MEETING of the GOVERNING BODY
held in public
Wednesday 26th March 2014 at 9:15 am
Council Chamber, Poynton Civic Centre
Chair: Paul Bowen

AGENDA
09:00 Arrival and coffee
Time
09:15

Agenda
No.

Title/ Description

Speaker

Delivery &
Decision

1. PRELIMINARY BUSINESS
1.1
1.2
1.3
1.4
1.5
1.6

Welcome and opening remarks
from the Chair
Public Speaking Time
Apologies for absence
Declaration
of
any interests
relevant to the agenda items
Minutes of the previous meeting
held in public (29 January 2014)
Chief Officer Briefing

Paul Bowen

Verbal

All
All

Paper attached
To agree

Jerry Hawker

Paper attached
For information

09:30

2. ITEMS FOR DISCUSSION
2.1

Result of CCG elections

Jerry Hawker

2.2

Draft Two Year Operational Plan

Neil Evans

Paper attached
For ratification

09:45

Paper attached
For approval

10:00

2.3

10:15

2.4

Draft Five Year Strategic Plan

Jerry Hawker

Paper attached
For information

10:30
10:45
11:00

Cheshire East Better Care Fund Alex Mitchell
Plan
2.5
Refreshed Cheshire East Health Guy Kilminster
and Wellbeing Strategy
COMFORT BREAK
2.6
Challenged Health Economy
Jerry Hawker

Paper attached
For approval

Paper attached
For endorsement

Paper attached
For information

11:15

3. STANDING ITEMS
3.1

11:30

3.2

Caring Together Programme
update
Finance Report

11:45

3.3

Assurance Framework

Samantha
Nicol
Alex Mitchell
Alex Mitchell

Paper attached
For information

Paper attached
For information

Paper attached
For information

th

NHS ECCCG Governing Body Meeting 26 March 2014

12:00

3.4

Sub Committee Minutes / reports
3.4.1 Governance and Audit Committee (26 Gerry Gray
February 2014)
3.4.2 Remuneration Committee
Gerry Gray

Paper attached
For information

Verbal
For information

12:10

3.4.3 Clinical Quality and Performance
Committee
3.5
Advisory Committee reports
3.5.1 Locality Management Meeting
7 March 2014
3.5.2 Eastern Cheshire HealthVoice

James Milligan

Paper attached
For information

Paul Bowen

Paper attached
For information

Bill Swann

Paper attached
For information

12:20

4. CLOSING REMARKS

12:30

CLOSE OF MEETING

Paul Bowen

Verbal

DATE AND TIME OF NEXT MEETING:
Wednesday 28th May 2014 1.00pm – 3.30pm – Formal Meeting held in public
The Hall at Marthall, Marthall, Sandlebridge Lane

Informal Question and Answer session to follow at 12:45 pm
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MEETING OF THE GOVERNING BODY held in public
Wednesday 29 January 2014
Congleton Town Hall

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

Executive Chair,
GP McIlvride Medical Centre, Poynton
Lay Member, Patient and Public Involvement
General Practice 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 Member

PRESENT
PRESENT
PRESENT
PRESENT
PRESENT
PRESENT
PRESENT
PRESENT
PRESENT
PRESENT
PRESENT

PRESENT
PRESENT
PRESENT

IN ATTENDANCE
Hazel Burgess
Matthew Cunningham
Neil Evans
Samantha Nicol
Jacki Wilkes
Members of the public

Note taker
Corporate Services Manager
Head of Business Management
Caring Together Programme Director
Head of Clinical Development and Health Outcomes

1.

PRELIMINARY BUSINESS

1.1

Welcome and Opening Remarks from Chair
Dr Paul Bowen opened the meeting. He said that at future meetings there
may be short presentations on patient stories pertinent to the agenda and
noted for the record that Cheshire and Wirral NHS Partnership Trust had
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offered to come to talk about the Adolescent mental health services, an
offer which will be taken up at a future date.
1.2

Public Speaking Time
No questions on the agenda items had been submitted in writing in
advance of the meeting. A member of the public asked to, and was
permitted to, speak regarding concerns over care received by a family
member and the reimbursement of travel costs. After hearing the
individual’s statement, the Chair, Dr Bowen, stated that it was not
appropriate for the Governing Body to comment in a public arena on
individual patient stories or cases and assured the speaker that the
concerns raised would be responded to in writing. Jerry Hawker confirmed
that reimbursement of travel expenses was not made by NHS
organisations, unless they complied with the criteria for patient transport or
through travel assistance schemes.

1.3

No Apologies for absence had been received.

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
With the clarification that Gerry Gray was present at the last meeting, the
minutes of the meeting held on 27 November 2013 were agreed as an
accurate record.

1.5.1

Matters arising from the Minutes
(2.1.2 in previous Minutes) Caring Together – The schedule of resources
committed by other partners had been provided to the Governing Body
members. There was a request for more detail on the unspecified
resources.
(2.1.1) Caring Together - Steps to secure intellectual property rights have
not yet been investigated.
(2.1.7) Caring Together - Explicitness that the consultancy firm must help
train existing staff has not yet been made in documentation.
(3.2.4) The Integration Transformation Fund has been renamed ‘Better
Care Fund’ and there was a discussion about its use at the Cheshire East
Health and Wellbeing Board on 28th January.

1.6

Chief Officer Briefing
Jerry Hawker summarised the main points made in his briefing paper,
highlighted developments since the report was written, and responded to
questions and comments.
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1.6.1

CCG Elections
The process for election of the CCG’s GP Chair and three of the Practice
Peer Group Leads has commenced, and will result in the election of new
members, or re-election of existing members, by May/June 2014.

1.6.2

Cheshire and Merseyside Commissioning Support Unit (CSU)
Cheshire and Merseyside Commissioning CSU and Greater Manchester
CSU have now announced that they will merge.

1.6.3

Primary Care Strategy
There were queries about the nature of the plans and ambitions of the
NHS England Cheshire Warrington and Wirral Area Team with regard to
primary care strategy, and whether patients and nursing staff would have
involvement in the work.
Dr Paul Bowen explained that a ‘Call to Action for Primary Care’ had been
issued by NHS England, directed at its Area teams, which directly
commission GPs. He said that at a meeting last week of all Eastern
Cheshire CCG 23 member practices with the Area Team there had been
general agreement to look at new ways of working, e.g. 7 days per week,
closer collaboration and efficiencies, closer integration with the local
communities and closer collaboration with secondary care. Dr Bowen’s
impression was that the appetite for change was high, and he commented
that the way primary care locally has responded to previous changes such
as fund holding and Personal Medical Services (PMS) contracts, had
created strong relationships and demonstrated an interest in taking
forward initiatives to improve access and the experience of primary care
for the local population.
The strategy development is being led by NHS England and the practices
as providers of services, which is separate to the practices’ commissioning
role in the CCG. However the work will be a carried out under the Caring
Together Programme, and any design work will have involvement by
patients and nurses.

1.6.4

South Sector Commissioners
The CCGs covering the areas of South of Manchester, North Derbyshire
and Eastern Cheshire form the ‘south sector’ affected by the of the Greater
Manchester transformation programme ‘ Healthier Together’. Formal
public engagement has now begun on changes to hospital services across
Greater Manchester (general surgery, women and children’s services and
Accident and Emergency). Information on the Healthier Together
Programme is available on the website
https://healthiertogethergm.nhs.uk/
The Governing Body
•

Noted the Chief Officer briefing
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2.

ITEMS FOR DISCUSSION

2.1

Update on Mental Health and Alcohol Programmes
Jacki Wilkes, Head of Clinical Development and Health Outcomes
attended the meeting to take questions on the paper. She summarised the
work done so far on the four key areas for development in mental health
services commissioned by the CCG:
•
•
•
•

Neurological conditions
Dementia
Liaison Psychiatry
Improving Access to Psychological Therapies (IAPT)

With respect to IAPT services, the CCG has formally contacted the
provider, Cheshire & Wirral NHS Partnership Trust (CWP) with a contract
query seeking to address the current level of under-performance; the Trust
has confirmed that additional recruitment and workforce changes are being
introduced to improve access times. The Governing Body was advised
that an additional one-off non-recurrent payment had been made to CWP
to support improving waiting times for IAPT.
There were queries about the assurances given by CWP on its capacity to
staff the additional services at the required quality standard. CWP will
sub-contract to deliver against a standard specification which includes
quality measures.
It was acknowledged that demand for mental health services had
outstripped supply and that once the waiting list had been cleared through
an injection of non-recurrent investment, there was a possibility that the
waiting list could grow again. The next step will be to look at capacity for
next year, including consideration of non-traditional models such as ‘Big
White Wall’.
The Governing Body

2.2

•

Noted the progress against plans in the Mental Health and
Alcohol Programme and the actions taken to mitigate identified
risks within individual projects

•

Noted and endorsed the local delivery and implementation plan
investment to improve access to mental health services (Big
White Wall Pilot - £20,000; IAPT - £141,000)

Additional funding for Winter Pressures
Jacki Wilkes, Head of Clinical Development and Health Outcomes said
that the Department of Health had provided additional non-recurrent
financial resource to help meet the additional 15% demand for unplanned
services which occurs across the country during November to March every
year. At the end of November NHS Eastern Cheshire CCG received
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£821,000 from a national fund of £150 million, to be spent by 31 March
2014, on supporting communities with 7-day working services, and
reducing avoidable hospital admissions. Plans had to be submitted in a
very short timescale.
The local Urgent Care Working Group, comprising health and social care
representatives and patient representatives, made plans for the use of the
additional monies in Eastern Cheshire, and the proposals were approved
by the CCG’s Leadership Team in December.
2.2.1

Funded initiatives include;
•

•
•
•
•

2.2.2

work with Third Sector colleagues and HealthVoice members to
improve quality of life for those who are isolated and suffering
economic pressures
investment to allow 7-day hospital working and ‘home by lunchtime’
scheme to improve delays to the wait for transport home
psychiatry liaison services (as mentioned in the previous report, 2.1)
tissue viability services – to increase availability and towards 7-day
working
The ‘In Hours Out of Hours’ Service – using the doctors and nurses
of the Out of Hours team to increase access to primary care and
ensure patients are seen at home within 2 hours. It is expected that
the ‘In-hours Out of Hours’ service will pay for itself by avoiding
unnecessary hospital admissions.

There was significant in interest in the ‘In Hours Out of Hours’ service and
a comment that it is an excellent initiative that will have a profound benefit.
There were queries about scenarios where the service might be used, how
the outcomes will be monitored and where the benefit is likely to be
experienced. It was agreed that extending this service to residential
homes would have the biggest impact subject to sufficient capacity.
Reassurance was given on the skill and qualifications of NWAS
paramedics who would make decisions on whether to provide care or seek
additional local support.

2.2.3

Dr Bowen said that he wished to express thanks to the Out of Hours team
at Macclesfield Hospital, both doctors and nurses, who have shown real
enthusiasm for working in an innovative way, and grasped the opportunity
to meet the needs of primary care in a modern system. He said this is
leading to continued improvement in enabling people in Eastern Cheshire
to remain in their own homes and not be admitted unnecessarily to
hospital, and he looked forward to the Governing Body receiving a report
on the impact of the work later in the year.
The Governing Body
•

Noted and endorsed the priorities agreed by the Urgent Care
Working Group for use of the £821,000 additional funding for
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•
2.3

winter pressures provided to Eastern Cheshire CCG by the
Department of Health
Ratified the allocation of additional funds made by the Urgent
Care Working Group.

NHS Eastern Cheshire Clinical Commissioning Group Human
Resources Performance Management Framework
Matthew Cunningham, Corporate Services Manager presented the paper
noting the actions in the report. It was highlighted that the paper refers to
staff employed by the CCG, but the CCG has collaborative arrangements
with neighbouring CCGs to share workforce.

