality Manager
Quality Manager

Apr-14
Apr-14

Policies shared and awareness increased.

Quality Manager

Oct-13

Enables sharing of intelligence, triangulation of data and a prompt, coordinated response in
situations where services are suspected to be or found to be unsafe.
Enables a prompt, coordinated response in situations where patients are suspected to be
are at risk.

Quality Manager

Apr-14

Quality
Manager/Lindsay

Sep-13

Reduce organisational risks associated with key staff absences.

Quality Manager

Apr-14
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For agreement 
The NHS Social Care Allocation to Cheshire East Council for
2013/14 is a funding allocation, determined by the DH, and
transferred from the NHS (NHS England) to Councils (Gateway
Reference 18568). The funds are to be spent on social care
support that also has health benefits. The formal agreement is
between NHS England and Cheshire East Council via a
Section 256 “Memorandum of Agreement”, however the NHS
England Cheshire and Merseyside Local Area Team are
seeking support from the Clinical Commissioning Group to
release the funding based upon plans that are robust and will
deliver against health and social care outcomes.
In 2012/13 the NHS Social Care allocation was £3,756,000
with a further up lift of £1,436,074 in investment for this year
giving a total 2013/14 allocation of £5,192,074.
The recent comprehensive spending review reaffirmed that this
allocation will continue with further substantial uplifts through to
2015/16.
This paper and the appended “Memorandum of Agreement”
identifies the key priority areas for health and social care in
Eastern Cheshire. It describes the proposed spend areas
against the outcomes agreed within the Health and Well Being
Strategy and improvements in health described within the
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clinical commissioning groups 2013/14 prospectus.
Five areas of investment have been identified; Two initiatives
continued from 2012/13 with a proposal to expand the existing
assistive technology and occupational health service.
Additional funding has been proposed for two new pilot areas
in the use assistive technology to support independent living
for people with learning disability and dementia. An initial
feasibility study into levels of funding required for improving
access to assistive technology for people with Learning
Disability and Dementia reablement is expected in early
August,
The two pilots and expansion of the existing Occupational
health service has a total potential investment of £1,436,074.
It is proposed that the support of NHS Eastern Cheshire CCG
to the release of the funding should be caveated by the
following requirements:

Recommendations

Next steps

• It is recommended that NHS England and the CCGs seek
additional assurance from the feasibility study including
clearly identified health and social care outcomes and KPIs
against which the success of the initiatives will be measured
before release of the additional £1,436,074 funding
• That strengthened governance arrangements for the use of
the NHS Social care allocation are agreed across all parties
and that quarterly reviews explicitly include requirements to
ensure outcomes are linked to the delivery of key
performance and quality indicators and value for money
consistent with the Health & Wellbeing Strategy
• That a biannual progress report is submitted to the Health &
Wellbeing Board
The Governing Body is requested to:
• confirm support for NHS England to sign the Memorandum
of Agreement releasing the NHS Social Care allocation to
Cheshire East Council
• recommend to NHS England that caveats are placed upon
the release of the funding as outlined in the executive
summary
• support the requirement for additional governance
arrangements between the local authority and CCG as a
condition of the allocation
• forward the Governing body recommendations to NHS
England
• CCG to agree with NHS England, Cheshire East Council
and NHS South Cheshire CCG strengthened governance
arrangements.
Page 2 of 14
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NHS Social Care Allocation to Cheshire East Council
for 2013/14
1.

Introduction

1.1

The NHS Social Care Allocation to Cheshire East Council for 2013/14 is a funding
allocation, determined by the Department of Health, and transferred from the NHS
(NHS England) to Councils (Gateway Reference 18568). The funds are to be spent
on social care support that also has health benefits. The way the funds are spent
has to be agreed with local health commissioners. The formal agreement is
between NHS England and Cheshire East Council via a Section 256 agreement,
supported by a Memorandum of Agreement (see Appendix One)

1.2

This paper outlines the proposed spend areas, outcomes to be achieved and
governance arrangements that have been developed in discussion with NHS
Eastern Cheshire Clinical Commissioning Group (‘CCG).

2.

Strategic Context

2.1

The Health and Well Being Board have recognised a number of key challenges
which need to be addressed through the delivery of its local strategy, including a
significant increase in the age of our population and the implications of higher
demand for health and social care, particularly in areas such as dementia and
rehabilitation. Also recognised however is the potential and willingness for people to
take responsibility for their own health and independence, with the right level of
information and support

2.2

Strategic outcomes are described along a life course of starting well, living well and
ageing well and include support for carers, better coordination of complex care
needs and falls prevention with a focus on improving care for people with dementia.

2.3

Building on this the Clinical Commissioning Group for Eastern Cheshire have
outlined their priority areas for health based on a model of care which sees a shift in
emphasis from hospital care to care much closer to, and in, the persons home. The
following outcome measures describe what success in these areas would be, by
March 2014:
• an increase to 55% of the number of people feeling supported to manage their
own condition
• no increase in emergency admissions for the year, and on track to achieve a
5% decrease by 2016
• a reduction by 5% of the number of people re admitted to hospital within 30 days
of discharge
• an increase in the number of people entering primary mental health services by
15

Page 3 of 14

PAGE 79
st

NHS EC CCG Governing Body Meeting 31 July 2013

Agenda Item 2.3

3.

Social Care Allocation – spend 2012 - 2013

3.1

The table below summarises the spending allocations in 2012/13 with outcomes
and performance measures.

Table One: Spending allocations in 2012/13 with outcomes and performance
measures.
Service Provided

Allocation £

Community Reablement:
£2,826,000
• reablement support at home to mainly older people on discharge
from hospital or at home. The service is provided where there has
been a health crisis resulting in a need for addition support.
• Outcomes: regaining well-being, health and independence after a
health crisis (e.g. falls)
• Measures: reduced/end of the need for on-going longer term support.
Assistive Technology and Occupational Therapy (OT) support:
£ 930,000
• Front door first intervention to seek to stabilise a home situation with
OT and Telecare support.
• Outcomes: maintaining independence at home.
• Measures: no on-going longer term support needed.
TOTAL

4.

£3,756,000

Social Care Allocation – outcomes achieved 2012 - 2013

4.1

Community Reablement supported 1838 people in 2012/13. Of these, 44% from
the Macclesfield Hospital team and 42% from community social care teams
required no on-going longer term support at the end of the reablement intervention.
This indicates that they have regained their independence.

4.2

OT/Assistive Technology supported 727 people with an OT intervention and 499
received Assistive Technology (some received both – a total of 817 individuals).
This first response intervention has been able to support the large majority of
people (697 of 817 or 85%) to live without additional domiciliary support, remaining
independent in their own homes and increasing their well-being. 90% of people did
not require Community Reablement after the first response intervention. This is
increasing independence and well-being.

4.3

These initiatives are considered to be consistent with the jointly agreed outcomes.
Evidence of achievement is described below and therefore the CCG would support
on-going investment at the existing level for 2013/14

Page 4 of 14
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5.

Social Care Allocation – proposed areas of spend 2013 - 2014

5.1

This year’s allocation has been increased by £1,436,074 in addition to the base
level allocation of £3,756,000 reissued for 2013/14 giving a total of £5,192,074. In
addition to supporting last year’s spending areas to the value of £3,756,000
proposals are being considered to expand the assistive technology and
Occupational Therapy support alongside two additional innovative approaches to
supporting people in the community. Table Two summarises this years allocation.

5.2

The first is the use of assistive technology and occupational therapy for people with
learning disability and the second early intervention reablement for people with
dementia. Both these initiatives are currently undergoing feasibility in relation to
cost and outcomes delivery, reporting back by end of July 2013.

5.3

The outcomes of this feasibility study will inform the level of funding required which
will be presented to the CCG Leadership team in August 2013 for approval
following which the remaining funds would then be released.

Table Two: Social Care Allocation – proposed areas of spend 2013 - 2014
Service Provided
Community Reablement
• As now but with an in-year review
Assistive Technology and Occupational Therapy support:
• As now with a pilot to provide a universal preventative service offer

Allocation £
£2,826,000
£930,000

Assistive Technology and OT support expansion.

TBC

Pilot of the use of Assistive Technology for adults with Learning
Disability

TBC

Pilot of Dementia Reablement service as an early intervention
initiative

TBC

Uplift

£1,436,074

TOTAL

£5,192,074

6.

Governance and Performance Management

6.1

The proposals for this spend will be endorsed at the Cheshire East Health and
Wellbeing Board (HWB) in August 2013 following formal sign off by the CCG and
Local Area Team. NHS England has a representative on the HWB, along with
CCG representation.

6.2

The review group established with Cheshire East Council and Eastern Cheshire
CCG will provide, in addition to the feasibility data for the remaining investment,
monitoring data for spend and evaluation of agreed measures and outcomes. This
group will meet quarterly to receive and scrutinise quarterly performance reports
and ensure that effective reviews and evaluations of pilot areas are undertaken.
Page 5 of 14
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Reports will be provided to CCG Governing Bodies and NHS England on a
quarterly basis.

7.

Recommendations

7.1

It is recommended that the Governing Body:
• Confirm support for NHS England to sign the Memorandum of Agreement
releasing the NHS Social Care allocation to Cheshire East Council.
• Recommend to NHS England that caveats are placed upon the release of the
funding as outlined in the executive summary.
• Support the requirement for additional governance arrangements between the
local authority and CCG as a condition of the allocation.

Author Name and Job Title

Bernadette Bailey, Service Redesign Manager

Date

22nd July 2013

Contact details (phone and
email address)

01625 663482
bernadettebailey1@nhs.net
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Appendix One
Memorandum of Agreement for a Section 256 Grant
Under the National Health Service Act 2006 From NHS England
to Cheshire East Council
Covering the period 1st April 2013 to 31st March 2014
1.

CONTEXT
• This document records the agreement of a revenue grant from NHS England
using its powers under Section 256 of the National Health Service Act 2006 to
Cheshire East Council (local authority) to deliver services which will benefit
health within the Cheshire East area.
• NHS England has received an additional temporary funding allocation from the
Department of Health for the financial year 2013/14 to invest in vital social care
services which will also benefit health.

2.

PARTIES TO THE AGREEMENT
• The parties to this agreement are NHS England, the body paying the Section
256 grant, and Cheshire East Council, the recipient of the Section 256 grant
• Cheshire East Council will use the Section 256 grant to provide or procure the
agreed services as set out in Appendix 1 of this document
• Cheshire East Council will assume primary responsibility for monitoring service
provision and client welfare for services provided by this grant. Since the express
intention is for both the Clinical Commissioning Groups (CCGs) and the local
authority to jointly monitor the provision of services in accordance with
Department of Health guidelines, Cheshire East Council undertakes to share this
monitoring information with Eastern Cheshire and South Cheshire CCGs on a
routine quarterly basis ( subject to any confidentiality requirements imposed by
law).

3.

PAYMENT TERMS
• The revenue grants which will be paid by NHS England to Cheshire East
Council local authority for the period starting 1st April 2013 and ending 31st March
2014 are specified in the funding section below (Section 8.4)
• NHS England will pay Cheshire East Council the full amount specified for the
period 1st April 2013 to 31st March 2014 against an invoice raised quarterly in
arrears by Cheshire East Council, such payment to be made no later than 30
days from the issue of said invoice.

4.

DURATION OF THE AGREEMENT
• The agreement shall be effective from 1st April 2013 until 31st March 2014.

5.

STANDARDS FOR MONITORING GRANT
• Cheshire East Council will provide NHS England with an annual audited voucher
for each financial year to verify actual costs incurred under the Section 256
Page 7 of 14

PAGE 83
st

NHS EC CCG Governing Body Meeting 31 July 2013

Agenda Item 2.3

agreement. This will be presented in the following financial year, in draft form by
July and signed by September. Any underspends not reinvested in other
activities in year, following the specific agreement of both parties, will then be
automatically carried forward. A revised spending plan in the new financial year
will then be agreed by both parties. Increased costs or any other changes to the
Section 256 agreement will not be approved without written consent from both
parties.
• The agreed services identified in Appendicies 1 and 2are those agreed for
2013/14 and may be varied by the agreement in writing of both parties , provided
such variations fall within the scope of the permitted uses of the grant set out by
the Department of Health.
6.

STANDARDS FOR MONITORING CARE
• Cheshire East Council will ensure client care by adhering to its standard
operating procedures as applied throughout its Adult Social Care and Health
operations.

7.

MONITORING OF STANDARDS
• Standards for quality of care are as set out for all Cheshire East Council Adult
Social Care and Health services.

8.

