MEETING of the GOVERNING BODY
held in public
Wednesday 25 September at 1 pm
Council Chamber, Poynton Civic Hall, Off Park Lane, Poynton, SK12 1RB
Chair: Gerry Gray

AGENDA
12.30
13:00
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1. PRELIMINARY BUSINESS
1.1

Welcome and opening remarks
from the Chair

1.2

Public Speaking Time

1.3

Apologies for absence
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Chief Officer Briefing

1.5
1.6

Gerry Gray
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All
All
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To agree

Jerry Hawker

Paper attached
For information

13:30

2. ITEMS FOR DISCUSSION
2.1

14:00

14:15

14:30

2.2

2.3

2.4

Caring Together
Strategic Outline Case
Cheshire East Public Health and
NHS Eastern Cheshire CCG
Memorandum of Understanding
Cheshire East Local
Safeguarding Children’s Board
Annual Report 2012–2013
Revisions to NHS Eastern
Cheshire CCG constitution

14:40

COMFORT BREAK

14:50

3. STANDING ITEMS
3.1

Caring Together Programme
update

Jerry Hawker

Paper attached
For endorsement

Dr Julie Sin

Paper attached
For ratification

Sally Rogers

Paper attached
For information

Jerry Hawker

Paper attached
For ratification

Samantha Nicol

None on this
occasion –
covered under
item 2.1 above

3.2

Finance and Performance
Report, Month 5

Alex Mitchell

Paper attached
For information
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3.3

Sub Committees – Minutes for information
Verbal report
3.3.1 Governance and Audit
Gerry Gray
For information
Committee – (no meeting
in August) September
2013
Verbal report
3.3.2 Remuneration
Gerry Gray
For information
Committee, (no meeting in
August) September 2013
3.3.3 Clinical Quality and
Dr James Milligan Papers
attached and
Performance Committee
Verbal report
July, (no meeting in
For information
August)
Advisory Committees – Summary notes for information
Paper attached
3.4.1 Locality Management
Jerry Hawker
For information
Meeting – 5th September
2013
Paper attached
3.4.2 Eastern Cheshire
Bill Swann
For information
Community HealthVoice
th
Meeting – 16 August
2013

15:15

3.4

15:25

4. CLOSING REMARKS

15:30

CLOSE OF MEETING

Gerry Gray

Verbal

DATE AND TIME OF NEXT MEETING:
Wednesday 27th November 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 31 July 2013
Macclesfield Town Hall

Unconfirmed MINUTES
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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
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Duncan Matheson
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GP McIlvride Medical Centre, Poynton
Lay Member, Patient and Public Involvement
General Practice Representative –
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
Senior Public Health representative,
Associate Director of Public Health, Public
Health department, Cheshire East Council
Lay Member, Patient and Public Involvement
General Practice Representative –
Bollington, Disley, Poynton
Secondary Care Doctor

PRESENT
PRESENT
PRESENT
APOLOGIES
PRESENT
PRESENT
PRESENT
APOLOGIES
PRESENT
PRESENT
PRESENT

PRESENT
APOLOGIES
APOLOGIES

IN ATTENDANCE
Hazel Burgess
Matthew Cunningham
Neil Evans
Samantha Nicol
Rebecca Patel
Ruth Carnall
Jacki Wilkes
Sheila Williams

Note taker
Corporate Services Manager
Head of Business Management
Caring Together Programme Director (for item 3.1)
Patient Engagement Manager
Carnall Farrar LLP (for item 3.1)
Head of Clinical Development and Health Outcomes
East Cheshire Trust - Designated Nurse, Cared For Children (for
item 2.1)

Members of the public
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1.

PRELIMINARY BUSINESS

1.1

Welcome and Opening Remarks from Chair
Dr Bowen welcomed all present to the meeting. He observed that nationally
the first set of ‘Friends and Family test’ results had just been published and
commented that this presents an opportunity to measure quality in hospitals
not by the meeting of performance targets, but by the gaining an
understanding of carer experience and the health outcomes of patients.
He said that the agenda for today’s meeting also had a focus on quality of
services, which has in the past often gone unmeasured.

1.2

Public Speaking Time
Dr Bowen said that he was encouraged to see that so many members of the
public had come along to the meeting. He reminded those present that
there would be an opportunity for an informal Question and Answer session
at the end of the meeting.
A summary of the questions and comments submitted in writing 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 Gerry Gray,
Duncan Matheson, Dr James Milligan and Angela Wales

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 meetings
The Minutes of the meeting held on 27 March 2013 – a further
clarification has been requested re the scope of Healthwatch and children
on page 3 as follows: Whilst the new Local Healthwatch has no powers
to Enter and View children's establishments in Social Care (as with the
previous LINks) it does have the power to inspect healthcare
provision for children e.g. Paediatric and Neonatal Care Units (as did
LINks). This change will be made and the amended minutes uploaded to
the CCG’s website as a record of the March meeting.
Minutes of the meeting held in public on 29 May 2013
Page 10 – final paragraph, wording amended from
‘Dr Julie Sin, the CCG’s public health link to Cheshire East Council’
to ‘ … the CCG’s link to the public health team of Cheshire East Council’
final sentence – the words ‘and arrange resources’ will be deleted.
With these amendments the minutes were accepted as an accurate record.
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Matters arising
1.6.2 – National Integrated Care Pilots - The outcome of the Cheshire
bid, including the Caring together Programme, to be selected as one of
eight national pilots for integrated care (‘the Pioneer bid’) is not yet known.
1.6

Chief Officer Briefing

1.6.1

The Comprehensive Spending Review and implications for
NHS Eastern Cheshire CCG
A link had been provided to information on this: http://goo.gl/t0aOr and the
attention of the Governing Body was drawn to two points in particular on
future NHS budgets and allocations to CCGs:
Whilst the Government has committed to protecting funding for the NHS the
likelihood of any growth is quite remote, therefore planning for the future
must be done based on 0% growth in income.
Since the financial year 2009/10 there has been a requirement for funding
to be transferred from the NHS to local authorities for investment in local
authority-run schemes deemed to be beneficial to health and wellbeing e.g.
‘reablement’. Nationally this transfer of funds will increase from the current
figure of £1.9 billion annually to £3.8 billion from the financial year
2015/16. The implication in Eastern Cheshire is that from 2015/16 an extra
£6.7 million from the CCG’s health spend will be transferred to the local
authority. In total in 2015/16 Cheshire East Council will receive £22–25
million from the NHS. Discussion start this month with Cheshire East
Council as to how the funds will be invested in local authority services that
support health and wellbeing. Use of these funds will be subject to scrutiny
by the new Cheshire East Health and Wellbeing Board, of which Eastern
Cheshire CCG is a statutory member. An update will be brought back to the
Governing Body in the autumn re the discussions on the use of the money.
In answer to a query whether there is any clarity on what the annual £6.7
million transfer from the CCG’s budget from 2015/16 would be used for, it
was replied that a draft set of conditions are being negotiated between
Government departments which will designate that the funds should be
used to support existing social services, in particular 24 hour/7 day services,
with the aim of reducing use of Accident and Emergency departments and
reducing avoidable emergency admissions to hospital. It is understood that
money could be withdrawn if the local authority cannot demonstrate how it
is being used to meet those conditions.
The CCG will work with the local authority and colleagues in HealthWatch to
ensure that the same level of scrutiny which is applied to NHS spending is
applied to this money spent in social care, requiring that its investment is
evidence-based and demonstrates delivery of better outcomes for patients
whilst taking fixed costs out of the NHS.
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1.6.2

NHS England ‘A call for action’ consultation
http://goo.gl/GK0Cb0 This is a consultation being undertaken by NHS
England with the population of England, raising awareness of the
challenges for the NHS, in particular the projected gap of £30 billion
between what is currently being spent in the NHS and what will be required
by 2021 at current growth rate of usage and demand. Jerry Hawker
observed that this consultation highlights the same situation nationally as
within Eastern Cheshire, which the CCG is endeavouring to address
through the ambitious Caring together Programme. He recommended the
document ‘The NHS belongs to the people: a call to
action’ http://www.england.nhs.uk/wpcontent/uploads/2013/07/nhs_belongs.pdf to the Governing Body members
as an important and timely paper.

1.6.3

The Keogh Review
http://goo.gl/IyAS03 Produced after the Francis Report on failings at the Mid

Staffordshire Hospital, the Keogh report, published on 16 July 2013,
identifies 14 hospital trusts with higher than expected mortality rates. Whilst
the recommendations were produced for those 14 hospital trusts, they apply
to all trusts in England and the CCG’s Quality and Performance Committee
will follow up the eight areas for improvement with East Cheshire NHS
Trust. Eastern Cheshire CCG is not the lead commissioner on contracts
with Stockport and South Manchester NHS Foundation Trusts but is
working with the local CCGs to ensure they are following up a robust
process with those providers also.
1.6.4

NHS 111
Jerry Hawker referred to recent media reporting of failings and concerns re
NHS 111 providers, particularly in the south of England, and the
announcement this week of the withdrawal of NHS Direct as a provider of
the NHS 111 service. NHS Direct had been the provider of the service
locally when it was introduced.
He assured the Governing Body that the CCG, along with neighbouring
CCGs, are constantly monitoring the performance of the NHS 111 service.
At the outset when there were serious and significant challenges with the
new service, the CCG took immediate action by re-introducing the Out of
Hours service run by local GPs as an interim measure whilst the concerns
with the nationally-directed NHS 111 service were addressed. The local GP
Out of Hours service is clinically very strong and is still in place.
The CCG is working with other CCGs across the North West looking at how
the NHS 111 service could be redesigned for the future. All CCGs will be
required to re-tender for NHS 111 next year. The CCG sees the many
advantages and the simplicity of the principle of NHS 111, however there is
a need to resolve the challenges of how it is provided and its capacity to
respond.
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Advanced negotiations are taking place with a number of potential providers
and assurances are being sought that lessons have been learned from the
experience with/of NHS Direct.
There was a query about whether there is any feel for how the public has
been affected by problems since NHS 111 was introduced.
There are anecdotal reports nationally that initially people did not get a good
service from NHS 111 when it began, and went to Accident and Emergency
departments; this was particularly acute in April and May. The service has
improved significantly and Accident and Emergency attendances have
decreased. It was commented that another consequence is that people are
phoning their GP surgeries rather than NHS 111.
Jacki Wilkes, lead for NHS 111 for the CCG, reported that although
numerous problems were experienced locally initially, there have been no
serious untoward incidents in this area as a result of patients’ contact with
NHS 111. Clinical concerns have reduced significantly and continue to be
monitored, most of these related to people not being directed to the right
level of service.
There was a query about how the CCG is communicating with the public
about the issues with the service which are being reported in the daily news.
The CCG recognises that the public may be confused and concerned about
the service and currently posting statements on its website as information is
published, giving consistent assurances that people ringing NHS 111 or the
GP Out of Hours service will be dealt with appropriately. It was clarified that
when people phone their GP surgeries out of hours they will either be
redirected straight to the Out of Hours Service or be provided with the
number to call. If they dial 111 they will get through to the NHS 111 Service.
GPs are advising their patients to dial the Out of Hours service and will
continue to do so until assurances are given around the NHS 111 service.
There was a query about timelines for NHS Direct’s withdrawal for service
provision and whether there are robust interim arrangements.
There is an agreed programme of work, including transfer of staff, between
now and April when NHS Direct withdraws. There is a small team working
on behalf of all 5 Cheshire CCGs in the managed transition process, and
contributing to the development of a new model.
2.

ITEMS FOR DISCUSSION

2.1

Promoting Health and Wellbeing of Cared for Children
in Cheshire East 2013 Annual Report
Sally Rogers outlined how the paper on today’s agenda reported on work
done with ‘looked after children’ in Eastern Cheshire, and the CCG’s
responsibility and duty to work with the local authority to meet the health
needs of those children. This year Eastern Cheshire and South Cheshire
CCGs agreed to increase funding for the service provided in the Cheshire
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Page 5 of 12

Minutes Draft 17 Sep 13

East Local Authority area, enabling additional nursing and administrative
resource to be put in place to provide a timely and good quality service.
Jerry Hawker thanked Sheila Williams, East Cheshire Trust Designated
Nurse for Cared for Children for the very informative report and she took
questions from the Governing Body.
In answer to a query about the numbers of children who have come into
Cheshire East from other local authority areas, and those from Cheshire
East who have been placed out, it was stated that these figures are roughly
equal. Children are generally not placed more than 20 miles from their
origin, children from Cheshire could be placed e.g. in Derbyshire or
Stockport or Stoke but some go to more distant locations. Nationally,
responsible commissioner guidance has yet to be clarified. There is a need
for reciprocal agreements to be in place so that locally one CCG does not
charge another CCG on a case by case basis. Health assessments are
carried out on children placed out of area there, as they are carried out on
children placed into Cheshire here.
Responding to a question on whether there are particular issues to be
aware of when ‘cared for children’ become adults and transition out of the
service, it was stated that children who have been in care for a long time
have to be more independent than their peers by age, but need support to
help set up their own accommodation and manage their own health needs
going forward. The extra funding provided by the CCGs will mean a nurse
working with each CCG area and will make a real difference to care leavers,
who do not have access to a school nurse or health visitor.
It was confirmed that there can be a need for ongoing psychological support
post fostering period or adoption, because of the nature of the experience of
the children. In Cheshire East there is a support team which works with
cared for children, preparing them and the carers for adoption. The more
vulnerable children remain the responsibility of the placing authority until
three years after their legal adoption.
In answer to a query on measurement of improved service as a result of the
increased funding, it was stated that the increased capacity and more
visible nurses will mean the aim to offer to 100% of children health
assessments, immunisations, dental checkups and developmental checks is
potentially now achievable, however, children aged 16+ sometimes decline
health assessments and a future report will show the number of
assessments offered, as well as those carried out.
The new team will be fully in place by the end of Autumn. An update will be
brought to the Governing Body early next year, with a further full annual
report next summer. Any emerging concerns in the intervening periods will
be notified to the Governing Body.
The Governing Body
•

Noted and accepted the annual report
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•
2.2

Supported the areas for development

Quality Assurance
Neil Evans Head of Business Management summarised the background to
the preparation of the report on a review of the Quality Assurance
processes in place at Eastern Cheshire CCG. An action plan has been
developed based on the gap analysis and a holistic quality strategy
highlighting priorities is now being developed with the benefit of all guidance
now available.
Within the CCG, additional staff have been recruited, including a new
clinical role for improving quality in primary care, one of the recently
announced new responsibilities for CCGs although they do not hold the
contracts for primary care.
Regarding formal reporting, the Quality and Performance Committee
proposes to apply a robust management approach, each month taking a
report highlighting delivery against the plan, and noting the mitigating
actions and anything falling behind. The minutes of those meetings are
provided to the Governing Body for and to highlight any issues or risks.
There was a query as to how patients and service users are being involved
in assessing the quality of services locally. The CCG intends to work closer
with groups using the full range of healthcare services, and where
appropriate implementing improvement plans. Work will also be done on
how to get feedback through HealthVoice and HealthWatch. GPs now have
the IT application DATIX on their computers to register concerns and
comments from patients re services not meeting their expectations.
It was agreed that as well as learning from mistakes, learning can be taken
from good practice which should be adopted and emulated
Regarding encouraging kite marks and charters in the assurance process,
the CCG encourages providers in what is deemed to be best practice; there
is an incentive for providers to raise standards to ensure they are the
provider of choice when patients choose where to go for treatment.
In answer to a question about the level of support available to the business
team from the contact with the Cheshire and Merseyside Commissioning
Support Unit (CMCSU), also a new organisation, it was replied that although
a holistic business intelligence service is not yet being provided, progress is
being made and there are pockets of expertise in the CMCSU which the
team can access. Challenging deadlines have been set for the CMCSU for
them to reach the level of capability that the CCG requires; if these cannot
be met, a different approach will be taken.
The Chair commented that HealthVoice, the CCG’s patient reference group,
is being re-structured, with committees focusing on particular areas.
Members will be able to use their experience and their contacts across
health and social care to provide ‘soft’ but real intelligence to the CCG on a
range of issues. In the meantime the process will become more robust as
NHS ECCCG Governing Body Meeting 31 July 2013
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the new organisations develop further. All were invited to send any further
comments on the report to Neil Evans.
The Governing Body

2.3

•

Noted the report, the Francis Report summary, the progress on
the Winterbourne actions and the recommendations set out in
the report

•

Endorsed the actions described within the high level action Plan
in Appendix 5

NHS Social Care Allocation to Cheshire East Council for 2013/14
Jacki Wilkes, Head of Clinical Development and Health Outcomes reported
on the process whereby the NHS Social Care Allocation for Cheshire East
Council will be transferred. The fund is determined by the Department of
Health, and is transferred to NHS England for release to local authorities to
be invested in social care services where there is a benefit to health,
provided that local CCGs agree that the proposals for its use meet the
requirements.
The NHS social care allocation for Cheshire East Council has increased by
£1.4 million from £3,756,000 last year to £5,192,074 for this financial year
(2013/14).
Early signs are that there is good return on the investment in terms of
outcomes for patients in some but not all investment areas..
There was a query as to whether any part of this fund would be for carer’s
breaks. It was explained that funding for carer breaks is currently jointly
commissioned by health and social care from a different pot of money. The
amount set aside for carer breaks is not being reduced and from 2015/16
onwards it will be included in the NHS Social Care Allocation.
In answer to a request for clarification about where the NHS Social Care
Allocation money comes from, it was clarified that currently the money is top
sliced from the NHS budget and transferred to local authorities via NHS
England without touching CCGs’ budgets. However, from 2015/16 this sum
will be supplemented from money which will come from CCG budgets.
There was a query about how the outcomes of the spend will be evaluated.
Jacki Wilkes stated that the evaluation framework could be more robust and
clear. A Task Group including representatives of CCG finance and
contracting teams and clinical leadership will identify key outcomes. NHS
England will decide whether or not the money is transferred, the CCG’s role
is to support and/or add a caveat and the recommendation to the Governing
Body is support with a caveat about the need to strengthen the governance
arrangements.
The Governing Body agreed
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• Confirmation of NHS Eastern Cheshire CCG’s support for
NHS England to sign the Memorandum of Agreement releasing the
NHS Social Care allocation to Cheshire East Council
• A recommendation to NHS England that caveats are placed upon
the release of the funding re establishing of clearly defined health
and social care outcomes and the requirement for additional
governance arrangements between the local authority and CCG
Proposed by Gill Boston, Seconded by Bill Swann
[There was a 10 minute comfort break]
3.