2.3.1

Comments and observations were made on the report:
There is a need for the organisation to have diversity in its workforce,
instead of necessarily looking to describe compliance with e.g. the
ethnicity profile of the local population. Assurance was given that the CCG
follows NHS recruitment process, giving equal opportunity to all applicants
and taking account of the Equality and Human Rights protected
characteristics.
The statistical significance of percentage measures need to be treated with
caution when such a relatively small number of staff (the CCG’s headcount
is 39) is being described.
Noting that there are currently more whole time equivalent females than
males working in the CCG, it was requested that the next report include
gender profiling information on the senior roles in the organisation.
The Governing Body
•

Noted the content of the Human Resources report

[There was a 10 minute comfort break]
3.

STANDING ITEMS

3.1

Caring Together Programme Update
Samantha Nicol, Caring Together Programme Director, summarised the
report, drawing particular attention to the timeline and key milestones, and
progress against this to date.
At the time of writing the report, the Case for Change document had been
behind schedule, but that this was now not the case, and a final draft had
been completed and was awaiting the outcome of discussions between the
Clinical Commissioning Group and NHS England. It was now on schedule
for publication in February.
Sam Nicol described the outcome of the work to date with McKinsey &
Company and Carnall Farrar LLP, including the completion of the
economic model and the development of a planning model for
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East Cheshire NHS Trust. Progress is being made to appoint an
Independent Chairman for the Programme, as Dame Ruth Carnall who is
covering this role does not feel that she will be able to give it the required
time in the future. In response to the Governing Body’s questions she
explained that the Caring Together Executive Board had recommended a
robust recruitment process for a Chairman and had stipulated that it should
be a process that secured a truly independent person.
At its next meeting in February the Governing Body will receive a paper on
the resources required to undertake the Caring Together Programme's
plans, up to the point of commissioning services. Samantha Nicol
recommended that this would form part of signing off a full programme
initiation document.
Dr Bowen reminded the group that the number of people who have
successfully integrated primary, secondary and social care systems so far
is zero due to the complexity of the task. In this case there are circa 28
separate providers and a local authority to work with, presenting a
significant hurdle. A pioneering approach is being adopted and the
ambitions in Eastern Cheshire are receiving national attention. He
expressed thanks to Samantha Nicol for her continuing work on the difficult
and complex job of directing the Programme.
The Governing Body
•

3.2

Noted the progress of the Caring Together Programme and Plan
on a Page projects against the agreed timelines and plans

Finance and Performance Report, Month 9 as at 31 December 2013
Summarising the financial paper, Alex Mitchell stated that, three-quarters
of the way through the first financial year, the CCG is £53,000 underspent,
and the forecast is that the target surplus of £200,000 surplus at the end of
March will be delivered and that the CCG will remain within its cash
allocation.

3.2.1

Regarding progress with Quality, Innovation, Productivity and
Prevention, (QIPP) schemes, five of the seven have delivered so far, with
the remaining two performing well, but were unlikely to hit the target level
of savings set at the beginning of year.

3.2.3

NHS England introduced a Quality Premium payment for CCGs based
on performance against a range of national and locally determined
indicators, which may have been set at too challenging a level for CCGs in
their first year. ECCCG’s expected compliance is likely to be between 25%
and 75%.

3.2.4

Financial Allocation to the CCG
Page 16 of the Finance report described the impact of the two
NHS England documents on planning guidance (CCG Allocations and
‘Everyone Counts: Planning for Patients 2014/15 to 2018/19’) which must
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be taken into account in making annual and strategic plans for the next 2–
5 years.
In answer to a question, it was confirmed that every CCG was given an
uplift, including those who are currently 15% overfunded according to their
notional target. Dr Paul Bowen said that the CCG has made every effort to
engage with NHS England regarding the formula for financial allocations,
including being invited to London to meet with Ministers. The final decision
rests with NHS England which had made the decision to increase the uplift
for all CCGs, irrespective of the baseline, and introduce a continuing
deprivation factor. Jerry Hawker said that NHS England allocates funds to
CCGs wholly independently of Government intervention, but on the basis
of the requirements of the NHS Mandate issued by the Government. The
mandate is aimed at reducing inequalities and NHS England’s decisions
on the financial allocations reflect this requirement.
Alex Mitchell commented that there had been a significant movement to
new formulas for CCGs, with five or six options considered on the pace for
change.
3.2.5

Dr Bowen drew the Governing Body members’ attention to Table 17,
showing the projected income and expenditure of ECCCG for the years
2013/14 to 2018/19, the impact of the transfer of funds to be managed by
the Health and Wellbeing Board for out of hospital care, and the impact of
doing nothing as opposed to trying to do something to change the way
health and social care services in Eastern Cheshire are organised.
The Governing Body noted
•
•
•
•
•
•

the underspend as at 31 December 2013 of £53,000
the forecast year end underspend of £200,000
the progress to date of the QIPP initiatives
Performance against the ECCCG quality premium
The revised CCG financial allocations
Highlighted assumptions that will be used to underpin the
CCG financial elements of the 2-year operational and 5-year
strategic plans

3.3

Sub Committee Minutes for Information

3.3.1

Governance and Audit Committee meetings
Gerry Gray stated that in April, one year after inauguration, the CCG is
obliged to review its governance structure with external auditors. The draft
Assurance Framework will be implemented and refined.
The Accounts must be formally signed off by the Governing Body before
being submitted; in order to meet the very tight timescale the Governing
Body will be asked to approve draft accounts at the May meeting and
delegate sign-off authority on the final accounts to the Governance and
Audit Committee.
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The Governing Body
• Noted the minutes of the meeting on 22 November 2013.
Notes of the meeting held on 22 January 2014 will be brought to a future
meeting.
3.2.2

Remuneration Committee – January 2014
Gerry Gray reported that a short meeting had been held the previous week
and a useful discussion had been held regarding the Terms of Reference
and ways of working. Performance-related pay and succession planning
will be discussed at an extraordinary meeting to be held soon to deal with
outstanding issues. Process improvements have been put in place and it
was clarified that the membership of the Remuneration Committee going
forward would include all the lay Governing Body Members and two
general practice members (Dr Jenny Lawn and Angela Wales).

3.2.3

Clinical Quality and Performance Committee Meeting – January 2014
A summary of the meeting had been provided. Dr James Milligan reported
that East Cheshire Trust had responded to concerns about its ability to
meet the 18-week refer to treat target at speciality levels.
A snapshot of the Performance Dashboard had been provided with the
summary to give supporting information and assurance to the Governing
Body that the CCG is holding providers to account to deliver on contracts.
It was commented that it was helpful to have the summary, highlighting the
trends to the Governing Body.
The performance dashboard is available on the CCG’s public-facing
website.
https://www.easterncheshireccg.nhs.uk/About-Us/our-performance.htm
The Governing Body
•

noted the summary of the meeting of the Quality and
Performance Committee on 15 January 2014

3.4

Advisory Committees – summary reports

3.4.1

ECCCG Locality Management Meeting –
summary of discussions at meeting on 10 January 2014
On the item on Care.data, Dr Bowen has had assurances that, contrary to
the perception created by recent media stories, the data gathered on
health records and patient care will be anonymised and will not be shared
with insurance companies and research companies. Whilst recognising
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concerns about the confidentiality of the data being properly maintained,
he expressed the hope that patients will trust the NHS with their data in the
same way they trust the NHS with their health, and suggested that GPs
should encourage patients not to opt out of having their data used.
The workshop part of the January Locality Management meeting had
looked at ways to invest an allocation of £5 per head specifically aimed at
reducing avoidable hospital admissions for people aged over 75.
The Governing Body
•

3.4.2

noted the summary of the discussions at the Locality
Management meeting on 10 January 2014

Eastern Cheshire Community HealthVoice Meeting – December 2013
The group had met again on 22 January and a report will be made at the
next Governing Body meeting.
The Governing Body
• noted the summary of the discussions at the Eastern Cheshire
Community HealthVoice meeting held on 13 December 2014

4.

ANY OTHER BUSINESS
None on this occasion.
Dr Bowen said he appreciated the frustrations of those with hearing
difficulties who attended public meetings but were unable to follow
proceedings and he regretted the difficulties that had been experienced
with the sound system during today’s meeting. The CCG is endeavouring
to hold its Governing Body meetings in public in various locations around
Eastern Cheshire to enable as many people as possible to attend.
The meeting closed.
DATE OF NEXT MEETING HELD IN PUBLIC
Wednesday 26 March 2014 at Poynton Civic Hall
Time to be advised
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GOVERNING BODY MEETING
26th March 2014
Report Title

Agenda Item 1.6

Chief Officer Briefing

Purpose of report
This report provides the Governing Body with an overview of important Clinical
Commissioning Group business that has not been provided in other papers to the
Governing Body.

Key points
This report covers
• Primary Care Urgent Response Service
• Eastern Cheshire Nursing Home Scheme
°
• CCG 360 Stakeholder Survey
• CCG Consultation on Commissioning Policy Review
• Support from Macmillan

The Governing Body is asked to:
Approve
Ratify
Endorse

Decide
Note for information



Benefits / value to our population / communities
All items covered within this report will provide benefits to our local population by either
improving or extending access to high quality services, by bringing in additional resource
and expertise, or by providing assurance that the Clinical Commissioning Group is
operating in the best interest of its population.

Report Author
Jerry Hawker
Chief Officer

Contributors

th
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Chief Officer Briefing
1.

Primary Care Urgent Response Service

1.1

During 2013/14 the Clinical Commissioning Group (CCG) introduced a pilot Primary
Care Urgent Response service as part of non-recurrent Winter Planning funding
made available by the Department of Health and reported in the January 2014
Governing Body meeting. 1

1.2

In response to the 2014/15 planning guidance and the requirement of CCG’s to
demonstrate additional investment in Primary Care services the CCG Executive
team has reviewed the outcomes of the pilot and concluded that the initial positive
findings support continuation of the pilot through 2014/15.

1.3

It is recognised that this service is evolutionary, but fully consistent with the
ambitions and principles of Caring Together. The costs for the service have been
included within the Clinical Commissioning Group Two year operational plan and
Financial plans presented to the Governing Body in February 2014.

2.

Eastern Cheshire Nursing Home Scheme

2.1

The CCG has committed to expand its successful Nursing Home scheme to cover
all care homes across Eastern Cheshire. Having taken extensive legal advice and
corresponded with Monitor and taken due consideration of the range of potential
providers able to meet the needs of our population, the Executive Team have duly
concluded the following:
• the existing service specification is to be strengthened to reflect the focus on
coordinated care and vital aspect of integration with primary care services
• that Expressions of Interest will be sought from prospective providers based on
17 separate tender lots
• the final procurement approach will be determined based on the level of market
response

3.

CCG 360 degree stakeholder Survey

3.1

As part of the CCG annual assurance process, IPSOS Mori have again been
commissioned by NHS England to co-ordinate a CCG 360 degree stakeholder
survey. The online survey is now open and stakeholders will receive an email
directly from IPSOS Mori that contains their unique link to the survey and circa 50
questions which have multiple choice answers rating the CCG from ‘“needing
improvement” to “excellent”

3.2

We will receive updates on the response rate for the CCG overall and for each
stakeholder group on a weekly basis. Stakeholders include the CCG member
practices, local providers, local authority / councillors and voluntary sector groups.

1

http://www.easterncheshireccg.nhs.uk/Downloads/Governing-Body/Meetings/2014-0129/2.2.A%20Additional%20funding%20for%20Winter%20pressures.pdf

th
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4.