REVIEW OF GRANT EXPENDITURE
• NHS England and the CCGs will receive quarterly progress reports concerning
the services funded by this grant, and meet to review the outcomes, to provide
appropriate guidance and direction
• These quarterly reports will include consideration of:
8.2.1.1 Quality standards and outcomes achieved
8.2.1.2 Levels of care provided to clients
8.2.1.3 Budget position and any variation
8.2.1.4 Support costs
8.2.1.5 Any other issues as appropriate, such as reviews and evaluations of
outcomes of both on-going support and pilots
• Both Cheshire East Council and NHS England reserve the right to call meetings
over and above those referenced in 8.1 above to discuss any particular issues
related to those services provided by this section 256 grant.
• Funding:
On-going Reablement Services
• A. Community Reablement (provided by Care4CE see attached Appendix 2)
£2,826,000
• B. First Response -Assistive Technology/OT £930,000
TOTAL £3.756m
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Pilots for 2013/14
-

Dementia – Prevention and Early Intervention
Assistive technology/Telecare - Prevention and Early Intervention
Learning Disability – Assistive Technology and Telecare – Independence and
Choice

TOTAL £ 1,436,074
TOTAL 2013/2014 Allocation: £5192074
Note: Appendices 1 and 2 - Agreed Services 2013/14
The attached appendices outline the areas of support to be provided within Cheshire
East Council in line with the funding allocations above.

9. AUTHORISATION
BETWEEN:
FROM:
TO:

NHS England and Cheshire East Council

1 April 2013
31st March 2014

AGREED FUNDING NOT EXCEEDING £m
FOR: NHS England
Signature

Date

Name (Capitals)

Designation (capitals)

FOR: CHESHIRE EAST COUNCIL
EXECUTED AS A DEED

By affixing the common seal of the authority in the presence of:
Signature of Authorised Signatory.....................................................
Print Name of Authorised Signatory..........................................................................
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APPENDIX 1- ADULT REABLEMENT WITHIN CHESHIRE EAST
GENERAL PRINCIPLES
Reablement ordinarily applies to customers whose main presenting problems arise from
the impact of a physical disability or medical condition. Reablement can also be used to
address a ‘loss of function’ which might not directly arise from a specific medical
condition but could be linked to ageing, mental health problems or lifestyle factors. In
any case, the purpose of implementing a reablement intervention is to produce an
improvement in function resulting in reduced need for ongoing health and social care
support.

REABLEMENT
Reablement
1.
2.

First Response Reablement (FRR)
Community Reablement

First Response Reablement refers to various assessment and intervention options
available within the Local Independent Living Teams (LILT) and Community Mental
Health Teams (CMHTs) This includes, frontline information and advice, Local Area coordinator involvement, Electronic Assistive Technology, Occupational Therapy, Social
Work and Nursing assessment, Community Equipment provision and other types of
multidisciplinary support.
First Response Reablement interventions may eliminate the need for Community
Reablement to be recommended.
Community Reablement refers to reablement activity which is carried out with the
customer in their own home and/or community (this service is commissioned from
Care4CE). This type of reablement would be put in place when FRR options have been
considered but there is a recognised need for a longer period of home/community
based support, up to 6 weeks generally.

Page 10 of 14

PAGE 86
st

NHS EC CCG Governing Body Meeting 31 July 2013

Agenda Item 2.3

REABLEMENT CRITERIA
Customers who are considered for Adult Reablement must meet the following criteria
1. Be aged 18 years or over
2. Be ordinarily resident in Cheshire East
3. Meet the eligibility criteria relating to Cheshire East Council’s Fair Access to Care
(FACS) guidelines – critical or substantial A
A With the exception of Primary Mental Health referrals
INTAKE REABLEMENT CONSIDERATIONS
4. Community Support Reablement is non chargeable to the customer for a
maximum period of up to six weeks. For exceptional circumstances where it has
been agreed as appropriate to extend this period, the service will become
chargeable subject to an individual financial assessment.
5. At the time of referral to CSR, the Care Manager must calculate the anticipated
cost of a care package if it were to be put in place at that time. Following CSR
intervention the actual care package cost will be calculated. This will enable
analysis of pre and post reablement care package costs.
6. Prior to the current referral episode, it is expected that the customer will usually
have been able to live and function in their own home with or without support
7. There is no commitment by Cheshire East Council for an ongoing personal budget
to be provided following any period of reablement
8. Individuals receiving palliative care will not usually benefit from Community
Support Reablement and should not be referred in usual circumstances
9. In certain other circumstances, it may be inappropriate to offer Community
Support Reablement to some customers e.g. those with very complex medical
and social support needs where we would not expect to see an improvement
following Community Support Reablement intervention.
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CR TIMESCALES
The Community Support Reablement period will last for a maximum of six weeks.
Depending on individual circumstances, there will be situations where the period of
CSR is much less than this. Most people receiving CSR complete the process well
within 6 weeks.
REPEAT REABLEMENT
It is expected that following referral, customers will benefit from one period of
Community Support Reablement subject to meeting the eligibility criteria. Further
referrals may not result in further offers of CSR unless there is a significant change in
circumstances or different presenting problems. The team manager must provide
authorisation prior to any additional offer of CSR during any twelve month period.
REVIEWS
When a scheduled or unscheduled review takes place for an existing customer, the
Care Manager should consider First Response Reablement options against the
criteria taking into consideration changes in circumstances, FACS eligibility,
developments in Assistive Technology, Occupational Therapy Interventions and any
other service developments.
EXCEPTIONAL CIRCUMSTANCES
These guidelines will apply to the vast majority of individuals referred for Adult Intake
Reablement services. There will always be exceptions which fall outside the criteria
but where reablement may have a significant impact. These exceptions will be
considered for eligibility and if necessary a decision will be escalated for consideration
by the Management Team. Examples of decisions which will need to be escalated by
the Care Manager include the following
• Recommendations for the Period of Community Support Reablement to be
extended beyond the six week upper limit.
• Cases where the customer has a learning disability but would clearly benefit from
reablement intervention.
• Customers who present at assessment as having needs bordering moderate to
substantial, who without reablement intervention would be expected to deteriorate in
the short term, resulting in them having a substantial need.
• There will be some situations when an Enhanced Assessment is required, eg., when
an increase to a care package is requested by the customer or provider. The Care
Manager may need to commission an Enhanced Assessment from Care4Ce to go in
alongside an external agency, in order to determine needs. OT/AT and community
intervention should be considered prior to an Enhanced Assessment from Care4Ce.
This requires Team Manager approval and must be focused and time-limited.
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INTAKE REABLEMENT – COMMUNITY SUPPORT (CARE4CE)
HOURS
Total contracted time
• 535 hours per each of 4 SMART teams,
Crewe, Macclesfield, Congleton, Wilmslow

A

2140

Estimated contact hours per referral

B

40

Annual Cost

£2,826,000

FIRST RESPONSE:
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Appendix 2 – Pilots 2013/14
Feasibility work on these pilots will clarify the details of the service specifications, funding
allocations and evaluation criteria and process.
1.

Pilot Dementia Reablement service as an early intervention initiative

2. Pilot to Extend OT/Assistive Technology into a more universal preventative role sitting
outside of formal assessment and care management services.
3. Pilot Learning Disability – Assistive Technology
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For information 
This paper is intended to inform the Governing Body of:
• current progress on first year developments as set out in the
Clinical Commissioning Group’s prospectus
• make reference to the Pioneer Bid
• update on the development of the Caring Together
Programme including:
• the process to secure external consultancy support
• the development of a strategic plan by end of August
• Next steps in the process for developing a full business
case and five year implementation plan by December.
It sets out the draft proposals for the governance framework as
they currently stand, but these are still being developed as is
the programme structure.
The Governing Body is requested to:
• note the progress of the work areas identified in the CCG
Prospectus
• note the process and timeline for the development of the
strategic plan and business case
• agree to the presentation of the Caring Together Strategic
Plan at the Governing Body Meeting in September 2013
Present the strategic plan to the Caring Together Executive
Board on 7th August 2013and commencement of the stocktake
period.
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Caring Together Update
1.

Introduction

1.1

This paper is intended to inform the Governing Body of:
• current progress on first year developments as set out in the Clinical
Commissioning Group’s Prospectus 2013-2014
• make reference to the Pioneer Bid
• update on the development of the Caring Together Programme including:
• the process to secure external consultancy support
• the development of a strategic plan by end of August
• Next steps in the process for developing a full business case and five year
implementation plan by December.

1.1

It sets out the draft proposals for the governance framework as they currently stand,
but these are still being developed as is the programme structure.

2.

Prospectus 2013 - 2014

2.1

NHS Eastern Cheshire Clinical Commissioning Group (‘CCG’) in 2013/14 has
proposed the following for delivery for Caring Together:
• introducing five Caring Together Community Teams
• developing a new care co-ordination hub supporting case management
• introducing supported self- management techniques
• a commitment to deliver the 3 Million Lives Project (assistive technology)
• pilot specialist in reach services
• embed and promote the Caring Together principles and brand so as to enable a
caring and compassionate culture

3.

Caring Together Community Teams and Care Co-ordination

3.1

The development of the Caring Together Teams is being incentivised through the
Direct Enhanced Service payment (DES) and the Commissioning Quality and
Innovation (CQUIN) schemes. It includes the introduction of risk profiling and
establishing neighbourhood teams wrapped around cohorts of GP practices within
each of the localities.

3.2

Each month a progress report is compiled on these projects and is presented to the
Leadership Team of the CCG. In the future they will also be presented to the Caring
Together Steering Group.

3.3

There has been a CQUIN workshop to introduce risk profiling to the five CCG
locality peer groups and other providers. There are some national data issues
impacting on this project, but the Cheshire and Merseyside Commissioning Support
Unit (CMCSU) have put interim arrangements in place to enable continued
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progress. Currently nine practices, including those in Knutsford, are piloting the
Adjusted Clinical Groups tool and training sessions have been held in five of the
pilot practices and in all practices by the end of July 2013. There are also a number
of technical issues such as a privacy impact statement and risk stratification
checklist that the project group is working on.
3.4

4.

Locality based workshops for the development of the neighbourhood teams have
been held, asset mapping has begun in each area and Knutsford are piloting care
co-ordination with Macclesfield to follow shortly. Project meetings in each locality
have been planned.

Supported Self-Management

4.1

A workshop to introduce this was held on 7th June 2013 and a self-care evaluation
questionnaire circulated with identified and agreed data inputting methodology and
capacity at the CCG. In August 2013 providers are expected to fully implement
self-management support processes and changes in practice and complete the
questionnaire to establish a baseline for each patient.

5.

Issues and risks

5.1

The key issues and risks for all these projects are:
• engagement within the practices and with health and social care providers
• IT capability and capacity
• prioritisation of these projects alongside other initiatives and business as usual
• information governance
• local risk stratification in relation to national risk stratification guidance

6.

3 Million Lives (3ML)

6.1

The CCG and Cheshire East Council have been successful in becoming a
pathfinder for 3ML in association with Merseyside and Greater Manchester. As part
of this two colleagues recently visited the Veteran’s Association.

6.2

An implementation plan is currently being developed to ensure the successful pilot
utilisation of assistive technologies in Eastern Cheshire it is being proposed to take
up the offer of a 12 month use of a free telehealth solution known as FLORENCE.