STANDING ITEMS

3.1

Caring Together Programme Update
Samantha Nicol, Integrated Care Programme was accompanied to the
meeting by Ruth Carnall of Carnall Farrar LLP, one of the two consultancies
working in partnership with the CCG on developing a strategic plan as
outlined in the paper. Sam Nicol outlined how the Strategic will guide the
formal structure of the Programme and ensure all pieces of work are
aligned. Partner organisations will hold the Programme to account through
the newly constituted Caring Together Executive Board, replacing the
Eastern Cheshire Partnership Board and the Caring Together Board. The
new Board’s first meeting on 7th August will receive the draft Strategic Plan,
which will be refined during August and September.
There was a query about the work of the culture transformation design
group and a discussion ensured about how culture transformation has to be
embraced by everybody in order to become embedded.
In answer to a query it was explained that the Treasury Green book
referenced in the report at 8.1 is guidance on constructing a business case.
It was confirmed that the benefits realization plan mentioned at 8.2.6 will be
about health benefits, not finance.
Jerry Hawker invited Ruth Carnall to comment on progress so far with
Caring together based on her experience working in other health
economies. Ruth Carnall briefly outlined her background in the NHS and
experience in consultancy and said that she was proud to be associated
with such a hugely ambitious project. The other consultant partner currently
working on the Caring together Programme, McKinsey & Co has been
involved at an international level but the scope of Caring together,
encompassing all organisations, services and ambitious outcomes for the
local population is unique compared to other programmes. She commented
that a huge amount of work has already been done in a very short space of
time and is being built upon to create a business case that will stand up to
scrutiny. This also differs to strategic work done elsewhere in that it is being
done in partnership with the CCG and its partners, rather than ‘for’ the CCG.
It is to be hoped that the Programme will provide a successful model to be
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followed by others.
Jerry Hawker agreed that the work being undertaken is very ambitious and
said that it is requiring a high level of commitment from all staff to take on
the challenge in addition to ‘doing the day job’. He wished to put on record
his appreciation for the amount of hard work staff are putting in. He also
expressed his thanks to Carnell Farrar and McKinsey and Co for agreeing
to work in partnership with the CCG, and thanks to East Cheshire NHS
Trust staff, the local authority, Cheshire & Wirral NHS Partnership Trust and
in GP practices for their support.
The Strategic Case for Change document, including more detail on quality
benchmarking, finance and benefits realisation will be brought to the
September meeting for endorsement.
The Governing Body
•
•
•

3.2

noted the progress on the work areas identified in the CCG’s
Prospectus
noted the process and timeline for the development of the
Caring together strategic plan and business case
agreed to receive the Caring Together Strategic Plan at the
Governing Body Meeting in September 2013

Finance and Performance Report, Month 3 as at 30 June 2013
Alex Mitchell told the group that the year to date financial position of the
CCG is an overspend of £165,000 but stated that the forecast is still to
deliver an end of year surplus of £200,000.
He stated that the QIPP (Quality Innovation Productivity and Prevention)
initiatives are aimed at maintaining the provision and quality of service
whilst reducing duplication and highlighted that, based on previous years’
experience of overperformance on provider contracts, a growth reserve of
£2.8 million has been included in the Financial Plan.
Four new staff have now been recruited for to Finance Team to monitor the
CCG’s budget.
There was a question about whether the QIPP strategy of asking providers
to reduce their costs for LD services created any consequent risk to the
viability of services. It was explained that there had been protracted
discussions with providers, who had been asked to make a voluntary
reduction in costs ranging from 5–15% with the assurance of a 1,2 or 3-year
contract at the revised rate. The providers had committed to provide the
same level of service and this will be monitored through feedback from
patients and carers.
The issue of difficulties validating invoices for individual patients as
highlighted in 3.2 of the report was highlighted. Current national guidelines
are the CCGs cannot access patient-identifiable data and therefore cannot
verify that invoices received are for residents of Eastern Cheshire. This is
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being raised at a national level and in the meantime invoices are being
processed in good faith.
There was a query over the way the forecast surplus is shown to be
achieved in the financial plan, particularly as initially when the CCG’s
financial allocation had been announced, a large deficit had been described.
It was explained that the negotiations with NHS England reported at
previous meetings had resulted in an agreement to vary the original
mandated requirements regarding monies required to be set aside and
monies required not to be spent on recurrent contracts. A new mandated
surplus of £200,000 was agreed with NHS England and this is shown as a
line in the budget as a cost.
The Governing Body
•
•
•

Noted the cumulative overspend of £165,000 as at 30 June 2013
Noted the forecast year end underspend of £200,000
Approved the revised QIPP plan

3.3

Sub Committee Minutes for Information

3.3.1

Governance and Audit Committee meetings – May and June 2013
The notes of the meetings on 29th May and 26th June 2013 were received
and noted. It was noted that the minutes mentioned timescales for bringing
of a governance framework to the Governing Body; this would be revised
due to cancellation of the July Governance and Audit Committee meeting.

3.2.2

Remuneration Committee
At a meeting in June remuneration for staff of member practices who are
employed by the CCG was discussed and agreed. Also approved were the
contracts of employment for CCG staff and the Lay Members. The legacy
arrangements for subsidised lease car policies for CCG staff were reviewed
and an options paper will be considered at a future meeting.

3.2.3

Clinical Quality and Performance Committee Meetings
The Minutes of the meetings held on 22nd May and 19th June 2013 were
noted.

3.4

Advisory Committees – summary reports

3.4.1

ECCCG Locality Management Meeting –
summary of discussions at meeting in May
The summary of the discussions and presentations at the July meeting of
the member practice was noted. It was added that the second half of the
meeting had been a very useful workshop looking at service implementation
and improvement in child and mental health, alcohol misuse and learning
disability services, and had been a good example of helping to improve
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strategies through partnerships.
There was a comment that the theme of ‘Caring together’ is starting to
appear in all the CCG’s meetings. Dr Bowen added that better relationships
are beginning to be built between GPs and secondary care doctors who in
recent years had begun not to interact to the same degree as in the past.
There was a query about the steps being taken to ensure that hard to reach
groups are offered health checks. Health checks are now commissioned by
Cheshire East Council and delivered by GPs on the basis of an open
invitation to anybody aged 40–75, with a new systematic call and recall
system coordinated by the public health team. Cheshire East Council’s
Public Health Department is aware of the need to reach out to those who
are not registered with a GP and Dr Sin noted the request for data on ‘no
shows’ to be collated and reviewed.
3.4.2

Eastern Cheshire Community HealthVoice Meeting – 31 May 2013
The summary of discussions held at the meeting on 31st May was noted,
including the proposed structure of sub-groups, giving people the
opportunity be more focused on their specific interest areas, and a providing
a more formal mechanism for two-way communication with the Governing
Body through a steering group. The proposals will be worked through at the
next meeting on 16th August.
There was a question about how engagement with the views of children can
be gathered and incorporated in HealthVoice. It is recognised that there is
a challenge in getting children and young people involved in a meaningful
way that makes a difference. Links have been made with existing networks
(e.g. ‘Just Drop In’) and expertise of the voluntary sector is being sought, in
addition to working with the Children’s Trust and although there might not
be attendance at meetings by children and young people, work is being
done to gain their input.

3.4.3

Eastern Cheshire Partnership Board – meeting held on 17th July 2013
There was no meeting in June. The main purpose of the meetings over the
last three to four months had been to agree a coordinated approach
between the partner organisations delivering health and social care in
Eastern Cheshire. At the July meeting it was agreed to end the Partnership
Board, replacing it with the new Caring Together Executive, which will be
wholly focused on the Caring together Programme.

4.

ANY OTHER BUSINESS
None on this occasion. The meeting closed.
DATE OF NEXT MEETING HELD IN PUBLIC
Wednesday 25 September 1-3.30 pm – venue to be confirmed
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APPENDIX A
NHS Eastern Cheshire CCG Governing Body meeting
held in public on 31 July 2013 at Macclesfield Town Hall

Questions submitted in writing to the Governing Body for
response during ‘Public Speaking Time’ at the start of the
meeting.
[Note: Where appropriate, further clarifying commentary has been added to the
verbal answer given at the meeting. Due to limited time, some of the questions were
not answered at the meeting but full written answers have been sent to the
enquirers.]

Question asked by: Cllr Hilda Gaddum : As a Ward Councillor, could I make a
plea to the members of the Governing Body that when they are commissioning
patient care from the hospital, they do, if possible insist that elderly patients
who live alone are not discharged during the evening/late at night with no
warning, leaving them very vulnerable.
The reason for this is that this has indeed happened several times, the most
recent in the past few months, which occasioned a very elderly resident to
come home without warning, her friends had to rally as best they could, and
she had to be taken back into hospital a few days later. In other words her
discharge was too soon.
[Cllr Gaddum added “from talking to colleagues this happens too often”.]
Answer from the CCG: NHS Eastern Cheshire Clinical Commissioning Group is
committed to ensuring that patients are treated safely, and with dignity and respect,
which would include arrangements for discharge from hospital.
We are committed to listening to the views and experience of our population and
acting upon concerns. We would encourage you to contact us if you believe that care
has been compromised so that we can investigate this for you.

APPENDIX A
Notes of ECCCG Governing Body Meeting 31 July 2013

Question asked by: Mr Basil Jeuda : What steps is the Board taking towards
whole system reporting in the field of urgent care, encompassing for example
111, NHS Direct, A&E, ambulance response times, and hitting targets for
elective- and non-elective surgery. In effect how is this part our local health
system functioning?
Answer from the CCG : The CCG has established an Urgent Care Board to monitor
and manage demand in all areas of the urgent care system. This includes the
reintroduction of the use of 'spotter practices' within primary care as an early
warning of increasing demand, such as ‘flu like symptoms, diarrhoea and vomiting.
The Urgent Care Board also utilises hospital and other provider information, such as
the number and nature of people presenting to hospital, waiting times in Accident
and Emergency, turnaround times for ambulances, number of beds and extra beds
in the system, delayed discharges and availability of intermediate care beds and
home care packages.
As well as providing the day to day insight of how the urgent care system is
performing, it will provide an indication of the impact of projects within the year on
the Caring together Programme. It will tell us which initiatives are working well, and
help us to understand both the complexities within the system and the links.
We will be inviting a patient representative to sit on the board who we hope will help
us develop structures and processes which are effective, patient and public focused
and easily communicated and understood.

Question asked by Mr John Adams, quoting item 3 on the agenda, Caring
Together Update re two consultancy organisations developing a business case and
5 year implementation plan
Q. Can we be assured that the considerable cost of these consultants
(£200,000?) will be covered by the NHS England funding and that neither the
CCG/Trust/Local Authority will be required to fund the consultants from this
year’s budgets?
Answer from the CCG : NHS Eastern Cheshire Clinical Commissioning Group can
give assurance that the initial funding for the consultant partners to support us in the
development of the strategic plan has been fully funded by NHS England.
It is highly likely that the local economy will require further support from external
partners (consultants) to be able to complete the business case, and this additional
funding will need to be found from existing budgets by the organisations signed up to
the Caring together Programme.
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Q. If the value of this contract is as suggested should this Board’s approval
have been sought before contract letting?
In relation to the value of the contract, at the January 2013 meeting of the Governing
Body meeting in public at the Festival Hall in Alderley Edge, the Governing Body
agreed in principle for the CCG to bring in external support to help with financial
planning.
At the May Governing Body meeting the Governing body was informed, by the Chief
Officer, Jerry Hawker, of the investment by NHS England towards external support to
help with the financial modelling
Q. At this stage of the project’s development which Finance Director has
control of this joint project?
We can confirm that this is Alex Mitchell the Clinical Commissioning Group’s Chief
Finance Officer.

Question asked by: Mr John Adams re item 4, Clinical Quality and
Performance Report
Q. Will we be able to claim back 2.5% of the East Cheshire NHS Trust contract
if it does not meet its QIPP objectives?
Answer from the CCG: The Caring together Programme has been established to
identify and deliver the type of productivity savings identified in the NHS Productivity
website. However, it is important to recognise that the efficiencies required cannot be
delivered by the hospital alone, but very often by changing what happens outside the
hospital within community healthcare settings and social services. This is why we are
working at a whole economy level, and penalising the Trust alone would be counterproductive.
Q. What steps are being taken to ensure that East Cheshire NHS Trust is
worthy of the CCG funding provided and improving its performance on, say a
monthly basis, similar perhaps to Dr Foster’s key performance indicators, but
not necessarily the same?
Answer from the CCG: The CCG monitors all its main providers on a monthly basis
through its Quality & Performance Committee, and is constantly seeking continuous
improvement and, where appropriate, the application of contract penalties for
performance which is below the standards we expect.
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Question asked by: Mr John Adams re item 5, Financial Report. The QIPP
(Quality Innovation Productivity & Prevention) Plan was a saving of £5.9
million in the financial year. The FD’s report states “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 over performance and any emerging
pressures.” In addition Table 5 of the report shows a reduction of £3,062k in
Balance for Growth.
Q. Is the interpretation, now, that we have Planned Savings of £2.8 million and
that £3.1 million is coming out of a provision, or reserve, against growth, to
meet the objective?
In the list of savings contributions of:

£’000
Local Delivery Plan
Learning Disabilities
Demand Management

500
243
558

are shown.
Answer from the CCG : The interpretation of the financial report in that we have
plans in place to deliver the overall QIPP challenge of £5.9m for 2013/14 is correct.
The savings are delivered across two broad themes:
• £2.8m of identified schemes as detailed within the finance paper
• £3.1m being removed from the funding set aside for growth and or over
performance of Acute (hospital) contracts
Q. Can an explanation be given of the impact of these savings on the service
provided?
Answer from the CCG: The QIPP(Quality Innovation Productivity and Prevention)
initiatives are aimed at maintaining the provision and quality of service whilst
reducing duplication and waste, resulting in a more efficient service for both the
patient and carer. Detailed below is any impact on the service for the three areas
highlighted:
a) Local Delivery Plan – Within the 2013/14 Financial Plan resources of £1m
were identified, recognising the need to develop services during the financial
year. There were no commitments against this funding at the beginning of the
year and therefore no impact on services.
b) Learning Disabilities - In partnership with the Local Authority, we are working
together to improve efficiency with the Learning Disabilities Pooled Budget
arrangements without any impact in service. The providers of services have
responded to a request to reduce their prices by a minimum of 5% whilst
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maintaining service provision and quality. As a result, we are not expecting
any increase in the service costs over and above our 2012/13 annual
expenditure.
c) Demand Management – There are a number of initiatives under this heading
which are aimed at working with the existing services to reduce unnecessary
duplication and waste.
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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 on 31 July 2013 at Macclesfield Town Hall
[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]

Question from Member of the Public: There is no mention in the finance
papers of contracts with the GP practices?
Answer from the CCG – To avoid the potential conflict of interests, CCGs do not
hold the contracts with their member practices and the funding for these is not
provided via the CCGs’ financial allocations. The core primary care contracts, and
‘extended services’ contracts, are contracted by NHS England.

Question from Member of the Public: The CCG was initially projecting a £12
million overspend, and the papers for today’s meeting show this has now been
reduced. How confident is the CCG that this can be achieved without
damaging or reducing patient care?
Answer from the CCG: When CCGs became statutory bodies and were given
financial allocations, there was guidance from NHS England on reserves to be held
and surpluses to be made. In Eastern Cheshire this meant a requirement to have a
surplus – ‘profit’ – of £7.7 million at the end of the year. It has been agreed with
NHS England that we only have to deliver a surplus of £200,000 instead this year,
and can spend more money on services contracted for; so we are not cutting
services, we are just not delivering the required ‘profit’ this year. This is a ‘one-off’
concession for this year. We are looking for a solution that maintains the level of
care but reduces costs, and together with providers we are looking at different ways
to organise health services in a sustainable way.
Question from Member of the Public: Is this going to mean e.g. knee or hip
replacements not being referred or delayed until next year?
Answer from the CCG: It is uncomfortable for everybody, the thresholds are
already set high but they will be reviewed and will have to be set higher; there is just
not enough money unless we reorganise care and remove costs from the most
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expensive parts of the service whilst making services robust and more effective.
This is the essence of the Caring together Programme.

Question from Member of the Public: Re privatisation: when a CCG puts out a
large contract to competitive tender, what process would have been used to
arrive at the decision to tender for that service?
Answer from the CCG: There are published regulations about what CCGs can and
cannot do re contracts. Legislation infers that every contract should be put out to
competitive tender but the CCG is applying best judgment and looking at whether
there is good and positive evidence that current services are working well. The
Government’s commitment to choice and control of patient choice means that, to
some degree, whether or not a service is put out to tender depends on feedback
received from patients re their experience and their perception of its quality.

Question from Member of the Public: On Choose and Book, Knutsford people
are going to Brookdale but it is not on your list of providers.
Answer from the CCG: The provider of the diagnostic ultrasound service at
Brookdale is not Brookdale but Care UK, using premises provided by Brookdale as
nowhere else was available locally. This is only for a first outpatient appointment.
In the same way retinopathy screening is provided at some optometrists, and the
Knutsford cinema was once used as a location for a service. The CCG will ask Care
UK to put signage clarifying their use of the venue at the venue.
Question from Member of the Public: If services commissioned by the CCG
are being provided at a private clinic there may be an assumption that the CCG
is endorsing the clinic’s services.
Answer from the CCG: We will request that a clarifying notice is displayed at
Brookdale.

Question from Member of the Public: Do relatives of elderly patients who have
been admitted to hospital, and who may have to make arrangements for them
when they get home, not have a say on when or whether or not the patient
should be discharged back to their own home?
Answer from the CCG: If people have examples of where care of patients on
discharge back to home is not correct, the CCG would like to hear. Care for patients
is central to everything the CCG does. People with elderly relatives they care for are
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encouraged to look into Power of Attorney to have a say in their care, especially
patients with dementia. However, people have a right to make choices about their
own care whether or not others may think their choice is correct, and where there is
a Power of Attorney held, a patient can still make their own choice provided they are
competent to make it.

Question from Member of the Public: Does the social care allocation
mentioned in today’s papers include telehealth?
Answer from the CCG: Yes it does
Question from member of the public: It was said that if the local authority
does not fulfil its obligations for the use of the social care allocation, the
monies will be withdrawn. Would the money go back to the CCG or to
Government?
Answer from the CCG: The process is subject to conditions yet to be agreed by the
Department of Health but the money goes via NHS England to the Local Authority,
bypassing the CCG. Should the conditions on its use not be met, the current
understanding is that the money would revert to the Treasury.

Question from Member of the Public: Is it widely known that when patients
enter a care home, if they choose to register with the one surgery which has
made an agreement with that residential home, they can be seen on a regular
basis by a GP whether or not they need to be seen? Could this be promoted
more?
Answer from the CCG: Patients have the choice to register with whichever GP
surgery they wish provided they live within the catchment area. However alongside
this, the CCG developed a Nursing Home pilot scheme whereby one GP is
appointed to one nursing home to give the opportunity for a level of proactive
development of a relationship with the patients. All the residents in the home have
the choice whether to stay with their own GP or to register with the Nursing Home
doctor who visits every week. The pilot programme has shown improved prescribing
of medicines and dressings, and improved safety, leading to better outcomes. There
is an increased cost to providing this service, but it is paid for by savings on
prescribing and high quality monitoring of patients, leading to avoidance of the need
for hospital admissions. A review is being carried out to get feedback from families,
staff and patients on the progress and difference that the scheme is making.
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Question from Member of the Public: What impression are the CCG and local
GPs getting of how the public of Knutsford are coping with the removal in
recent years of health services provided in the town, and what plans are there
to keep them informed of what is happening? This relates to the Community
Hospital being ‘downgraded to a clinic’, the loss of the intermediate care ward,
the difficulty and expense of having to travel further afield
Answer from the CCG: The intermediate care ward was used by residents of
Knutsford when it opened 20 years ago; in the last few years it was effectively a
ward of Macclesfield Hospital and people went there from Macclesfield Hospital and
were then taken back. The Caring together Programme is built on the premise that it
is not hospitals that provide care, it is people. Community-based multidisciplinary
teams are now working in Knutsford to support people in their own homes. There
has been a great deal of engagement in Knutsford about the Caring together
Progamme; there is representation from CCG at Knutsford Town Council meetings;
there have been a number of engagement events in the town, with more planned for
the end of August; the CCG regularly communicates with the Knutsford Guardian on
progress and MP George Osborne has asked, and is, being updated on the work.
The CCG is committed to get communications right and is disappointed if, despite its
efforts, local residents are still not aware of the new work going on. People are
focussing on the fact that a decision has not yet been made about a new building,
and do not recognise that the building is not essential to the formation and working of
the new multidisciplinary teams which are now in place and already working. There
is a perception that a hospital bed is a place of safety whereas the safety is the
services provided, not the bed and people are safer in their own beds if they do not
have a life-threatening condition.
Question from member of the public: The need to travel to Macclesfield
Hospital put a great strain on, and cost to carers who may be caring for more
than one person and living on a budget. When the ward was removed, East
Cheshire Trust promised patient transport in statements on their website.
Provision of this transport would mean a saving in money on appointments
which are being missed.
Answer from the CCG: We will do our best to raise the question of the commitment
made with East Cheshire Trust.
Question from Member of the Public: With the demise of AstraZeneca, mid
way on the bus route, it is likely that the bus service from Knutsford to
Macclesfield will fail. Could the money being transferred to the Local
Authority referred to in the meeting be used for transport?
Answer from the CCG: It is not known what conditions will be laid down by the
Department of Health for use of the money and the CCG is not in a position to direct
its use. It is likely Cheshire East Council will already have a list of services in mind
to be weighed and considered. As regards transport, a number of other towns in the
area might feel they have an equally good need of an improved bus service, but the
CCG will raise the question.
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Question from Member of the Public: Why is the Caring together Programme a
five-year plan? Why not accelerate it?
Answer from the CCG: We are already two years into the programme, which has
to be delivered in the next three years. The plan is very ambitious and requires major
changes in behaviours. For it to succeed, agreement of all partners must be secured
and work has been going on for the last 18 months getting them all to sit down and
talk; it is expected that a real difference will begin to be seen in the next 12 months.
Already comments such as “that’s very ‘Caring together’ of you” are being heard
within various gatherings and meetings.
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Chief Officer Briefing
1.

Winter Planning

The government has confirmed that more than £200 million has been allocated to
hospitals for projects to make lasting improvements to Accident and Emergency
(A&E) departments which are most at risk of struggling to cope with additional
pressure over winter. 1 The funding is not universally available to hospitals, but
based on an assessment undertaken by Monitor, the National Trust Development
Authority and NHS England. It is targeted to Trusts currently with the worst A&E
performance.
Stockport NHS Foundation Trust is the only trust providing care to the population of
Eastern Cheshire that will have access to this funding.

2.