Commissioning Policy Review Consultation

4.1

The CCG has recently undertaken a series of public engagement events regarding
revisions and updates to a range of commissioning policies – 97 in total - as part of
the Commissioning Policy Review Consultation that is currently being undertaken
across all the CCGs in Cheshire and Merseyside to better reflect best practice,
advances in technology and new guidelines. The dates and locations of these
meeting were:
• Wednesday 5th March 6.00pm – 8.00pm Congleton Library Meeting Room
• Wednesday 12th March 6.00pm – 8.00pm Wilmslow Library Meeting Room
• Friday 14th March 6.00pm – 8.00pm Poynton Civic Centre
• Tuesday 18th March 6.00pm – 8.00pm The Silk Room, Macclesfield Town
Hall

4.2

The feedback received at these engagement events can be seen
https://www.easterncheshireccg.nhs.uk/Your-Views/commissioning-policyat
review.htm

4.3

The consultation is open until noon on 7th April 2014

4.4

Information about the review, a link to the commissioning policy, and opportunity to
contribute to the on-line survey is available on the CCG website at
https://www.easterncheshireccg.nhs.uk/Your-Views/commissioning-policyreview.htm

4.5

Since the consultation period began on Monday 6th January 2014, over 140 clinical
comments have been received, with the majority of the feedback received relating
to the policies around cataracts, IVF and bariatric surgery. A total of 261 people
have completed the online survey – 34 of which have identified themselves as living
within the Eastern Cheshire area.

5.

Support from Macmillan Cancer Support

5.1

I am pleased to announce that the CCG has entered into a partnership with
Macmillan Cancer Support to sponsor the shared CCG post (with NHS South
Cheshire and NHS Vale Royals CCGs) of Service Delivery Manager – Cancer and
End of Life.

5.2

This is a unique approach, the first in the country, and will enable the three CCG’s
to access additional support from Macmillan, including access to best practice
models across the country, education, training and grants.

th
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6.

Access to further information

6.1

For further information relating to this report contact:

Name
Designation
Date
Telephone
Email

Jerry Hawker
Chief Officer
18th March 2014
01625 663764
jerry.hawker@nhs.net

th
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Governance
Prior Committee Approval / Link to other Committees
N/A

CCG Health Needs Priorities addressed by this report – please
indicate
To protect our citizens from harm
To make care more integrated & 

To prevent alcohol related harm



To
prevent
prematurely



people

dying

co-ordinated
To ensure high quality and effective
mental health services are available 
to all
To address inequalities across our 
towns and villages

CCG 2013/14 Annual Plan programme of work this report is linked to –
please indicate
Caring Together
Quality Improvement


Mental Health & Alcohol
Other


Key Implications of this report – please indicate
Strategic
Consultation & Engagement

Finance
Equality

Quality & Patient Experience
Legal

Staff / Workforce






CCG Values supported by this report – please indicate
Valuing People
Innovation

Working Together
Quality

Investing Responsibly





NHS Constitution Values supported by this report – please indicate
Working together for patients
Compassion


Respect and dignity
Improving
lives


Commitment to quality of care
Everyone counts
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GOVERNING BODY MEETING
26th March 2014
Report Title

Agenda Item 2.1

NHS Eastern Cheshire Clinical Commissioning
Group Election Process and Results for GP
Chair position and General Practice Locality
Peer Group Representatives

Purpose of report
To inform the Governing Body of the results of the recent election process
undertaken by the member practices of the Clinical Commissioning Group and
seek ratification by the Governing Body of the elected candidates to the positions
of GP Chair and General Practice Locality Peer Group Representatives.

Key points
• a candidate for the position of GP Chair of the Clinical Commissioning Group has
been successfully identified and elected
• a candidate for the position of Macclesfield General Practice Locality Peer Group
Representative has been successfully identified and elected
• a candidate for the position of Alderley Edge, Chelford, Handforth and Wilmslow
General Practice Locality Peer Group Representative has been successfully identified
and elected
• a candidate for the position of Congleton and Holmes Chapel General Practice
Locality Peer Group Representative has not been identified

The Governing Body is asked to:
Approve
Ratify
Endorse

Decide
 Note for information



Benefits / value to our population / communities
The election of a GP Chair and General Practice Locality Peer Group Representatives
provide the Clinical Commissioning Group with the clinical insight, experience, skills and
local knowledge to ensure that the commissioning of health and care services are
informed, designed and monitored for the benefit of our local communities.

Report Author
Matthew Cunningham
Corporate Services Manager

Contributors
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NHS Eastern Cheshire Clinical Commissioning Group Election
Process and Results to GP Chair position and General Practice
Locality Peer Group Representatives
1.

Executive Summary

1.1

This report outlines the result of the recent election process undertaken by the
Clinical Commissioning Group with its 23 member GP practices to successfully
elect a GP Chair for a four year tenure, starting June 2014.

1.2

This report also outlines the results of the recent election process undertaken by
the Clinical Commissioning Group with three of its five locality peer group areas to
successfully elect a General Practice Locality Peer Group Representative for each
individual locality peer group area for a three year tenure, starting May 2014.

2.

Recommendation(s)

2.1

The Governing Body is asked to:
• ratify the election of:
• Dr Paul Bowen to the position of GP Chair
• Dr Mike Clark to the position of Macclesfield General Practice Locality Peer
Group Representative
• Joanne Morton to the position of Alderley Edge, Chelford, Handforth and
Wilmslow General Practice Locality Peer Group Representative
• note that a candidate for the position of Congleton and Holmes Chapel General
Practice Peer Group Representative has not been identified

3.

Reasons for recommendation(s)

3.1

The Constitution of NHS Eastern Cheshire Clinical Commissioning Group 1 states
that the Governing Body is required to ratify the decision by the Clinical
Commissioning Group General Practice Membership in their election of a GP
Chair and in their election of General Practice Locality Peer Group
Representatives.

4.

Peer Group Area / Town Area Affected

4.1

All areas for the election of GP Chair.

4.2

For election of General Practice Locality Peer Group Representative - Alderley
Edge, Chelford, Handforth, Macclesfield and Wilmslow.

5.

Population affected

5.1

All within Eastern Cheshire.

1

http://www.easterncheshireccg.nhs.uk/downloads/publications/Strategies/ECCCG%20Constitution%20Master%20Copy%20Final%20Version%201.2.pdf
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6.

Context

6.1

During the operation of NHS Eastern Cheshire Clinical Commissioning Group as
a shadow body and during its formation as a constituted NHS statutory body it was
agreed by the 23 General Practices - who form the membership of the Clinical
Commissioning Group - that:
• the Chair would be a GP, elected for a four year tenure and would need to be
elected as the preferred candidate by the majority of the membership of the
Clinical Commissioning Group. The GP Chair would be the elected clinical lead
for the Clinical Commissioning Group and Chair of its Governing Body
• General Practice Locality Peer Group Representatives would be elected by the
General Practices that form the membership of each locality peer group, could
be an employee of one of these member practices and would be elected for a
three year tenure. By virtue of election as a General Practice Locality Peer
Group Representative, the elected representative would also be a voting
member of the Governing Body, representing the interests of patients and
views of their locality

6.2

Election of identified candidates will be finalised following the formal ratification by
the Governing Body of NHS Eastern Cheshire Clinical Commissioning Group.

6.3

These requirements and parameters are included within the Constitution of the
Clinical Commissioning Group.

7.

Finance

7.1

Financial remuneration for post holders following the election to these positions

8.

Quality and Patient Experience

8.1

N/A

9.

Consultation and Engagement (Public/Patient/Carer/Clinical/Staff)

9.1

The election process for each position required engagement and communication
with the 23 General Practices. Further engagement and communication will be
required with the member practices of Congleton and Holmes Chapel Locality
Peer Group.

10.

Equality

10.1

N/A

11.

Legal

11.1

The Constitution of NHS Eastern Cheshire Clinical Commissioning Group requires
the election of a GP as Chair of the Group and the election of General Practice
Representatives to represent the population and practice views of the five
localities within Eastern Cheshire.
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11.2

Failure to have representation from each of the five localities on the Governing
Body of the Clinical Commissioning Group means that the Clinical Commissioning
Group is not meeting the requirements for Governing Body membership and
clinical representation as outlined within its Constitution.

12.

Communication

12.1

Upon ratification of the elected candidates by the Governing Body, formal
notification of successful appointment will be communicated to NHS England (GP
Chair) and the Clinical Commissioning Group Membership and staff (GP Chair
and Peer Group Representative).

13.

Background and Options

13.1

On the 9th January 2014, the Clinical Commissioning Group wrote to the GP
Leads of each of its 23 General Practices notifying them of the impending end of
tenure of the current incumbents for the positions of GP Chair and General
Practice Locality Peer Group Representatives of three of the five locality areas
(Appendix One). This letter outlined the election process and key dates.
Accompanying the letter was the supporting information packs outlining the role
and responsibilities of the GP Chair 2 and Peer Group Representatives 3 and further
instruction as to the election process and route to submit an expression of interest.

13.2

The Clinical Commissioning Group received by the 31st January 2014:
• one expression of interest for the position of GP Chair
• one expression of interest for the position of Alderley Edge, Chelford, Handforth
and Wilmslow General Practice Locality Peer Group Representative
• one expression of interest for the position of Macclesfield General Practice
Locality Peer Group Representative
• no expressions of interest for the position of Congleton and Holmes Chapel
General Practice Locality Peer Group Representative

13.3

The Clinical Commissioning Group wrote to the 23 member GP Practices on the
18th February 2014 outlining the outcome of the expressions of interest, the
confirmation that the identified candidates met the required experiences and skills
pertinent to the roles and sought confirmation by 25th February 2014 from the
practices of their approval of the identified candidates to the elected posts
(Appendix Two, Appendix Three and Appendix Four).

13.4

The Clinical Commissioning Group also wrote to the GP Leads of each practice
within the Congleton and Holmes Chapel General Practice Locality Peer Group
area indicating that no one had expressed an interest, outlined the offer of further
support to help them identify a suitable candidate and the extension of the time
period until 21st March 2014 for individuals employed by the member practices

2
3

http://www.easterncheshireccg.nhs.uk/downloads/publications/other/Information%20Pack%20A%20-%20GP%20Chair%20Final.pdf
http://www.easterncheshireccg.nhs.uk/downloads/publications/other/Information%20Pack%20B%20-%20Peer%20Group%20Rep.pdf
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within this locality group to express an interest (Appendix Five). At the time of
writing this report no expressions of interest have been received by the Clinical
Commissioning Group.
13.5

The Clinical Commissioning Group received confirmation from the majority of the
23 member General Practices approving the election of Dr Paul Bowen for a
further four year tenure as GP Chair. The Clinical Commissioning Group wrote out
to all member practices confirming his election to this position (subject to
ratification by the Governing Body) on the 28th February 2014 (Appendix Six) and
confirmed this at the Locality Management Group Meeting on 7th March 2014.
Subject to ratification by the Governing Body, the Clinical Commissioning Group
will formally notify NHS England of the re-election of Dr Paul Bowen as GP Chair.

13.6

The Clinical Commissioning Group received confirmation from the majority of the
member General Practices within the Macclesfield Peer Group approving the
election of Dr Mike Clark for a further three year tenure as Locality Peer Group
Representative. The Clinical Commissioning Group confirmed this at the Locality
Management Group Meeting on 7th March 2014 and wrote out to all the locality
member practices confirming his re-election to this position (subject to ratification
by the Governing Body) on the 18th March 2014 (Appendix Seven).

13.7

The Clinical Commissioning Group received confirmation from the majority of the
member General Practices within the Alderley Edge, Chelford, Handforth and
Wilmslow Peer Group approving the election of Joanne Morton for a three year
tenure as Locality Peer Group Representative. The Clinical Commissioning Group
confirmed this at the Locality Management Group Meeting on 7th March 2014 and
wrote out to all the locality member practices confirming her election to this
position (subject to ratification by the Governing Body) on the 18th March 2014
(Appendix Eight).

14.

Access to further information

14.1

For further information relating to this report contact:

Name
Designation
Date
Telephone
Email

Matthew Cunningham
Corporate Services Manager
18th March 2014
01625 663339
matthew.cunningham@nhs.net
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15.