7. Pioneer Bid
7.1

Norman Lamb, Minister of State for Care and Support, announced the request
applications for the first cohort of health and social care economies wishing to
considered as integrated care pioneers. The expectation is that there will
around 10 pioneers nationally (England). There is no funding attached
successful applications.

for
be
be
to
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7.2

Following discussions across the local authorities and health organisations across
Cheshire it was agreed that an umbrella bid, that included the Western, Eastern
and South Cheshire plans for integrated care, would be submitted. The bid was
co-ordinated by Cheshire West and Chester Council and was forwarded to the
Department of Health on 28th June 2013. The results of the applications will not be
known until September 2013

8. Caring Together Programme
.
8.1

Update on Workstreams and Projects: There are a number of projects and
pieces of work currently being undertaken to enable or deliver integrated care under
the Caring Together Programme and the following paragraphs aim to give a very
high level summary of activities and progress:
8.1.1 Knutsford Programme: There are two main work streams in Knutsford - one
focussed on developing the integrated care model and the second
concerned with the development of a new Health and Wellbeing Centre.
These work streams are held to account by the Knutsford Programme Board,
but link into and inform the Caring Together Programme. In respect of the
development of the care model the Programme Board has recently
considered the case for change and the project initiation document and they
are expected to be signed off at the Programme Board in August 2013. They
outline the benefits of integration for Knutsford from health data, census data
and the town plan and include the reasons for the three GP practices wishing
to move into a single, purpose built health and wellbeing centre.
8.1.2 The development of the care model for Knutsford has progressed with a third
engagement event being held at the end of May 2013 with 45 members of
staff and the public participated, all the information from the engagement
events has now been collated into a single report. The Care Model Design
Group for Knutsford is being established to consider all the information and
findings to create an option or options for consideration across the locality.
8.1.3 The Provider Development Group is developing its project brief and scope of
works following the Programme Board support of Bexton Court as the
preferred site for the new health and wellbeing centre.
8.1.4 There has been a great deal of interest in this programme by local
councillors and particularly the Town Planning Group, which the Programme
Board continues to keep engaged and informed.
8.1.5 HCS Pilot: The health economy received £180k from the former North West
Strategic Health Authority at the end of March 2013, to pilot the HCS and
NetOrange system looking at reducing readmissions. While discussions
have continued this project is still in the planning phase to ensure that the
work is aligned with the outcomes of the Caring Together strategic plan.
There is a workshop planned on 9th August 2013 in New Alderley House
Page 4 of 8

PAGE 94
st

NHS EC CCG Governing Body Meeting 31 July 2013

Agenda Item 3.1

which is open to everyone providing the opportunity to consider the toolkit in
more detail.
8.1.6 Information and IT Work Group: This work group has its first meeting
scheduled for 25th July 2013 and will focus on the scope of the project. Dr
Paddy Kearns, Manchester Road Medical Practice is the Senior Responsible
Officer for this.
8.1.7 Workforce Work Group: The Workforce and Leadership work group have
submitted proposals that required funding to take the projects forward. Whilst
the continuation of the project management capacity has been confirmed the
Finance and Investment work group are expecting to receive more detailed
proposals on the projects and their proposed benefits before releasing
further funding. The projects are linked to the neighbourhood teams and to
the culture transformation element of Caring Together.
8.1.8 Communication and Engagement Work Group: There has been a great
deal of activity through the Communications and Engagement Workstream in
the last month and this is listed below:
• Staff briefing – financial drivers and vision for Caring Together
• Press briefing – financial drivers and vision for Caring Together
• Pre-engagement report on one to one interviews with staff, GPs and
patients
• Engagement event in Knutsford and subsequent report pulling together
key themes
• Launch of the engagement hub
• Sign off of Communications and Engagement strategy for Caring Together
campaign at Partnership Board and Caring Together Board
8.1.9 As part of the development of the strategic plan there are a further two
engagement events being held for staff and the public (16th July and 21st
August 2013).Next steps will include:
• continuation of specific staff and press briefings building on the financial
drivers and rolling out the development of Caring Together, including a
slide pack which will be circulated via the communications leads
• Knutsford engagement and consultation plans agreed for development of
model and the health and wellbeing centre
• engagement plans linked to the development of the full business case
(dependent on the outcome of the strategic plan process) to ensure a
robust system and service model
• driving forward the Caring Together campaign which will be embraced
under a third proposed workstream - the Culture Transformation Design
Group.
8.2

Developing a Strategic Plan. Following discussions with NHS England and the
National Trust Development Authority, which took into account the progress of
Caring Together and its aspirations alongside the shared ambition in respect of the
Trust’s foundation trust bid, NHS England offered some additional financial support
to enable the Eastern Cheshire health and social care economy to secure much
Page 5 of 8

PAGE 95
st

NHS EC CCG Governing Body Meeting 31 July 2013

Agenda Item 3.1

needed additional capacity and capability to develop a whole system strategic plan
for integrated care. The process to secure this support is summarised below:
8.2.1 In June a Framework Document, which summarised the case for change,
the ambition for integration and the work undertaken by the Caring Together
Programme over the last 14 months was developed. This ensured a clear
problem statement was constructed which was circulated through the NHS
Leadership Academy to five large companies with three being selected for
interview. In addition from the national procurement list a further two
companies were invited for interview. The interview panel included chief
officers and clinical and non-clinical directors from ECCCG and East
Cheshire NHS Trust (ECT), and local authority representation.
8.2.2 Following this process McKinsey and Company in partnership with Carnall
Farrar LLP were confirmed as the preferred partners and commenced on
site on 1st July 2013.
8.2.3 Progress: McKinsey and Company along with Carnall Farrar LLP have over
the last four weeks been working with the Caring Together team and all
partners to develop a strategic plan for the whole health and social care
economy. The development of the strategic plan includes:
• financial modelling
• integrated care modelling
• setting out of transitional support required
8.2.4 This requires:
• collation of data from all partner organisations to develop an agreed
baseline
• establish and agree shared assumptions and proxies where necessary
• assessing the impact of the proposed care model on the baseline
• identification of opportunities for improving quality of care and reducing the
cost of care
• testing the financial and care model through clinical champions and wider
engagement events
8.2.5 At the end of week four the following progress has been made:
• one to one interviews with key stakeholders completed and key findings
and challenges presented to the Programme Management Team
• data from identified provider organisations received in incorporated into
the financial model, established baseline for ECT, and opportunities for
internal operational efficiencies, and strategic transformational outlined
• two of three Clinical Champions meetings held
• weekly Clinical Leads meeting held
• outline of strategic plan content agreed
• process for developing benefits realisation plan agreed and commenced
• Caring Together reframed governance arrangements proposed
8.2.6 Over the next three weeks there will be:
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• further refinement of the financial model establishing the baseline across
all partner organisations
• completion of the benefits realisation plan
• establishment of governance groups including securing leadership and
project management support for the Culture Transformation Design Group
• establishment of programme structure
• preparation for phase two and the preparation of a full business case
8.2.7 There will be an Extraordinary Caring Together Executive Board meeting on
7th August 2013 which will receive the draft strategic plan and this will start
the stocktake period which will conclude at the first Executive Board meeting
on 21st August when the strategic plan will be proposed for adoption by all
partnership organisations. It is expected that this plan will be presented to all
the partner’s own boards/governing
8.3

Developing a Full Business Case: Following agreement of the strategic plan and
confirmation of required resource a second phase of design and planning work will
commence:
8.3.1 Building on the strategic plan, from September to December 2013 the Caring
Together Team working together with McKinsey and Company and Carnall
Farrar LLP will develop a full business case (using the Treasury Green
Book) and five year implementation plan to realise the benefits of integration
and integrated care as outlined in the strategic plan.
8.3.2 This will include proposals for new payment mechanisms as well as a
structured approach to implementing the four pillar care model for service
delivery and the necessary transitional costs of moving from an existing care
system to a new system.
8.3.3 A final business case will be presented to the Caring Together Executive
Board at its meeting on 18th December 2013 and subsequently to partner
organisations own boards and governing bodies.

8.4

Governance Framework: The governance framework and outline programme
structure are still in discussion, but the draft proposals are appended. There are a
number of further meetings to review the purpose, membership and work plans of
the proposed work stream groups. The terms of reference of all the governance
groups are currently being drafted and circulated to be signed off as the groups are
established during August and early September.

9.

Conclusions:

9.1

The original workstreams and project groups have continued to make progress,
there has been a significant impact made through the DES and CQUIN schemes on
the delivery of the first year outcomes as set out in ECCCG’s Annual Plan.

9.2

The NHS England resource to ensure much needed additional capacity and
capability is bringing all the existing elements together and there is cohesion
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around the necessary governance arrangements. A health and social care system
baseline position is close to finalisation and will form the shared purpose across all
organisations. The impact, on this agreed baseline, of the proposed care system
model (the four pillars), will be tested and opportunities for improvements in care
and cost reduction will be identified at a high level.
9.3

There is a clear process to develop the strategic plan and to then gain the support
to move to completing a full business case for the health and social care economy
by end of December 2013.

10.

Recommendations

10.1

It is recommended that the Governing Body:
• note the progress of the work areas identified in the CCG Prospectus
• note the process and timeline for the development of the strategic plan and
business case for Caring Together
• agree to the presentation of the Caring Together Strategic Plan at the Governing
Body Meeting in September 2013

Author Name and Job Title

Samantha Nicol, Caring Together Programme Director

Date

22nd July 2013

Contact details (phone and
email address)

01625 663479
samanthanicol@nhs.net
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For information 
For decision


The attached report outlines NHS Eastern Cheshire Clinical
Commissioning Group’s (ECCCG’s) financial performance to
date and estimated year end outturn. As at 30 June 2013,
ECCCG is overspent by £165k with a forecast outturn
underspend remaining in line with plan of £200k.
A number of assumptions have been included within the
position given the impact of the new commissioning
landscape and the resulting delays in receiving data and
invoices. The position will continue to refine over the
oncoming months.
The updated Quality, Innovation, Productivity & Prevention
(QIPP) Plan has identified a range of initiatives aimed at
delivering the £5.9m challenge and the associated
governance process that will be implemented to support and
monitor the delivery.
Additional updates in relation to key issues during recent
months include:
• assurance provided by NHS East Cheshire Trust (ECT)
around the quality impact of its QIPP plans (Cost
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•
•

Improvement Plans)
support given to the Caring Together Programme
successful appointment of the remaining posts within the
Finance Team

Recommendations

The Governing Body is requested to note:
• note the cumulative overspend as at June 2013 of £165k
• note the forecast year end underspend of £200k
• approve the revised QIPP plan

Next Steps

To develop the Governing Body report to incorporate a wider
range of areas, including the monitoring of QIPP.
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Finance & Performance Report
Month 3 as at 30 June 2013
1.

Overview

1.1

Financial Position. As at June 2013, the cumulative position is an overspend of £165k
against a cumulative budget of £55.5m. The forecast outturn remains in line with the
initial plan to deliver a £200k surplus. Table One outlines the financial position in further
detail

Table One: Financial position for NHS Eastern Cheshire Clinical Commissioning
Group as at 30 June 2013
Prospectus
‘Plan’

Cumulative Position
Plan

£'000s
221,992

Actual Variance
Over/
(Under)

£'000s £'000s
55,460 55,626

£'000s
165

Forecast Outturn
Actual Variance
Over/
(Under)
£'000s
22,172

£'000s
(200)

1.2

Key Points to note:
• provider forecasts based on April 2013 information where available
• estimates included in position due to invoicing delays/errors

1.3.

Quality Innovation Productivity & Prevention (QIPP). The annual target for the
organisation was to reduce its expenditure/commitments by £5.9m. To date, plans of
circa £2.8m have been identified with the remaining balance of £3.1m being removed
from the funding set aside for in year contract overperformance and any emerging
pressures.

1.4

Key Points to note:
• capacity on limited resources to deliver some of the demand management schemes.
• a number of schemes will deliver their full anticipated savings in 2014/15
• controlling contract over-performance to within available resources

1.5

Updates. Are as follows:
• review of the assurance process around NHS East Cheshire Trust’s (ECT’s) Cost
Improvement Plans (CIP).
• intensive support during the last 3 weeks into the Caring Together programme
• appointment of remaining 60% of the finance posts within the last 3 weeks
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2.

Financial Position

2.1

As at June 2013, the cumulative position is an overspend of £165k against a planned
level of expenditure of £55.5m. Table Two shows current financial position by service
area.
Table Two Financial position for NHS Eastern Cheshire Clinical Commissioning
Group by service area
Annual
Budget
Service area
Acute Contracts
Community Services
Mental Health
Non Contract Activity
Continuing Healthcare
Prescribing
Primary Care Other (LES)
Grants/Voluntary Sector
Other Healthcare Spend
Investments/LDIP
Growth/QIPP
Planned Surplus
Running Costs
Total Budget

£000s
118,455
18,541
12,821
3,469
20,237
30,015
1,366
1,017
7,881
1,530
1,772
200
4,688
221,992

Cumulative Position
Budget
Actual
Variance
Over/
(Under)
£000s
£000s
£000s
29,614
29,727
113
4,635
4,660
25
3,205
3,295
90
867
772
(95)
5,059
5,059
0
7,504
7,504
0
341
415
74
254
269
14
1,970
1,971
1
383
383
0
443
443
(0)
50
(50)
1,135
1,128
(7)
55,460
55,626
165

3.

Year to Date Performance

3.1

The year to date position reflects all costs received to date and a number of estimates
around costs waiting to be invoiced. Whilst this is normal practice there are a number
of key issues worth highlighting:
• Acute Contracts: Information is always limited at this early stage of the year and
difficult to draw conclusions. Therefore, the positions reflect available data which is
subject to ongoing validations.
• Mental Health: This is a block contract and should reflect the agreed annual plan.
The cumulative positions require realignment in the future.
• Non Contract Activity (NCA): This covers patients who reside in Eastern Cheshire
yet receive care from across the country for whom we do not hold any contracts.
Given the changes in the commissioning landscape we are expecting providers to
catch up on the range of new commissioners and invoice accordingly.
• Personal Confidential Data: Historically, a restricted number of staff have been able
to validate invoices sent by providers as belonging to the appropriate commissioner.
This validation process continually highlights duplication of recharges, incorrect
values, wrong commissioners etc and has saved significant values in the past.
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3.2

Currently, in accordance with temporary guidance, ECCCG are unable to validate
invoices that contain the patient’s NHS Number (for example). Therefore, invoices, ie,
NCA, Contract Overperformance, are being paid as per the providers with a view that
any adjustments to said charges will be made at some point in the future.