Financial Allocations for CCGs

The Chief Officer and Chief Financial Officer attended a Fundamental Review of
Allocations Policy workshop in Leeds on 13 September organised by NHS England.
The review followed the recently published Advisory Committee on Resource
Allocation (ACRA) recommendations regarding CCG allocations. 2
The need to review the funding of allocations across the NHS is based on five main
factors:
a) the change in commissioner responsibilities (NHS / Public Health /CCG)
b) an NHS England mandated responsibility to ensure effective use of resources
c) errors in the CCG financial baseline allocations in 2013/14
d) the current financial allocation is based on outdated population profiles
e) the NHS responsibility to address inequalities
The ACRA recommendations, if implemented, would present significant changes to
the 2013/14 CCG allocations and with respect to NHS Eastern Cheshire CCG would
potentially result in a 7.8% increase in its current funding level.
It is important to note, however, that the ACRA recommendations are only proposals
and that NHS England will make any final decisions about future allocations and any
“pace of change “ which may see changes in allocations implemented over several
years.
It is expected that the 2014/15 CCG allocations will be confirmed by mid December
2013.

3.

East Cheshire NHS Trust – Macmillan Cancer Support award
for patient experience

East Cheshire NHS Trust has been rated 2nd in the national cancer patient

1
2

https://www.gov.uk/government/news/hunt-nhs-must-fundamentally-change-to-solve-ae-problems
http://www.england.nhs.uk/2013/08/15/rev-all-wrkshp/
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experience survey. 3 This is a national survey by Macmillan Cancer Support
measuring cancer patient experience across England, based on research
commissioned by NHS England. The league table compares the performance of
hospitals across England based on measures of patients’ experiences while being
treated in hospital such as: whether their diagnosis and treatment options were
explained clearly to them; whether they felt supported in their care; and whether they
felt they were treated with respect.

4.

CCG staff awareness training

In August 2013 CCG staff undertook a ‘dementia friendly’ awareness session as part
of the national drive to create one million ‘dementia friends’. In September 2013 a
visit from the Deafness Support Network advised on how to communicate with
people who are deaf and how to be mindful of those who are deaf when
commissioning services or discussing access to services.

5.

Pan-Cheshire Integrated Care Pioneer bid

On Monday 16th September 2013 Dr Paul Bowen was part of delegation of five
people from Cheshire who attended an interview at the Department of Health in
London for the Pan Cheshire bid to become part of the national Integrated Care
Pioneer Programme. 4

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

Jerry Hawker
Chief Officer
18 September 2013
email: jerryhawker@nhs.net
Telephone: 01625 663477

3

National Cancer Patient Experience Survey. NHS England. Cancer Patient Experience Survey 2013 National
Report. 2013 http://www.macmillan.org.uk/Documents/AboutUs/Research/Keystats/2013CPESInsightBriefingFINAL.pdf
http://www.nhsiq.nhs.uk/improvement-programmes/long-term-conditions/integrated-care.aspx

4
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For ratification 

A key early decision taken by the Caring Together Board
was the need to establish a Strategic Outline Case
which would provide a robust statement setting out:
• the clinical and financial case for change in
Eastern Cheshire
• how care needs to change to improve outcomes
and experience for the residents of Eastern
Cheshire
• the financial implications of these changes for
commissioners and providers.
The full Strategic Outline case was presented and
approved by the Caring Together Executive Board on the
18th September 2013.

Recommendations

In accordance with its terms of reference and the
statutory role of the Governing Body of NHS Eastern
Cheshire Clinical Commissioning Group; this paper
provides
a
summary
of
the
findings
and
recommendations of the Strategic Outline Case for
endorsement.
The Governing Body is requested to:
• acknowledge the baseline position and accept the
case for change as set out in the Strategic Outline
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Case
• agree that the Caring Together Programme will include
joined up care, acute redesign and productivity and
efficiency initiatives as approaches to respond to the
case for change
• note that the Strategic Outline Case is the first stage in
the development of a full business case as
summarised in the section on next steps
• agree in principle to continuing to work, in partnership,
with McKinsey & Company and Carnall Farrar LLP to
progress this work to develop a business case for the
Caring Together Executive Board to review on 15th
December 2013

Next steps
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Caring Together Strategic Outline Case
1.

Introduction

1.1

The full Strategic Outline case was presented and approved by the Caring
Together Executive Board on the 18th September 2013. In accordance with its
terms of reference and the statutory role of the Governing Body of NHS
eastern Cheshire Clinical Commissioning Group (CCG); this paper provides a
summary of the findings and recommendations of the Strategic Outline Case
for endorsement, including:
• executive findings
• key recommendations
• an outline of the proposed new health and social care system
• next steps
• summary of the journey to date made by the health and social care
economy in developing Caring Together

2.

Context

2.1

There is a lot to be proud of in terms of the health and social care we provide
in Eastern Cheshire. There is a strong track record of working together as
professionals. Our services are well regarded locally and compare well to the
best nationally. In addition, living standards and life expectancy is amongst
the best in the country.

2.2

However, the Eastern Cheshire health and social care system has been under
increasing pressure for a number of years to maintain sustainable, affordable,
high quality care services. The situation is set to become increasingly
unsustainable over the next five years as health and social care organisations
in Eastern Cheshire have to respond to escalating demand, new standards of
clinical care (Keogh Review 1, Winterbourne 2, Francis 3) and the continued
financial constraint articulated in the Comprehensive Spending Review. 4

2.3

If these current and future pressures are not planned for and managed
strategically the risk is that services will be cut to keep organisations safe and
in financial balance, reducing the overall availability of care and risking a
reduction in quality.

2.4

In recent years both East Cheshire NHS Trust and the former Central and
Eastern Cheshire Primary Care Trust have had to seek one-off financial
support payments to manage financial pressures. If partners are unable to
manage future finances within the legal requirements to break even there is a

1

http://www.nhs.uk/NHSEngland/bruce-keogh-review/Documents/outcomes/keogh-review-final-report.pdf
https://www.gov.uk/government/publications/winterbourne-view-hospital-department-of-health-review-and-response
http://www.midstaffspublicinquiry.com/report
4
https://www.gov.uk/government/topical-events/spending-round-2013
2
3
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risk of national intervention and a loss of local autonomy regarding the future
of service provision.

3.

Caring Together Programme

3.1

It is against this context that the ambitious Caring Together programme has
emerged from key strategic leaders, clinicians, staff and from members of the
public working together to agree their vision for a radical and innovative health
and social care system that is able to provide excellent, safe care to the
residents of Eastern Cheshire. Additional background information about the
Caring Together programme can be found in Appendix A.

3.2

Using international evidence of best practice the Caring Together Programme
aims to deliver benefits across the following four strategic outcomes that have
been collectively agreed:
• better patient experience and care outcomes
• clinical sustainability and better staff experience
• improved service utilisation
• delivery within given financial resources

3.3

In addition the Caring Together Programme will drive our approach to joined
up (integrated) commissioning in Eastern Cheshire as a foundation block of
the recent Cheshire Partnership Pioneer bid, and maintain a collective
commitment towards delivering the Cheshire East Health and Wellbeing
Board’s Strategy Plan. 5

4.

Strategic Outline Case

4.1

A key early decision taken by the Caring Together Board was the need to
establish a Strategic Outline Case which would provide a robust statement
setting out:
• the clinical and financial case for change in Eastern Cheshire
• how care needs to change to improve outcomes and experience for the
residents of Eastern Cheshire
• the financial implications of these changes for commissioners (those who
buy) and providers (those who deliver) of health and social care services

4.2

The Strategic Outline Case has been produced by the main partner
organisations working across the Eastern Cheshire health and social care
economy, working in partnership with McKinsey & Company 6 and Carnall
Farrar LLP 7 and forms a significant milestone in the journey towards
integration and the delivery of the Caring Together Programme.

5
6
7

http://www.cheshireeast.gov.uk/council_and_democracy/your_council/health_and_wellbeing_board.aspx
http://www.mckinsey.com/
http://carnallfarrar.com/
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5.

Strategic Outline Case - An Executive Summary

5.1

This section provides the Governing Body with an executive summary of the
findings and recommendations of the Strategic Outline Case, together with a
resume of the process used to develop the Caring Together Strategic Plan.
This section is intended to inform the Governing Body of the main outcomes
of the Strategic Outline Case.

5.2

The full Strategic Outline Case document runs to 70 slides and it has been
agreed that at this stage these will not be used in public until the content has
been signed off by each partner organisation’s own board, governing body or
cabinet.

5.3

The Strategic Outline Case crystallises the scale of the challenge faced by
commissioners and providers across Eastern Cheshire and has significantly
extended the original vision to join up care. The financial baseline has
inevitably skewed the tone of the case towards the health system (particularly
acute and community services), but the impact on social care, public health
and primary health care is implicit.

6.

Executive Findings

6.1

The key findings of the Strategic Outline Case can be summarised as;
• the current health and social care system is not sustainable with an
underlying financial challenge – or gap - that is set to rise to £66 million
over the next three years
• the baseline work undertaken as part of the Strategic Outline Case
provides a strong case for a radical change to how care is delivered to our
200,000+ residents in Eastern Cheshire. Failure to act will result in
declining care quality, poorer access to services, growing dissatisfaction
with the system and rising financial deficits across commissioners and
providers of health and social care services
• the Caring Together programme is the ambitious solution required to
address these challenges. The new care model based on four pillars of
care will need to dramatically shift the current system from reactive acute
care to proactive care closer to home, improve the experience and
outcomes experienced by our citizens, and achieve better staff experience
• the evidence indicates that a model (design/structure) of care in Eastern
Cheshire which is able to meet future needs, national quality standards,
improved patient and staff experience, and which presents the best
opportunity to be sustainable financially, is only likely to be achieved by
successfully delivering in parallel three interlinked and inseparable
programmes of work:
• joining up health and social care to take out duplication and bringing
more care into the community where it is appropriate to do so
• a review of acute services to ensure their design and delivery enables
people to get high quality local and regional specialist care in the right
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•
•

•

•

•

place at the right time. This is also to be achieved through collaboration
with a similar programme of work known as the Greater Manchester
Healthier Together programme 8 which will impact on services provided
for the people of Eastern Cheshire
• increasing efficiency and productivity across the health and social care
system to ensure financial stability through more effective use of
facilities, staff skills and available funding
achieving sustainability will require all three strategies to be implemented in
parallel – none will be sufficient alone
that the early ambition in respect of joined up care must now be rapidly
scaled up to include the transformational change of primary care, acute
hospital, residential and mental health care and the integration of health
and social care services across all provider organisations
based on international evidence of what has helped to make changes of
this size a reality a number of areas will need to be invested in which will
help the Caring Together programme partners deliver a new care model
through the three interlinked programmes of work, namely:
• strong leadership and cultural transformation
• consistent and transparent public, patient, carer and staff engagement
and communication
• much better information sharing
• new contracting, payment mechanisms and commissioning
approaches
• the development of a flexible, responsive and multi-skilled workforce
in order to fully achieve the Caring Together Programme outcomes and
objectives and to deliver the anticipated benefits it is necessary to
adequately scope and plan the investments and take into account the
associated risks. Therefore further work to develop a business case is
required.
the business case will be the planning and management tool to enable all
stakeholders to ascertain that the Caring Together Programme:
• is supported by a robust case for change that provides strategic
synergy
• optimises value for money
• plans are viable and achievable
• ensures financial affordable services

7.

An Outline of a Proposed New Health and Social Care
System

7.1

The Strategic Outline Case reaffirms the agreed ambition to shift care from
reactive acute (hospital, social care, mental health) setting to a care system
underpinned by the four pillars of care that the Caring Together Programme
has already established.

7.2

At the centre of the new care system is driving delivery of the highest intensity

8

https://healthiertogethergm.nhs.uk/
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of care in the lowest intensity setting; supporting individuals to take
responsibility for their own care through prevention, wellbeing education and
lifestyle choices, maximising community assets and improving access to
them.
7.3

Of equal importance will be the development of full community provided care,
close to people’s homes and epitomised by fully integrated multi-professional
care teams working to common outcomes focused on the citizen.

7.4

Achievement of this ambition will require an innovative and radical redesign of
care services, driving up standards of care 24 hours, 7 days per week and
new roles and responsibilities for General Practice as they become an integral
part of the new care system.

7.5

The Strategic Outline Case does not yet fully describe the new system, but it
does begin to outline the scale of the changes required as demonstrated in
visual schematic of the four pillars below:

7.6

The four pillars can be explained further as:
• Pillar one – the empowered person: interlinked resources based in the
community that provides support to enable individuals to take responsibility
in managing their own health and wellbeing and care needs
• Pillar two – community provided care: these services will be designed
around the needs of the 20% of the population who currently use up 70% of
the health and care resources. This will necessitate health and social care
professionals working together as a multi-professional care team, person
centred with a single line of accountability and a set of common outcome
standards, bringing joined up, high quality, equitable care to the whole
population
• Pillar three – local specialist care: this is about specialists working as
part of these multidisciplinary teams, and will mean that the local hospital
will potentially look very different, with services being delivered in line with
the population’s needs and closer to or within their own homes
• Pillar four – regional specialised care: already a number of services that
are provided locally are hosted by larger organisations that are able to
provide care that consists of complex procedures or requires access to
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advanced technologies and skills, for instance local chemotherapy
services. It is also expected that Eastern Cheshire will respond more
effectively to wider plans to develop specialist trauma and surgical units
through the Caring Together Programme.
7.7

The health and social care system has already committed to responding to
the case for change through the Caring Together Programme. It has always
been the intention to radically reshape how care would be delivered to the
citizens of Eastern Cheshire so as to provide better, more joined-up and
efficient care which meets their needs and keeps them independent.

8.

Next Steps

8.1

A more detailed planning framework was presented to the Caring Together
Executive Board on the 18th September 2013 and will be signed off by the
Caring Together Executive Board on the 16th October 2013

9.

Recommendation

It is recommended that Governing Body:
• acknowledge the baseline position and accept the case for change as set out in
the Strategic Outline Case
• agree that the Caring Together Programme will include joined up care, acute
redesign and productivity and efficiency initiatives as approaches to respond to
the case for change
• note that the Strategic Outline Case is the first stage in the development of a new
integrated model of care supported by a full business case
• agree to continuing to work in partnership with McKinsey and Company and
Carnall Farrar LLP to progress this work

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

Jerry Hawker
Chief Officer
17th September 2013
01625 66 3764 PA hazel.burgess2@nhs.net
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Appendix A
Background Information of the Development of Caring Together
Over the last 18 months health and social care commissioners and provider
organisations have been working collaboratively to develop plans to commission and
deliver radically different services to meet local care needs, while ensuring that they
remain safe, high quality and financially affordable.
This has been built upon the mature partnership working, relationships of the leaders
within the health and social care system and a great deal of work to engage are staff
and citizens of Eastern Cheshire in the co-design of the proposals has been
undertaken. This resulted in agreement across partner organisations of a vision, a
set of values, principles and behaviours, which were captured in a Memorandum of
Understanding (MOU) signed by the accountable leaders of the respective
organisations (April 2013), these being:
• Cheshire East Council
• NHS Eastern Cheshire Clinical Commissioning Group
• East Cheshire NHS Trust
• Cheshire and Wirral Partnership NHS Foundation Trust
• Vernova Community Interest Company
• Crescent Community Interest Company
The MOU forms the foundation of an innovative and radical programme of work to
deliver care to meet the needs of the Eastern Cheshire population now and in the
future. This programme of work has been branded as ‘Caring together’.
There has also been the generation of a number of ideas and proposed changes and
a number of these have been tested and have included:
• risk profiling tool
• multidisciplinary team meetings
• a co-located and integrated neighbourhood team
• 3 Million Lives Pilot of assistive technologies (a national scheme and Eastern
Cheshire is a fast follower site)
• use of social media and a web based engagement hub to capture information on
services and staff and patient experiences of care
• CQUIN Schemes across primary and secondary care to incentivise locality plans
for and delivery of more joined up care
• establishment of an ambulatory care centre at East Cheshire Trust
• a number of workforce related schemes – induction video, training prospectus,
leadership programme for team managers, apprenticeship project, action learning
set, wellbeing community support roles, shared equality and diversity training

Building a strategic case for change
As Caring Together emerged other organisations became involved, including NHS
England, Cheshire, Warrington and Wirral Area Team, who also provided further
external challenge to the proposed plans for integrated care in light of other drivers
for change in the system, including East Cheshire NHS Trust’s application to
become a foundation trust.
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It became clear that to continue to develop radical innovative plans for services at
scale and pace to respond to all the drivers for change across the entire health and
social care system a strategic partner who could provide some capacity, skills and
experience to supplement and complement those already engaged on the Caring
Together Programme was needed.
NHS England was able to provide some financial investment which enabled the
partner organisations to compile a specification (known as the problem statement)
setting out the requirements for an external company to develop in the first phase, of
a two phased approach, a Strategic Outline Case.
This Strategic Outline Case was expected to ensure the consolidation of existing
information within the local health and social care economy to build upon an earlier
document known as the ‘framework document’. Following a short procurement
exercise, McKinsey & Company in partnership with Carnall Farrar LLP, began to
work with the health and social care partners in Eastern Cheshire on a six week
contract to deliver the outputs as set out in the problem statement. These were:
• Establish a baseline case i.e. current service provision model and associated
activity and costs:
• The use of current Cost Improvement Programme (CIP) and service improvement
initiatives. The use of financial data from both Commissioners and Providers. The
outputs from current and recent successful projects and metrics demonstrating
current levels of efficiencies. Other locally and nationally generated data to enable
clinical and financial modelling.
• The use of external benchmarking data in public / private sector organisations and
examples of to provide external perspectives and order of magnitude for cost
savings.
• Service model development - process to test existing proposed model for its
impact on the baseline; and to set out other alternative possible integrated service
model options based on national and international evidence and best practice
standards.
Including public health/needs assessment analysis, strategic
modelling of activity and financial and human resource, utilisation of co-production
methodology and testing through facilitated workshops
• Co-produce the benefits realisation plan
• Develop further the strategic outcomes including the financial viability of the
different organisations and establish appropriate measurements
• Establish potential levels of transitional resource required, including the required
dual running costs and outline realistic timescale for the milestone plan
It was expected that by the end of July 2013 the Caring Together Executive Board
would be able to sign off a credible Strategic Outline Case for the partner
organisations in Eastern Cheshire, National Trust Development Authority and NHS
England. That Strategic Outline Case would;
• include the case for change, progress to date, successful programmes completed;
• describe the strategic focus on integration across the health and social care
system, the methodology for development and implementation with early case
studies illustrating the approach,
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• and a robust project plan to develop the detail for implementation. This plan was
to include foundation principles, and modelling of the options. The modelling
would consider financial impact, patient flow impact and workforce impact.

The Process - work with McKinsey & Company and Carnall Farrar
LLP
The McKinsey Team commenced on site just two weeks after the interviews, at the
beginning of July and the Strategic Outline Case was presented to the Executive
Board on 7th August 2013. A stocktake period commenced from the 7th August 2013,
which was completed on 21st August 2013. The stocktake gave all partners the
opportunity to review the document and to make further comment and amendments.
The process to develop the Strategic Outline Case included:
• Data requests to all the organisations for submission of the required data to
provide the analysis in respect of the requirements set out in the problem
statement
• Fortnightly directors of finance meeting that was focussed on establishing the
baseline financial case
• the McKinsey Team also interviewed a number of key stakeholders, leaders and
decision makers from the organisations involved in Caring Together
• Fortnightly there was a clinical leaders meeting
• As well as a weekly programme update meeting to ensure there were close links
between the partner organisations and McKinsey & Company and Carnall Farrar
LLP
• A review of international/national evidence best practice that was used to test the
current proposals for integrated care and to test against the case for change for
their level of impact
• In reviewing the progress to developing an innovative service model for integrated
care there were three clinical champions’ meetings and two wider public,
professional and clinical engagement events
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For ratification 

This Memorandum of Understanding (MOU) details the
agreement reached in establishing the framework for
relationships between NHS Eastern Cheshire Clinical
Commissioning Group (CCG) and the local Public Health
directorate of Cheshire East Council.
Healthcare Public Health refers to the branch of public
health that directly supports CCG (NHS) commissioning
responsibilities (section 5 of paper). This was previously
provided to the NHS commissioning processes by the
Public Health department of the former primary care trust.
Following recent health reforms, this Public Health
function will be provided by the local Public Health
department, though the department is now part of the
local authority.
This MOU is in keeping with the guidance, “Healthcare
Public Health Advice to Clinical Commissioning Groups ,
(DoH June 2012 Gateway 17804), which affirms that
Healthcare Public Health should continue to be provided
from the local public health team to CCG’s. The MOU
therefore focuses on this aspect of the public health
function.
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In addition, for fuller context, other mutually supporting
links between the local public health department and the
CCG are also recognised in the paper. These are
important for a coherent local approach to facilitate the
achievement of Public Health and NHS Outcomes.