Appendices

Appendices Table
Appendix One
Appendix Two
Appendix Three
Appendix Four
Appendix Five
Appendix Six
Appendix Seven
Appendix Eight

Notification of CCG Elections letter to GP Practices, dated 9th
January 2014
CCG Chair Election letter, dated 18th February 2014
Alderley Edge, Chelford, Handforth and Wilmslow Peer Group
Representative Election letter, dated 18th February 2014
Macclesfield Peer Group Representative Election letter dated 18th
February 2014
Congleton and Holmes Chapel Peer Group Representative Election
letter, dated 25th February 2014
Confirmation of CCG GP Chair Election letter, dated 28th February
2014
Confirmation of Macclesfield Peer Group Representative Election
letter, dated 28th February 2014
Confirmation of Alderley Edge, Chelford, Handforth and Wilmslow
Peer Group Representative Election letter, dated 28th February 2014
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Governance
Prior Committee Approval / Link to other Committees
The result of the election process was communicated to the Locality Management
Meeting on 7th March 2014.

CCG Health Needs Priorities addressed by this report – please
indicate
To protect our citizens from harm
To make care more integrated & 

To prevent alcohol related harm



To
prevent
prematurely



people

dying

co-ordinated
To ensure high quality and effective
mental health services are available to 
all
To address inequalities across our 
towns and villages

CCG 2013/14 Annual Plan programme of work this report is linked to –
please indicate
Caring Together
Mental Health & Alcohol

Quality Improvement
Other

Key Implications of this report – please indicate
Strategic
Consultation & Engagement

Finance
Quality & Patient Experience
Staff / Workforce

Equality
Legal



CCG Values supported by this report – please indicate
Valuing People
Innovation

Working Together
Quality

Investing Responsibly

NHS Constitution Values supported by this report – please indicate
Working together for patients
 Compassion
Respect and dignity
Commitment to quality of care

Improving lives
Everyone counts






REF: 140109 – CCG Elections

09 January 2014

1st Floor West Wing
New Alderley Building
Macclesfield District General Hospital
Victoria Road
Macclesfield
Cheshire SK10 3BL
Tel: 01625 663764
Email: paul.bowen@nhs.net
jerry.hawker@nhs.net
www.easterncheshireccg.nhs.uk

Re: Election of GP Chair and General Practice Peer Group Representatives
Dear Member Practice
I am writing to notify you that the current tenure of the following positions on the
Governing Body of NHS Eastern Cheshire Clinical Commissioning Group (ECCCG)
are soon to be completed:
• GP Chair – June 2014
• General Practice Peer Group Representative (Alderley Edge, Chelford, Handforth
and Wilmslow) – May 2014
• General Practice Peer Group Representative (Congleton and Holmes Chapel) –
May 2014
• General Practice Peer Group Representative (Macclesfield) – May 2014
As outlined within the ECCCG Constitution, I am required to inform you of the
election process, timelines and requirements of the posts to ensure that the election
process remains fair and transparent for all interested candidates and that the
elected candidates chosen by the member practices are able to commence in post
from the dates indicated.
Attached to this letter are two information packs:
• Information Pack A: applicants to the GP Chair position
• Information Pack B: applicants to the General
Representative position

Practice

Peer

Group

The information packs provide any interested candidates with the necessary
information about the duties and requirements of Governing Body members and the
specific responsibilities of either the GP Chair position or the General Practice
Locality Peer Group representative. This will allow interested candidates to make a
judgement as to whether they wish to express an interest in being considered for
either of these positions.

Dr Paul Bowen BMBS MRCGP Clinical Chair
Jerry Hawker Chief Officer

The information packs also outline key details about the application and appointment
process, remuneration, expected time commitment and contractual status with
ECCCG.
I have summarised some key points below:
1. GP Leads and Practice Managers will need to inform employed staff within their
individual practices of the vacant positions and the opportunity for them to express
an interest in being considered as a candidate to either post where applicable
(subject to approval of release of time from their employing practice). How this
opportunity is advertised in-house to all of its eligible staff is at the discretion of
the member practices
2. Interested Candidates will need to submit a completed Expression of Interest form
in confidence to me via email or via postal address by 31st January 2014
3. A selection panel will then convene (week starting 3rd February 2014) to shortlist
the applicants based on evidence provided on competency and skills against
position requirements. Shortlisted candidates will be notified by 7th February
2014. Shortlisted candidates will be allowed up to one month of canvassing time
to engage with member practices (if necessary) to seek nomination support
4. GP Leads and Practice Managers of all 23 member practices will be notified of the
shortlisted candidate(s) for the position of GP Chair whilst only the relevant
member practices will be notified of the shortlisted candidates for General
Practice Peer Group Representative. All member practices will be supplied with a
nomination form based on the alternative voting (AV) system
5. All member practices will be asked to submit their completed nomination forms to
a Local Medical Committee representative who will be acting in a returning officer
capacity. Nominations will need to be submitted by Wednesday 5th March 2013.
6. The GP Lead (or nominated deputy) for each member practice will be asked to
submit their nomination form on behalf of their practice identifying the preferred
candidate(s) as agreed by the Practice. The nomination form will also need to
identify who your 2nd choice, 3rd choice etc is - dependent on numbers of
candidates. Each member practice has the freedom to decide how they, as a
practice, wish to come to their decision on their preferred candidate(s). The
nomination of the preferred candidate will be based on a one vote per member
practice principle
7. Successful candidates will be notified by the 7th March 2014. At the locality
meeting on the 7th March 2014 the successful candidates will also be identified to
the wider membership. Subsequently, a letter to all member practices will be sent
confirming the names of the nominated GP Chair and the General Practice Peer
Group Representatives.
8. The successful candidates for the General Practice Peer Group Representatives
will be ratified by the Governing Body at the Governing Body meeting on the
26th March 2014. At this same meeting the Governing Body will also endorse the
nominated candidate for the GP Chair position and will recommend to NHS
England the appointment of the candidate subject to (where applicable) the
candidate undergoing the NHS Leadership assessment.
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9. Following appointment successful candidates – if different to those currently in
post - will have the opportunity to shadow the current GP Chair / General Practice
Peer Group Representatives prior to commencement in May or June"
Whilst I appreciate that this may seem like an overly onerous process to identify and
elect suitable candidates, the process does need to be followed to be fair and
transparent for all potential candidates, as well as remaining compliant with the
ECCCG Constitution.
Other key points to note are:
• the Chair of the CCG can only be a GP employed by one of the 23 member
practices of the CCG
• any healthcare employee of the 23 member practices can be nominated to be the
General Practice Peer Group Representative for their peer group area
• the GP Chair cannot be elected to or hold the position of a General Practice Peer
Group Representative whilst also holding the post of GP Chair
• current post holders will be required to submit an Expression of Interest if they
wish to be considered for election to a second tenure in post
I trust that the information packs provided to you contain the necessary information
to help any interested candidates within your practice make an informed decision as
to whether to submit an expression of interest. Please can you look to distribute this
information amongst colleagues within your practice.
If further information is required by any interested candidates then please can they
contact either myself or Jerry via the contact details within this letter.
We look forward to speaking to any interested candidates and receiving Expressions
of Interest.
Regards

Dr Paul Bowen
GP Chair

Jerry Hawker
Chief Officer
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REF: 140218 – CCG Elections

18 February 2014

1st Floor West Wing
New Alderley Building
Macclesfield District General Hospital
Victoria Road
Macclesfield
Cheshire SK10 3BL
Tel: 01625 663764
Email: jerry.hawker@nhs.net
www.easterncheshireccg.nhs.uk

Dear Member Practice

Election of GP Chair
I am writing to update you regarding the election process for the position of GP Chair
of NHS Eastern Cheshire Clinical Commissioning Group (CCG). The CCG has
received one expression of interest for this position – that of Dr Paul Bowen of
McIlvride Medical Practice, Poynton.
In accordance with the CCG’s constitution, I can confirm that Dr Paul Bowen meets
the experience and skills requirement for this position and has already undertaken
and passed the NHS England Clinical Chairs Assessment process.
Although Dr Bowen’s Expression of Interest is uncontested, I still require the lead GP
representative to confirm whether their practice is supportive of Dr Paul Bowen being
appointed as CCG GP Chair for a further four-year tenure.
I would be appreciative if you could confirm your decision in writing or by e-mail to
reach me by no later than Tuesday 25 February 2014.
Upon receipt of confirmation from all member practices, and subject to ratification by
the CCG’s Governing Body, I will contact you again to formally announce the
appointment to this position
I look forward to hearing from you.
Regards

Jerry Hawker
Chief Officer

Dr Paul Bowen BMBS MRCGP Clinical Chair
Jerry Hawker Chief Officer

REF: 140218 – CCG Elections

18th February 2014

1st Floor West Wing
New Alderley Building
Macclesfield District General Hospital
Victoria Road
Macclesfield
Cheshire SK10 3BL
Tel: 01625 663764
Email: paul.bowen@nhs.net
www.easterncheshireccg.nhs.uk

Re:

Election of Alderley Edge, Chelford, Handforth and Wilmslow General
Practice Locality Peer Group Lead

Dear Member Practice
I am writing to update you regarding the election process for the position of Alderley
Edge, Chelford, Handforth and Wilmslow General Practice Locality Peer Group
Lead. The CCG has received one expression of interest for this position – that of
Joanne Morton of Handforth Health Centre, Handforth
In accordance with the CCG’s constitution, I can confirm that Joanne Morton meets
the experience and skills requirement for this position.
Although Joanne Morton’s Expression of Interest is uncontested I still require the
lead GP representative to confirm whether their practice is supportive of the
applicant being appointed as General Practice Locality Peer Group lead for a three
year tenure, commencing from the start of June 2014.
I would be appreciative if you could confirm your decision in writing or by e-mail to
reach me by no later than Tuesday 25th February 2014.
Upon receipt of confirmation from all member practices within your locality peer
group, and subject to ratification by the CCG Governing Body, I will contact you
again to formally announce the appointment to this position.
I look forward to hearing from you.
Regards

Paul Bowen
GP Chair

Dr Paul Bowen BMBS MRCGP Clinical Chair
Jerry Hawker Chief Officer

REF: 140218 – CCG Elections

18th February 2014

1st Floor West Wing
New Alderley Building
Macclesfield District General Hospital
Victoria Road
Macclesfield
Cheshire SK10 3BL
Tel: 01625 663764
Email: paul.bowen@nhs.net
www.easterncheshireccg.nhs.uk

Re: Election of Macclesfield General Practice Locality Peer Group Lead
Dear Member Practice
I am writing to update you regarding the election process for the position of
Macclesfield General Practice Locality Peer Group Lead. The CCG has received
one expression of interest for this position – that of Dr Mike Clark of High Street
Surgery, Macclesfield.
In accordance with the CCG’s constitution, I can confirm that Dr Clark meets the
experience and skills requirement for this position.
Although Dr Clark’s Expression of Interest is uncontested I still require the lead GP
representative to confirm whether their practice is supportive of the applicant being
appointed as General Practice Locality Peer Group lead for a further three year
tenure, commencing from the start of June 2014.
I would be appreciative if you could confirm your decision in writing or by e-mail to
reach me by no later than Tuesday 25th February 2014.
Upon receipt of confirmation from all member practices within your locality peer
group, and subject to ratification by the CCG Governing Body, I will contact you
again to formally announce the appointment to this position.
I look forward to hearing from you.
Regards

Paul Bowen
GP Chair

Dr Paul Bowen BMBS MRCGP Clinical Chair
Jerry Hawker Chief Officer

REF: 140225 – CCG Elections

25th February 2014

1st Floor West Wing
New Alderley Building
Macclesfield District General Hospital
Victoria Road
Macclesfield
Cheshire SK10 3BL
Tel: 01625 663764
Email: paul.bowen@nhs.net
www.easterncheshireccg.nhs.uk