3.3

Work is ongoing to limit the impact, and the impact of the guidance is being referred
back to NHS England. The impact covers a range of areas including risk stratification,
effective financial management, long delays in receiving data etc.

4.

Forecast Outturn

4.1

The financial forecast remains at a planned surplus of £200k, although Table Three
highlights the potential range in projects that are possible, mainly as a result of
increased contract over-performance and prescribing costs.

Table Three Potential financial forecast range in projects

Service Area

Acute Contracts
Community Services

Mental Health
NCA
Continuing
Healthcare
Prescribing
Primary Care
Other (LES)
Grants/Voluntary
Sector
Other Healthcare
Spend
Investments/LDIP
Growth/QIPP
Planned Surplus
Running Costs
Total Budget
4.2

Current
Forecast
£000s

Forecast
Variance
£000s

Most
Likely
£000s

Forecast
Variance
£000s

Worst
Case
£000s

Forecast
Variance
£000s

118,907
18,642
13,179
3,090

452
101
358
(379)

118,915
18,541
12,821
3,090

460
0
(0)
(379)

120,205
18,600
12,821
3,090

1,750
59
(0)
(379)

20,237
30,015

0
(0)

20,700
30,415

463
400

21,000
30,850

763
835

1,660

294

1,660

294

1,660

294

1,074

57

1,074

57

1,074

57

7,885
1,530
1,772
0
4,660
222,652

4
(0)
(0)
(200)
(28)
660

7,885
1,030
972
0
4,688
221,792

4
(500)
(800)
(200)
0
(200)

7,885
1,030
972
0
4,688
223,876

4
(500)
(800)
(200)
0
1,884

It is worth noting the following principles around the three ranges in the forecast outturn:
• Current Forecast: This is a straight line project based on the year to date position.
• Most Likely: This takes the straight line forecast and adjusts the expected outturn
based on a range of issues:
• Latest intelligence
• Previous performance
• Internal projections of key providers
• Worst Case: This takes the straight line forecast and assumes a worst case on a
number of areas:
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• Specific contracts will over perform by 3%
• Delivery of QIPP will not be as planned

5.

Contract Performance

5.1

Table Four identifies the forecasted position of our key providers as at financial year
Month Three. It is worth noting that a significant number of these are an early
indication of outturn given the limitation around availability of robust data.

Table Four Forecasted position of our key providers as at financial year Month Three
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6.

Quality, Innovation, Productivity and Prevention (QIPP)

6.1

Overview. As outlined in the 2013/14 Financial Plan, ECCCG set a QIPP delivery
challenge of £5.9m. This represented approximately one third of our total opening
underlying deficit which, after the delivery of QIPP, remains at circa £10.5m. The
approach for 2013/14 has been a mixture of initiatives working to the principles of:
• maintaining the current level of service provision and quality
• reducing duplication
• maximising the efficient use of services/products/providers

6.2

It is recognised that a wider plan around the future sustainability of Health and Social
Care services within Eastern Cheshire is being undertaken by the Caring Together
Programme which will report separately to the Governing Body later in the year.

6.3

Summary. Table Five identifies how the £5.9m QIPP challenge will be delivered during
2013/14. It provides two broad themes:
• a range of initiatives where actions are being taken to reduce expenditure
• utilises part of the funding set aside for contract over-performance to deliver the
balance

6.4

It is recognised that the following plans have been refined from those outlined in the
2013/14 Financial Plan and reflect what is possible, although some significant
challenges remain around limited resources and accurate and timely data.

Table Five

Identification of how the £5.9m QIPP challenge will be delivered during
2013/14.

QIPP Summary
QIPP

Original Target
Additional re Primary Care
Less: Prescribing
Local Delivery Plan
Learning Disabilities *
Running Costs
Reablement
Demand Management
Balance From Growth *
Remaining QIPP Delivery Target
6.5

£'000s
5,300
600
(1,000)
(500)
(243)
(237)
(300)
(558)

2013/14
£'000s
5,900

(2,838)
(3,062)
-

Impact on Growth (Contract Overperformance). As part of its 2013/14 Financial
Plan, it was acknowledged that contracts would overperform during the financial year in
line with previous years. The rate at which this occurs is difficult to predict and as such
a value, consistent with assumptions by service, was derived.
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6.6

As part of the QIPP strategy, Table Six highlights the level of contribution to be made
from the Growth funding.

Table Six

Level of contribution to the QIPP Strategy to be made from Growth funding
Impact on Growth Funding

2013/14
£'000s
6,072
(243)
(3,062)
2,767

Balance Available as per Plan
Less: Learning Disabilities
QIPP Contribution
Remaining Balance
6.7

As can be seen this leaves circa £2.8m for emerging over-performance/pressures and
early intelligence suggest that our initial assumptions may be lower. Discussions are
ongoing with our key providers around their forecast plans.

6.8

Note: 2013/14 Contractual Plans were set at 2012/13 actual levels with additional
capacity built in where agreed with specific providers. In addition, some of the
contractual measures limit the exposure to the commissioner via the introduction of
agreeing marginal rates for specific activity.

6.9

QIPP Initiatives. Table Seven summarises the individual initiatives being undertaken.

Table Seven QIPP initiatives being undertaken by NHS Eastern Cheshire Clinical
Commissioning Group
Scheme

Ref Timescale

Prescribing
Improve technique on
inhaler use to reduce
wastage

2013/
14
£’000s

2014/
15
£’000s

Measured

Lead

1

Deliver
in year

300

300 Individual reports
comparing current
expenditure with
previous years.

Graham
Duce &
Med Mmnt

Increase the
prescribing of branded
drugs for eight
conditions

2

Deliver
in year

181

181 Individual reports
comparing current
expenditure with
previous years.

Graham
Duce &
Med Mmnt

Reduce variations in
prescribing between
individual GP
Practices

3

Deliver
in year

519

519 Expenditure at GP
Practice level.

Graham
Duce &
Med Mmnt

4

Deliver
in year

500

Local Delivery Plan
Review
efficiency/pricing of
service

Reduce allocated
budget (currently
no committed
expenditure).

Alex
Mitchell

LD Growth
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Various schemes in
5
place ranging from
renegotiating providers
costs to reviewing
existing process with
peers/benchmarked
data
Running Costs
Deliver a surplus from 6
savings arising from
staff turnover
Reablement
Limit the current
7
budget to match
existing schemes
Caring Together
To be confirmed

Deliver
in year

243

243 Compare current
spend to previous
year.

Alex
Mitchell

Deliver
in year

237

150 Compare
expenditure to
budget.

Alex
Mitchell

Deliver
in year

300

Reduce allocated
budget (currently
no committed
expenditure).

8

Deliver
over
1-5
years

9

Deliver
in year

250

250 Compare referral
rates/ expenditure.

tbc

10

Deliver
over 1
year

50

100 Compare referral
rates/ expenditure.

Mike Clark/
Neil Evans

Manage growth in
expenditure in
Ophthalmology
Enhance cardiology
diagnostics provision

11

150

300 Compare referral
rates/ expenditure.

25

50 Compare activity/
expenditure.

Mike Clark/
Karen
Burton
James
Milligan

Review Urgent Care
Pathway

13

Deliver
over 1
year
Deliver
over 1
year
Deliver
over 1
year
Deliver
in year
Deliver
next
year
Deliver
in year

50

200 Compare activity/
expenditure.

tbc

15

15 Compare service
costs.
100 Compare activity/
expenditure.

James
Milligan
tbc

18 Compare activity/
expenditure.

James
Milligan

Demand
Management
Reduce variation in
Primary Care activity
in secondary care
Reduce variation of
diagnostic endoscopy

12

Coeliac Management
14
in Primary Care
Diabetes Provision
15
(Early stages of Caring
Together)
Renegotiate Stockport 16
Community Services
provision

tbc

Alex
Mitchell

-

18

Paul
Bowen/
Sam Nicol

Reduce Growth
Provision
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To reduce funding set
aside in anticipation of
increased growth on
contracts
Total
6.10

17

Deliver
in year

3,062

3,474 Monitor contract
performance
against plan.

5,900

5,900

Alex
Mitchell/
Neil Evans

Key points to note:
• capacity remains a key challenge for ECCCG with some remaining leads to be
identified
• measurement of delivery is restricted to routinely available and quantifiable data
• some of the schemes deliver their full savings during 2014/15

6.11 Governance. Diagram One displays the intended governance arrangements around the
delivery of the QIPP initiatives.
Diagram One

Intended governance arrangements around the delivery of the QIPP
initiatives NHS Eastern Cheshire Clinical Commissioning Group

QIPP LEADS

•
•
•
•
•
•

Develop detailed
scheme
Identify Risks
Assess impact on
services
Identify savings
Identify performance
metrics
Engagement approach

LEADERSHIP TEAM

•
•
•

Review plans
Monitor progress
Identify resources

GOVERNING BODY

•

Assurance re
progress

7.

Updates

7.1

East Cheshire NHS Trust (ECT) QIPP Assurance Process. Part of ECCCG’s
responsibilities as lead commissioner is to seek assurance on the process within ECT
around its QIPP (Cost Improvement Plans) Plans in accordance with the National
Quality Board guidance – June 2012. 1

7.2

The process is commonly known as the “Star Chamber” and the members 2 assured
themselves against a number of areas:
• identification of schemes/size of the challenge
• internal governance process
• risk assessment/Quality Impact Assessment
• engagement with stakeholders/internally

1

Department of Health (2012). How to maintain quality during the transition – preparing for handover guide.
https://www.gov.uk/government/publications/how-to-maintain-quality-during-the-transition-preparing-for-handover-guide-published
Attendees ranged from ECCCG, South Cheshire and Vale Royal CCGs (including Lay Members), the Local Authority and ECT.

2
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• monitoring arrangements
7.3

Outcome: Overall the members were assured that a robust process was in place
around the identification of QIPP schemes. It identified a number of key actions around
future meetings, maintaining dialogue and the monitoring of schemes. Note: The
outcome was to assess the process around the QIPP plans and not to explore the
financial position of ECT. It was acknowledged that any new schemes would be subject
to a similar process.

8.

Caring Together

8.1

During the last three weeks, colleagues from NHS England, ECT, Cheshire East
Council, Cheshire & Wirral Partnership NHS Foundation Trust and ECCCG are
supporting an intensive programme of work with McKinseys to pull together a financial
baseline for the local Health & Social Care economy.

8.2

This is part of the Caring Together Strategic plan phase which is due to be completed in
early August 2013.

9.

Finance Team

9.1

As a way of update, the remaining four finance posts have been appointed to within the
structure as part of the revised arrangements with the Cheshire & Merseyside
Commissioning Support Unit.

9.2

The post-holders have all started within the last three weeks and have injected some
much needed capacity to the existing two person team. A key focus will be the
development of a revised Finance & Performance report which will provide the
Governing Body with additional information over Cash, Balance Sheet, and Finance
Scorecard.

10.

Recommendations

10.1

The Governing Body is requested to:
• note the cumulative overspend as at June 2013 of £165k
• note the forecast year end underspend of £200k
• approve the revised QIPP plan

Author Name and Job Title
Date

Alex Mitchell
Chief Finance Officer
24 July 2013

Contact details (phone and
email address)

Alex.Mitchell@nhs.net
01625 663456
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Governance & Audit Committee
Minutes for Meetings:
29 May 2013 & 26 June 2013
Alex Mitchell
Chief Finance Officer

Contributors
Governing Body Sponsor

Supporting healthy
lifestyles
and reducing health
inequalities


Purpose of Paper /
Report
Exec Summary

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

Focussing on
local needs

Managing
our
resources

Corporate
development







For information 

The Governance and Audit Committee (GAC) reviewed the
draft Assurance Framework which listed all of the strategic
and operational risks currently identified with Eastern
Cheshire Clinical Commissioning Group (ECCCG).
Some additions were identified, along with the need to
update the risks in line with the new scoring matrix
contained within the Integrated Risk Management policy. It
was noted that the report was comprehensive, easy to read
and highlighted clear actions.
The GAC requested further detail on the 18 Week pathway
and individuals will be asked to attend the next meeting.