Recommendations

The Governing Body is requested to:
• to note and ratify this Memorandum of Understanding

Next steps

To use as a reference as needed to provide clarity and
assurance that local CCG and Public Health
responsibilities will endeavour to work coherently together
to improve local health outcomes.
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Date: June 2013

Memorandum of Understanding (MOU)

Public Health support to Clinical Commissioning Groups and related
reciprocal support
2013-14

NHS Eastern Cheshire Clinical Commissioning Group
Cheshire East Council- Public Health Directorate
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This MOU details the agreement reached in establishing a framework for relationships between
NHS Eastern Cheshire Clinical Commissioning Group and the Public Health Directorate of
Cheshire East Council. It focuses on the mutual responsibilities and expectations of each party as
well as emphasises the support required by the CCG.
The MOU is a two-way process of understanding between the parties, relating to the way we work
together in pursuit of common objectives and outcomes for the health of our local population.
This Memorandum of Understanding is made on 30 June 2013
Between:
NHS Eastern Cheshire Clinical Commissioning Group
Public Health Directorate, Cheshire East Council

1.

Introduction

1.1

This document’s purpose is to establish a framework for relationships between the Public
Health Directorate (PHD) of Cheshire East Council and the local NHS Eastern Clinical
Commissioning Group (ECCCG) for 2013/14. It replaces the existing interim MOU dated
August 2012, and will continue to recognise any further relevant national guidance.

1.2

Nationally, health and care outcomes have been described in terms of NHS outcomes,
public health outcomes, and social care outcomes although in practice their local
achievement will overlap. This framework facilitates the co-ordination of efforts by explicitly
securing the component of PH function that supports effectiveness and evaluation in NHS
commissioning (‘Healthcare Public Health’- see section 5). And reciprocally, it describes the
CCG’s responsibilities as a local partner on contributing to the wider health outcomes.

1.3

This MOU will be reviewed in October 2014.

2.

Context

2.1

Public health has resided within the NHS since 1974, most recently within Strategic Health
Authorities and Primary Care Trusts (PCT). During this time specialist public health staff
have assumed the three domains of public health function on behalf of the NHS and local
communities:
• Health Improvement e.g. lifestyle factors and wider determinants of health.
• Health Protection e.g. preventing the spread of communicable disease, the response to
major incidents, and screening
• Population healthcare e.g. inputs to the commissioning of health services through an
evidence-based approach to effectiveness, evaluation, and equity of access and
outcomes. Also referred to as Healthcare PH (HCPH).

2.2

With the implementation of the Health and Social Care Act 2012, primary responsibility for
health improvement and health protection has transferred at the national level from the NHS
to Public Health England, and at local level from the PCT to the local authority and NHS
England area team (e.g. screening and immunisation for the latter). Responsibility for
strategic planning and commissioning of NHS services has transferred to the NHS England
and its Clinical Commissioning Groups.

2.3

The healthcare PH support to the NHS commissioning function which was an integral part
of the local NHS commissioning system previously is no longer co-located within NHS
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commissioning functions but is now located in the local authority as part of the wider public
health team. There are practical implications of this which will need on-going refinement.
2.4

Currently at a senior level, the local public health directorate employs a Director of Public
Health and 2.2 WTE consultants (to span all functions of public health), plus a number of
other staff of different grades and functions. This inherited capacity base is low compared
with other northwest PH teams. There are two local CCGs within the Cheshire East Council
area (NHS Eastern Cheshire CCG and NHS South Cheshire CCG).

2.5

Currently each CCG management team has support equivalent of 2 sessions per week of
consultant time, plus some HCPH time that services wider geographical footprints (e.g. at
Cheshire & Merseyside level). This totals ~0.5 WTE overall for the HCPH function for the
local authority footprint. This is a relatively low WTE starting point compared to desired
recommendation of one WTE specialist per 270,000 population for PH support to NHS
commissioners component (which would infer 1.4 WTE across the Cheshire East local
authority area).

2.6

Supporting this there is a share of the public health analyst function which currently
provides up to one and a half days per week for each CCG.

2.7

This paper relates to the guidance, “Healthcare Public Health Advice to Clinical
Commissioning Groups: Guidance to support the provision of healthcare public health
advice to CCG, DoH June 2012”, and follows the spirit of this guidance. The MOU also
describes other mutually supporting public health and CCG links in the wider context that
facilitate both PH and NHS Outcomes.

2.8

Healthcare PH support to NHS commissioning refers to support, advice and public health
leadership functions directly relevant to NHS commissioning responsibilities. Appendix 1
describes a range of support that could be included in an annual workplan for HCPH input.
The best use of this HCPH resource will depend on the priorities of the CCG. To support
this, an agreed workplan has been co-drafted to steer inputs up to the end of the year cycle.
This will be reviewed in year to make sure the prioritised plan is workable. (N.B. workplan
not attached as part of MOU as it is an operational document.)

2.9

NHS Eastern Cheshire CCG has established within its Constitution that a Director of Public
Health or a suitably qualified Public health Consultant will be appointed to the Governing
Body of the CCG. The appointed Public health representative will be a voting member of
the governing body and expected to discharge duties in line with the CCG constitution. A
minimum 2.5 days per month will be required to discharge this duty.

2.10

The following Sections 3 and 4 describe two-way responsibilities to address common
issues in the wider health arena (health improvement and health protection). Section 5 then
outlines the healthcare PH function and the related reciprocal NHS commissioning
responsibilities.
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3.

Health Improvement

3.1

Health improvement in the local system requires action along the entire pathway from
prevention to specialised care. The Health and Social Care Act 2012 gives the Cheshire
East Council (CEC) statutory duties to improve the health of the population from April 2013.
CCGs have duties to secure continuous improvement in health and to reduce inequalities
through the role of health services they commission.

3.2

The local authority, the public health department (PHD), and CCGs have a collective
interest as well as individual responsibility for health improvement.

3.3

Expectations for 2013/14 should be that:
3.3.1 The PHD at CEC will:
• Refresh its strategies and action plans to improve health and reduce health inequalities
through its commissioning of mandated public heath services and other local priority
services.
• Work with Cheshire East Unitary Authority to further embed ownership and leadership of
health improvement.
• Ensure Director of Public Health (DPH) is a member of the Health and Well-Being Board.
• Continue to facilitate the development of the Joint Health and Well-being Strategy and
ensure the CCG have opportunity to influence it.
• Develop and refresh as necessary, metrics to allow the progress of public health
outcome measures to be monitored, particularly as they relate to key NHS and LA
strategies.
• Support and facilitate primary care and other NHS healthcare facilities with health
improvement tasks appropriate to its provider healthcare responsibilities.
• Facilitate partnership working to integrate and optimise local efforts for health
improvement and disease prevention.
• Contribute to strategies and action plans to improve NHS outcomes where this needs a
PH input (see also ‘Population Healthcare’ Section 5).
3.3.2 NHS Eastern Cheshire CCG will:
• Contribute to strategies and action plans to improve public health outcomes where this
needs a CCG input.
• Ensure that constituent practices maximise their contribution to disease prevention- for
example by taking every opportunity to address smoking, alcohol, obesity in their patients
and by optimising management of long-term conditions.
• Support and contribute to locally driven public health campaigns.
• Ensure CCG is represented on the Health & Well-being Board.
• Support and contribute to the development of the Health and Well-Being Board’s joint
strategic needs assessment (JSNA).

4.

Health Protection

4.1

The Health and Social Care Act gives the local authority and the Director of Public Health a
series of responsibilities in respect of health protection on behalf of Public Health England.
There will be ongoing clarification but is likely to include preventing and responding to
outbreaks of communicable disease, planning for and mitigating the effects of
environmental hazards, and NHS Resilience.
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4.2

The Act gives CCGs a duty to ensure that they are properly prepared to deal with relevant
emergencies. Again, the LA, the PHD and the CCG have a collective interest in ensuring
that arrangements for health protection are robust.

4.3

Recent guidance recommends that local authorities establish a local forum for health
protection issues, chaired by the Director of Public Health. This forum could be linked to the
Health and Wellbeing Board.

4.4

Expectations for 2013/14 should be that:
4.4.1 The PHD at CEC will:
• With local authority and partners, lead and ensure that local strategic plans are in place
for responding to the full range of potential emergencies e.g. pandemic ‘flu, major
incidents.
• Ensure that these plans are adequately tested.
• Ensure that the CCG has access to these plans and an opportunity to be involved in any
exercises.
• Ensure that any preparation required- for example training, access to resources is
completed.
• Ensure that the capacity and skills are in place to co-ordinate the response to
emergencies, through strategic command and control arrangements.
• Along with public health England, provide specialist advice to the CCG and constituent
practices on health protection issues.
• PHD will commission a community infection control service that will support the council,
Public health England and both CCGs.

4.4.2 NHS Eastern Cheshire CCG will:
• Familiarise themselves with strategic plans for responding to emergencies.
• Participate in exercises where relevant.
• Participate in the local forum for health protection issues.
• Ensure that provider contracts include appropriate business continuity arrangements.
• Encourage constituent practices to develop business continuity plans to cover action in
the event of the most likely emergencies.
• Assist with co-ordination of emergencies through local command and control
arrangements.
• Ensure the resources are available to assist with the response to emergencies, by
invoking provider business continuity arrangements and by encouraging action by
constituent practices.
• Will work with the PHD to develop the operational requirements for the community
infection control service.

5.

Population Healthcare support to NHS Commissioners (‘Healthcare
Public Health’)

5.1

The Health and Social Care Act establishes CCGs as the main local commissioners of NHS
services and gives them a duty to continuously improve effectiveness, safety and quality of
services.

5.2

Public health specialist staff currently provide a range of support for NHS commissioning
functions; the requirement for this support will not diminish, and the DH guidance indicates
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that this will be obtained from an appropriately skilled local public health specialist team.
The baseline capacity to support this from 1 April 2013 is described in an annual workplan
co-produced with the CCG to provide some prioritisation of this public health resource for
NHS commissioning.
5.3

Expectations for 2013/14 should be that:
5.3.1 The PHD at CEC will:
• Provide specialist public health advice to CCG to optimise health gain through CCG’s
commissioning responsibilities using an evidence-based approach to effectiveness and
evaluation. (Appendix 1 for illustration of range.)
• Make available public health intelligence resources to support the CCG.
• Continue to determine a refined specification for comprehensive public health support.
• For specific prioritised pathways, support the CCG in developing evidence-based care
pathways, service specifications and quality indicators to improve patient outcomes.
• Support the CCGs in the achievement of NHS Outcomes - domain One- ‘Preventing
people from dying prematurely’.
• Contribute clinical validation and interpretation of data where necessary for
commissioning purposes.
• Support the clinical effectiveness and quality functions of the CCG where this is
prioritised by the CCG.
• Support wider scale collaborative working where CCG has commissioning
responsibilities.
• Support the development of public health skills for staff.
• Senior Public Health representative to be a member of the Eastern Cheshire CCG
Governing Body (see previously 2.5).

5.3.2 NHS Eastern Cheshire CCG will:
• Consider how to incorporate specialist public health advice into decision-making
processes, in order that public health skills can inform key commissioning decisions.
• Support a process for defining public health support to CCGs beyond 2013, including a
commitment to any funding required.
• Ensure primary and secondary prevention is incorporated within commissioning practice.
• Commission to reduce inequities of access and outcomes.
• Contribute intelligence and capacity to the production of the JSNA.
• Facilitate and ensure systems and facilities are available so that public health colleagues
can continue to do HCPH work on behalf of the CCGs effectively. For example, continue
to ensure computer and intranet access, physical work location, indemnity arrangements
for work on behalf of CCGs.

6.

Health and healthcare intelligence

6.1

A robust health and healthcare intelligence function is needed to underpin the many
aspects of public health support to CCGs. Some of this resource can be provided from the
public health intelligence function within the local public health team (and they will also
endeavour to signpost CCG colleagues to other sources of help when relevant.) Other
aspects of health information and intelligence for commissioning may be located in other
parts of the health and care e.g. the Commissioning Support Units (CSU) or NHS England.

6.2

Expectations for 2013/14 should be that:
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6.2.1 The PHD at CEC will:
• Provide a public health intelligence resource to support the healthcare PH input to CCGs.
The minimum capacity will be one day per week for each CCG.
• The PHD, LA and CCGs are co-participants in the production of the Joint Strategic
Needs Assessment (JSNA).Through the JSNA process, begin to specify the healthcare
need priorities of the population and ensure this is relevant at the CCG level.
6.2.2 NHS Eastern Cheshire CCG will:
• Facilitate and ensure that public health specialists and public health intelligence officers
have access to relevant NHS health and healthcare data so that they can do their work
on behalf of the CCGs.
• Ensure that the CEC PHD contributes at an early stage to decisions about obtaining
complex health intelligence projects from external agencies such as a Commissioning
Support Unit.

7.

Public and patient involvement in planning and delivery of NHS services.

7.1

The Health and Social Care Act gives the CCG statutory duties to promote the involvement
of patients and carers in decisions about health services, and to enable patients to make
choices about the services provided to them.

7.2

The Act establishes HealthWatch as a new consumer champion for health and care
services. HealthWatch will ensure that public, patients and carers can effectively influence
local NHS, public health and adult social care services, and to help people make informed
choices about the services provided to them. HealthWatch will be commissioned by the
Council.

7.3

Expectations for 2013/14 should be that:
7.3.1 The PHD will:
• Endeavour to ensure that HealthWatch arrangements integrate with CCGs.
7.3.2 NHS Eastern Cheshire CCG will:
• Contribute a CCG perspective on the most appropriate operational model for
HealthWatch.

8.

Specifying the quality of the public health team

8.1

CEC will ensure that an appropriately skilled public health workforce will be maintained and
supported to allow delivery of technical and leadership skills required of the function. This
will include:

8.2

Ensuring the current WTE resource is not diminished without agreement from the CCG

8.3

All public health specialists to be appropriately trained and accredited with the Faculty of
Public Health (of the Royal College of Physicians) and be subject to all existing good
practice rules including those for continued professional development, and be registered
with the appropriate registration body if relevant.

8.3

The assumption in this document is that the current staffing skill mix is retained in the local
authority and that the particular skill sets required to support this MOU are not put at risk by
staff loss or changes to terms and conditions. Were that to happen, the MOU offer may not
be deliverable and quality issues could not be assured as written.
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8.4

The specialist staff will as necessary work to support functions at different population levels
which may be wider than a local CCG / LA base, including working with Public Health
England and the local area team of NHS England as required as part of the overall support
function for the CCG and health community.
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Appendix 1
Public Health Support for NHS Commissioning.
The following table is for illustrative purposes only. It is drawn from the guidance, “Healthcare
Public Health Advice to Clinical Commissioning Groups: Guidance to support the provision of
healthcare public health advice to CCG, DoH June 2012”.
It shows a range of PH support to NHS commissioning which could be included in an annual
workplan. They are not mandatory and prioritised activities will need to be agreed for the
commissioning cycle. Locally, workplans have been drafted which will be reviewed in year for
practicality.
N.B. The public health intelligence function is not listed separately as public health analytical
support is subsumed within and underpins many of the aspects of the commissioning cycle below.
Relationship to
commissioning
cycle processes
Needs led strategic
planning

Healthcare Public Health
function

Examples of outputs

In collaboration with the CCGs and
LA, and in line with national
guidance, co-produce and develop
the Joint Strategic Needs
Assessment (JSNA)
Support CCGs at strategic level to
use the JSNA and the Health and
Well-Being Strategy in their
commissioning plans.
Develop and interpret
neighbourhood/locality/practice
health profiles in collaboration with
CCGs and Las.

JSNA working group to oversee
ongoing development and
production.

Support commissioning practice
towards the reduction of local
health inequalities and the specific
needs of vulnerable and
marginalised groups.
Use and interpret health and
healthcare data to assess the
health needs of populations and
how they can best be met using
evidence based approaches.
Health care needs assessments
(HCNA) for specific condition
groups.

Planning & clinicaleffectiveness

Appraisal of evidence and provide
support to CCG in developing
evidence-based care pathways,
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JSNA on website
Strategic board level input.
Recommendations for CCG
commissioning plans.
Profiles with recommendations for
commissioning.
[Any agreed pieces of work would
need to be included in an annual
workplan.]
Recommendations for
commissioning to meet health care
needs and address inequalities.
[Any agreed pieces of work would
need to be included in an annual
workplan.]
Recommendations for
commissioning, for agreed
priorities.

HCNA for specific condition groups
with recommendations for
commissioning.
[Any agreed pieces of work would
need to be included in an annual
workplan.]
PH advice on development of care
pathways/specifications/ quality
indicators.

service specifications and
indicators to improve outcomes as
required, and in particular in the
absence of NICE and other
guidance.
Interpreting data on clinical
variation in both primary and
secondary care.

Support the CCG work programme
on the quality improvement and
QIPP agenda, through input of a
population perspective to strategic
and pathway inputs.

Predictive modelling of activity
against outcomes for appropriate
care-pathways.
Working with other officers on this
function, provide PH advice to
clinical commissioners on likely
impacts of new technologies and
innovations, including to medicines
management as appropriate.
Deciding priorities
and resource
allocation

Monitoring and
Evaluation

Policy development and
recommendations for
commissioning
Recommendations on reducing
inappropriate variations.
Support to discussions with
primary and secondary care care
clinicians if requested.
Recommendations about strategic
direction.
Recommendations about
prioritisation of resources.
Recommendations for
commissioning of individual
services.
PH advice on relevant aspects of
modelling/capacity planning.
[Provided by the across-CCG
medicines management team in
the main.]

PH advice on likely impacts and
assist with prioritisation as
appropriate.
Apply health economics and a
Review of programme budget data
population perspective, including
& local spend–outcome profile,
programme budgeting, to provide a with recommendations for further
legitimate context and technical
analysis or commissioning.
base for setting priorities.
Advising CCGs on prioritisation
Agree CCG prioritisation setting
processes- governance and best
process.
practice.
Work with CCGs to enable the
Health gain to be part of the criteria
relative value of competing
considered in decision-making
demands to be assessed and
identify areas for
investment/disinvestment.
Support development of clinical
PH advice on focusing on
prioritisation policies by critically
commissioning effective/costappraising the evidence. This may effective service
involve pan-PCT/CCG policies.
Appraise the evidence and provide Contributions to IFR panels.
clinical support to appropriately
respond to Individual Funding
Requests (IFRs).
Identification of service and
Advice and recommendations for
organisational outcome measures
outcome measures.
towards the achievement of
indicators within the NHS and
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public health outcome frameworks.
Support to establishing indicators
and benchmarks to evaluate
service performance, and interpret
results.
Analysis and utilisation modelling
of service activity. Including health
equity audit.
Geo-demographic profiling to
identify relationship between need,
utilisation and outcomes for
defined targeted population
groups.
Other system
enablers supporting
the commissioning
process
Engagement- public
and partners

Objective
independence

Research,
innovation and
teaching

Provide a population perspective
and impartiality necessary to
communicate difficult decisions to
the public.
Support the CCG to progress joint
commissioning and provision plans
with the local authorities and other
statutory and non-statutory
organisations to maximise health
gain through commissioning
practice and service design.
Providing through the JSNA or
other technical material, an
independent role to act as broker
in relation to deciding on
competing demands for funding as
required.
To provide a professional source of
expertise for research and
evaluation of local healthcare as
required and to contribute to
innovation and development of
locally sensitive solutions to help
meet healthcare need.
To provide teaching and support
for the use of public health science
skills in the appropriate functional
domains of CCG responsibility.
Facilitate and provide support
towards the CCG strategy for
health improvement and disease
prevention.
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PH advice as appropriate

Evaluation\ equity report

Profiles and recommendations for
commissioners.

PH advice as appropriate

Recommendations for
commissioning

PH advice and support about
design of evaluations.
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Annual Report 2012-2013
Cheshire East Local Safeguarding Children’s Board
1.

Background

1.1

The Governing Body of NHS Eastern Cheshire Clinical Commissioning Group
(CCG) received a Safeguarding Children’s report in May 2013 1 which
focussed specifically on issues for the CCG.

1.2

The Cheshire East Local Safeguarding Children’s Board (LSCB) 2 is also
required by statute to produce an Annual report. 3 This is appended to this
cover paper for information.

1.3

The Office for Standards in Education, Children’s Services and Skills
(OFSTED)4 inspection regime is changing and there will be more focus on
how well agencies are working together.

1.4

A new independent chair for the LSCB has been appointed and LSCB
members will be expected to play a more active role.

2.