Re: Election of Congleton & Holmes Chapel General Practice Locality Peer
Group Lead
Dear Member Practice
I am writing to update you regarding the election process for the position of Congleton
& Holmes Chapel General Practice Locality Peer Group Lead.
Unfortunately the Clinical Commissioning Group (CCG) did not receive any
expressions of interest (EOI) for this position; therefore there is currently the possibility
of your peer group not having representation on the Governing Body of the CCG from
May 2014.
In accordance with the CCG’s constitution, which all member practices have signed up
to, the CCG requires each Locality Peer Group to nominate and elect a peer group
lead who can best represent the interests of their practices and patients for their
locality area in the decisions that the CCG has to make.
I would therefore like to encourage you, and your fellow peer group GP leads, to
discuss further the identification of a suitable individual who can best represent your
locality and who can put forward an EOI. Both Jerry Hawker and myself will be more
than happy to discuss the role in detail with any interested candidate(s) who may want
further reassurance regarding such things as remuneration, time commitment and
accountability.
To enable sufficient time for your peer group to discuss / identify a suitable candidate
and for the CCG to manage the election process, we would like to extend the time
period for interested candidates to submit an EOI. Please note that the closing date for
EOI’s will now be 21st March 2014, with completed EOI’s to be sent to Jerry Hawker,
Chief Officer. Accompanying this letter is a template EOI form with additional detail on
how to submit and the application pack.
If a candidate is not identified from within your peer group area, the Constitution does
allow for an election process to consider candidates from practices outside of the
Congleton & Holmes Chapel locality peer group practices to be nominated and elected
to represent the Congleton & Holmes Chapel locality peer group. If you believe that

Dr Paul Bowen BMBS MRCGP Clinical Chair
Jerry Hawker Chief Officer

this is a route which would aide you in identifying a representative due to a suitable
candidate or capacity not being identified within your peer group, then please do
contact the CCG and we will proceed, in partnership with your peer group, in
expanding the call for expressions of interest to the other peer group areas.
I look forward to hearing from you.
Regards

Paul Bowen
GP Chair
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REF: 140228 – CCG Elections

28 February 2014

1st Floor West Wing
New Alderley Building
Macclesfield District General Hospital
Victoria Road
Macclesfield
Cheshire SK10 3BL
Tel: 01625 663764
Email: jerry.hawker@nhs.net
www.easterncheshireccg.nhs.uk

Dear Member Practice
Election of GP Chair
I am writing to update you regarding the election process for the position of GP Chair
of NHS Eastern Cheshire Clinical Commissioning Group (CCG).
The CCG has received the required confirmation from its member practices to
conclude that the nominee - Dr Paul Bowen – is supported by the membership to
continue as GP Chair of NHS Eastern Cheshire CCG.
I would like to confirm therefore the re-appointment of Dr Paul Bowen as GP Chair
for a further four year tenure, commencing June 2014 (subject to ratification by the
CCG Governing Body on the 26th March).
On behalf of the CCG Governing Body, I would like to express my gratitude for your
participation in the election process and extend my congratulations to Paul on behalf
of all the CCG staff.
Regards

Jerry Hawker
Chief Officer

Dr Paul Bowen BMBS MRCGP Clinical Chair
Jerry Hawker Chief Officer

REF: 140318 – CCG Elections

18 March 2014

1st Floor West Wing
New Alderley Building
Macclesfield District General Hospital
Victoria Road
Macclesfield
Cheshire SK10 3BL
Tel: 01625 663349
Email: paul.bowen@nhs.net
www.easterncheshireccg.nhs.uk

Dear Member Practice
Election of General Practice Locality Peer Group Representative
I am writing to update you regarding the election process for the position of
Macclesfield General Practice Locality Peer Group Representative.
The CCG has received the required number of confirmations from the member
practices within the Macclesfield peer group to conclude that the nominee - Dr Mike
Clark – is supported by the peer group membership to continue as its General
Practice Locality Peer Group Representative.
I would like to confirm therefore the re-appointment of Dr Mike Clark as Macclesfield
General Practice Locality Peer Group Representative for a further three year tenure,
commencing May 2014 (subject to ratification by the CCG Governing Body on the
26th March 2014).
On behalf of the CCG Governing Body, I would like to express my gratitude for your
participation in the election process and extend my congratulations to Mike on behalf
of all the CCG staff.
Regards

Paul Bowen
GP Chair

Dr Paul Bowen BMBS MRCGP Clinical Chair
Jerry Hawker Chief Officer

REF: 140318 – CCG Elections

18 March 2014

1st Floor West Wing
New Alderley Building
Macclesfield District General Hospital
Victoria Road
Macclesfield
Cheshire SK10 3BL
Tel: 01625 663349
Email: paul.bowen@nhs.net
www.easterncheshireccg.nhs.uk

Dear Member Practice
Election of General Practice Locality Peer Group Representative
I am writing to update you regarding the election process for the position of Alderley
Edge, Chelford, Handforth and Wilmslow (ACHW) General Practice Locality Peer
Group Representative.
The CCG has received the required number of confirmations from the member
practices within the ACHW peer group to conclude that the nominee – Joanne
Morton – is supported by the peer group membership to become its General Practice
Locality Peer Group Representative.
I would like to confirm therefore the appointment of Joanne Morton as ACHW
General Practice Locality Peer Group Representative for a three year tenure,
commencing May 2014 (subject to ratification by the CCG Governing Body on the
26th March 2014).
On behalf of the CCG Governing Body, I would like to express my gratitude for your
participation in the election process and extend my congratulations to Joanne on
behalf of all the CCG staff.
Regards

Paul Bowen
GP Chair

Dr Paul Bowen BMBS MRCGP Clinical Chair
Jerry Hawker Chief Officer

GOVERNING BODY MEETING
26th March 2014
Report Title

Agenda Item 2.2

NHS Eastern Cheshire Clinical
Commissioning Group Two Year Operational
Plan 2014–2016

Purpose of report
This reports provides an overview of the development of the Five Year Strategic
Plan

Key points
The report details:
• an update on the production of the Two Year Operational Plan
• key timelines
• content and purpose of the Two Year Operational Plan submission templates

The Governing Body is asked to:
Approve
 Decide
Ratify
Endorse

Note for information



Benefits / value to our population / communities
The development of the Two Year Operation Plan details the strategic focus and
direction that will be undertaken by the Clinical Commissioning Group to improve and
maintain high quality, patient centred, financially sustainable services for the population
of Eastern Cheshire.

Report Author
Neil Evans
Head of Business Management

Contributors
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NHS Eastern Cheshire Clinical Commissioning Group
Two Year Operational Plan 2014–2016
1.

Executive Summary

1.1

The Clinical Commissioning Group (CCG) submitted a first draft of its Two Year
Operational Plan to NHS England on 14th February 2014.

1.2

The components of the submission include:
• self-certification against national priorities e.g. NHS Constitution standards
• five-year trajectories to improve performance against key national outcome
indicators
• targets for the coming year in relation to delivery of the national Quality
Premium measures, including submission of a local priority indicator
• trajectories for secondary care (hospital) based activity levels
• commissioning Intentions for the coming year (2014/15)

1.3

The Commissioning Intentions have been developed to deliver the key national
and local requirements based on both national benchmarking and local
intelligence.

1.4

Improvement trajectories have been set to deliver key nationally defined
outcomes and “reducing emergency readmissions” has been proposed as our
local quality premium indicator.

1.5

A conservative approach has been taken when setting the expected reduction in
secondary care (Hospital) activity pending the development of Caring Together
plans during the coming year.

1.6

The final submission to NHS England will be submitted on 4th April 2014.

2.

Recommendation(s)

2.1

The Governing Body is requested to:
• endorse the approach taken by the CCG in terms of:
• the trajectories used, and contained within the appendices
• our local quality premium indicator of “emergency readmissions”
• the approach taken in developing our “operational plan” in year commissioning
intentions
• approve the submission of the two year operational plan

3.

Reasons for recommendation(s)

3.1

The CCG will further develop the programmes of work within the Two Year
Operational Plan in order to deliver the commissioning intentions including:
• assignment of human resources
• development of project plans and milestones
2
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• development and negotiation of contractual levers to support delivery e.g.
CQUIN schemes
• development of remaining outcome based performance trajectories

4.

Peer Group Area / Town Area Affected

4.1

All areas of Eastern Cheshire

5.

Population affected

5.1

All

6.

Context

6.1

The Two Year Operational Plan is a requirement of the CCG and has been
developed to meet the aspirations as outlined in Everyone Counts: Planning for
Patients 2014/15 to 2018/19, the requirement to inform and involve citizens and key
stakeholders as outlined in ‘The NHS belongs to the people: a call to action’1 and to
meet the priorities as identified through the Caring Together programme and
informed by the Cheshire East Joint Strategic Needs Assessment 2 and Cheshire
East Joint Health and Wellbeing Strategy. 3

7.

Finance

7.1

There will be significant financial considerations resulting from the programmes of
work resulting from the implementation of the Five Year Strategic Plan.

8.

Quality and Patient Experience

8.1

The Two Year Operational Plan and Commissioning Intentions has been and will
continue to be informed by patient experience. Upon implementation of the work
indicated within the Two Year Plan, quality and patient experience will continue to
be vital indicators and drivers for improvement.

9.

Consultation and Engagement (Public/Patient/Carer/Clinical/Staff)

9.1

The CCG undertakes significant engagement and communication activities with the
public of and key stakeholders within Eastern Cheshire. The views and experiences
of clinicians, staff, patients, carers and other key stakeholders as part have
informed the development of the Commissioning Intentions. Delivery of the Two
Year Operational Plan will require appropriate engagement and consultation with
stakeholders including meeting any statutory requirements.

10.

Equality

10.1

An Equality Impact Analysis will be undertaken on the Two Year Operational Plan.

1

http://www.england.nhs.uk/wp-content/uploads/2013/07/nhs_belongs.pdf
www.cheshireeast.gov.uk/jsna
3
http://www.cheshireeast.gov.uk/council_and_democracy/your_council/health_and_wellbeing_board.aspx
2
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11.

Legal

11.1

The CCG is required to have a Two Year Operational Plan. The Health and Social
Care Act 2012 established CCGs with the mandate to commission healthcare
services for local people. This includes the development of strategic and
operational plans. The requirement to undertake Equality Impact Analysis is also
necessary in order for the CCG to deliver on its Public Sector Duty.

12.

Communication

12.1

Once approved the Two Year Operational Plan will be published on the CCG
website and communicated to its member practices and key stakeholders. The
content of the Five Year Strategic Plan and Two Year Operational plan will form the
basis of the CCG Prospectus 2014 / 2015 which will be written in a plain English
public friendly style.

13.

Background and Options

13.1

The CCG is required to submit operational plans to NHS England. These are
linked to the Five Year Strategic Plan, Better Care Fund and Finance Plans. The
time horizon for the Operational Plan is two years.

13.2

The nationally defined requirements contained within two template based
submissions include:
• self-certification against national priorities e.g. NHS constitution standards
• five-year trajectories to improve performance against key national outcome
indicators
• targets for the coming year in relation to delivery of the national Quality
Premium measures, including submission of a local priority indicator
• trajectories for secondary care (hospital) based activity levels

13.3

In addition to these predefined submissions the CCG is required to develop its
Commissioning Intentions for the coming year (2014/15).

13.4

The CCG submitted its first draft plans on 14th February 2014 with an iterative
update on 5th March 2014.

13.5

Operational Plan Components
13.5.1 National Priorities. The CCG has self-certified that our plan supports:
• delivery of the NHS Constitution Commitments e.g. treatment within 18
weeks of referral
• that the CCG will assure Providers CIP (Cost Improvement Plans) so they
do not negatively impact patient safety or quality
• that we will manage health care associated infections in order to avoid any
cases of MRSA
13.5.2 Appendix One shows the submitted information.