Recommendations
Next Steps

The GAC also confirmed that the Internal Audit Plan has
now been approved for 2013/14.
The Governing Body is requested to:
• note the contents of the minutes
The agreed amendments will be incorporated into
the revised draft Assurance Framework and submitted to the
GAC meeting to be held on 31 July 2013.
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MINUTES
Chair:
Gerry Gray
Date/Time: 29 May 2013 @ 10.30am-12.00pm
Venue:
Spencer Suite, Congleton Town Hall, High Street, Congleton, CW12 1BN
ECCCG Governance & Audit Committee Meeting – Full Committee
Attendees

Key

Gerry Gray (Chair)

GG

Gill Boston

Title & Organisation

Present


GBo

ECCCG Governing Body Lay Member
(Governance)
ECCCG Governing Body Lay Member

Melanie Lyman

ML

General Practice Representative, ECCCG



James Milligan

JM

Clinical Representative, ECCCG

Apols

Bill Swann

BS

Lay Member, ECCCG Patient & Public Involvement

Apols

Andrea Castling
Anne-marie
Harrop
Alex Mitchell

AC

External Audit Representative

Apols

AMH

MIAA Internal Audit Representative



AM



Mike Purdie

MP

Chief Finance Officer, ECCCG
Corporate Programmes & Governance Manager,
ECCCG
PA to Chief Finance Officer, ECCCG





In Attendance



Minute Taker
Philippa Pearce

PP

Action
By
1.0

STANDING ITEMS

1.1

Apologies for Absence
Apologies for absences were noted as above.

1.2

Declarations of Interest
There were no new declarations of interest.

1.3

Minutes of the Previous Meeting – 27 March 13 (Working Group)
Gill Boston advised that she is now an ECCCG Governing Body Lay
Member and asked that her details be updated in the minutes to reflect
this.

Location:

Spencer Suite, Congleton Town Hall, High Street, Congleton, CW12 1BN

Meeting Date:

29 May 13

Meeting Title:

ECCCG Governance & Audit Committee – Full Committee

Time:

10.30am-12.00pm

1 of 6

Completed by:
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It was noted that Gill Boston’s initials, GB, are the same as the
abbreviation for the Governing Body and therefore it was agreed to use
GBo when referring to Gill Boston.
With the above amendments, the Minutes were agreed as a true and
accurate record and were signed by Gerry Gray.
1.4

Action Log
The Action Log was discussed with the following updates made:
GAC12 AI2.2 Assurance Framework: Discussed as Agenda Item.
GAC16 AI2.4 Audit Committee Update: AM advised that a section
regarding the Duty of Candour is contained within NHS contracts and
the Framework. To be removed from Action Log.
GAC19 AI2.1 Governing Body TORs: Discussed as Agenda Item.
GAC20 AI2.2 Policy Review Sub-Cte TORs: List of existing policies
presented at Policy Review meeting. To be removed from Action Log.
GAC21 AI2.2 Policy Review Sub-Cte TORs: Discussed as Agenda
Item.
GAC22 AI2.3 Draft Internal Audit Plan 2013/14:
The Audit Plan was due to be returned to the GAC meeting in May for
formal approval but had been missed from the Agenda in error. GG to
formally agree to the Audit Plan outside of the meeting.
It had previously been agreed for the planned audit regarding
membership of the committee to go ahead prior to approval of the Audit
Plan.
GAC23 AI3.2.1 Composition of the GAC: Discussed as Agenda Item.
GAC24 AI3.2.2 GAC TORs: Discussed as Agenda Item.
GAC25 AI3.2.2 Assurance Framework: Discussed as Agenda Item.
GAC26 AI3.2.4 CCG Audit Cte: AMH to email GG with contact details
in order for GG to attend another CCG’s audit committee as an
observer.

2.0

REGULAR ITEMS

2.1

Integrated Risk Management Strategy & Policy
MP talked through the document, explaining that it is based on the
NHS England Policy. It outlines the duties and responsibilities for
identifying and reporting risk, identifying business as usual risks for
everyone who works for the organisation and how to escalate risks. It

Location:

Spencer Suite, Congleton Town Hall, High Street, Congleton, CW12 1BN

Meeting Date:

29 May 13

Meeting Title:

ECCCG Governance & Audit Committee – Full Committee

Time:

10.30am-12.00pm

Completed by:
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is a process by which risks are managed and escalated to the relevant
committee.
MP is talking to team leaders and adding details to the Corporate Risk
Log but advised that a process is to be established with regard to
reporting to the Leadership Team.
Following discussions it was agreed for MP to clarify where this
document should go to for ratification, as detailed within the Standing
Orders.
MP advised that the Qualitative Measures Impact (Annex Two)
includes standard measures taken mostly from CECPCT. It was noted
that this is a useful reference and that part of the review process is to
ensure that there is consistency with assessments. AMH confirmed
that this is consistent with other CCGs and that the key is for all to
understand risk and how it impacts them on a daily basis.
Discussions took place around responsibility and ownership of risks. It
was noted that the Governing Body has statutory responsibility but that
it is the responsibility of the Leadership Team to review and challenge,
and decide if a risk is to be escalated to the Governing Body. GG
explained that he has a standing invitation to attend Leadership Team
meetings and would attend if a new or accelerated risk is to be
reviewed.
AMH advised that the GAC should be assured around the process and
that what is happening is appropriate, that ownership is with the
Governing Body and that risks are being managed effectively, but
pointed out that the GAC should not be involved in formally reviewing
the risk policy.
In response to a question from AM, it was agreed to change the high
risk scoring assessment on Pg 11 from ten to above twelve.
AMH pointed out that the Risk Register is only mentioned in a diagram
and questioned whether the proposal is to have a single Risk Register.
MP advised that there is a single Corporate Risk Register and that the
intention is for any extreme risk to go to the Leadership Team and then
onto the Assurance Framework. It was agreed for MP and AMH to
discuss this further following the meeting.
The updated Policy is to be presented to the Governing Body in Jun 13
and then a review of the processes will take place.
Actions:
• MP to confirm if the Integrated Risk Management Strategy &
Policy is to be ratified by the GAC or by the Governing Body.
• Formal review of Risk Log to take place periodically, with a
minimum of three times a year, by the Leadership Team.
Location:

Spencer Suite, Congleton Town Hall, High Street, Congleton, CW12 1BN

Meeting Date:

29 May 13

Meeting Title:

ECCCG Governance & Audit Committee – Full Committee

Time:

10.30am-12.00pm

Completed by:
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•
•
•

2.2

MP to change the scoring system for high risk items to above
twelve.
MP to clarify how risks are recorded and escalated and what
the challenge and scrutiny process is.
MP to prepare a PowerPoint presentation for the Governing
Body meeting to be held in Jun 13.

MP
MP
MP

Assurance Framework
MP talked through the draft Assurance Framework, advising that six
main areas had been looked at, based on the Plan on a Page. It set
out the basic aims and objectives, risk and rationale for the current
score and the controls in place. MP advised that fictitious scores had
been used but that answers to the questions had been added.
MP talked through an example, explaining that:
• “Initial” is the scoring of a particular risk,
• “Current” details what is in place to mitigate the risk; and
• “Appetite” details what the organisation considers to be an
acceptable level of risk.
It was agreed to present the information to the next informal GB
meeting for debate, with a view to presenting it for ratification at the
subsequent formal GB meeting.
In response to a query regarding the risk rating having four colours,
Red, Amber, Yellow and Green, it was agreed to change this in line
with the risk strategy to Red, Amber and Green.
AM supported the clarity of the format, subject to some further
information being added.
Discussions took place regarding which committee the risks should be
initially presented to with points of note being:
• AMH talked about defining strategic risks, advising that some
risks will flow up and be included in this format, other risks will
be added in a few months at the right level. The level for
escalating risks to the GB would need to be established. The
Program Board manages its own risks and would make its own
decision regarding escalating exceptional risks to the GB.
• AM noted that if the benchmark is set at above 12 for escalation
to the GB, a risk with a lower rating would remain on the
Corporate Risk Register which would formally record that it is
being managed.
• A trigger mechanism would need to be established to determine
if a risk is serious enough to escalate to the Leadership Team.
• AMH advised that risks should be presented to the Leadership
Team before going to the GAC as the Leadership Team has the
operational understanding and is better placed to put the
challenge in. She questioned how the GAC would be assured of
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•

the risk process if it is directly involved in the risk process and
stressed that the GAC should not be involved in the operation
side of the process.
GG stated that until he is satisfied that the process is working,
he would like to see risks at the GAC prior to them going to the
Leadership Team. He would like to be clear that the right level
of risk is escalated to the Leadership Team to ensure that it
does not have a negative impact on it. If the process and
system is found to be working it can be reviewed after a period
of time. He pointed out that AM and JM are both members of
the Leadership Team and the GAC.

Actions:
• Assurance Framework to be presented to informal GB
meeting in Jun 13 for debate and formal GB meeting in Jul
13 for ratification.
• MP to update RAG rating on Assurance Framework to Red,
Amber and Green.
2.3

MP

MP

MIAA Audit Committee Progress Report
AMH briefly explained that the Progress Report, as circulated with the
agenda, completes the work for the last year and concludes the
Internal Audit Plan for 2012/13.
A summary of the work completed is set out in the report under section
1.2.
AMH explained that the majority of the recommendations identified sit
with the CSU or HR Shared Service.
The key risks arising from the review were a weakness around
authorised signatories and a lack of reviews of “super-user” access.
Action: Key risks around authorised signatories and a lack of
review of “super-user” access to be added to the next ECCCG
CSU SLA meeting.

AM

2.4

Governing Body TORs Final (For Info)
The GB TORs were provided for information only.

2.5

GAC TORs Final
The TORs were noted by the GAC.

2.6

GAC Policy Review Sub-Committee TORs
A further Policy Review meeting is to be arranged as soon as relevant
content is available.

2.7

GAC Policy Review Sub-Committee Mtg Minutes – 24 Apr 13
The minutes were noted by the GAC.
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3.0

ANY OTHER BUSINESS

3.1

Public Sector internal Audit Standards Dec 12 (For Info)
• UK Public Sector IA Standards Letter
AM advised that the attached document was a DoH paper published
for CCGs and providers. It had been presented for information only to
provide additional input into the role of the GAC.

3.2

Board Papers
In response to a query from GBo regarding access to CCG
papers/documents, AM advised that work is ongoing with the CSU to
create a website which will include agendas and papers. The external
site will include public documents, eg GB papers. The internal site will
include documents, eg, policies.

4.0

DATE, TIME & VENUE OF NEXT MEETING(S)

4.1

26 June 2013 – GAC Working Group
10.30am-12.30pm *Please note time of meeting subject to change
Venue: Meeting Room A, New Alderley House, Macclesfield
Signed:

Print:
Date:

Location:

Spencer Suite, Congleton Town Hall, High Street, Congleton, CW12 1BN

Meeting Date:

29 May 13

Meeting Title:

ECCCG Governance & Audit Committee – Full Committee

Time:

10.30am-12.00pm

Completed by:

6 of 6
Philippa Pearce

PAGE 118

MINUTES
Chair:
Gill Boston (For Gerry Gray)
Date/Time: 26 June 2013 @ 10.30am-12.00pm
Venue:
Meeting Rm A, New Alderley House, Macclesfield
ECCCG Governance & Audit Committee Meeting – Working Group
Attendees

Key

Title & Organisation

Present

Gerry Gray (Chair)

GG

Gill Boston

GBo

ECCCG Governing Body Lay Member
(Governance)
ECCCG Governing Body Lay Member

Melanie Lyman

ML

General Practice Representative, ECCCG



James Milligan

JM

Clinical Representative, ECCCG



Bill Swann

BS

Lay Member, ECCCG Patient & Public Involvement



Andrea Castling
Anne-marie
Harrop
Alex Mitchell

AC

External Audit Representative



AMH

MIAA Internal Audit Representative



AM



Mike Purdie

MP

Amy Crowley

ACr

Chief Finance Officer, ECCCG
Corporate Programmes & Governance Manager,
ECCCG
MIAA Trainee Intern

PP

PA to Chief Finance Officer, ECCCG

Apols


In Attendance

Apols


Minute Taker
Philippa Pearce


Action
By

1.0

STANDING ITEMS

1.1

Apologies for Absence
Apologies for absences were noted as above.
GBo introduced Amy Crowley, a trainee intern with MIAA who was
observing the meeting while shadowing AMH.
The group were advised that AM, ML and JM would be 10-15
minutes late due to the overrunning of the Leadership Meeting. It
was agreed to start the meeting in their absence.
st
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1.2

Declarations of Interest
There were no new declarations of interest.