Findings of the report

2.1

Earlier in the year OFSTED completed an unannounced inspection of
Cheshire East’s Children’s Services which identified areas for improvement
and lessons to be learnt for all partners who make up the membership of
LSCB. These areas are identified on page 13 of the Annual Report and are as
follows:
• the council has done a lot of work to make services better in order to keep
children safe but sometimes progress has been too slow and could be
faster
• some cases of children who were at possibly risk of harm were not always
considered carefully enough when they were referred to social workers.
This meant that sometimes decisions and actions to find out more about
their situations were not taken at all or not taken quickly enough
• some children in need plans that describe how children are to be helped
and supported are not clear or checked well enough. Also not all children
who have these plans are visited regularly to check that they are well and
that they are safe
• all the agencies work well together to make sure that children and young
people who have a child protection plan are helped and that they are safe
• children, young people and their families are not always asked about their
views or opinions. This makes it harder for the council to know how to
improve services to make sure children are getting the services they need

1

https://www.easterncheshireccg.nhs.uk/Governing-Body/29th-may-2013.htm
http://www.cheshireeast.gov.uk/social_care_and_health/children_and_families/lscb_-_safeguarding_children.aspx
http://www.easterncheshireccg.nhs.uk/Downloads/Links/Safeguarding/SafeguardingchildrenboardAnnualReport2012-13.pdf
4
http://www.ofsted.gov.uk
2
3

Page 2 of 4

NHS EC CCG Governing Body Meeting 25 September 2013

Agenda Item 2.3

• the ways in which managers check that work is being done and written
down properly varies a lot and need improving
• the council and other agencies need to think carefully about the different
communities living in Cheshire East and make sure that children from all
these groups are supported by services that understand their needs.
2.2

A number of actions were identified as a result of the inspection. These
actions are to be combined with findings from other inspections and reviews
into a Single Improvement Plan, and the implementation of this plan will be
overseen by an Improvement Board with an external Chairperson. Progress is
already being made against the actions identified within the plan

2.3

The following outcomes will be pursued in the areas where it has been
identified that improvement must be made:
• front line social work practice is consistently good and effective
• the quality and impact of practice is measurably improved across Cheshire
East through effective communication, challenge and scrutiny from the
LSCB, Children’s Trust, Senior Managers and Members
• the voice of the child is fully embedded in service planning and delivery
• there is an effective ‘front door’ in place to services for children and
families. Staff in all agencies have a clear understanding of levels of need
to provide the right response at the right time
• there is effective multi-agency delivery of Early Help
• partners, in particular Health, commit to change

2.4

One of the priorities for this coming year for the LSCB is to improve the
LSCB’s effectiveness and its understanding of the effectiveness of partners
safeguarding activity.

3.

Role of NHS Eastern Cheshire Clinical Commissioning
Group

3.1

As a member of the Cheshire East LSCB the CCG is committed towards our
statutory role in ensuring that the children and young people of Eastern
Cheshire remain safe.

3.2

The Governing Body heard in July 2013 how the CCG has increased funding
to expand the Looked After Children’s team 5. The CCG has also continued to
contribute to the funding of the LSCB.

3.3

The CCG is now represented on and actively involved in the work of the
Board and all of its sub groups. The CCG is represented on the Board by
Jacki Wilkes, Head of Clinical Developments and Health Outcomes.

5

https://www.easterncheshireccg.nhs.uk/Downloads/Governing-Body/Meetings/2013-07-31/2.1%20%20Cared%20For%20Children.pdf
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4.

Recommendation

4.1

The Governing Body is asked to:
• note this report for information

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

Sally Rogers
Registered Nurse on the Governing Body
16th September 2013
email: sally.rogers1@nhs.net

Page 4 of 4

Annual Report 2012-13

1

What is this report?
Local Safeguarding Children Boards (LSCBs) are local
partnerships of agencies working together to ensure the coordination and effectiveness of arrangements to safeguard
children – to keep children safe from abuse, neglect, and
exploitation.
LSCBs are required to produce an Annual Report
(Apprenticeships, Skills, Children and Learning Act 2009) on
the effectiveness of arrangements to safeguard children.

In this report you can read:Introduction by Independent Chair

page 3

What are the safeguarding arrangements?

page 4

How are making children safer?


Safer working

page 5



Early Help

page 6



Identification & Referral

page 7



Child Protection

page 9



What did Inspectors and Reviews say?

page 12

Appendix 1 - What is Cheshire East LSCB?

Page 14

Appendix 2 - Who funded the LSCB? What the LSCB has spent? page 15
Appendix 3 - What is Cheshire East LSCB doing?

page 16



What have the Sub-groups been doing?

page 17



What should be next year’s priorities?

page 18

Cheshire East LSCB poster

page 19
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Introduction by Independent Chair
It is my pleasure to introduce the annual report of the Cheshire East LSCB for the period
2012 – 13. In this report you will see what our statutory and voluntary agencies have been
doing to ensure that children and young people are effectively protected in our area. This
report also summarises what we see as our key challenges in the coming 12 months and
beyond, as well as providing some of the important detail about how the safeguarding
system works in our area, and how we are seeking to improve it.
The period reviewed in this report, 2012 – 13, has seen major and continuing concerns
nationally about the abuse and children of young people. The allegations against Jimmy
Savile and their aftermath, continuing high profile concerns about child sexual exploitation,
historical abuse in residential care homes and schools, all continue to make the protection of
children and young people a national concern and priority. It is one of the key roles of the
LSCB to ensure that the safeguarding of children and young people continues to be the
highest priority for all agencies in Cheshire East.
During the period covered by this annual report, in March 2013, OFSTED conducted a
safeguarding inspection in Cheshire East. Whilst some of our work was seen as working
satisfactorily, the overall conclusion, in OFSTED's terminology, was that we were
"inadequate" and need to make improvements in a number of areas. Some of the key
findings, and the way in which they will link to our future priorities, are referenced in this
report.
Though the inspection findings were disappointing, they are accepted in full and the LSCB
and its partners are determined to bring about the required improvements as quickly as
possible. It is important to emphasise here that the inspection regime for safeguarding
nationally is changing, becoming even more searching, and will increasingly focus on
examining a child and young persons “journey” through a whole range of services. The
central focus on future inspections will be, quite rightly, on how well all agencies are
working together, not just individually, to ensure effective protection and support for
children and young people.
The LSCB and myself would like to place on record our heartfelt thanks to the frontline
workers in all statutory and voluntary organisations in Cheshire East for their continuing
efforts. It is they who, on a daily basis, are the real “safeguarding system”.
I hope you find this report informative.
Ian Rush
Acting Independent Chair – Cheshire East Safeguarding Children Board
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What are the arrangements
to safeguard children?
In England and Wales, services to safeguard and promote children’s welfare are mainly governed by
the Children Act 1989 and the Children Act 2004. These pieces of legislation say that a child is the
primary responsibility of their parents or carers, but that public services should intervene if a child is
at risk or suffering abuse or neglect.
Child Protection is the specific arrangements for the way that public agencies respond when there is a
concern that a child is at risk of significant harm as a result of abuse, neglect or exploitation. The rules
for how this is done is set out in Government guidance Working Together to Safeguard Children
(2010, and revised from April 2013). These are supported by wider arrangements for Safeguarding,
promoting children’s welfare and reducing the risk that they would need Child Protection
intervention.
All public services should have regard for the safeguarding of children, especially those that deliver
services directly to children, and some have specialist services
Children are safeguarded in a number of ways:1.

Safer Working - Children receive services in a safe social environment, they should not be at
risk from the professional who work with them because background checks have been done
and there are clear rules for the way professionals should behave towards children.

2.

Early Help - General and targeted support to children and families helps deal with difficulties
early to prevent them building into more serious problems. This may for example include
support to children struggling at school or support for parents suffering domestic violence.

3.

Identification and Referral - Identifying children who are at risk of significant harm, and
referring them to the Child Protection system.

4.

Child Protection - Assessing and managing risks through the Child Protection system or if it
is not possible to reduce the risk of significant harm whilst a child remains with at home, a
child may be cared for elsewhere, for example in foster care.

These measures involve lots of agencies working together. Some agencies have specialist staff and
services, for example the Local Authority has social workers, foster placements, residential homes,
parenting programmes, etc. and the Police have specialist child protection officers and facilities for
interviewing children who have been abused. Other agencies may have staff who have some
safeguarding duties alongside their own job, e.g. teachers. All staff have a role to play in looking out
for the signs of abuse and neglect, and in passing on any concerns.
All these arrangements are overseen by the LSCB, must hake sure that services for children are cooperating together and have high standards for protecting children.
The LSCB is also responsible for making sure that as many staff in all agencies as possible are trained
to notice signs of possible abuse and neglect, to take action, and to support children and young
people within the Child Protection process.
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How are safeguarding arrangements
making children safer?
Safer working
The last year has seen the passing of the Protection of Freedoms Act, and the creation of the
Disclosure and Barring Service (DBS) to replace the Criminal Records Bureau and the Independent
Safeguarding Authority. The LSCB has hosted a DBS workshop, and has been monitoring national
developments closely for their local implications.
The LSCB’s Safer Working Group has responded to issues such as child employment, schools
transport, schools recruitment, and sports coaches, to ensure that safeguarding policies are being
followed.
All LSCB partner agencies are expected to implement safer recruitment processes. This has been
confirmed through an audit but not within the last year, so if is intended to repeat the audit in the
next year now that changes brought about through the Disclosure and Barring Service have arrived.
Local Authority Designated Officer
The Local Authority Designated Officer (LADO) oversees cases of allegations and concerns of
suitability of people who work with children, and this post is now part-funded by the LSCB.
There were 205 contacts to the LADO service in 2012-2013 to raise concerns. 127 were dealt with
through consultation and advice, and 78 cases were of sufficient seriousness for the LADO service to
consider or oversee investigations (there were 84 cases in 2011-12). Of these 78 cases the highest
number involved Education staff (3200, Foster Carers (14), residential unit staff (8) and Early Years
workers (7). 49% of the concerns reported to the LADO were of allegations of physical harm and 39%
were concerns about suitability of adults to work with children. 60 of these investigations were
completed within the year, with the following outcomes:-

Cessation of Use

2

Disciplinary

3

Non Disciplinary Action

5

Dismissal

2

No action/NFA

27

Employer Risk Assessment

2

Resignation

6

Training Needs identified

13

TOTAL

60

Thirty seven designated senior managers have attended LCSB Allegations Management Training, with
Education being the agency most well represented. (28 managers were also trained just before the
start of the year)
Local Authority Designated Officer provides a separate Annual Report to the LSCB
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How are safeguarding arrangements
making children safer?
Early Help
Eleanor Roaf, out-going LSCB Independent Chair 2011-12, final report
‘…the Early Help offer is clearly going to be of great interest to the LSCB… It is vital that
universal as well as targeted services are fully engaged with this work, and this means that
the role of schools and health services must be clearly understood by themselves and other
partners.
Services can work together as a team to support a child with difficulties that are not sufficiently
serious to warrant a Child Protection referral to Children’s Social Care. This may prevent those
difficulties from escalating into much more damaging problems – this is described as ‘Early Help,’ an
initiative that is overseen by Cheshire East Children’s Trust through it’s Early Help Strategy. One
indicator of success is that number of children requiring statutory Child Protection intervention
(Report to the CE LSCB 25/1/13)
Services working together to support a child often make use of the Common Assessment Framework
(CAF) to assess, plan and co-ordinate an offer of Early Help. There were 463 new common
assessments during the period April 2012 to 31st December 2013. A survey of cases conducted
between April and December 2012 reported that CAF is well regarded by families and they report
progress with their issues as a result of CAF in the majority of cases, and that




93% parents thought that CAF had helped ‘quite a lot’ or ‘a great deal’
94% children thought that CAF had helped ‘quite a lot’ or ‘a great deal’
88% practitioners reported that the impact of CAF was ‘positive’ or ‘very positive’

However, it is not yet clear whether CAF is in reducing the need for referrals to Children’s Social Care
and Child Protection interventions (Report to the CE LSCB 25/1/13).
Cheshire East Children’s Social Care has highlighted the need to improve the appropriateness of
referrals for safeguarding so that unnecessary referrals of children are avoided where possible. This
will require greater multi-agency working to support children with ‘lower level’ problems.
Health & Well Being Board
The Health & Well-Being Board has been in development during 2012-13, and will be a significant
strategic partner for the LSCB in future.
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How are safeguarding arrangements
making children safer?
Identification and Referral
‘Professionals working in universal services have a responsibility to identify the
symptoms and triggers of abuse and neglect, to share that information and work
together to provide children and young people with the help they need.’ (Working
Together 2013, chapter 1, para 6)
It is very important that the right children receive the right help at the right time – children most at
risk must be identified and referred so that their needs can be assessed and plans can be made to
minimise risks they face.
It is expected that all agencies that deliver services to children and families, and to adults who are
parents or carers, have in place policies and systems in place, and staff trained to recognise and
respond to safeguarding concerns.
The LSCB’s Basic Awareness training aims to provide basic information about safeguarding including
types of abuse, signs, indicators and Circumstances, and what to do if there is a concern that a child is
being abused. Eight courses were delivered to xxx practitioners, and feedback some time after
training has confirmed that practitioners are more confident about recognising and responding to
safeguarding concerns.
The LSCB’s Training & Development Group also Quality Assures Basic Awareness courses that are
delivered in-house by any partner agency.
Each partner agency within Cheshire East LSCB is expected to ensure their, for example:Mid Cheshire Hospitals NHS Foundation Trust – Safeguarding Audit report 2012-13


Increased recognition of safeguarding issues / concerns by MCHFT staff.



Safeguarding concerns now recognized throughout the Trust; not just Paediatrics –
everybody’s business!



Increased levels of appropriate responses by MCHFT staff.

Training
LSCB’s multi-agency Training Programme includes Basic Awareness, and 8 sessions were delivered for
25 people from a range of agencies. The Basic Awareness programme aims to give staff an
understanding or the types of abuse, and of what to do if there are worries a child may be being
abused. The LSCB’s Training and Development sub-group also quality assures single-agency
Safeguarding training to ensure that the same messages are delivered to a high standard.
A separate Annual Report for the Multi-agency Training Programme is being provided for the LSCB
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Referrals
Adopting safeguarding policies and procedures, raising awareness, and training staff all aim to ensure
that when children are suffering harm or are at risk, they are identified and referred to Children’s
Social Care.
In 2012-13, there were over 2300 referrals which were a request for a social care service, though not
necessarily in relation to a Child Protection issues. The largest proportions of referrals came from
Police (23%), 11% Education (11%) and Health referrals (12.5%, with the biggest contributor here
being Hospitals/A&E at 6%).
Audits of work coming into the Children’s Assessment Team (CAT) team has shown that at least 50%
of the referrals are not at a level of need that requires a statutory social care response. These
referrals have to be investigated and recorded within the Social Care system and absorb resources
that more appropriately could be used to protect young people with the highest levels of need. (CE
LSCB report, 25/1/2013). In some cases this may also mean unnecessary and stressful intrusions into
families’ lives. Children’s Social Care started 622 enquiries under S.47 of the Children Act 1989 to
ascertain whether a child was suffering, or was at risk of, significant harm.
In response to these issues, Children’s Social Care have consulted with referring agencies and are
developing a new model for responding to and dealing with concerns about children from other
agencies. The new arrangement, ‘Cheshire East Consultation Service’ is due to go live in April 2013.
The Early Help Strategy referenced above is also intended in the long run result in a decrease the
number of contacts made to Children’s Social Care, and increase the percentage of referrals to
Children’s Social Care going on to initial assessment. The LSCB’s Performance Management and
Quality Sub-Group will be monitoring these indicators.
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How are safeguarding arrangements
making children safer?
Child Protection
Once Child Protection and safeguarding concerns have been identified, their needs must be assessed
and plans to reduce risk and promote their welfare must be put in place.
In 2012-13, there were


622 enquiries (S.47 Children Act 1989) made about the safety of children (not all go on to be
subject to Child Protection Plans, as some enquiries find that risk is not significant, or the
child’s circumstances change during (sometimes because of) the enquiry). This equates to
83.0 per 10,000 which is slightly less than the same rate last year. Whilst significantly lower
than the northwest rate of 95.2 in 2011-12 it is still broadly comparable with our statistical
neighbours who had an average of 89.8 but varied from 68.2 to 117.4 per 10,000 in 2011-12



239 children had Multi-agency Child Protection Plans put in place, an increase from the
previous year when there was 222. 34 of Child Protection Plans were for a second or
subsequent time. This equates to 14% and is less than the northwest average last year of
15.3% and slightly higher than stat neighbour average of 13.7%. On average over the year
there were 188 children with a Child Protection Plan at any one time. This is a smaller
proportion of the overall child population than most other comparable Local Authority area
(‘statistical neighbours’)



As at 31/3/13 – there were 161 children subject to a CP plan. This equates to 21.5 per 10,000
which is substantially lower than stat neighbour average of 36 last year and NW average of
42.6 last year



As at 31/3/2013 the percentage categories of plans were as follows – 63% Neglect, 32%
Emotional Abuse, 2.5% sexual abuse, 2.5% Physical abuse (though a child may be at risk from
more that one type of abuse). The northwest average last year was 40.9% neglect, 30.8%
Emotional, 4.8% sexual abuse, 13.4 % physical abuse, 10% multiple abuse



As at 31/3/2013 81% of children had been subject to a plan for 12months or less, and 17%
who have been subject to a plan for over 18 months.



In total 288 children left a child protection plan with 77% ending because the child was
assessed as no longer at risk because interventions have worked or circumstances have
changed



76 children were admitted to the care of the local authority because of abuse or neglect
(compared to 85 in 2011-12), and a further 48 as a result of family problems, and 2 because
of a child’s disability (total 126).



189 children left care during the course of the year, while the overall there was a steady
decline in the number of cared for children from 432 in April 2012 to 376 in March 2013.
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When children enter the Child Protection system, it appears to be effective. However, the Ofsted
Inspection of Local Authority Arrangements to Protect Children (see page 12) said identified some
weaknesses in the response to children:



lack of consistency of first response when a child is referred in need of support or
safeguarding
multiple access points for agencies to refer which prevents effective quality management
lack of effective consultation and support to agencies at the point of first contact to achieve
an appropriate response.

Audit findings
Over the last year there have 5 cases that have undergone multi-agency audit using the systems
methodology and one case taken through a reflective review process.
The common themes to emerge as significant from these and reported to the Board are:
Obstacles to effective multi-agency safeguarding in Cheshire East:


Changes of key worker



Poor or no assessment of level of parents understanding/learning / cognitive ability



Lack of consideration of significance of history



A child protection process that parents do not feel engaged with or reflects the experience of
the child or the impact and outcomes for them



The need to reflect the difference between the professional’s experience of the child and the
child’s own experience.



Multiple ways to refer families in – inconsistency of response



Identification of risk factors and then subsequent planning not outcomes focussed



The lack of professionals understanding that families can think child protection means – baby
Peter

Positive factors to enhance effective multi-agency safeguarding in Cheshire East


Services that could model expected change and keep modelling it practical not just
theoretical



Appropriate and timely information sharing



All agencies give priority to child protection work



Independent over-sight of multi-agency working

Specific areas of protection
Missing form Home & Care - During the last 12 months there have been some significant changes
introduced to impact on the figures and improve the service to these vulnerable children:


292 individual children and young people were involved in a total of 497 instances of being
missing. 311 of these missing instances were from a family home, while 181 from a Care
setting (for children cared for by Cheshire East 43 children were involved in 80 instances of
being missing). As a definition of ‘Missing’ changed, data from the previous year is not
comparable.



A Pan-Cheshire protocol has been implemented which gives clarity to the criteria and sets
out the expectations on the providers when children go missing from Care

10



There has been a multi-agency drive – particularly in the police to improve the service to this
vulnerable group, including a multi-agency sub group and a Pan-Cheshire strategic steering
group



An independent service for ‘return home’ interviews has been commissioned



A systematic multi-agency process for managing the risk for children at risk of child sexual
exploitation has been stood up.

Child Sexual Exploitation (CSE) – this issue has been highlighted by prosecutions and enquiries in
other areas, and by Government Action Plans. Cheshire East has established a multi-agency approach
holding CSE Conferences to co-ordinate support and put a risk management plan in place.
At the beginning of the year, there were 5 young people who had been subject to a CSE Conference
resulting in a CSE risk management plan, and a further 8 young people went through this process in
the course of the year. Also, for 6 young people who had CSE plans, it was decided that they were no
longer required as the risks had diminished. CSE is, however, a relatively new focus of safeguarding
activity for Cheshire East and it is difficult to know how much might be happening that requires
intervention. The LSCB delivered three CSE training courses attended by 76 professionals, and other
communications are planned to raise awareness of CSE amongst professionals and the public. There is
general recognition of a gap for a specific service that would work directly with young people where
CSE is an issue.