4
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13.6 Improving Outcomes.
13.6.1 The following indicators have been nationally mandated as areas where the
CCG should seek to improve current performance. The CCG has analysed
historical performance trajectories and set a 5-year improvement trajectory
for the following areas:
• a reduction in “potential years life lost” for conditions considered amenable
to healthcare
• improving the health-related quality of life for people with long term
conditions (also a Quality Premium Measure)
• a reduction in emergency admissions to hospital (also a Better Care Fund
Measure)
• increasing the proportion of people having a positive experience of
hospital care
• increasing the proportion of people having a positive experience of out of
hospital care (GP and Community)
13.6.2 Appendix Two shows the submitted information.
13.7 Quality Premium Measures
13.7.1 The CCG Quality Premium is an incentive system designed to reward CCGs
for delivering key national standards and improving outcomes. The total
value of the Quality Premium is £5 per head of population. Any income
received from the Premium must be invested in future improvements in the
quality of healthcare, outcomes achieved or reducing inequalities. We will
receive any income in the first quarter of 2015–16. The measures are:
• reducing potential years of lives lost through causes considered amenable
to healthcare and addressing locally agreed priorities for reducing
premature mortality (15% of quality premium);
• improving access to psychological therapies (15% of quality premium);
• reducing avoidable emergency admissions (25% of quality premium);
• addressing issues identified in the 2013/14 Friends and Family Test (FFT),
supporting roll out of FFT in 2014/15 and showing improvement in a
locally selected patient experience indicator (15% of quality premium);
• improving the reporting of medication-related safety incidents based on a
locally selected measure (15% of quality premium);
• A further local measure that should be based on local priorities such as
those identified in joint health and wellbeing strategies (15% of quality
premium).
13.7.2 The CCG has elected to use “emergency readmissions” as our local
indicator due not only as this is an area where the CCG continues to be
below expected levels of performance but also as there is a close link with
the key initiatives already being implemented through the Caring Together
Programme, including neighbourhood teams. This measure was one of
three we chose in 2013–14 and whilst we have made good progress in this
5
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area we are now setting a stretch target in 2014–15 which increases our
target reduction against a 2012–2013 baseline from 5% to 10%.
13.7.3 Within the criteria for Quality Premium a “quality gateway” is included. The
total quality premium payment for a CCG will be reduced if its providers do
not meet the NHS Constitution rights or pledges for patients in relation to (a)
maximum 18-week waits from referral to treatment, (b) maximum 4-hour
waits in A & E departments, (c) maximum 14-day wait from a urgent GP
referral for suspected cancer, and (d) maximum 8-minute responses for
Category A red 1 ambulance calls.
13.7.4 Appendix Three and Four shows the submitted information for the local and
national measures.
13.8 Other mandated areas
13.8.1 Within the planning process NHS England has required the CCG to confirm
our improvement targets for the following areas:
• reducing C-Difficile Infection Rates
• diagnosis of Dementia
• rates of recovery for patients using IAPT (Improving Access to
Psychological Therapies)
13.8.2 Appendix Five shows the submitted information.
13.9 Secondary Care (Hospital) activity planning assumptions.
13.9.1 One of the planning assumptions included within the Caring Together
Programme is that there will be a shift in care from a Hospital to a
Community setting. In defining the trajectories required within the 2014–15
planning submission a consistent approach has been used to reflect that
changes in Hospital activity levels are more likely to be seen from 2015–16
rather than in the coming year. The assumption is that activity will be stable
in year 1 (0%) with activity falling by 2% for the following years 2–5. It is
recognised that this is a simplistic approach and as the Caring Together
assumptions are refined, and further developed, during 2014 then they can
be adjusted to be more sensitive to the expected changes.
13.9.2 Appendix Six shows the submitted information.

6
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13.10 Our Commissioning Intentions
13.10.1 In developing the CCG commissioning intentions it considers not only the
nationally defined information listed above, and linked to the “Everyone
Counts 4” planning guidance, but also a range of local and nationally
sourced information. Within the Everyone Counts guidance the five
outcome domains and seven ambitions, set by NHS England, have been
carefully reviewed and considered when developing our commissioning
intentions.
• securing additional years of life for the people of England with treatable
mental and physical health conditions
• improving the health related quality of life of the 15 million+ people with
one or more long-term condition, including mental health conditions
• reducing the amount of time people spend avoidably in hospital through
better and more integrated care in the community, outside of hospital
• increasing the proportion of older people living independently at home
following discharge from hospital
• increasing the number of people with mental and physical health
conditions having a positive experience of hospital care
• increasing the number of people with mental and physical health
conditions having a positive experience of care outside hospital, in
general practice and in the community
• making significant progress towards eliminating avoidable deaths in our
hospitals caused by problems in care
13.10.2 The local sources reviewed to form the commissioning intentions include
included Joint Strategic Needs Assessment, Health and Wellbeing
Strategy, Public Health Annual Report, Feedback from Locality Practices
and Eastern Cheshire Community HealthVoice, Quality Outcomes
Framework Primary Care data and intelligence drawn from our contracts
with existing providers.
13.10.3 A set of tools have also been issued nationally to benchmark the CCG
performance against a range of outcomes including CCG Outcomes Pack,
Atlas of Opportunity, “Any town health system” guides and Commissioning
for Value Packs. These packs have allowed the CCG to identify the
greatest opportunities for improvement.
13.10.4 Following assessment of all these data sources the CCG is able to
produce a long list of initiatives which is then prioritised using a
prioritisation matrix which has been developed for the CCG by Public
Health, and which was also used to develop our previous year’s priorities.
This prioritised list has then been validated by one of the CCG’s GP leads,
Public Health and Eastern Cheshire Community HealthVoice.

4

http://www.england.nhs.uk/everyonecounts/
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13.10.5 The draft commissioning intentions can be seen in Appendix Seven.

14.

Access to further information

14.1

For further information relating to this report contact:

Name
Designation
Date
Telephone
Email

Neil Evans
Head of Business Management
18th March 2014
07767670497
neilevans@nhs.net

15. Appendices
Appendices Table
Appendix One
Appendix Two
Appendix Three
Appendix Four
Appendix Five
Appendix Six
Appendix Seven

National Priorities
Improving Outcomes
Quality Premium Measures
Quality Premium Measures
Other mandated areas
Secondary Care (Hospital) activity planning assumptions.
Draft CCG Commissioning Intentions 2014/15
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Governance
Prior Committee Approval / Link to other Committees
The draft templates were submitted to NHS England on 14th February 2014. This Report
went to the Cheshire East Health and Wellbeing Board on 25th March 2014 5. The final
versions of the Two Year Operational Plan templates (Appendix One to Seven) will be
submitted to NHS England on 4th April 2014.

CCG Health Needs Priorities addressed by this report – please
indicate
To protect our citizens from harm
To make care more integrated & 

To prevent alcohol related harm

To
prevent
prematurely

people



dying 

co-ordinated
To ensure high quality and effective
mental health services are available 
to all
To address inequalities across our 
towns and villages

CCG 2013/14 Annual Plan programme of work this report is linked to –
please indicate
Caring Together
Quality Improvement


Mental Health & Alcohol
Other


Key Implications of this report – please indicate
Strategic
Consultation & Engagement

Finance
Equality

Quality & Patient Experience
Legal

Staff / Workforce






CCG Values supported by this report – please indicate
Valuing People
Innovation

Working Together
Quality

Investing Responsibly





NHS Constitution Values supported by this report – please indicate
Working together for patients
Compassion


Respect and dignity
Improving
lives


Commitment to quality of care
Everyone counts


5

http://www.cheshireeast.gov.uk/council_and_democracy/your_council/health_and_wellbeing_board.aspx
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Appendix 1

Operational Plan Components, submitted information

01C

Name: NHS EASTERN CHESHIRE CCG

Read the definitions in the Everyone Counts: Planning for Patients 2014/15 - 2018/19 Technical Definitions for CCGs and Area Teams before completing the template
1. Self Certification

E.A.S.4

i) Do your plans ensure that the performance
standards in the NHS Constitution will be delivered
throughout 2014/15 and 2015/16? Yes/No

Yes/No

ii) Have you assured provider CIPs are deliverable
without impacting on the quality and safety of
patient care from 2014-15 till 2018-19? Yes/No

Yes/No

iii) Do you plan to manage HCAIs so that your local
population have no cases of MRSA in 2014-15 and
2015-16? Yes/No

Yes/No

If No, please provide commentary (max 4000 characters)

1

If No, please provide commentary (max 4000 characters)

1

The CCG has agreed with East Cheshire NHS Trust to undertake this process commencing April 2014.
This is delayed as the Trust has not yet finalised its CIP schemes.

If No, please provide commentary (max 4000 characters)

1

Appendix 2

Improving Outcomes, submitted information

01C

Name: NHS EASTERN CHESHIRE CCG

Read the definitions in the Everyone Counts: Planning for Patients 2014/15 - 2018/19 Technical Definitions for CCGs and Area Teams before completing the template
Read 'Setting 5-year ambitions for improving outcomes A how-to guide for commissioners' before completing the template
2. Ambitions for Improving Outcomes
Outcome Ambition 1
E.A.1
i) What is your ambition for securing additional years of life from conditions
considered amenable to healthcare?

E.A.1

PYLL (Rate per 100,000
population)

Baseline
2014/15
2015/16
2016/17
2017/18
2018/19

1743.2
1730.1
1717.1
1697.9
1656.0
1553.5

Please insert baseline - these are provided in the Levels of Ambition Atlas

Note: PYLL forms part of the 2014/15 Quality Premium.

Outcome Ambition 2
E.A.2
ii) What is your ambition for improving the health-related quality of life for people
with long-term conditions?

E.A.2

Average EQ-5D score
for people reporting
having one or more
long-term condition

Baseline
2014/15
2015/16
2016/17
2017/18
2018/19

77.50
78.60
79.70
80.80
81.90
83.00

Please insert baseline - these are provided in the Levels of Ambition Atlas

Outcome Ambition 3
E.A.4
iii) What is your ambition for reducing emergency admissions?

E.A.4

Emergency admissions
composite indicator

Baseline
2014/15
2015/16
2016/17
2017/18
2018/19

2026.6
2026.6
2016.5
2006.3
1965.8
1823.9

Please insert baseline - these are provided in the Levels of Ambition Atlas

Note: the composite avoidable emergency admissions indicator forms part of the 2014/15 Quality Premium
and is a measure in the Better Care Fund.

Outcome Ambition 5
E.A.5
iv) What is your ambition for increasing the proportion of people having a positive
experience of hospital care?

E.A.5

The proportion of
people reporting poor
patient experience of
inpatient care

Baseline
2014/15
2015/16
2016/17
2017/18
2018/19

139.8
138.0
137.5
137.0
136.5
136.0

Please insert baseline - these are provided in the Levels of Ambition Atlas

Outcome Ambition 6
E.A.7
v) What is your ambition for increasing the proportion of people having a positive
experience of care outside hospital, in general practice and the community?

E.A.7

The proportion of
people reporting poor
experience of General
Practice and Out-ofOurs Services

Baseline
2014/15
2015/16
2016/17
2017/18
2018/19

3.30
3.25
3.18
3.08
2.96
2.80

Please insert baseline - these are provided in the Levels of Ambition Atlas

Appendix 3

Improving Outcomes, submitted information

01C

Name: NHS EASTERN CHESHIRE CCG

Read the definitions in the Everyone Counts: Planning for Patients 2014/15 - 2018/19 Technical Definitions for CCGs and Area Teams before completing the template
Read the Quality Premium Guidance before completing the template
3. Quality Premium Measures
E.A.1
i) Potential years life lost (PYLL) from ammenable causes in 2014/15

E.A.1
2014/15

PYLL (Rate per
100,000 population)
1730.1

E.A.4
ii) What trajectory are you aiming for in the composite avoidable emergency
admissions indicator in 2014/15?

E.A.4

Emergency
admissions composite
indicator

Q1 2014/15
Q2 2014/15
Q3 2014/15
Q4 2014/15

486.4
506.7
526.9
506.7

E.A.3

iii) For IAPT, what proportion of people that enter treatment against the level of
need in the general population are planned in 2014/15 and 2015/16?