1.3

Minutes of the Previous Meeting – 29 May 13 (Full Cte)
The Minutes of the previous meeting were agreed as a true and
accurate record and were signed by Gill Boston.

1.4

Action Log
The Action Log was discussed with the following updates made:
GAC22 AI2.3 Draft Internal Audit Plan 2013/14:
AMH advised that she had received an email from GG formally
agreeing the Audit Plan.
Work on the planned audit regarding membership of the committee has
started with a survey of members to be completed. A set of questions
has been designed and sent to Jerry Hawker and Paul Bowen for
review and comment.
To be removed from Action Log.
GAC26 AI3.2.4 CCG Audit Cte: AMH to email GG with contact details
in order for GG to attend another CCG’s audit committee as an
observer. AMH advised that this is likely to be the Wirral CCG in Sept/
Oct 13.
(10.45am AM and ML arrived)
GAC27 AI2.1 Integrated Risk Mmnt Strategy & Policy
• Policy to be discussed at the Governing Body meeting today and
then presented for ratification at the July Governing Body meeting.
To be removed from Action Log.
• Frequency of review of risks suggested by MP. To be removed
from Action Log.
• Scoring system changed for high risk items from 12 and above to
13 and above. To be removed from Action Log.
• How risks are recorded and escalated was discussed. It had
previously been agreed that all risks would be presented to the
GAC in the first instance in order to be assessed and to determine
the level of risk. Once assurance has been provided that this
process is established it can be reviewed and a decision made
regarding whether to submit risks directly to the Leadership Team.
AM to add a caveat to this effect and to pick up at the Governing
Body meeting.
• MP and AM had prepared a presentation for discussion at the
Governing Body meeting being held today. To be removed from
Action Log.
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GAC28 AI2.2 Assurance Framework
• The Assurance Framework was to be presented at the Governing
Body meeting being held today. To be removed from Action Log.
• The RAG rating on the Assurance Framework had been amended.
To be removed from Action Log.
GAC29 AI2.3 Audit Cte Progress Report
Key risks around authorised signatories and review of “super-user”
access had been added to the ECCCG CSU SLA meeting to be held
on 27 Jun 13.
2.0

REGULAR ITEMS

2.1

Integrated Risk Management Strategy & Policy
AM confirmed that the appropriate amendments had been made to the
Integrated Risk Management Strategy and Policy and that it was being
presented to the Governing Body meeting today (26 Jun) for approval.

2.2

Assurance Framework
• Risk Management Strategy
• ECCCG Risk Issue Log 17 Jun 13
AM advised that this is a work in progress and asked for any views or
comments on the format of the report. In response to a query from
AMH, AM explained that the Risk Log is separate and distinct from the
Assurance Framework and details all of ECCCG’s risks. He noted that
all risks require reviewing.
(11.00am JM arrived)
All present were in agreement that the report is comprehensive, easy
to read and understand, it is easy to select specific areas and not too
complex. It is good to see the Action Plan at the bottom of the page
and useful to have an explanation of the wording, particularly as the
document will be accessible to the public.
Action: All risks on the Risk Log to be re-assessed in line with the
current policy and scoring system.

AM/MP

Business Management Team Risk Log
Risks on the Business Management Team Risk Log were discussed,
although it was again noted that they require refining in line with the
current strategy:
B10 Contract Position: AM expressed the view that the risk score of
20 is too high. Contracts have been agreed and regular meetings are
being held. Work needs to be carried out to re-classify this risk
downwards.
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B12 18 Weeks: ECT has agreed a contract plan with a trajectory of the
end of Nov 13 in order to comply with the 18 Week program. It was
noted that this is a risk but is being managed by an 18 Week Group,
regular discussion at the Contract Meeting and is reported to the
Governing Body via minutes from Quality & Performance meetings.
JM pointed out that 18 week monitoring is only carried out for the main
contract which could present a gap in assurance regarding compliance
by other external organisations. AMH advised going to the risk owner
in order to look at the controls in place and re-scoring the area.
Action: Wording re 18 weeks to be re-articulated in order to attain
the required assurance. Neil Evans to be invited to attend GAC
meetings when appropriate to discuss 18 weeks and provide
assurances.

AM

B5 A&E Performance: This is compliant across the organisations and
is currently green.
B13 Key Personnel Dependency: This related to shortage of staffing
within the Business Team but has been mitigated as a result of staff
being recruited and due to be in post at the beginning of September.
B11 Complaint & Incident Processes: Processes are in place and
this can now be downgraded. Julia Curtis has been appointed to carry
out a review and a committee has been set up which is chaired by JM
and with involvement of GBo.
B7 111: AM explained that the issues regarding 111 had escalated
quickly but remedial action had been put in place immediately by
revoking the original service. A twelve month review period has been
agreed with 111 due to come back on line next year. Assurance will be
undertaken to ensure that it delivers at that time.
AM pointed out that although the CCG had implemented the alternative
service, 111 is actually commissioned by NHS England.
All were in agreement to remove 111 from the risk register but that it
would need to be reinstated closer to the implementation date.
Action: 111 to be removed from Risk Register
B14 CWP: A public consultation regarding changes to the service
model had taken place. It was understood that the changes had been
implemented although they had previously been rejected by the CCG.
AM noted that he was not aware of anything being decommissioned
from the contract.
Action: Detail of the risk to be expanded upon and risk to be reassessed.
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B15 Local Authority: Further training might be a requirement,
including use of the Verto system and how to use the scoring matrix.
AM advised that third party contracts have been managed this year
and he does not believe that this is a risk.
Action: Columns to be revised and risk re-assessed.
The following areas were identified as missing from the Risk Log:
• Learning Disabilities contract issue.
• David Lewis Centre.
• Changes to access for Patient Confidential Data (PCD).
Actions:
• All updates as indicated above to be actioned.
• All areas identified above as missing from the Risk Log to be
reviewed and added to the log.
• All existing risks to be re-assessed and updated with the Risk
Log being returned to the GAC.

AM/MP

Risk Management & Assurance Framework Workflow
- Figure 1, Pg 18 of 52
AM talked through the Workflow flowchart. Discussions took place with
salient points being:
• Leadership Team to identify the strategic objectives that affect the
Plan, drawing information from external committees and staff.
Operational risks to be identified and logged on the Risk Register.
• Dotted line from GAC to Leadership Team queried.
• MIAA carry out an annual opinion on the risk assurance process
looking at controls and assurances but this does not test the ability
of how risks are rated. MIAA would however, put a challenge in to
suggest, on evidence presented, that a risk should be increased or
reduced.
• MIAA can provide risk training or additional support as required.
• The role of the GAC is to ensure that the reporting and
assessments are correct and consistent.
• AM highlighted the importance of understanding that MP is not the
owner of these risks.
Action:
• Wording on bottom right of flow chart, “Archive” to be
changed to “Managed Locally”.
• Flow chart to be amended to show how GAC flows in.
2.3

AM/MP

MIAA Audit Committee Progress Report
AMH gave a verbal update reiterating that GG had formally approved
the Internal Audit Plan by email and that work is progressing with the
membership review. Work has been scheduled across the year around
the Cost Improvement Plan (CIP) and Quality, Improvement,
Prevention and Productivity (QIPP).
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AMH advised that audit testing is being undertaken this year to provide
assurance around that work.
2.4

Agreement of Internal Audit Plan
As previously stated, GG had formally approved the Internal Audit
Plan.

3.0

ANY OTHER BUSINESS

3.1

GAC Working Group Meeting 28 August 2013
• August Governing Body Meeting Cancelled
AM advised that there will not be a Governing Body meeting in Aug 13
and questioned whether the GAC would require a meeting that month.
It was agreed to leave this as an agenda item for discussion at the July
meeting with GG present.
The question of holding GAC meetings on the same day as Leadership
Team and Governing Body meetings was raised. It had been noted
that the duration of Leadership Team meetings is to be reviewed.
There is a lot of subject matter to discuss at Leadership Team
meetings and they regularly over-run or have items deferred to the next
meeting due to time constraints.
Actions:
• GAC Working Group Meeting to remain on agenda for
discussion at July meeting re whether to hold it or cancel it.
• AM to discuss with GG whether to continue to hold GAC
meetings on the same day as Leadership and Governing
Body meetings.

4.0

Future Agenda Items
There were no additional agenda items, except those listed as Actions.

5.0

DATE, TIME & VENUE OF NEXT MEETING(S)

5.1

31 July 2013 – GAC Full Cte
10.30am-12.30pm *Please note time of meeting subject to change
Venue: To be confirmed
Signed:

Print:
Date:
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GOVERNING BODY MEETING
Wednesday 31 July 2013
Name of Paper /
Report
Lead Author

Minutes of
Clinical Quality and Performance
Committee – May and June 2013
Neil Evans
Head of Business Management
James Milligan

Contributors
Governing Body Sponsor
Supporting healthy
lifestyles
and reducing health
inequalities


Purpose of Paper /
Report
Exec Summary

Agenda Item 3.3.3

James Milligan / Sally Rogers
Reducing
premature
mortality


Focussing on
local needs


Managing
our
resources

Corporate
development

For ratification 

The Committee reviewed a draft of the new CCG
Performance Dashboard and discussed progress in
developing this with Cheshire and Merseyside
Commissioning Support Unit.
Key performance issues discussed were: East Cheshire
Trust (ECT) performance against a recovery trajectory for
meeting the target for patients to be treated within 18
weeks of referral. Improvement of performance was
reported to be on track but the CCG continues to work
closely with ECT to implement this performance recovery
trajectory. An explanation was also given regarding ECT
reporting of a high number of patients waiting for longer
than 52 weeks for treatment. Following investigation the
report was found to have data quality issues and it was
confirmed that no patients had actually waited over 52
weeks.
Formation of a health economy Urgent Care Board was
discussed and agreed.
Work with all key partners is on-going to address
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NHS EC CCG Governing Body Meeting 31 July 2013

Agenda Item 3.3.3

concerns about the sustainability of the ECT hyper acute
stroke service.
Assurance was provided as to ECT response to the
Clinical Quality Commission (CQC) audit and “areas for
improvement”.
An update was provided on the latest CCG Serious
Untoward Incidents (SUI) meeting which highlighted
themes emerging and the actions being taken to gain
assurance from ECT of learning from incidents.
The Committee approved the Terms of Reference for the
recently formed CCG Complaints and Concerns group.
The Committee discussed in detail the Quality Assurance
Review which is to be separately presented to the
Governing Body.
Neil Evans was able to assure the Committee that the
recruitment of three substantive posts to form the CCG
Quality Team had been completed with staff due to be in
post by September.

Recommendations

The Governing Body is requested to:
• ratify the notes of the meetings held in May and June.

Next steps

• the CCG Business Team will implement the actions
identified above
• development
and implementation of the quality
assurance plan

Page 2 of 2
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Clinical Quality & Performance Meeting Minutes
Boardroom, Alderley Building
Wednesday 22nd May 2013, 12.30-2.00pm
Attendance
Name
James Milligan (Chair)
Anita Mottershead
Debbie Lowe
Jacki Wilkes
Jane Stairmand
Julia Huddart
Julia Curtis
Lana Davidson
Lindsay Ratapana
Lucy Currie
Moira McGrath
Neil Evans
Sally Rogers
Dawn Wayne (Notes)

JM
AM
DL
JW
JS
JH
JC
LD
LR
LC
MM
NE
SR
DW

Title
Executive GP
Quality & Performance Analyst
Locality Lead, Business Solutions Team
Head of Clinical Development & Health Outcomes
Improving Outcomes Manager
Executive GP
Interim Quality Manager
Senior Contracts Manager
Safeguarding Adult Clinical Manager
Quality & Performance Manager
Designated Nurse Safeguarding Children
Head of Business Management
Executive Registered Nurse
Office Administrator

Organisation
NHS ECCCG
NHS ECCCG
CWW CSU
NHS ECCCG
NHS ECCCG
NHS ECCCG
NHS ECCCG
NHS ECCCG
NHS ECCCG
NHS ECCCG
NHS ECCCG
NHS ECCCG
NHS ECCCG
NHS ECCCG

Present
√
√
√
√
√
√
√
√
√
√
√

Apologies

√

√
√

Meeting Notes
Notes
1. Apologies, Declarations of Interest & Notes of Previous Meeting
1.1

Apologies as noted above.

1.2

Declaration of Interest
There were no new Declarations of Interest.
Notes from Meeting held on 17th April 2013 and Matters arising.
The notes were accepted as an accurate record of the meeting.