Neglect – nearly two-thirds of all Child Protection Plans are made in order to address the neglect of a
child. Neglect is a failure to meet a child’s essential needs over a significant period of time, and can be
evident in a wide variety of ways. It can be difficult for practitioners to decide when a level of neglect
should be regarded as serious, and also parents to understand why others have concerns. The LSCB is
promoting the use of the Neglect Graded Care Profile (GCP) tool to help both practitioners and
parents understand different levels of neglect right across the spectrum of a child’s needs. The GCP
has a been taken up by practitioners, particularly in community health, and anecdotal evidence is that
is use is having a positive impact, though this has not yet shown a reduction in the overall numbers of
Child Protection Plans in relation to Neglect.
We would like to see a reduction in the overall numbers of Child Protection Plans in relation to
Neglect and Child Protection Plans for neglect being for shorter durations, though evidence is not
forthcoming yet.
Domestic Abuse – the increase in Childs Protection Plans in the category of Emotional Abuse may in
part be a result of the recognition of the impact of children’s exposure to domestic violence and
abuse. Adult victims of domestic abuse (predominantly but not exclusively women) are protected
through a process called a Multi-Agency Risk Assessment Conference (MARAC) and where these
victims are parents, this can support a parent in protecting their child – a total of 329 children were
involved with families discussed at MARAC. Children’s Social Care are in attendance at MARAC to
share information on known cases or to pick up issues where they are concerns that a child is not
safe, and the Safeguarding Children in Educations and Settings (SCIES) team provides a link with
schools and may also provide one-to-one support for children. SCIES also provides group work and
support for schools to help raise pupils’ awareness of healthy and abusive relationships.
A separate Annual Report for the Safeguarding Children in Educations and Settings is being
provided for the LSCB.
At a strategic level there are now much closer working relationships between the LSCB and Cheshire
East Domestic Abuse Partnership
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How are safeguarding arrangements
making children safer?
What did Inspectors and Reviews say?
In July 2012, Ofsted inspected Cheshire East Fostering Service, and judged that Cheshire East was
‘adequate’ at keeping children and young people safe and feeling safe.
Cheshire East Adoption Service was inspected in December 2012, and the judgement on keeping
children and young people safe and feeling safe was ‘good.’
In December 2012, Cheshire East Children’s Services invited the Local Government Association to
carry out a Peer Review of Safeguarding Children Services.

LGA Peer Review Team, feedback letter January 2013
‘We found that the commitment to improve outcomes for children was apparent in both Cheshire East
Council and across the wider partnership. Members, officers and partners demonstrated that the
needs of the children were at the forefront of their work.’
The Peer Review also commented that change must happen at a much greater pace, and made a
number of recommendations that were brought together with those from other inspections and
reviews.
Ofsted Inspection of Local Authority Arrangements to Protect Children
In March 2013, Ofsted conducted a two-week unannounced Inspection of child protection
arrangements. They judged that the overall effectiveness of these arrangements was inadequate,
because some of the areas of frontline practice were not consistent in doing what is required to keep
children and young people safe. However, Ofsted did find that the effectiveness of the help and
protection provided to children, young people, families and carers, and leadership and governance
were felt to be adequate.
Ofsted’s Summary Report for Children and Young people identified the following as generally
adequate:

When children are at risk of immediate harm, quick action is taken with the help of other
services to make sure they are protected.



When children and their families need help at an early stage, the council and other
organisations work well together to support them to make life their lives better. Children’s
centres, family centres, schools and other local services give good advice and help to
parents who are having difficulties in looking after their children.



Early help and support to older children and young people is generally good and so fewer
young people are involved in anti-social behaviour in their neighbourhoods or are getting
into trouble with the police, and school attendance and behaviour is getting better. If a
child or young person goes missing, local services and the police have good systems in
place to make sure they return home safely.



Social workers, family service workers and other staff who work with children and their
families receive regular and effective training and support so that they can do their job well
and ensure children are safe.
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Good joint working between the council and lots of different services makes sure that
support is available and in many instances this prevents problems from getting worse.

Things needing improvement were summarised in the Ofsted Children & Young People’s Report as


The council has done a lot of work to make services better in order to keep children safe but
sometimes progress has been too slow and could be faster.



Some cases of children who were at possibly risk of harm were not always considered
carefully enough when they were referred to social workers. This meant that sometimes
decisions and actions to find out more about their situations were not taken at all or not
taken quickly enough.



Some children in need plans that describe how children are to be helped and supported are
not clear or checked well enough. Also not all children who have these plans are visited
regularly to check that they are well and that they are safe.



All the agencies work well together to make sure that children and young people who have
a child protection plan are helped and that they are safe.



Children, young people and their families are not always asked about their views or
opinions. This makes it harder for the council to know how to improve services to make
sure children are getting the services they need.



The ways in which managers check that work is being done and written down properly
varies a lot and need improving.



The council and other agencies need to think carefully about the different communities
living in Cheshire East and make sure that children from all these groups are supported by
services that understand their needs.

The full Inspection report and a Summary report for children and young people is available at
www.ofsted.gov.uk/local-authorities/cheshire-east
With the agreement of the Department or Education, areas for improvement from this Inspection will
be combined with findings from other inspections and reviews into a Single Improvement Plan, and
the implementation of this plan will be overseen by an Improvement Board with an external
Chairperson. This will provide a focus for much of the activity in 2013 – 2014, and will be reported
upon in the next Cheshire East LSCB Annual Report.
The following outcomes will be pursued in the areas where it has been identified that improvement
must be made:1.

Front line social work practice is consistently good and effective

2.

The quality and impact of practice is measurably improved across Cheshire East through
effective communication, challenge and scrutiny from the LSCB, Children’s Trust, Senior
Managers and Members

3.

The voice of the child is fully embedded in service planning and delivery

4.

There is an effective ‘front door’ in place to services for children and families. Staff in all
agencies have a clear understanding of levels of need to provide the right response at the
right time

5.

There is effective multi-agency delivery of Early Help

6.

Partners, in particular Health, commit to change
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Appendix 1 - What is Cheshire East LSCB?
Cheshire East LSCB is attended by senior representatives from the following agencies:Cheshire East Borough Council Children’s Services & Youth Offending Service
Cheshire Constabulary
CAFCASS
Cheshire Probation Service
Central & Eastern Cheshire Primary Care Trust
NSPCC
Cheshire Probation Trust
Cheshire and Wirral Partnership NHS Foundation Trust
Mid Cheshire NHS Foundation Hospital (Leighton Hospital)
East Cheshire NHS Trust
HMP and YOI Styal
'The Hub' representing Voluntary, Faith and Independent sectors
Cheshire Primary School Head Teachers
Cheshire Secondary School Head Teachers
Independent Schools
Cheshire Consortium of Further Education Colleges
Board Meetings are held every two months, and Executive Summaries of the meetings can be seen at
http://www.cheshireeast.gov.uk/social_care_and_health/children_and_families/lscb__safeguarding_children/about_us/board_meetings.aspx
Much of the business of the Board is delivered through a series of sub-groups (see page 13) and shortterm Task Groups.
The Board has an Independent Chairperson, who has no involvement with any of the Board partners.
In 2012-13, LSCB partners contributed £211,730 into a pooled budget to pay for an Independent
Chair, Business Support, a multi-agency Training Programme, and also to be prepared for any Serious
Case Review. See page 15.
The LSCB’s general website is http://www.cheshireeastlscb.org.uk/
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Appendix 2 - Who funded the LSCB?
LSCB Partner
East Cheshire NHS Trust
Central & Eastern Cheshire Primary Care Trust
Mid Cheshire NHS Foundation Hospital
Cheshire Probation Trust
Cheshire & Wirral Partnership NHS Foundation Trust
Cheshire East Council Children’s Services
Cheshire Constabulary
Youth Offending Service
CAFCASS
HMP STYAL
Primary Schools (129 x £500)
Secondary Schools/Academies (20 x £1,000)

2012/13 Contribution
£6,156
£34,142
£5,700
£3,400
£3,721
£47,000
£22,800
£3,721
£550
£6,000
£64,500
£20,000

Total

£217,690

What the LSCB has spent?
2012/13 Expenditure
Business Unit staffing, travel, and office costs
- Business Manager (full time)
- Business Administrator (full time)
- Training & Development Manager (3 days a week)
- Training Officer (2.5 days a week)
- Training Administrator (4 days a week)
Training programme & venues
Independent Chair
LADO contribution
Serious Case Reviews
Communications (inc. website & procedures)
Board expenses - Venues, Development Day,
Lay member & Independent Chair recruitment
Total

£201,350

Out-turn - underspend

£16,340
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84,179
59,684
10,790
8,250
27,400
0
8,604
2,443

Appendix 3 - What is Cheshire East LSCB doing?
During 2012-13, the LSCB had identified a number of high-level priorities:Safeguarding outcomes
The LSCB is aware that all activity should be focused on making children safe; it is the
impact on children and their families that matters most. Though this is a very complex
issue, the Board is determined to have a greater focus on Safeguarding Outcomes, and is
developing performance measures to give an insight into safeguarding in the
Neighbourhood, in the Home, and in Educational settings.
Learning Culture – the LSCB has developed new approaches to Serious Case Review and
Case Audits that will be much more engaging of frontline staff and of children and families.
Learning has been converted into recommendations and action plans, which are monitored
for progress by the LSCB. Though the last Serious Case Review for Cheshire East was two
years ago, it’s findings have influenced local policy and training on working with challenging
parents, children missing from home, and schools’ recording and sharing of information.
Early intervention for neglect – Neglect continues to be the largest category for Child
Protection Plans the LSCB has promoted the use of a tool called the Neglect Graded Care
Profile, and has provided training for practitioners’ on it’s use. Data analysis of neglect cases
in Child Protection is identifying where the use of the Graded Care Profile might be most
effective.
‘Family approach‘ - Parental drug or alcohol abuse, domestic abuse, or mental health
issues – much closer relationships have been established with the Safeguarding Adults Board
and the Domestic Abuse Partnership. Practice Guidance on Domestic Abuse for children’s
services was launched, and a programme to work with perpetrators of domestic violenc has
been commissioned.
Views of children and their carers – this will remain a priority for the LSCB in the future. Two
young people were involved in the recruitment of the LSCB Independent Chair, and two
young people from the Children in Care Council participated in a large joint Conference with
the Safeguarding Adults Board. Methods to gain the views of children about Child Protection
Case Conferences have had a mixed response and need developing further.
Organisational change – the LSCB regularly receives reports from partner agencies on
organisational changes and their impact on the delivery of safeguarding services, for
example, the transfer of responsibilities of the NHS Primary Care Trust to the Clinical
Commissioning Groups, and reductions in overall budgets for the Local Authority and the
Police.
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What is Cheshire East LSCB doing?
What have the Sub-groups been doing?
Policy & Procedures (3 meetings in 2012/13) – ensured that Child Protection Policies and Procedures
are fit for purpose, up to date in relation to national legislation and guidance, and are consistent with
those for Cheshire West & Chester, Halton and Warrington LSCBs.
Performance Management & Quality (5 meetings) – a new Performance Report has enabled the
Board to analyse safeguarding activity of agencies across the LSCB. This group also scrutinised reports
of partner agencies’ own safeguarding audits.
Case Audit – established a new model to evaluate the quality of multi-agency case working based on
practitioner workshops, and undertook a pilot audit and a case mapping exercise for the Peer Review.
Serious Case Review (4 meetings) prepared for the roll-out of a new ‘systems’ approach to Serious
Case Reviews, and have monitored nationally published Serious Case Reviews for lessons relevant to
Cheshire East. There were no SCRs for Cheshire East in this year.
Training & Development (4 meetings) joined together with the Safeguarding Adults Board and
Domestic Abuse Partnership. The LSCB’s multi-agency Training Programme made available 1250
places on over 50 courses, with over 1060 places taken up on Basic, Intermediate and Specialist
safeguarding training.
A separate Annual Report for the LSCB Training Programme is being produced.
Safer Working (3 meetings) ensured that the LSCB was in touch with developments in the Vetting and
Barring system and it’s implications in practice, and also supported the work of the Local Authority
Designated Officer.
Missing From Home & Care/Child Sexual Exploitation (4 meetings) working within Government
Action Plans, the LSCB has established effective systems to identify and respond effectively to
incidents of children missing from home and care or suffering sexual exploitation.
Child Death Overview Panel (CDOP) (4 meetings) reviewing deaths of all children in Cheshire East for
any lessons that may possibly prevent future deaths. There were 30 child deaths in 2012-13
(compared to 19 tin the previous year) with an increase in deaths of older children for a variety of
reasons. Negotiations have taken place to join up with Cheshire West & Chester, Halton, and
Warrington CDOPs during 2013.
A separate Annual Report for the Child Death Overview Panel 2012/13 is being produced.
Private Fostering (3 meetings) is promoting awareness amongst agencies in order to increase the
identification of privately fostered children. No new cases of Private Fostering have been identified,
and it is felt that it is likely that there are such arrangements that have yet to come to agencies’
attention.
A separate Annual Report for Private Fostering 2012/13 is being produced.
E-Safety (2 meetings) has co-ordinated initiatives between Police Schools Liaison, Safeguarding in
Education, and the LSCB, and has promoted Digital Safeguarding and CEOP (Child Exploitation and
Online Protection Centre) trainings.
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What is Cheshire East LSCB doing?
What should be next year’s priorities?



Understanding the Safeguarding system – improving the Board’s own effectiveness
and it’s understanding of the effectiveness of partners safeguarding activity.



Views of children and their carers – to inform our understanding of what help is
most effective



Manage Risk from organisational and legislative change



Early Help - how effective is this in preventing problems escalating?



Referrals regarding safeguarding concerns – Improving multi-agency referral and
response to safeguarding concerns.



Children with Disabilities – including the continuity of safeguarding support through
transition into adulthood.

Further information:LSCB@cheshireeast.gov.uk
01625 374753
www.cheshreeastlscb.org.uk
Child Protection Procedures:www.online-procedures.co.uk/cheshireeast/
Concerns about a child:Cheshire East Consultation Service 0300 123 5033 (8.30am till 5pm)
or Out of Hours 0300 123 5022
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Purpose of Paper /
Report
Exec Summary

For ratification 

A number of changes have been made to the NHS
Eastern Cheshire Clinical Commissioning Group (CCG)
Constitution, which are outlined in the paper attached.
The most significant changes are to the Terms of
Reference of the Governance and Audit Committee.
These were ratified by that committee on 27/03/2013.
These changes now require ratification by both the
Governing Body of the CCG and NHS England so as to
be adopted formally.
There is a submission deadline to NHS England of
1st November 2013. The next opportunity for submissions
is June 2014.

Recommendations

The Governing Body is requested to:
• Ratify the changes to the Constitution

Next steps

If ratified the updated constitution will be submitted
formally to NHS England for approval.
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Changes to the
NHS Eastern Cheshire CCG Constitution
1.

Amendments to the Constitution

1.1

Amendments to the constitution relate to those included in Version 1.2 of the
Constitution

1.2

The Terms of Reference changes for NHS Eastern Cheshire Clinical
Commissioning Group Governance and Audit Committee were ratified by this
committee on 27/03/2013.

1.3

Deletions are formatted as follows: deletion

1.4

Insertions are formatted as follows: Insertion

Ref.
All
All
All
5.4
9.7

Change
Replaced Director of Finance and Governance with Chief Finance Officer
Inserted new logo + updated page numbers
Replaced the NHS Commissioning Board with NHS England
Page 120 Statement of Internal Control changed to Annual Governance
Statement (as advised at GAC 30/1/13)
Page 48 The group recognises and confirms that nothing in or referred to
in this constitution (including in relation to the issue of any press release
or other public statement or disclosure) will prevent or inhibit the making
of any protected disclosure (as defined in the Employment Rights Act
1996, as amended by the Public Interest Disclosure Act 1998) by any
member of the group, any member of its governing body, any member of
any of its committees or sub-committees or the committees or subcommittees of its governing body, or any employee of the group or any of
its members, nor will it affect the rights of any worker (as defined in that
Act) under that Act.

Appendix G : Governance & Audit Committee Terms of Reference:
1.4
The committee will operate under the general direction of the Chair and
Director of Finance & Governance with the assistance of the Chief
Finance Officer and will report to the NHS Eastern Cheshire Clinical
Commissioning Group Governing Body.

2.1

2.3

(Note the notation 1.3 was repeated so this item has been changed to
1.4)
Remit and Responsibilities. The duties of the Governance and Audit
Committee will be driven by the priorities identified by the NHS Eastern
Cheshire Clinical Commissioning Group Governing Body. The Governing
Body may call upon the Committee to undertake investigations on its
behalf relating to governance and audit issues.
External Audit. The Committee shall review the work and findings of the
external auditors and consider the implications and management
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2.8

2.9

2.10

3.2

responses to their work. This will be achieved by:
•
Consideration of the appointment and performance of the external
auditors, as far as the rules governing the appointment permit.
•
Discussion and agreement with the external auditors, before the
audit commences, of the nature and scope of the audit as set out in the
annual plan and ensuring coordination as appropriate, with other external
auditors in the local health economy.
•
Discussion with the external auditors of their local evaluation of
audit risks and assessment of the CCG and associated impact on the
audit fee.
•
Review of all external audit reports, including the report to those
charged with governance, agreement of the annual audit letter before
submission to the Governing Body and any work undertaken outside of
the annual audit plan, together with the appropriateness of management
responses
The committee shall provide assurance that the systems and processes
for preparing internal financial statements to the Governing Body,
including those of budgetary control are robust and follow appropriate
legislation.
The audit committee shall review the external financial statements and
annual report before submission to the Governing Body and the clinical
commissioning group, focusing particularly on:
Quality, Innovation, Productivity and Prevention (QIPP). The committee
will provide assurance to the Governing Body that an appropriate
governance structure is in place to deliver the QIPP initiatives.
Third Party Responsibilities. The committee will provide assurance that
processes are in place with the Clinical Commissioning Group to monitor
third parties compliance against both local and national determined
measures.
The membership has been re categorised and now includes a clinical
representative.
Members
Voting Right
Lay Member (Governance & Audit) – Chair
Yes
Lay Member
Yes
Lay Member
Yes
General Practice Representative
Yes
Clinical Representative
Yes
Regular Attendees
Chief Finance Officer
No
Corporate Programmes and Governance
No
Manager
Internal Professional Audit Representative
No
External Professional Audit Representative
No
Professional External Counter Fraud
No
Representative
Committee Administrator
No
Attendees By Invitation
Information Governance Representative
No
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Safeguarding (Children & Adults)
Representative(s)
Corporate Team Representative(s)
Business Management Team
Representative(s)
Clinical Leadership Team Representative(s)
Commissioning Support Service
Representative(s)
Chief Officer (Accountable Officer)
Leadership Team Representative(s)
Members of the Governing Body

2.

No
No
No
No
No
No
No
No

Recommendation

The Governing Body is requested to:
• Ratify the changes to the Constitution

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

Michael Purdie
Corporate Programmes & Governance Manager
5th September 2013
Tel: 01625 663470
Email: mike.purdie@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
31 August 2013, ECCCG is underspent by £120k with a
forecast outturn underspend remaining in line with plan of
£200k.
Quality Innovation Productivity & Prevention (QIPP)
The annual target for the organisation was to reduce its
expenditure/commitments by £5.9m. Actions to date have
reduced existing or planned expenditure by £5.04m with
the remaining £0.9m to deliver.
Cash Management
ECCCG is assuming that the cash management principles
are consistent with those of previous Primary Care Trusts
and are on target to manage its cash within its notified
limits.
Issues (Risks)
There are some risks that are currently being monitored
which may impact on ECCCG’s financial position. These
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are detailed within section 9.

Recommendations

The Governing Body is requested to note:
• the cumulative underspend as at August 2013 of
£120k
• the forecast year end underspend of £200k
• the progress against QIPP target
• the issues currently being managed

Next Steps

To report back to the governing body on the issues
currently affecting the CCG.
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Finance & Performance Report
Month 5 as at 31 August 2013
1.

Overview

1.1

Financial Position. As at 31 August 2013, the cumulative position is an
underspend of £120k against a cumulative budget of £92.9m. The forecast outturn
remains in line with the initial plan to deliver a £200k surplus. Table One below
outlines the financial position in further detail:
Table One: Financial Position for NHS Eastern Cheshire
Clinical Commissioning Group (ECCCG) as at 31 August 2013
Prospectus
‘Plan’

Cumulative Position
Plan

£'000s
222,512

Actual Variance
Over/
(Under)

£'000s £'000s
92,859 92,738

£'000s
(120)

Forecast Outturn
Actual

Variance
Over/
(Under)

£'000s

£'000s

222,312

(200)

1.2

Quality Innovation Productivity & Prevention (QIPP). The annual target for the
organisation was to reduce its expenditure/commitments by £5.9m. Actions to date
have reduced existing or planned expenditure by £5.04m with the remaining £0.9m
to deliver.

1.3.

Forecast Outturn. The forecast remains at a £200k underspend which remains
consistent with the Financial Plan. This includes an analysis of the commitments
against the following budgets: Growth, Local Delivery Improvement Plan (LDIP) and
Investments.

1.4.

Cash Management. ECCCG is assuming that the cash management principles
are consistent with those of previous Primary Care Trusts and are on target to
manage its cash within its notified limits.

1.5.

Issues (Risks). There are some risks that are currently being monitored which
may impact on ECCCG’s financial position. These are detailed within section 9.
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2.