E.A.3

Q1 2014/15
Q2 2014/15
Q3 2014/15
Q4 2014/15
2015/16

The number of
people who have
The number of
depression and/or
people who receive
anxiety disorders
(local estimate based
psychological
therapies
on National Adult
Psychiatric Morbidity
Survey 2000)
430
453
343
385
1692

5117
5117
5117
5117
20469

Proportion

8.4%
8.9%
6.7%
7.5%
8.3%

E.A.6
iv) Do you plan meet the nationally
set objective for the Friends and
Family Test in 2014-15 and 2015/16?
Yes/No

Yes/No

1

If No, please provide commentary (max 4000 characters)

E.A.9
v) Have you agreed (in conjunction
with your Health and Wellbeing
Board and NHS England area team)
a specified increased level of
reporting of medication errors from
specified local providers between
Q4,2013/14 and Q4, 2014/15?
Yes/No

Yes/No

vi) Where there are requirements for
Quality Premium measures and/or
planned levels of improvement to
be agreed with the relevant Health
and Wellbeing Board and NHS
England area team, do you have
their agreement to each of these?
Yes/No

Yes/No

1

1

Please provide commentary, explaining the specified level of increase and if you do not plan to meet this, why? (max 4000 characters)
Not yet formalised

If No, please provide commentary (max 4000 characters)

Not yet formally ratified

Indicator Definition (please specify the local measures chosen) max 4000 characters
C3.2 Emergency readmissions within 30 days of discharge from hospital
Local Priority 1

Numerator
1965

2014/15
Denominator
2183

Measure
0.90

Appendix 4

Other measures, submitted information

01C

Name: NHS EASTERN CHESHIRE CCG

Read the definitions in the Everyone Counts: Planning for Patients 2014/15 - 2018/19 Technical Definitions for CCGs and Area Teams before completing the template
5. Other Measures
E.A.S.5

i) Number of C.Difficile infections in 2014/15
2014

E.A.S.5
Number of C.
Difficile
infections

April
4

May
4

June
4

E.A.S.1
ii) What dementia diagnosis rate are you aiming for in 2014/15 and 2015/16:

E.A.S.1

Number of people
diagnosed

Prevalence of
dementia

% diagnosis rate

2014/15
2015/16

1744
1806

3426
3497

0.509048453
0.516442665

E.A.S.2
iii) What level of IAPT recovery are you aiming for in 2014/15 and 2015/16?

E.A.S.2

The number of
people who have
completed treatment
having attended at
least two treatment
contacts and are
moving to recovery
(those who at initial
assessment
achieved "caseness”
and at final session
did not)

(The number of
people who have
completed treatment
within the reporting
quarter, having
attended at least two
treatment contacts)
minus (The number
of people who have
completed treatment
not at clinical
caseness at initial
assessment)

% recovery rate

2014/15

609

1667

36.5%

2015/16

651

1750

37.2%

July
4

August
4

September
4

October
4

November
3

December
3

January
3

2015
February
3

March
3

2014/15 Total
Total
43

Appendix 5

Other mandated areas, submitted information

01C

Name: NHS EASTERN CHESHIRE CCG

Read the definitions in the Everyone Counts: Planning for Patients 2014/15 - 2018/19 Technical Definitions for CCGs and
Please be aware CCGs are expected to provide further activity figures in the ProvCom planning template
E.C.7-8
4. Activity Measures

i)
E.C.7-8

Activity Trajectories

2014/15 Total

A&E Attendances - All
types
54733

2013/14 Forecast Outturn

54733

Forecast growth in 2014/15

0.0%

2015/16 Total
Forecast growth in 2015/16
2016/17 Total

53639
-2.0%
52566

Forecast growth in 2016/17

-2.0%

2017/18 Total

51515

Forecast growth in 2017/18

-2.0%

2018/19 Total

50484
-2.0%

Forecast growth in 2018/19

Appendix 6

Secondary Care (hospital) activity planning assumptions

Planning Round 2014-15
01C

CCG Activity

2014/15

April
May
June
July
August
September
October
November
December
January
February
March
Quarter 1
Quarter 2
Quarter 3
Quarter 4

2014/15 Total
2013/14 Forecast Outturn
Forecast growth in 2014/15
2015/16

2015/16 Total

April
May
June
July
August
September
October
November
December
January
February
March
Quarter 1
Quarter 2
Quarter 3
Quarter 4

NHS EASTERN CHESHIRE CCG

E.C.1

E.C.2

E.C.3

Elective
Admissions Ordinary
Admissions

Total Elective
Admissions Day Cases
(FFCEs)

Total Elective
FFCEs

345
403
356
407
378
387
366
364
310
268
328
396
4308
4308
0.0%
336
396
348
399
369
380
360
356
305
262
320
389
4220

1409
1626
1471
1617
1564
1566
1596
1547
1278
1224
1377
1599
17874
17874
0.0%
1381
1596
1442
1587
1530
1533
1566
1513
1254
1198
1350
1568
17518

1754
2029
1827
2024
1942
1953
1962
1911
1588
1492
1705
1995
22182
22182
0.0%
1717
1992
1790
1986
1899
1913
1926
1869
1559
1460
1670
1957
21738

E.C.9

E.C.10

E.C.11

GP Written
Other referrals
Total Referrals
Referrals (G&A)
(G&A)
3010
3278
3252
3295
3038
3244
3223
3363
2839
3107
3027
3334
38010
38010
0.0%
2949
3210
3186
3227
2976
3179
3159
3296
2782
3044
2969
3269
37246

1736
1890
1877
1899
1751
1871
1857
1941
1639
1791
1746
1924
21922
21922
0.0%
1702
1850
1838
1861
1718
1831
1821
1900
1606
1756
1712
1885
21480

4746
5168
5129
5194
4789
5115
5080
5304
4478
4898
4773
5258
59932
59932
0.0%
4651
5060
5024
5088
4694
5010
4980
5196
4388
4800
4681
5154
58726

E.C.4

E.C.5

Non-elective
FFCEs

All First
Outpatient
Attendances

1679
1716
1617
1666
1571
1640
1651
1685
1729
1622
1599
1778
19953
19953
0.0%
1644
1683
1584
1630
1540
1608
1615
1652
1695
1589
1567
1744
19551

4346
4734
4696
4760
4387
4684
4653
4857
4101
4489
4374
4816
54897
54897
0.0%
4260
4639
4603
4663
4300
4592
4561
4763
4021
4397
4288
4722
53809

E.C.12

E.C.6

First Outpatient All Subsequent
Attendances Outpatient
following GP
Attendances
Referral
(All specialities)
2686
2926
2905
2941
2712
2897
2875
3005
2535
2773
2703
2981
33939
33939
0.0%
2633
2866
2844
2881
2659
2838
2820
2941
2485
2718
2648
2919
33252

29912
30037
29568
29704
119221
119221
0.0%
29311
29435
28975
29110
116831

Forecast growth in 2015/16

2016/17 Total
Forecast growth in 2016/17
2017/18 Total
Forecast growth in 2017/18
2018/19 Total
Forecast growth in 2018/19

Area Team - Primary Care

2014/15

2014/15 Total
2013/14 Forecast Outturn
Forecast growth in 2014/15
2015/16

April
May
June
July
August
September
October
November
December
January
February
March
Quarter 1
Quarter 2
Quarter 3
Quarter 4

April
May
June
July
August
September
October
November
December
January
February

-2.0%
4137
-2.0%
4055
-2.0%
3974
-2.0%

-2.0%
17165
-2.0%
16820
-2.0%
16484
-2.0%

-2.0%
21302
-2.0%
20875
-2.0%
20458
-2.0%

Elective
Admissions Ordinary
Admissions

Total Elective
Admissions Day Cases
(FFCEs)

Total Elective
FFCEs

0
0
0
0
0
0
0
0
0
0
0
0
0
0
#DIV/0!
0
0
0
0
0
0
0
0
0
0
0

0
0
0
0
0
0
0
0
0
0
0
0
0
0
#DIV/0!
0
0
0
0
0
0
0
0
0
0
0

0
0
0
0
0
0
0
0
0
0
0
0
0
0
#DIV/0!
0
0
0
0
0
0
0
0
0
0
0

-2.0%
36507
-2.0%
35779
-2.0%
35063
-2.0%

-2.0%
21048
-2.0%
20627
-2.0%
20215
-2.0%

-2.0%
57555
-2.0%
56406
-2.0%
55278
-2.0%

GP Written
Other referrals
Total Referrals
Referrals (G&A)
(G&A)
0
0
0
0
0
0
0
0
0
0
0
0
0
0
#DIV/0!
0
0
0
0
0
0
0
0
0
0
0

0
0
0
0
0
0
0
0
0
0
0
0
0
0
#DIV/0!
0
0
0
0
0
0
0
0
0
0
0

0
0
0
0
0
0
0
0
0
0
0
0
0
0
#DIV/0!
0
0
0
0
0
0
0
0
0
0
0

-2.0%
19160
-2.0%
18779
-2.0%
18403
-2.0%

-2.0%
52729
-2.0%
51672
-2.0%
50638
-2.0%

Non-elective
FFCEs

All First
Outpatient
Attendances

0
0
0
0
0
0
0
0
0
0
0
0
0
0
#DIV/0!
0
0
0
0
0
0
0
0
0
0
0

0
0
0
0
0
0
0
0
0
0
0
0
0
0
#DIV/0!
0
0
0
0
0
0
0
0
0
0
0

-2.0%
32589
-2.0%
31936
-2.0%
31301
-2.0%

-2.0%
114497
-2.0%
112209
-2.0%
109963
-2.0%

First Outpatient All Subsequent
Attendances Outpatient
following GP
Attendances
Referral
(G&A)
0
0
0
0
0
0
0
0
0
0
0
0
0
0
#DIV/0!
0
0
0
0
0
0
0
0
0
0
0

0
0
0
0
0
0
#DIV/0!
-

Appendix 7

Draft Commissioning Intentions

Urgent Care

Mental Health &
Children

Learning
Disabilities and
Care Pathways

Improving Quality
of Services

Caring Together
Early Adoption
Schemes

9b Commissioning of urgent primary care services (including referral service and reprocurement of NHS111)
9a Development of integrated Rapid Response/Urgent Care services as part of Better Care
Fund
9c Expand the pathways for ambulatory care to develop community based treatment services,
including NWAS Pathfinder, COPD, Diabetes, Heart Failure, Community Minor Ailments and
Intermediate Care Services
12 Develop access to a range of voluntary, community and faith sector support available in the
community
13 Improving communication with patients, carers and other services, including Primary Care,
on discharge from hospital based services
9d Improved access to Liaison Psychiatry
2 Implement a system to identify and recall patients with serious mental health or learning
disability for health checks.
13a Ensuring appropriate transition between children’s and adults services
14a Developing a community facing memory service for dementia patients.
14b Improve access to services and promote dementia friendly communities through the
Dementia Alliance
15 Redesign of our IAPT service specification to improve access, develop outcomes whilst
providing best value for money
8b Develop CCG capability to meet statutory responsibilities for children with Special
Educational Needs (SEN)
8c Commission redesigned neurodevelopment pathways

1a Redesign ENT, Upper GI, Urology, Gynaecology and Hepatobiliary pathways
1b Provide Macmillan funded training for practice nurses on early recognition and staging of cancer
5 Identify hidden carers (adult and children) ensuring those entitled to support receive it, signposting to
other agencies, support services and information ensuring carers are offered regular health checks
6a Develop and implement a quality framework for care homes
6b Re-commission care homes doctors service where required
11a Commission best practice stroke care including completion of the re-commissioning of hyper-acute
services and a new community stroke rehabilitation service
11b Re-procure Wet Age Related Macular Degeneration (AMD) and related macular services
19 Apply and disseminate best practice and innovation e.g. through NICE and through engagement with
the Academic Health Science Network
8a Support the Life Course Review for Learning Disabilities
7a Roll out end of life planning tools across primary care and improve the capture of information
regarding patients actively on the Gold Standards Framework