1.3

Actions and Matters Arising
1.2 Stockport Trust – NE confirmed he will continue to progress this query. As a sataisfactory response has
not yet been received the CCG has notified the Trust and coordinating CCG that this will prevent us from
signing the 2013-14 contract with Stockport Trust whilst this matter is still outstanding. NE/LD liaising with
Stockport CCG to resolve
Page 1 of 4
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NE/LD to liaise with Stockport CCG
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to resolve
4.1 Representation at ECT SUI meetings. The CCG has agreed that Jacki Wilkes will attend future ECT SUI
meetings.

NE to draft letter to Medical Director
at ECT confirming JW attendance at
future SUI meetings.

5.2 Datix – DL advised that the Datix link is now up and running with a communication regarding roll out to
practices scheduled for the first week of June.

DL/NE to communicate out to
practices

8.2 Care Homes Safeguarding feedback to GPs – LR reported that the feedback process was now in
operation; GPs agreed that the information was very helpful. It was noted that NE will be attending the
Quality and Surveillance group and will feedback any relevant issues raised by the agencies attending to this
group.
ECT Staff Survey – AM presented an overview of highlights and lowlights of the 2012 Staff Survey. The
group agreed that it would be useful to have sight of the Action Plan drawn up to address the issues raised in
the survey, notably the increased sickness absence figures (second highest within peer group) and increased
use of agency staff.

NE to raise request with Trust at
next Trust Quality Meeting

2. Quality Dashboards
2.1

ECCCG Quality Dashboard
The group reviewed the dashboard.

2.2

18 Week Target
It was noted that performance was improving slightly but there was still a considerable backlog in both 18 and
52 week RTT breaches in April which is not likely to improve in May. The current action plan is being followed
and is due to be reviewed in November. It was agreed that practices would welcome an ’18 week newsletter’
update from providers.

2.3

Diagnostic Timescales
Intermittent problems exist within diagnostics, some of which had been identified as ‘time to report’ issues
rather than “time to test”. It was noted that ECT are consistently achieving the overall target now.

2.4

A&E 4 hour Target
This was achieved in April and was on course to achieve in May. NE was able to assure the group that a
local group had been formed between Trust, CCG and NHS England to implement an action plan in order to
provide greater assurance around the sustainability of performance next winter. JW was leading on this for
Page 2 of 4
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NE/AM to approach CSU to develop
an internal ECCCG update for
practices showing average wait by
specialty/provider

JW to provide update on progress
to next meeting
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the CCGwith NE providing additional support.
3. Patient Experience
3.1

Exceptions from Service Quality Review Meeting
Safeguarding training attendance was highlighted as being poor at ECT. LR is meeting with the Trust
Safeguarding Lead to address this. If progress not being made then LR to escalate back to Quality Meeting

4. Patient Safety Incidents or Serious Untoward Incidents (SUI)
4.1

Minutes from SUI Meeting
Minutes were unavailable at the time of the meeting.
The group was advised that a separate meeting was being formed to review complaints and concerns
information. This will be a subset of the attendees of the SUI committee will convene following the main
meeting to monitor specific complaints and concerns. Trends and exceptions would be brought to this
meeting for discussion and further action if required. The group would also look to identify a patient rep to
help this group develop.

NE/DL to develop Terms of
Reference for the Group

5. Complaints, PALs and Professional Concerns Trends
5.1

Sample reports were circulated to the group as examples of the reports the area team propose to produce for
future meetings mentioned in item 4.1.

6. Mortality and Morbidity Data
6.1

SHMI Update
The quarterly 12 month rolling figures for the regional hospital trusts were reviewed and it was noted that
figures for ECT were generally average compared to the neighbouring trusts and no action was required.

7. Progress against the development of 2013-14 CQUINs
7.1

Update 2013-14 CQUIN
All CQUINS are now agreed but CWP still require final signatures as the overall contract is yet to be agreed.

7.2

ECT Inpatient Survey
ECT are aware of the disappointing inpatient survey results, overall classed in bottom 25% of trusts
nationally. The group requested sight of the Trust’s action plan to address the issues and suggested that the
information produced for the group is shared with ECT for their comments.

8.

Friends and Family Test

Page 3 of 4
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NE/AM to share analysis of survey
with ECT and request sight of their
action plan.
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8.1/
2/3

Notes from meeting held on 16.3.13 and Results (Wards and A&E)

9.

Safeguarding Updates

10.

As previously noted, Safeguarding training at ECT was highlighted as a concern.
LR and MM had attended the ‘Breaking the Silence’ conference.
Quality

10.1

Quality Improvement Programme (QIP) & Quality Assurance Review

The group reviewed the first month’s meeting information. Any trends to be monitored when future months’
results are available. AM will continue to attend Trust meetings and escalate any issues as required.

The draft PID for the Quality Improvement Programme has been sent round the group for feedback. It was
suggested that a deep dive into the QIP would be undertaken at the June meeting.
11.

DW to nclude in June Agenda

Any Other Business
None.

Next Meeting
Wednesday 19th June 2013

12.30-2.00pm

1st Floor, Boardroom, New Alderley House

Page 4 of 4
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Clinical Quality & Performance Meeting Minutes
Mtg Rm A, Alderley Building
Wednesday 19 June 2013, 12.30-2.30pm
Attendance
Name
James Milligan (Chair)
Anita Mottershead
Debbie Lowe
Jacki Wilkes
Jane Stairmand
Julia Huddart
Julia Curtis
Lana Davidson
Lindsay Ratapana
Moira McGrath
Neil Evans
Sally Rogers
Duncan Matheson
Tina Long
Philippa Pearce (Notes)

JM
AM
DL
JW
JS
JH
JC
LD
LR
MM
NE
SR
DM
TL
DW

Title
Executive GP
Quality & Performance Analyst
Locality Lead, Business Solutions Team
Head of Clinical Development & Health Outcomes
Improving Outcomes Manager
Executive GP
Interim Quality Manager
Senior Contracts Manager
Safeguarding Adult Clinical Manager
Designated Nurse Safeguarding Children
Head of Business Management
Executive Registered Nurse
Governing Body Secondary Care Doctor
Director of Nursing & Quality
PA to Chief Finance Officer

Organisation
NHS ECCCG
NHS ECCCG
CWW CSU
NHS ECCCG
NHS ECCCG
NHS ECCCG
NHS ECCCG
NHS ECCCG
NHS ECCCG
NHS ECCCG
NHS ECCCG
NHS ECCCG
NHS ECCCG
CWW NHS England
NHS ECCCG

Present
√
√
√
√
√

√
√
√
√
√

Apologies
√
√

√
√
√

Meeting Notes
Notes
1. Apologies, Declarations of Interest & Notes of Previous Meeting
1.1

Apologies as noted above.

1.2

Declaration of Interest
There were no new Declarations of Interest.
Notes from Meeting held on 22 May 2013 and Matters arising.
The notes were accepted as an accurate record of the meeting.

1.3

Actions and Matters Arising
1.2 Stockport Trust – NE confirmed that this matter has now been resolved and formal correspondence has
been received from the Chief Exec at Stockport Trust. NE has shared the correspondence with Disley and
Poynton.
Page 1 of 6
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NE to circulate correspondence
from Stockport Trust Chief Exec to
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other practices with original letter.
4.1 Representation at ECT SUI meetings – Completed
5.2 Datix – Completed
ECT Staff Survey – Completed
2. Quality Dashboards
2.1

ECCCG Quality Dashboard
The group reviewed the dashboard.
NE explained that the CSU is developing a dashboard, the front page of which will be provided monthly as a
RAG rating to detail the CCG and our main Provider’s performance highlighting any issues with mitigating
actions.
The main areas of note for ECT were:

2.2

2.3

•

There had been an improvement in A&E performance.

•

Two issues were highlighted regarding 18 Week Performance. Post winter patients with incomplete
pathways (ie, waiting for treatment), had narrowly failed the target in April. A recovery plan is in place
but will not deliver specialty level performance until November 2013. Any further slippage will push a
backlog into next winter. NE noted that this is a realistic but challenging trajectory.
The second area of note was around 52 Weeks which has always been an indicator. NE explained
that 52 Weeks is measured as a definitive stop date beyond which no patient should ever need to
wait. The Trust had been reporting 0 patients waiting 52 Weeks but May Unify dataset has recorded a
figure of 12 patients with pauses placed on them, eg, a pause will be put in place if a patient is out of
the country for a long period of time. A meeting has been scheduled by the Trust for 21 Jun 13 to
discuss these patients and to seek assurance that the 12 patients are appropriately listed. NE will
provide an update at the next meeting.

18 Week Practice Newsletter
This is an ongoing action. The current action plan is being worked on by the CSU who has produced the first
draft KPI schedule and is working on a practice update. This will be established when the Necto Portal goes
live.
A&E 4 Hour Target
This was achieved in the calendar month of April and May with 98% target forecast for June. An Urgent Care
Board has been established to focus on delivering both the target and the wider operational aspect of the
urgent care system. This is chaired by Kath Senior and looks at how to maintain performance next winter and
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NE to provide assurance that ECT
process for managing waiting list is
robust and patients are not
“genuinely” waiting over 52 weeks.

NE to ensure development of
newsletter is on CSU workplan.

JW to feedback on progress of
Urgent Care Board at future
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meetings.

beyond.
2.4

2.5

Hyper Acute Stroke
NE advised that guidance for GPs will be issued when it is available. JW is leading on this with Rob Stead. It
was suggested that a pathway be determined on an interim basis.

JW to be asked to share a
communication to stakeholders
with interim pathway pending
longer term solution.

CWP Performance Exceptions
NE advised that there was nothing specifically to escalate this month.

3. Patient Experience
3.1

Exceptions from Service Quality Review Meeting
NE advised that the ECT Quality Meeting had been held immediately prior to this meeting.

3.2

Staff Survey Action Plan
The group was advised that a number of areas had been identified where their staff survey indicated poor
performance, pressure at work and with team working. A national program has been identified to engage
staff with ten groups initially being established, each focusing on a different area. Feedback sessions are to
be held to report on progress made.

3.3

CQC Action Plan
NE advised that the Trust’s Action Plan had previously been circulated. NE reported that all actions have
been completed with the exception of one relating to clinical supervision. This needs a new policy
implementing which is to be put in place and ratified. The Trust is now using Bank Staff as opposed to
Agency Staff to fill gaps on rotas. Staffing levels are one Registered Nurse to 6/7 patients although it was
noted that there are exceptions to this, eg, according to the dependency and at night. When CQC repeat
inspection takes place the CCG will be notified of findings to confirm areas of improvement have been
evidenced.

3.4

Friends and Family May 13
NE reported positive progress around the implementation of Friends & Family in A&E departments. The Trust
has reported a big improvement in the uptake of compliance to 18.8% which is ahead of target. The Trust is
taking part in a pilot on the use of text messaging although it was noted that feedback regarding the age
range of responders would be useful. NE advised that dementia questionnaires are being completed as part
of CQUIN.

4. Patient Safety Incidents or Serious Untoward Incidents (SUI)
4.1

Minutes from SUI Meeting
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The minutes of the previous SUI meeting were distributed although it was noted that they had not been
signed off yet.
Discussions took place regarding three SUIs, dating from Nov 2012, which highlight failures at management
and clinical level. The group were informed that the full reports are awaited for these cases.
NE advised the group that the review of the David Lewis Centre (DLC) cases is expected to take place at the
July meeting. LR is actively involved on behalf of ECCCG. Chelford Surgery, DLC and ECT have carried out
a review of processes and a visit to the DLC has been arranged in order to share communication channels
and to look into ways of improving how to best work together.
4.2

Review of DLC to take place at Jul
meeting.

Pressure Sores Update
A report regarding Pressure Sores will be available at the end of Jun for discussion at the Jul meeting.

Pressure Sores to be discussed at
Jul meeting.

5. Complaints, PALs and Professional Concerns Trends
5.1

Receive Minutes/Acton Log/Exception Report from Complaints and Concerns Group Meeting
The minutes of the first meeting of the Complaints and Concerns group were received and discussed.

5.2

Terms of Reference (TORs) for Ratification
The TORs had previously been reviewed. There were no further issues raised and these were approved.

6. Mortality and Morbidity Data
6.1

SHMI Update
Data is provided on a quarterly basis with the next due at the August meeting.

7. CQUIN Update
7.1

The next full quarterly report is due in August.

8.

Update from Quality Surveillance Group and Other Commissioners

8.1

SR provided an update from the Quality Surveillance Group. The group agreed that it would be useful to
send updates to this meeting.

9. Review and Discussion of CCG Quality Assurance Review Governing Body Report
9.1

JC distributed a draft copy of the Quality Assurance paper for comments. The paper includes learning from
Francis and Winterbourne Reports and descriptions as separate appendices.
Feedback was requested by COB 20 Jun or early on 21 Jun. A condensed version is to be taken to ECCCG’s
Governing Body meeting on 26 Jun in order to talk in more detail about it. JC advised that the Francis actions
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Assurance paper and provide
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and self assessment actions are key areas to read.

feedback to JC by the morning of
21 Jun 13.