Financial Position

2.1

As at 31 August 2013, the cumulative position is an underspend of £120k against a
planned level of expenditure of £92.9m. Table Two below shows the current
financial position by service area.
Table Two: Financial Position for NHS Eastern Cheshire Clinical
Commissioning Group (ECCCG) by Service Area
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
Planned Surplus
Running Costs
Total Budget

Annual
Budget
£000s
119,400
18,541
12,896
2,019
20,237
30,015
1,586
1,017
430
11,483
200
4,688
222,512

Cumulative Position
Budget
Actual
Variance
Over/
(Under)
£000s
£000s
£000s
49,750
50,492
742
7,725
7,781
55
5,342
5,342
(1)
841
832
(9)
8,432
8,793
361
12,506
12,529
23
661
711
50
424
520
96
210
214
3
4,960
3,459
(1,501)
83
0
(83)
1,924
2,066
142
92,859
92,738
(120)

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: The timely flow of data from the Commissioning Support Unit
(CSU) continues to be a challenge resulting in a number of alternative processes
being implemented by ECCCG’s contracting team.
The interim solution does provide a degree of information although some
assumptions are still being made. It is considered that this position will reduce as
queries continue to be resolved.
This position has been escalated with the CSU and is being closely monitored. A
further update will be discussed at a future meeting.
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• Community Services: This is a block contract and should reflect the agreed
Annual Plan. The cumulative positions require realignment in the future.
• Continuing Healthcare: Further analysis is being undertaken to identify the
cause for increased costs within this area. Predominantly it is linked to increased
activity which may include historical restitution cases for which additional funding
is available.
• Grants/Voluntary Sector: Similar to Community Services ECCCG has agreed to
maintain costs at previous years’ levels. Therefore, the phasing of the budget is
not in alignment with the actual payments. The cumulative position requires
realignment in the future.
• Investments/LDIP/Growth: This is the release of funding which was set aside in
the Financial Plan to offset overperformance in contracts and any emerging
pressures.
3.2

Table Three below provides a different analysis of how the acute providers are
performing against four main groups. Further analysis is required to understand the
variances outlined within the position.
Table Three: Analysis of Acute Contract Spend for NHS Eastern
Cheshire Clinical Commissioning Group (ECCCG) by Main Group
Acute Main Group

Planned Care
Urgent Care
High Cost Drugs
Other (inc CQUIN)
Total Budget
3.3

Annual
Budget
£000s
47,350
57,021
4,177
10,852
119,400

Cumulative Position
Budget
Actual
Variance
Over/Under
£000s
£000s
£000s
19,729
20,289
560
23,759
23,293
(466)
1,740
2,248
508
4,522
4,662
140
49,750
50,492
742

Key:
o Planned Care: Planned hospital attendance by member of public, normally
following a referral from a GP or Consultant.
o Urgent Care: Opposite of planned and is normally following an emergency, ie,
attendance at Accident & Emergency or direct admission to hospital via a GP.
o High Cost Drugs: Drugs that are nationally determined as being too high cost or
specialist and as such are not included within the normal tariffs payable to
providers, ie, rheumatology drugs
o Other: This is a catch all for all other services, ie, radiology, pathology, quality
indicators.
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4.

Forecast Outturn

4.1

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

Table Four: NHS Eastern Cheshire Clinical Commissioning Group’s (ECCCG’s)
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
Planned Surplus
Running Costs
Total Budget

Current
Forecast
£000s

Forecast
Variance
£000s

Most
Likely
£000s

Forecast
Variance
£000s

Worst
Case
£000s

Forecast
Variance
£000s

121,303
18,674
12,845
1,998
21,104

1,902
133
(52)
(21)
867

121,222
18,674
12,845
1,998
21,104

1,821
133
(52)
(21)
867

121,803
18,674
12,845
2,198
22,054

2,402
133
(52)
178
1,817

30,070
1,706

55
120

30,415
1,586

400
0

30,850
1,706

835
120

1,247

230

1,017

(0)

1,247

230

624

194

574

144

574

144

8,190

(3,293)

8,190

(3,293)

8,190

(3,293)

0
4,958
222,718

(200)
271
206

0
4,688
222,312

(200)
0
(200)

200
4,688
225,028

0
0
2,516
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5.

Contract Performance

5.1

Table Five below identifies the forecast position of ECCCG’s key providers as at
financial year month five. 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 Five: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) Forecast Position of its Key Providers as at
Financial Year Month Five

Provider Name

Aintree Hospital NHS FT
Alder Hey NHS FT
Assura Urology BC
BMI Royal Alexandra
BMI South Cheshire
British Pregnancy Advisory Service
Central Manchester Uni Hospitals NHS FT
Cheshire & Wirral MH Partnership FT
Cheshire Hospices Education
Countess of Chester NHS FT
Derby Community Health Service NHST
Epilepsy Service - David Lewis Centre
EyeCare Medical Ltd
East Cheshire NHS Trust - Acute & Community
Hospice - East Cheshire
Hospice - St Ann's
Liverpool Womens Hospital FT
Manchester Surgical Servs
Mid Cheshire Hospital NHS FT
North Staffs Combined Healthcare NHS Trust
North West Ambulance Service
Ophthalmology BC
Pennine Acute Hospitals NHS Trust (AIDS / HIV)
Robert Jones & Agnes Hunt Orthopaedic Hosp
Royal Liverpool Broadgreen Hosps NHS Trust
Salford Royal NHS FT
South Manchester Clinic
Spa Medica
Spire Cheshire
Spire Manchester
Spire Regency
St Helens & Knowsley Hospital NHS Trust
Staffs & SOT Partners NHST
Stockport NHS FT
Ultrasound Service Care UK
Uni Hospital of North Staffs NHS Trust
Uni Hospital of South Manchester NHS FT
Vernova Carpal Tunnel BC
Warrington & Halton Hospital NHS FT
Wigan, Wrightington & Leigh NHS FT
Wirral Uni Teaching Hospital NHS FT
Grand Total

Year to
Date
Budget

Year to
Date
Spend

Year to
Date
Var

Annual
Budget

£'s

£'s

£'s

£'s

Forecast Forecast
Outturn
Over/
Underspend
£'s
£'s

37,947
50,112 12,166
91,072
122,514
31,442
122,131
122,131
0
293,114
455,353
162,240
49,315
49,315
0
118,356
118,356
0
264,768
275,121 10,352
635,444
734,204
98,760
47,043
13,900 -33,143
112,903
42,213
-70,690
0
16,268 16,268
0
25,709
25,709
2,500,527 2,526,727 26,200
6,001,265
6,469,079
467,814
5,325,711 5,325,711
0 12,781,705 12,781,705
0
2,054
2,054
0
4,929
4,929
0
34,652
73,697 39,045
83,166
216,139
132,973
41,671
55,134 13,464
100,010
131,254
31,244
16,367
16,367
0
39,280
39,280
0
690,000
759,150 69,150
1,656,000
2,615,028
959,028
37,113,424 37,113,334
-91 89,072,218 89,379,153
306,934
180,417
180,417
0
433,000
433,000
0
12,917
12,917
0
31,000
31,000
0
0
41,178 41,178
0
96,716
96,716
0
33,962 33,962
0
65,673
65,673
1,689,618 1,669,219 -20,399
4,055,084
3,994,701
-60,383
16,286
16,286
0
39,087
64,404
25,317
2,567,906 2,567,906
0
6,162,974
6,162,974
0
47,436
47,436
0
113,846
113,846
0
190,666
151,248 -39,418
457,599
334,208 -123,391
87,817
131,182 43,365
210,761
286,947
76,186
120,603
120,757
155
289,446
306,590
17,143
278,336
278,336
0
668,007
1,038,695
370,687
85,618
86,854
1,237
205,482
212,291
6,809
13,230
16,938
3,708
31,752
41,463
9,711
41,353
25,018 -16,335
99,247
94,453
-4,794
0
5,330
5,330
0
9,387
9,387
510,140
380,765 -129,374
1,224,335
913,837 -310,499
46,962
21,590 -25,372
112,709
66,008
-46,700
96,234
153,818 57,584
230,962
355,448
124,486
3,899,076 4,105,716 206,640
9,357,782
9,853,717
495,935
121,331
137,152 15,821
291,195
324,353
33,158
393,597
845,228 451,631
944,633
1,646,809
702,176
4,473,538 4,142,358 -331,180 10,736,490
9,945,532 -790,958
43,044
43,044
0
103,305
0 -103,305
133,618
151,552 17,934
320,684
280,580
-40,104
234,153
263,123 28,970
561,966
615,882
53,916
91,996
31,073 -60,924
220,791
70,266 -150,525
61,621,500 62,059,422 437,921 147,891,600 150,493,696 2,602,096

Flag

Red
Red
Green
Red
Green
Red
Red
Green
Green
Red
Red
Green
Red
Red
Green
Green
Red
Red
Green
Red
Green
Green
Green
Red
Red
Red
Red
Red
Green
Red
Green
Green
Red
Red
Red
Red
Green
Green
Green
Red
Green
Red
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6.

Cash Management

6.1

In addition to ECCCG having to deliver a surplus of £200,000 for the financial year
it also has to manage all of its payments to suppliers and staff within its available
cash.

6.2

Previously, national guidance was available for Primary Care Trusts which outlined
the monthly and year end cash targets. The principal of which was to have a
minimum balance left within the bank account at the end of each calendar month.
Currently, no such guidance is available for ECCCG although it is our intention to
work to the same principals as we progress to the end of the financial year.

6.3

As at 31 August 13 ECCCG had a cash balance of £1,514,000 held within its bank
account. It is forecasting a year end balance of circa £14,000.

6.4

It is worth noting that the increase in September of cash being drawn down from
NHS England is related to the clearing of balances from the previous PCT and
anticipated adjustments relating to Prescribing.

Table Seven: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) Cash Forecast 2013/14
Apr
May
Jun
Jul
Aug
Sep
Oct
Nov
Dec
Jan
Feb
Mar
£'000s £'000s £'000s £'000s £'000s £'000s £'000s £'000s £'000s £'000s £'000s £'000s
Cash Drawn Down 18,522 18,599 19,000 4,000 12,500 21,900 17,500 17,500 17,500 17,500 17,500 17,500
Less Payments
9,824 21,306 16,101 8,427 15,449 21,000 17,900 17,900 17,900 17,900 17,900 17,900
Balance
8,698
5,991
8,890 4,463 1,514 2,414 2,014 1,614 1,214
814
414
14
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7.

Quality, Innovation, Productivity and Prevention (QIPP)

7.1

As at 31 August 13, significant progress has been made in delivering against
ECCCG’s £5.9m QIPP target. Table Eight below highlights the status of the
various initiatives including an assessment of what is currently being delivered. To
date circa £5.05m is on target to deliver with a remaining £0.9m to be validated.

Table Eight: NHS Eastern Cheshire Clinical Commissioning Group’s (ECCCG’s)
QIPP Delivery as at 31 August 2013
QIPP Target
Prescribing

Local Delivery
Plan
LD Pool Growth
Running Costs

Reablement
Demand
Management
Reduce Growth
Funding
Total

Target
Monitoring
£'000s
1,000 Performance
Against Budget
500 Reduce Available
Funding
243 Performance
Against Budget
237 Performance
Against Budget

300 Reduce Available
Funding
558 Performance
Against Budget

Cumulative
Variance
£55k overspent

On Target to
Deliver
Savings

profiled of
last 6 months


£53k
underspent
£142k
overspent


Profile of
costs v
budget - to be
reviewed


£742k
overspent



Monitoring of
Schemes to
be refined

3,062 Reduce Available
Funding
5,900

7.2

Prescribing £1m QIPP Target: Currently only £55k overspent as at Mth 5 which
includes the forecast as per the Prescription Pricing Authorities. A significant
number of plans would materialise savings towards the second half of the year and
is therefore expected to remain within budget.

7.3

Running Costs £0.237m QIPP Target: Required to underspend by £237k against its
budgets. Further work is required to ensure the actual expenditure has been
phased in line with the budget and vice versa. It is forecast that this target will be
delivered, although further supporting analysis is required.

7.4

Demand Management £0.558m QIPP Target: Work continues along the various
initiatives as detailed within the plan submitted to the Governing Body previously. A
challenge remains to quantify the impact of the initiatives whilst activity overall
increases. Whilst it will not deliver overall a balanced position on acute activity, it is
assisting in limiting this growth.
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8.

Analysis of Investments / LDIP / Growth

8.1

The following analysis identifies for the Governing Body what expenditure is
projected during the remainder of the year against these budgets.

8.2

When setting the growth pot, it was recognised that this would be used to offset
overperformance on budgets, and in particular hospital based activity.

8.3

Table Nine below outlines the areas of expenditure anticipated for the remaining
year, resulting in a balance which has been incorporated into the position to offset
any overperforming budgets.
Table Nine: NHS Eastern Cheshire Clinical Commissioning
Group’s (ECCCG’s) Analysis of Investments/LDIP/Growth
Analysis

Balance
as at
August
£'s

Investments / LDIP / Growth
Less:
Offset Growth
Offset LD Growth
LDIP Investments
Reablement
Running Costs
Styal Prison
Specialist Commissioning
Rebasing
LDIP Investments
Baseline Adjustment for
Primary Care
CHC Assessment from LD Pool
Audiology AQP
Caring Together
Reablement
Readmissions
Total

Anticipated
Expenditure
(Sept 13 Mar 14)
£'s

Total

£'s

15,825

15,825

(3,062)
(243)
(500)
(300)
(237)
(200)
(988)

(3,062)
(243)
(500)
(300)
(237)
(200)
(988)

(200)
(775)

(200)
(775)

(600)
(500)
(1,000)
(1,624)
(2,303)

(600)
(500)
(1,000)
(1,624)
(2,303)

(8,190)

3,293

11,483
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9.

Issues (Risks)

There are a number of issues as detailed in Table Ten below that ECCCG is working on
within the current environment which may impact on the CCG delivering its financial
duties.
Table Ten: NHS Eastern Cheshire Clinical Commissioning Group’s (ECCCG’s) Issues
(Risks)
Issue
Specialised Commissioning Baseline:

Mitigation

In accordance with the process of
rebasing the above service, a
reconciliation of actuals was undertaken
as at Mth 4. This identified a further
pressure for ECCCG of circa ££0.2m.

Incorporated into financial
position. No further
reconciliations as
alterations to ECCCG’s
baselines are being
frozen as at Mth 6

Value

£0.2m

Level

Medium

Aintree – Bariatric and Major Trauma
Baseline Revisions:
Information has been shared with
ECCCG outlining issues used in setting
baselines for Aintree for the above
services. Currently, the information is
aggregated at a PCT level and not at a
CCG level although this is being
gathered.

No agreement has been
reached with the lead
CCG on rebasing the
contracts. Current
information highlights the
former PCT has gained
from the rebasing.

£(0.2m) £0.m

Low

It is expected that the baselines will be
revised subject to agreement £-0.2m £0.m
Continual Health Care Assessments (LD
Pool)
Cheshire East Council has written to
ECCCG outlining its intentions around
clients previously being part of the LD
Pool now being submitted for CHC
assessment. The indicated value is £1m
should the people referred meet the CHC
assessment criteria.

The LD Recovery Group
is working through an
action plan on the range
of options associated with
the pool. As an estimate,
approximately £0.6m has
been built into the
forecast.

£1m

Medium

A response is being formalised although
such action is likely to instigate a wider
review of services across the economy.
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Commission Support Unit – Business
Intelligence
As referred to earlier, the CSU is not
delivering a Business Intelligence service
in line with the service level agreement
(SLA).
Key issues include the availability of
monthly data, information not covering all
of the CCG contracts, continually
reconciling differences.

Issues have been
escalated and weekly
meetings held to monitor
progress. ECCCG to
consider future options if
service does not improve.

£0
unknown

Medium

Consequence of above position has
resulted in CCG staff undertaking the
work to deliver a service. Quality of
service still not complete which limits
assumptions on contractual management
and forecasting.

10.

Recommendations

10.1

The Governing Body is requested to:
• note the cumulative underspend as at 31August 2013 of £120k
• note the forecast year end underspend of £200k
• note the progress against QIPP target
• note the issues currently being managed

Author Name and Job Title
Date

Alex Mitchell
Chief Finance Officer
19 September 2013

Contact Details
(Phone and email address)

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

Clinical Quality and Performance
Committee Report
July, August, September 2013
Neil Evans

Contributors
Governing Body Sponsor

Supporting healthy
lifestyles
and reducing health
inequalities

Purpose of Paper /
Report
Exec Summary

Agenda Item 3.3.3

Dr James Milligan
Reducing
premature
mortality


Focussing on
local needs

Managing
our
resources

Corporate
development

For information 

Minutes of the Clinical Quality and Performance
Committee meeting are attached.for July. There was no
meeting held in August.
The latest meeting took place on the same day the
agenda and papers for the Governing Body were issued;
the current Performance Dashboard is attached and a
verbal update will be given at the Governing Body
meeting on 25 September to highlight the current
performance of our services. Specific areas highlighted
include:
• Development of Corporate Reporting through
Cheshire and Merseyside CSU
• Performance improvement plans in relation to:
o 18 weeks referral to treatment timescales
o Infection rates
o Single Sex Accommodation
o Ambulance response times
• Stroke Services

EC CCG Governing Body Meeting 25 September 2013
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Recommendations

The Governing Body is requested to:
•

Next steps

Note the summary of performance contained in
the attached dashboard in conjunction with
verbal update to be given at the meeting

The CCG Business Team will continue to monitor the
quality of healthcare services provided to the local
population through regular contract meetings, Serious
Untoward Incident Meetings, and Complaints reporting
meetings.
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OPERATING FRAMEWORK 2013-14 NHS TARGET MEASURES :EAST CHESHIRE CLINICAL COMMISSIONING GROUP - KEY MEASURES

National Measures
Code
2012-13

Code
Former

Indicator Description

Measurement
Criteria Level
Month Actual - CCG

Cancer 62 day Waits

Month Actual - CCG

80.8%
79.2%

Month Actual - CCG

71.4%

Month Actual - ECHT

71.4%

89.3%
94.2%

Month Actual - CCG

92.7%

93.4%
68.8%
60%
50.0%
92.7%
90%

Month Actual - ECHT

99.6%

Month Actual - CCG

99.6%

Month Actual - ECHT

99.6%

Month Actual - CCG

99.6%

Month Actual - ECHT

99.6%

Month Actual - CCG

99.6%

Month Actual - ECHT

99.6%

Month Actual - CCG

95.7%

Month Actual - ECHT

95.8%

Month Actual - CCG

2

RTT Waits within 18 weeks - NON-ADMITTED

99.6%
99.6%
95%

RTT Waits within 18 weeks - INCOMPLETE

99.6%
99.6%
92%

Diagnostic Waits - 6 weeks Waits

99.6%
99.5%
99%

Accident & Emergency - 4 hours or less in A&E

99.5%
96.2%
95%
96.6%







Month Actual - ECHT

2

Month Actual - CCG

1

East Cheshire Trust continue to have challenges against specialty level performance (primarily (ENT, Oral Surgery and
Ophthalmology). It has been agreed with ECT, NHS TDA and CCG that the Trust will attempt to clear out most of their
>18 week breaches during October. This will mean that the headline performance for admitted 18 week RTT is failed
for one month but leaves the Trust back in a good position for the winter months. Revised monitoring procedures
The Trust is consistently achieving this target although some specialty level pressures do occur in ENT, Dermatology
and General Surgery. The Trust is implementing plans to mitigate this risk.

See admitted RTT commentary above





2

The cases relate to a delay in transferring a patient from ITU.

2

Whilst both the cases reported to July have been categorised as "cross contaminations" and therefore will be adjusted
to 0 in future reports there has been a "genuine" infection reported in August. The Root Cause Analysis has identified
that the source of the infection was likely to be community based and that the patient had a range of complicated
health conditions making the case "unavoidable". ECT has also implement actions in their A&E dept in response to the
cross contamination when taking blood that led to the 2 earlier cases being reported.

0
0

Month Actual - ECHT

0

1

Month Actual - CCG

1

10

Month Actual - ECHT

0

0

Month Actual - CCG

72.4%

Ambulance Clinical Quality - Red 1 : 8 mins response time
Month Actual - NW Level

75.5%

Month Actual - CCG

73.0%

Ambulance Clinical Quality - Red 2 : 8 mins response time
Month Actual - NW Level

78.6%

Month Actual - CCG

97.0%

Month Actual - NW Level



75%



75%



95%



Month Actual - CCG

To increase the proportion of patients feeling supported in
managing their long term condition to 55%, Numerator: Those
patients who answered Yes, definitely

Month Actual - CCG

Month Actual - ECHT

During September a new Ambulance Commissioning Manager has been appointed for Cheshire, Warrington and Wirral
(CWW). This person will be responsible for representing the CCG in improving NWAS performance. NWAS are also
working with Blackpool CCG to undertake a review of the factors impacting ambulance performance at an individual
CCG level. Activity has risen in EC CCG during this financial year which is not consistent with the general trend in CWW.
See above

See above

96.2%

Local Priorities
Year on year reduction of re-admission by 5% this year (2013-14)
against number of discharges for that specific year. This will
increase to 25% by 2015-16.

Increase the proportion of people entering primary mental health
services by 15%
The basis is the number of patients accessing IAPT and CAMHS
services

Work is ongoing to implement a revised hyper acute pathway. This includes East Cheshire Trust, NWAS, UH North
Staffs, Stockport and Salford. It is planned that by the end of November all FAST positive patients will go directly to
Tertiary Stroke Centre with patients either repatriated home or repatriated to East Cheshire Trust. Further work is
needed to develop our community capability to support community based rehabilitation.
Due to limited capacity at East Cheshire Trust (Single Handed Consultant) patients are offered appointments at
neighbouring Trust outpatient clinics. Many patients prefer to wait until the next Macclesfield slot and this affects
performance against the indicator.

0

Clostridium Difficile Infections (CDiff)

West Level)

86.2%

80%
Month Actual - ECHT

CCG Commentary

Y-T-D

89.5%
100.0%

RTT Waits within 18 weeks - ADMITTED

Ambulance Clinical Quality - Category A : 19 mins response time (North

ACTUAL
CCG TREND

Month Actual - ECHT

Stroke : TIA assessed & treated within 24 hours

MRSA Methicillin Resistant Staphylococcus Aureus

TARGET

Jul-13

85%

Stroke - 90% on rehab unit

MSA Breaches Unjustified breaches (per 1000 admissions)

ACTUAL

170

302

Data to be available by end of September


Half Yearly

Month Actual - ECHT

Data to be available by end of September

Month Actual - CCG
Month Actual - ECHT
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NHS Eastern Cheshire Clinical Commissioning
Group
Minutes of the Clinical Quality and Performance
Committee held on 24th July 2013

Present

Name

Initials

Dr James Milligan

KM

Executive GP for Business Management Team

Jacki Wilkes

JW

Jane Stairmand

JS

Head of Clinical Developments and Health
Outcomes
Improving Outcomes Manager



Neil Evans

NE

Head of Business Management



Debbie Lowe

DL



Lindsay Ratapana

LR

Cheshire & Merseyside Commissioning Support
Unit
Safeguarding Adults

Julia Curtis

JC

Interim Quality Manager



Duncan Matheson

DM

Governing Body Secondary Care Doctor

Anita Mottershead

AM

Quality and Performance Analyst

Julia Huddart

JH

Executive GP for Clinical Team

Lana Davidson

LD

Senior Contracts Manager

Moira McGrath

MM

Designated Nurse Safeguarding Children



Sally Rogers

SR

Executive Registered Nurse



Tina Long

TL

Director of Nursing and Quality

Yvonne Gregory

YG

PA to Head of Business Management
(Notetaker)

Apologies

In
Attendance













Actions
and Due
Date
1
1.1

Welcome, Apologies, Declaration of Interest
Apologies as noted above.

1.2

Declarations of Interest.

2
2.1

None were declared.
Minutes of Previous Meeting and Matters Arising
The minutes of the previous meeting were accepted as an accurate
record.

2.2

The group agreed that Tina Long’s attendance at the Clinical Quality
and Performance meeting would be by invitation and it was agreed the
Executive Registered Nurse would update her at their one to one
meetings.

2.3

1.3 Stockport Trust. NE confirmed he had only sent correspondence
to key practices. It was agreed this should be sent to all practices.

NE
ASAP
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2.4
2.5

2.1 Quality Dashboard. NE reported a data quality issue and that the
forces have never been reported on. Agreed to change report.
2.2 18 week Practice Newsletter. NE reported the action plan to be
put on the work plan and develop business intelligence with the CSU.
Advised this is top of the list of priorities and NE advised this had
already been discussed with Amanullah Patel.

2.6

2.3 A&E 4 Hour Target. It was confirmed JH attends meetings as the
clinical lead. NE advised NHS England had offered some nonreoccurring financial support to help A&E for next winter. The drawback
is a plan needs to be put together by Friday 26.07.13.

2.7

2.4 Hyper Acute Stroke. NE advised this will be picked up at the
Leadership meeting and that JW had written to ECT for confirmation on
the interim arrangements.
JW
ASAP

Action: Follow up with ECT and request a formal response
regarding service provision and update at August meeting.
2.8

3.2 Staff Survey Action Plan was reviewed. SR advised she attended a
session organised by ECT and reported on some of the outcomes:
The group discussed how ECT were struggling on Dementia services
advised two leads working on a pathway but that it was a slow process.
Action: JS to liaise with Tori Bell re progression of pathway update
at August meeting.

2.9

4.1 David Lewis Centre (DLC). The group received an update by LR
advising a meeting had been held with DLC, NHS England and the Care
Quality Commission (CQC) at which Dr Thomas raised concerns. The
meeting focused on quality and what needs to be done to address the
issues raised. The group were advised there was one SUI which ECT
was investigating. The group were advised an action plan had been
produced between ECT and DLC. The group were advised there was
no representation at the meeting by the local authority but LR pointed
out that she reports to the local authority via safeguarding. A discussion
took place on the number of residents in the DLC and the number
attending on a day basis.

JS with VB
ASAP

Action: JC to check on numbers and report back at the August
meeting.
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4.2 Pressure Ulcer Report. The group were advised there was no
update on this matter. It was highlighted that the last report was not
satisfactory and there is to be a meeting with the Tissue Viability Nurse
next week to discuss what needs to be included in the report.

JC
21.08.13

2.10
9.1 CCG Quality Assurance Review Governing Body Report. This is
now complete.

2.11
3
3.1
3.1.1

Dashboard
Eastern Cheshire CCG Performance Matrix Summary
Stockport TIA assessment service – assessment within 24 hours - was
discussed and concerns were raised on how ECT could provide a
service with only one person. The group discussed that patients were
offered the options to go to other hospitals but invariably they did not
want to. It was felt there was a lack of coordination and learning but
thought that a long term plan was needed before education around the
pathway for the service could take place.

3.1.2

Patients waiting over 52 weeks now shows zero the issue has gone.

3.1.3

Downward trend for diagnostics.

3.1.4

A&E slightly down on month. One week in July was a problem but now
the Trust had picked up. It was pointed out that Stockport struggled in
May and June but is now struggling again and the performance was now
problematic. Action plans have been put in place but are not working.

3.1.5

Ambulance. ECCCG reported non achievement over other CCGs. The
group were advised work was being undertaken across the North West
to triangulate data on pick-ups to highlight trends. The group highlighted
a growth in ambulance services and not in hospital attendance. It was
agreed to request data from North West Ambulance Service (NWAS) for
discussion at September meeting.
Action: NE and AM to request data from NWAS to analyse and
report at September meeting.

3.1.6

NE/AM
18.09.13

ECCCG reported red on the following areas:
• 31 day Cancer standard – indicator was red now not so
• C Diff – incidents recorded both in hospital and in the community
• Admitted RTT Speciality
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•
•

Incomplete TRR Patients waiting over 52 weeks
Ambulance one to eight minutes.

3.1.7
A discussion took place regarding the CCG going into ECT to engage in
ward walk around but it was felt that there needs to be focus on what
needs to be looked at. The group were advised that Peer review work
on the action plan for quality was being undertaken which will be fed
back to Kath Senior Director for Nursing, Performance and Quality. The
group were advised LR goes into ECT on safeguarding issues.
3.2
Provider Dashboard Commissioned Patients
Covered above.
3.3
3.3.1

East Cheshire Trust Performance Exceptions
18 Week Target – recovery trajectory update. The group were advised
regarding the back log of patients waiting over 18 weeks. ECT had
reported a recovery trajectory by November and was just on target to
achieve in ENT and Surgical. However ECT advised the Quality Review
meeting that they would not be using the private sector for Orthopaedic
patients. ECCCG were advised it was a decision made by the ECT
Board due to projected profit margins as the private sector did not take
on complex need patients. ECCCG pointed out that it seemed ECT was
financially motivated. The point ECCCG needed to consider was is this
decision accepted or challenged by the CCG.
It was agreed that the matter be raised verbally initially with ECT at the
main contract meeting then if appropriate draft a formal letter.
Action: Item for the August ECT Contract meeting.

NE
07.08.13

3.3.2

Hyper Acute Stroke.
Please refer to point 2.7.

3.4

CWP Performance Exceptions
Learning Disabilities Consultation.
The consultation is for Community, Mental Health and Learning
Disabilities. A discussion took place regarding SR’s visit to CWP and it
was noted that they were open to such visits. NE pointed out visits
could be linked as part of an on-going executive level audit programme
which is carried out in manner of the CQC to follow up on action plans.
This would be managed by the CWP contract meeting. NE advised
ECCCG had requested the dashboard information and CWP had
explained the dashboard was not ready as it was being revalidated.
Patient Experience

4

Page 4 of 8
ECCCG Clinical Quality and Performance Meeting held 24th July 2013
Chair: Dr James Milligan
Draft Minutes Issued:

NHS Eastern Cheshire Clinical Commissioning
Group
Minutes of the Clinical Quality and Performance
Committee held on 24th July 2013

4.1

Friends and Family Rollout Update
The group were advised that the rollout for Friends and Family in A&E
was June and ECT were online with CQUIN. The rollout would be
across Primary Care, Mental Health and Community by October with a
survey being carried out in Maternity in three areas at the end of July.

4.2

GP patient Survey
The results of the GP patient survey were provided to the group and
were discussed; it was noted that ECCCG stands up overall generally
good against neighbouring CCGs. It was agreed the Leadership Team
would come up with a consistent approach, come up with an action plan
and comment on the results.

4.2.1

Patient Survey Analysis.
As 4.2.1.

4.2.2

CCGs.
As 4.2.1 information relating to the CCGs was discussed.

4.2.3

Sample Number.
It was noted that the sample number overall was low.
Patient Safety Incidents (Never Events) Or Serious Untoward Incidents
Minutes of the Serious Untoward Incident Meeting held 10th July 2013
The minutes of the July SUI meeting were received by the group and
reviewed.

5
5.1

5.2

Escalation of Concerns Regarding Continued Cases Relating To:
“Management of Deteriorating Patient” and “The Communication and
Undertaking of Required Actions Relating to Abnormal Diagnostic
Results”.
The group were advised four SUIs had a level of failure. Three actions
related to ‘Track and Trigger’ and whilst actions had been taken as part
of initiatives incidents had still occurred. One action related to radiology.
The Chair advised the group that a letter had been drafted to go to Lynn
McGill the Chairman of ECT to bring the issues to the ECT Board’s
attention.
It was noted that it was agreed an ECT non-executive would attend the
ECCCG SUI meetings and that the July ECT Service Quality Review
minutes be amended to reflect this decision.
The group were advised that NHS England was asking CCGs to report
back on the reporting of GP incidents. A discussion took place and it
was confirmed that DATIX is being used to record these. CSU
confirmed access to DATIX needs to be arranged for CCGs as identified
in the CSU 30 day action plan for implementation within 45 days. CSU

YG
ASAP
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confirmed there is a lot of work to be done on DATIX and resources
have been identified to get it working better with an administrator being
appointed for three years
CSU confirmed that all SUIs will be added to the system under the
relevant category for future reference.
ECCCG advised that there are a signification number of SUIs over three
years old that cannot be signed off relating mostly to local authority care
homes for which there is no historical information. The group agreed to
write to the local authority requesting information on the incidents with a
timescale and if nothing is received the incident would be closed with the
provision to be reopened if new information is received.
CSU explained there are a number of CWP incidents that have not been
reported to the CCG.
Action: DL to follow up and report at August meeting.

DL
21.08.13

6
6.1

Complaints, PALs and Professional Concerns Trend
Minutes/action log/exception report from Complaints and Concerns
Group Meeting held 10th July 2013.
The minutes of the Complaints and Concerns Group meeting were
accepted by the group.
NE reported that he and Gill Boston will be meeting with HealthWatch to
discuss roles and responsibilities of the organisation in particular the role NE following
meeting with
of advocacy. NE will feedback following the meeting.

7

Mortality and Morbidity Data
Next quarterly review due at the August meeting.
CQUIN Update
Next full quarterly report due in August. To be presented at the August
meeting.
The group were advised the CQUIN information had not been fully
assessed.
Update from Quality Surveillance Group and Other Commissioners
An update was received by SR which highlighted issues raised around
the Summary Hospital-level Mortality Indicator (SHMI) and the Hospital
Summary Mortality Ratios (HSMR):
• Read Codes
• Staffing levels at doctor levels
• Nursing levels less easy to determine
• Governance
SR advised a copy of the report to be received and take issues with a
common theme from it to take forward.

HealthWatch

8

9
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10
10.1

Safeguarding Update Next Quarterly Report
Safeguarding Children’s Exception Report
The group were advised there were no serious case reviews at present.
There was an S&VR incident which had implications for ECCCG with
regards to learning and findings and actions will be reported back to the
Clinical Quality and Performance meeting.
Action: Feedback re S&VR incident to August meeting.

MM
21.08.13

10.1.1 MM reported the dashboard was in place and the first three months
figures were provided.
10.1.2 MM reported ECT training figures were no better and it was agreed SR
write to Kath Senior to highlight the CCGs concerns. It was believed it
could be a recording issue therefore all managers should check when
and if training had been completed send the information through to the
training department and the system updated. It was discussed that a
contract query could be raised with regard to safeguarding assurance
issues at the August contract meeting. It was agreed to liaise with Sally
L or Lana if a contract query needed to be raised. MM advised the
figures for safeguarding training for ECT within the past year were:
•
Level 1 – 78%
•
Level 2 – 18%
•
Level 3 – 38%
Action: SR to write to Kath Senior to highlight issues with
safeguarding L2 and L3 training.

SR to KS
ASAP

10.1.3 MM highlighted that safeguarding training figures for the CCG were low
and that new staff and existing staff need to undertake the training as
soon as possible.

ECCCG
staff

10.1.4 MM reported that a safeguarding person is now located in the local
authority with the social worker which should speed up processes.
10.2

Safeguarding Adult’s Exception Report
LR reported there were issues around Prestbury House which are being
look into with the Safeguarding Lead and GP Lead copied into any
correspondence produced. LR highlighted there were issues with a
number of homes and that the CQC are also involved and will be kept
informed of any changes made.
Safeguarding Children’s Policy for Ratification

10.3
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The updated policy was presented for ratification. Wording around joint
responsibilities and performance management needs to be included and
SR to email MM, the policy amended and it was agreed the group would
be satisfied the policy could be ratified.
Action: SR to email MM wording to be included in the policy the
reissue the policy.
11
11.1

Any Other Business
Quality Assurance Review
NE reported the updated paper went to the closed Governing Body
meeting and the action plan updated accordingly. It was agreed the new
Quality and Performance Manager would lead on this when in post. The
paper is to be presented at the next Governing Body meeting scheduled
for 31st July 2013.

11.2

Quality Accounts
NE reported the Governing Body would like to approve what goes into
the quality accounts, but as this had already been published on the
website the group agreed the report be ratified.

11.3

Bowel Screening Performance
The group were informed that ECT had the highest referral levels in the
North West and that the CCG came out good in the report.

SR/MM
ASAP

The next meeting will be held on 21st August 2013 12.30 – 3.00 pm in
Meeting Room A, New Alderley House, MDGH.
Circulation List
James Milligan (JM)
Julia Huddart (JH
Sally Rogers (SR)
Jane Stairmand (JS)
Lana Davidson (LD)

Lindsay Ratapana (LR)
Neil Evans (NE)
Julia Curtis (JC)
Anita Mottershead (AM)
Tina Long (TL)

Moira McGrath (MM)
Debbie Lowe (DL
Jacki Wilkes (JW)
Duncan Matheson (DM)
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Locality Management Meeting
September 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
(CCG)’s Locality Management Meetings take place
bi-monthly. 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 the September 2013 meeting was
delivering a partnership approach to primary care quality

Recommendations

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

Next steps

The next Locality Management Meeting will take place in
November.
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NHS Eastern Cheshire Clinical Commissioning Group Locality
Management Meeting September 2013
1. Summary
1.1 At the September 2013 Locality meeting the meeting was delivered in two parts.
1.2 Part One involved a Clinical Commissioning Group (CCG) update and included:
• HealthWatch Cheshire East resource bags were made available on tables for
all practices to take back
• Feedback that the pioneer bid has been shortlisted. Interview of the pan
Cheshire team to take place in September. Dr Paul Bowen is our
representative
• Scoping meetings in progress as a pre curser to clinical panels
• NHS 111 service will continue with NWAS appointed as the North West
stability partner. No change is planned to the existing Out of Hours service.
• A service specification for an education programme to support
self-management for patients with diabetes is to be developed.
Action: Dean Grice and Jacki Wilkes to take work forward and report back at
the November locality meeting
• The CCG now sits on the formal decision making board for Greater
Manchester’s hospital reconfiguration Programme: ‘Healthier Together’. The
CCG also links to the south sector reconfiguration which includes Stockport,
North Derbyshire and Tameside and Glossop
• Senior managers within the CCG continue to work with NHS England
regarding the funding allocation. A new Advisory Committee on Resource
Allocation (ACRA) formula is being proposed which takes account of
complex care and elderly populations and indirectly shows a £17.6 million
gap for Eastern Cheshire.
The current financial position stands at a
recurrent £15.2 million gap, however following negotiation with the Area
Team the CCG is posting a non-recurrent breakeven position ensuring the
£5.6 million QIPP Plan is delivered.
• The structure and function of the medicines management team was
presented and was received positively by the group
• HealthVoice members have presented their proposals for new arrangements
moving forward. These will support greater and wider representation
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1.2.1 Part Two involved a presentation by the NHS England Cheshire Warrington
and Wirral Area Team in relation to primary care contracting. Outcomes of the
workshop session included group work to determine the answer to the
following questions:
1. Look at the material on the dashboard and MORI poll. What are the core,
reasonable and achievable standards of a high performing general
practice community locally?
2. Vision of future primary care (core not extended)
a. What are your red lines? (income, autonomy, work pattern,
responsibilities)
b. What values need to be shared by all practices and workforce
within them?
c. Use single words to describe these values and principles
3. In terms of shorter term efficiencies, if the above values and principles can
be assured, what can be done to improve efficiency both within and
between practices?

The feedback from this session will be utilised to inform the CCG’s plan
for continually improving quality in primary care.

Author Name and Job Title

Date
Contact details (phone and
email address)

Jacki Wilkes
Head of Clinical Development and Health
Outcomes
18 September 2013
01625 663476
jackiwilkes@nhs.net
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Eastern Cheshire Community
HealthVoice
Rebecca Patel
Public Engagement Manager

Contributors
Governing Body Sponsor
Supporting healthy
lifestyles
and reducing health
inequalities

Bill Swann
Reducing
premature
mortality

Focussing on
local needs


Purpose of Paper /
Report
Exec Summary

Managing
our
resources

Corporate
development


For information 

Eastern Cheshire Community HealthVoice is the Clinical
Commissioning Group’s patient and carer advisory
committee to the Governing Body. The members of
HealthVoice are recognised as being “champions” of the
local population as set out in the terms of reference.
Members of HealthVoice continue to contribute to the
agenda of the meetings, and a programme of agenda
items have been set up until the end of the year. The
hope is that this will garner more interest from the Patient
Participation Groups (PPG) of the CCGs 23 GP Practices,
which will enhance the future strategic direction for
HealthVoice.
This paper gives a summary of the agenda and
discussions that took place at the last meeting of
HealthVoice which was held on Friday 16th August 2013.
An update of the NHS 111 service in Eastern Cheshire
was given to members of the group, which has been
followed up with a statement on our website and
disseminated to local contacts.
A PPG in Macclesfield requested to hear about care.data
which affects all patients across England. The group were
given an overview of care.data by NHS England. This is a
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system to collect patient data which will be used for
predictive modelling, clinical trials and to support
research. The agenda item prompted a lot of debate in
terms of patient consents and responsibility for
dissemination of information and guidance, which has
been taken back to NHS England.
As a result of discussions at the August 2013 meeting of
HealthVoice, the future strategic direction for the group
has now been agreed by members.
In order to garner further interest and involvement from
the PPGs across Eastern Cheshire in the work of the
CCG, the Chair of Handforth Health Centre PPG has
organised, with support of the CCG, a PPG Chair’s event
on 24th September 2013. The aim of this event is to
provide an opportunity for the Chairs to share their ideas,
discuss best practice, support one another and add
strength to the patient and carer voice within the CCG.
This is a positive step to enhance the CCG involvement
and engagement with the existing GP practice patient and
carer engagement and involvement mechanisms.
The next meeting of HealthVoice is due to take place on
Friday 27th September. Members will have the opportunity
to hear about the updates around the Caring Together
programme and – as part of the CCG commitment
towards public/patient engagement and involvement
throughout the commissioning cycle - to be involved in the
discussions around the development of the CCG
commissioning intentions for 2014/15.

Recommendations

The Governing Body is requested to:
• note the content of HealthVoice discussions
• note the involvement of HealthVoice
commissioning cycle process

in

our

Next steps

The next meeting of HealthVoice will take place on Friday
27th September.

Author Name and Job Title
Date

Rebecca Patel
Public Engagement Manager
11th September 2013

Contact details (phone and
email address)

01625 663 864
rebeccapatel@nhs.net
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