A lot of material has been provided regarding fact finding and gap analysis. This leads into the action plan
that will turn into the CCG Quality Team development plan.
Discussions took place regarding CQC undertaking monitoring of the Trust. It was noted that the CQC link
would be the same for the CCG and the Trust. Issues had been raised to CQC’s regional director around
whether the CCG should be aware in advance of a CQC inspection.
The group thought that it would be beneficial to discuss how practically and effectively the CCG could audit
providers, utilising the skills of group members but without duplicating existing work. SR advised that she has
approached KS with regard to going onto wards to observe and provide hints and tips. NE noted that this
would require agreeing as a process with clarity regarding what we want to do and achieve. The suggestion
was put forward to link into the Trust’s audit program.
Discussions took place regarding primary care quality with it being noted that the CCG is jointly responsible
for quality improvement. It has been agreed between NE, Glen Coleman and Alison Tonge for quarterly
meetings to take place. AM is involved in creating a dashboard which will highlight opportunities for
improvement. One of the new roles just recruited to has a focus on primary care. SR is looking to present a
paper regarding quality improvement for nursing care to the Leadership Team.
Information is required regarding how the Coroner reports into the system. It was noted that the Coroner is
due to be attending the next Care Homes meeting and could be asked to provide information at that point. JM
confirmed that he will be attending.
All of the actions discussed were noted as included within the quality assurance action plan which would be
developed over the coming month and finalised through discussions with the GB.

JC to lead on coordinating
development of the Action Plan in
order to finalise content.

10. Safeguarding Update – Next Quarterly Report Due Jul 13
10.1

Safeguarding Children and Adult’s Exception Report
SR advised that there is a new safe guarding policy being produced but it is not in a position to be ratified yet.

11.

Any Other Business

11.1

Meeting Documentation
A process is to be looked into with regard to issuing agenda items. It was noted that currently agendas are
issued and then are frequently revised with further documentation issued.
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Safeguarding policy to be presented
at July meeting.

Meeting documentation to be
reviewed.
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11.2

Recruitment
NE provided an update on recruitment to the team explaining that the recruitment process has now been
completed. Three jobs have been offered and accepted subject to HR processes. It is likely to be September
before all staff are in post.
•

Quality & Performance Manager

•

Quality Improvement Manager

•

Quality Analyst

Next Meeting
Wednesday 24 July 2013

12.30-2.00pm

1st Floor, Boardroom, New Alderley House
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GOVERNING BODY MEETING
Wednesday 31 July 2013
Name of Paper /
Report

Agenda Item 3.4.1

Locality Management Meeting
July 2013

Lead Author

Jacki Wilkes
Head of Clinical Development & Health Outcomes

Contributors
Governing Body Sponsor

Paul Bowen
GP Chair

Supporting healthy
lifestyles and reducing
health inequalities

Reducing
premature
mortality

Focussing on
local needs


Purpose of Paper /
Report
Exec Summary

Managing
our
resources


Corporate
development


For information 

NHS Eastern Cheshire Clinical Commissioning Group’s
(‘CCG’) Locality Management Meetings take place bimonthly. Attendees are one GP lead from each of the 23
member practices, the Practice Managers, Leadership
Team members and staff from the CCG management
support team.
The focus for July 2013 meeting was the CCG’s Mental
Health and Alcohol Programme. Progress to date and
planning for the future was discussed, specifically in
relation to brief intervention training for staff to support
reducing
alcohol
consumption,
developing
neurodevelopment pathways for children with ADHD
(attention deficit hyperactivity disorder) and Autistic
syndrome condition, transitional care for 16 – 19 year olds
within mental health and RAID (rapid assessment
interface discharge)

Recommendations

The Governing Body is requested to:
• note the summary of the Locality Management
Meeting held in July 2013.

Next steps

The next Locality Management Meeting will take place in
September.
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NHS Eastern Cheshire Clinical Commissioning Group Locality
Management Meeting 5 July 2013
1. Summary
1.1 At the 5th July 2013 Locality meeting the meeting was delivered in two parts.
1.2 Part One involved a commissioning update, and included:
• CCG Chair Election for 2014-2018 period - arrangements and a process will
be put in place, as outlined in the CCG Constitution, for the election of the
CCG GP Chair in early 2014.
Action: Matthew Cunningham, Corporate Services Manager
• Health Checks – now commissioned by the Public Health Team at Cheshire
East Council but provided in GP practices. There will be liaison with Cheshire
East Council via the Joint Commissioning Group regarding the progress of
establishing the service.
Action: Jacki Wilkes, Head of Clinical Developments and Health Outcomes
.
• Datix - the Business Team will seek and give clarification on the roll-out of
Datix (electronic system for recording concerns) and how to install this on
each clinician’s desktop.
Action: Neil Evans, Head of Business Management
• Practice Nurses - Work will be done to look into setting up a support and
information network for practice nurses.
Action: Christina Ellaby, Nurse Clinician, Ananndale Medical Centre, Melanie
Lyman, Practice Manager Lawton House Surgery, Sally Rogers, Registered
Nurse on Governing Body
• Audiology re-referrals - request by East Cheshire NHS Trust (ECT) for
audiology “re-referrals” into their system will be looked into.
Action: Neil Evans, Head of Business Management, Karen Burton, Clinical
Projects Manager
• Quality Outcomes Framework (QOF) - there will be a discussion with NHS
England to establish the QOF rules as to the impact if the CCG has not
commissioned a Diabetes Education and Heart Failure Rehabilitation service.
The current contracts for diabetes and heart failure services will be reviewed.
A business case for potential roll out and procurement will be established
based on work undertaken by Holmes Chapel Health Centre and ECT.
Action: Jacki Wilkes, Head of Clinical Developments and Health Outcomes,
Dean Grice, Practice Manager Holmes Chapel Health Centre, Melanie
Lyman, Practice Manager Lawton House Surgery
• Neighbourhood Teams - a Neighbourhood Team (NT) vision will be drafted for
practices to use as an objective when working with their local NT Team
Page 2 of 3

PAGE 138

NHS EC CCG Governing Body Meeting 31 July 2013

Agenda Item 3.4.1

development groups on what Neighbourhood Teams will deliver and how they
will operate.
Action: Bernadette Bailey, Service Delivery Manager, Samantha Nicol,
Director of caring Together Programme, Dr Paul Bowen, GP Chair
• Care Panels - a number of sessions have been planned to agree how the care
panels will work and what they will be delivering. The September Locality
Meeting may be used to help set these up
Action: Samantha Nicol, Director of caring Together Programme, Dr Paul
Bowen, GP Chair, Jacki Wilkes, Head of Clinical Developments and Health
Outcomes

1.3 Part Two - outcomes of the workshop session included:
• widespread commitment to using the ‘breaking free’ online resource
• agreement to develop a business case for licence for Breaking Free online to
be directly available to GPs without the need for a secondary care referral
• GP input into the neurodevelopment pathway and agreement to consider a
single point of referral for children’s mental health
• commitment to work in partnership with education and the third sector to
support children in transition from childrens to adults mental health services
• support for training in basic mental health assessment for all doctors in all
specialties
• strategies for improving communication and potential to link in with a single
point of referral and improving the support for people going home

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

Jacki Wilkes
Head of Clinical Development
Outcomes
22nd July 2013
01625 663476
jackiwilkes@nhs.net

and

Health
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GOVERNING BODY MEETING
Wednesday 31 July 2013
Name of Paper /
Report
Lead Author

Agenda Item 3.4.2

Eastern Cheshire Community
HealthVoice
Rebecca Patel
Public Engagement Manager

Contributors
Governing Body Sponsor
Supporting healthy
lifestyles
and reducing health
inequalities


Purpose of Paper /
Report
Exec Summary

Bill Swann
Reducing
premature
mortality

Focussing on
local needs

Managing
our
resources

Corporate
development









For information 

Eastern Cheshire Community HealthVoice (‘HealthVoice)
is the Clinical Commissioning Group’s patient and carer
advisory committee to the Governing Body.
This paper gives a summary of the agenda and
discussions that took place at the last meeting of
HealthVoice which was held on Friday 31st May 2013.
Members were keen to follow the successful momentum
that Healthvoice has started to develop. The Chair and
Vice Chair of HealthVoice were keen to ensure that
members had the opportunity to discuss the future
strategic direction of HealthVoice which included the
following elements:
• HealthVoice as a strategic group
• interest and discussion groups to inform the strategic
group
• relationship between
the Governing Body and
HealthVoice
• relationship between the Patient Participation Groups,
HealthVoice and the Governing Body
Out of robust discussions members expressed
proposed model which includes the following:

a
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1) HealthVoice – the strategic group which brings
together the work of the subgroups and should be the
group which sends recommendation, decisions and
actions to the Governing Body of NHS Eastern
Cheshire Clinical Commissioning Group. As outlined in
HealthVoice’s terms of reference, the strategic group
also has ownership over the Annual Plan
‘Prosepectus’, its planning and delivery
2) HealthVoice Subgroup – Transparency focussing on
governance, legislation and implementation of
legislation
3) HealthVoice Subgroup – Culture focusing on
communications, engagement and enabling change
that our population can see evidenced
4) HealthVoice Subgroup – Commissioning focusing
on the gathering of data, business intelligence,
commissioning
intentions
for
the
Clinical
Commissioning Group. Members of HealthVoice were
keen to ensure that this includes special interest
groups for conditions, for example stroke and diabetes
5) NHS Eastern Cheshire Clinical Commissioning
Group Readers Panel – this will be a virtual group
that invites anyone within Eastern Cheshire to look at
our publications and make comments, suggestions
and amendments to ensure that our publications are fit
for purpose. It has been suggested that the group
could report directly into HealthVoice, or the “Culture”
sub-group.
Members agreed that Patient Participation Group (PPG’s)
membership from all 23 GP practices is vital in ensuring
that patient engagement is at the heart of the decision
making process. It is anticipated that the proposed
HealthVoice model will secure greater engagement of
PPG’s across Eastern Cheshire.
Members agreed that it is important for a flow of
communication and action between the Governing Body,
HealthVoice, its sub-groups and its virtual Readers Panel.
The proposed model has been developed by HealthVoice
and is currently in draft format. The model does enable
engagement to happen in a variety of ways, at various
stages of the commissioning cycle. The model also
ensures that we are truly accountable to our population,
with checks and balances in place for the variety of work
Page 2 of 3
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across the Clinical Commissioning Group.
This is an exciting step for HealthVoice, and a testament
to the hard work that the volunteer members have put into
the work of both HealthVoice and the Clinical
Commissioning Group.
The next meeting of HealthVoice is due to take place on
Friday 16th August, where the proposed model for
patient participation, engagement and communication will
be finalised.

Recommendations

The Governing Body is requested to:
• note the content of HealthVoice discussions
• note the future direction of HealthVoice

Next steps

The next meeting of HealthVoice will take place on Friday
16th August 2013 at Morton Jubilee Hall, Union Road,
Macclesfield, SK11 7BN 10.00am – 12.00noon

Author Name and Job Title
Date

Rebecca Patel
Public Engagement Manager
18th July 2013

Contact details (phone and
email address)

01625 663 864
rebeccapatel@nhs.net
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Name of Paper /
Report
Lead Author

Agenda Item 3.4.3

Eastern Cheshire
Partnership Board Meetings
June and July 2013
Jerry Hawker
Chief Officer

Contributors
Governing Body Sponsor
Supporting healthy
lifestyles
and reducing health
inequalities


Purpose of Paper /
Report
Exec Summary

Reducing
premature
mortality


Focussing on
local needs


Managing
our
resources


Corporate
development

For information 

There was no meeting in June.
The July meeting reviewed progress on the Caring
together programme and provided recommendations on
future governance and programme management
structures. All partners agreed to the suspension of the
current Eastern Cheshire Partnership Board and its
replacement by a new Caring together Executive and
Caring together Steering Group.
The recently published Caring together briefings for
stakeholders, staff and media were discussed and
endorsed.

Recommendations

All partners noted and supported the Cheshire Pioneer
bid, recognising the importance of the Caring Together
programme continuing as the priority for Integrated care
across Eastern Cheshire.
The Governing Body is requested to:
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•

Next steps

Note the update and that the Eastern Cheshire
Partnership Board is being suspended and
replaced by the Caring together Executive and
Steering Groups.
Future reports to the Governing Body from the
Partnership Board will be replaced by updates from the
Caring together Executive.
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