16a Development of a whole health economy approach to prevent and effectively manage
pressure ulcers including a review of the community equipment service
16b Reduce rates of healthcare acquired infections (MRSA and CDIFF)
16c Development of services to ensure high quality “24-7” care
16d Continued development of services for Military Veterans
17 Reduce the incidence of Falls in a hospital setting
18a Ensuring systems support consistently safe prescribing practice
18b Development of the Eastern Cheshire prescribing formulary

4 Development of an Integrated Model of Care built around a wider Primary Care service,
integrated with community services, social care and the third sector with greater emphasis on
supporting our population to manage their own health
4b Implementation and development risk stratification and case management to identify and
support proactive management of “high risk” patients. Improve information sharing through
effective use of “patient passports” and “shared records”
6c Expand the care home doctors service to include multi-professional support through
neighbourhood teams

7 Rates of avoidable Hospital
admissions
6 Emergency readmissions
within 30 days
3 A&E 4 hour performance
9b Implementation of 111 to
defined timescales
13 Friends and Family Test
(Hospital Care)

9d People Feeling Supported to
manage their long term condition
8c Waiting Times for access to
appropriate service
15 Achievement against IAPT
trajectory
2 People with Severe Mental
Illness who have received a list of
physical checks
13 Improving experience of
community mental health services
14 Estimated diagnosis of
dementia

5 Health related quality of life for
carers
4 Bereaved Carers views on the
quality of care in the last three
months of life
1b One Year Survival (by cancer
group)
1a Potential Years of Life Lost
(PYLL) from causes considered
amenable to healthcare (Adults,
children and young people)
1b Cancer record of stage at
diagnosis
11a Reduction in LOS for stroke
patients

16 Improved Reporting of
Patient Safety Incidents
16 Pressure Sore Prevalence
16 Incidence of C-Diff &
MRSA infections
17 Falls prevalence (hospital
admissions)
18 Formulary Compliance
13 Patient Experience of
Hospital Care

9a Avoidable Admissions
Baseline/Trajectory
9c Reduction in hospital excess
bed days
5 Health related quality of life for
people with LTC
9d Patients feeling supported to
manage their long term condition
14 Patient Experience of GP Care
14 Patient Experience of Out of
Hours Care

*Whilst primary responsibility for outcomes has been assigned to one programme many outcomes will cut across multiple programmes
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NHS Eastern Cheshire Clinical Commissioning Group
Five Year Strategic Plan
1.

Executive Summary

1.1

This paper presents the ‘draft’ NHS Eastern Cheshire Clinical Commissioning
Group (CCG) Five Year Strategic Plan to the Governing Body.

1.2

The draft Five Year Strategic Plan has been developed based upon the
requirements as set out in Everyone Counts: Planning for Patients 2014/15 to
2018/19 1 and reflects the findings, progress and direction of the CCGs Caring
Together Transformation Strategy.

1.3

The draft Five Year Strategic Plan will need to be amended accordingly so that the
final version of the Five Year Strategic Plan will be submitted to NHS England on
20th June 2014.

2.

Recommendation(s)

2.1

The Governing Body is requested to:
• note the content of the Five Year Strategic Plan and provide initial comments and
feedback

3.

Reasons for recommendation(s)

3.1

Plan is still in draft form and will continue to be revised taking into account ongoing
work around the Caring Together programme up until June 2014.

4.

Peer Group Area / Town Area Affected

4.1

All areas of Eastern Cheshire

5.

Population affected

5.1

All within Eastern Cheshire

6.

Context

6.1

The Five Year Strategic Plan is a requirement of the CCG and has been developed
to meet the aspirations as outlined in Everyone Counts: Planning for Patients
2014/15 to 2018/19, the requirement to inform and involve citizens and key
stakeholders as outlined in ‘The NHS belongs to the people: a call to action’2 and to
meet the priorities as identified through the Caring Together programme and
informed by the Cheshire East Joint Strategic Needs Assessment 3 and Cheshire
East Joint Health and Wellbeing Strategy. 4

1

http://www.england.nhs.uk/ourwork/sop/
http://www.england.nhs.uk/wp-content/uploads/2013/07/nhs_belongs.pdf
3
www.cheshireeast.gov.uk/jsna
4
http://www.cheshireeast.gov.uk/council_and_democracy/your_council/health_and_wellbeing_board.aspx
2

2
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7.

Finance

7.1

There will be significant financial considerations resulting from the programmes of
work resulting from the implementation of the Five Year Strategic Plan.

8.

Quality and Patient Experience

8.1

The Caring Together Transformation Programme, and Five Year Strategic Plan, has
been and continues to be informed by patient experience. Upon implementation of
the work indicated within the Five Year Strategic Plan, quality and patient
experience will continue to be vital indicators and drivers for improvement.

9.

Consultation and Engagement (Public/Patient/Carer/Clinical/Staff)

9.1

There has been extensive engagement and communication with clinicians, staff,
patients, carers and other key stakeholders as part of the Caring Together
programme and which has informed the development of the Caring Together
Transformation Plan and CCG Five Year Strategic Plan. Delivery of any ‘change’
programme as part of the Caring Together programme / Five Year Strategic Plan
will require appropriate engagement and consultation with stakeholders including
meeting any statutory requirements.

10.

Equality

10.1

An Equality Impact Analysis will be undertaken on the Five Year Strategy before
the final submission in June 2014.

11.

Legal

11.1 The CCG is required to have a Five Year Strategic Plan. The Health and Social
Care Act 2012 established CCGs with the mandate to commission healthcare
services for local people. This includes the development of strategic and
operational plans. The requirement to undertake Equality Impact Analysis is also
necessary in order for the CCG to deliver on its Public Sector Duty.

12.

Communication
Upon publication of the Five Year Strategic Plan, the plan will be made publicly
available via the CCG website and communicated to its member practices and key
stakeholders. The content of the Five Year Strategic Plan and Two Year
Operational plan will form the basis of the CCG Prospectus 2014 / 2015 which will
be written in a plain English public friendly style.

13.

Background and Options

13.1

NHS England published the strategic and operational planning guidance Everyone
Counts: Planning for Patients 2014/15 to 2018/19 on 20th December 2013. The
guidance sets out the healthcare system challenges of significant and enduring
financial pressures. People’s need for services will continue to grow faster than
funding, meaning that we have to innovate and transform the way we deliver high
quality services, within the resources available, to ensure that patients, and their
needs, are always put first.
3
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13.2

‘Everyone Counts: Planning for Patients 2014/15 to 2018/19 sets out a bold
framework within which commissioners will need to work with providers and
partners in local government to develop strong, robust and ambitious five year
strategic plans to secure the continuity of sustainable high quality care for all. The
planning guidance is accompanied by a suite of support tools intended to assist
commissioners with their planning considerations to maximise the best possible
outcomes for their local communities.

13.3 The planning guidance seeks:• Strategic plans covering a five year period, with the first two years at
Operating Plan level
• An outcomes focused approach, with stretching local ambitions expected of
commissioners, alongside credible and costed plans to deliver them
• Citizen inclusion and empowerment to focus on what patients want and need
• More integration between providers and commissioners
• More integration with social care cooperation with Local Authorities on Better
Care Fund planning
• Plan to be explicit in dealing with the financial gap and risk and mitigation
strategies
13.4 The CCG’s draft Five Year Strategic Plan is based around the Caring Together
programme transformation strategy. Appendix One shows the Five year as
represented on a Plan on a Page . Appendix Two shows the populated Five Year
Strategic Plan submission template that will be submitted to NHS England on
4th April 2014.
13.5 It is important to note that it is expected that year one and year two of the five year
strategic plan will be fixed as per the final submission of the two year operational
plan on 4th April 2014
13.6 Key timelines to note are:
Activity
Draft plan taken to the Cheshire East Health and
Wellbeing Board
Plan approved by Governing Body
Submission of final two year operational plan and first
draft five year strategic plan
Submission of final five year plan

Deadline
25th March 2014
31st March 2014
4th April 2014
20th June 2014

4
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14.

Access to further information

14.1

For further information relating to this report contact:

Name
Designation
Date
Telephone
Email

Jerry Hawker
Chief Officer
18th March 2014
01625 663764
jerry.hawker@nhs.net

15. Appendices
Appendices Table
Appendix One
Appendix Two

Five Year Strategic Plan on a Page
Draft Five Year Strategic Plan submission template

5
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Governance
Prior Committee Approval / Link to other Committees
This Report went to the Cheshire East Health and Wellbeing Board on 25th March 2014.5
The final versions of the Five Year Operational Plan templates (Appendix One and Two)
will be submitted to NHS England on 20th June 2014.

CCG Health Needs Priorities addressed by this report – please
indicate
To protect our citizens from harm
To make care more integrated & 

To prevent alcohol related harm

To
prevent
prematurely

people



dying 

co-ordinated
To ensure high quality and effective
mental health services are available 
to all
To address inequalities across our 
towns and villages

CCG 2013/14 Annual Plan programme of work this report is linked to –
please indicate
Caring Together
Quality Improvement


Mental Health & Alcohol
Other


Key Implications of this report – please indicate
Strategic
Consultation & Engagement

Finance
Equality

Quality & Patient Experience
Legal

Staff / Workforce






CCG Values supported by this report – please indicate
Valuing People
Innovation

Working Together
Quality

Investing Responsibly





NHS Constitution Values supported by this report – please indicate
Working together for patients
Compassion


Respect and dignity
Improving lives


Commitment to quality of care
Everyone counts



5

http://www.cheshireeast.gov.uk/council_and_democracy/your_council/health_and_wellbeing_board.aspx
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Five Year Strategic Plan 2014 - 2019
Eastern Cheshire health economy is a system comprised of partners from across Eastern Cheshire who have come together to agree, refine and
implement the Caring Together Programme over the next 5 years
Our shared vision is to join up care, improve outcomes and our citizens experience of care whilst responding to increasing clinical and financial
sustainability challenges within an environment of one of the fastest ageing populations in England.
To make affordable high value health services available to all to improve the health and well-being of our population
System Ambition One
Increase the number of people having a
positive experience of care
System Ambition Two
Reduce the inequalities in health and social
care across Eastern Cheshire
System Ambition Three
Ensure our citizens access care to the
highest standards and are protected from
avoidable harm
System Ambition Four
Ensure that all those living in Eastern
Cheshire should be supported by new,
better integrated community services
System Ambition Five
Increase the proportion of older people
living independently at home and who feel
supported to manage their condition
System Objective Six
Improve the health-related quality of life of
people with one or more long term
conditions, including, mental health
conditions
System Objective Seven
Secure additional years of life for the
people of Eastern Cheshire with treatable
mental and physical health conditions

Delivered through
Utilisation of community assets and empowering people
to effectively engage with a managed primary care
delivery model in partnership with NHS England CWW
Area Team and our 23 member practices to deliver 100%
access to clinicians working in primary care.

Delivered through
The development of a new Integrated Community care
model leading to a whole system partnership in Eastern
Cheshire to deliver Risk stratification, neighbourhood
teams, care planning, care coordination and case
management. This is aligned to the Connecting Care
across Cheshire Pioneer programme and the Better Care
Fund
Delivered through
Community services supported by local hospital specialist
enabled through enables through the reconfiguration of
acute care in partnership with healthier together
programme and the challenged health economy initiative

Delivered through
A range of Productivity initiatives and continuous
improvement plans delivered through our
Operational plans and underpinned by the
transformation programme.

•
•
•
•

Overseen through the following governance
arrangements
Cheshire East Health & Wellbeing Board
Caring Together Executive Board
Healthier Together Committee in Common and the
South Sector CCG partnership
Challenged Economy Governance (TBA)

Measured using the following success criteria
compliance against the emerging Caring Together
and Healthier Together care standards
• delivery of the improvement metrics for each
ambition (see Operational plan)
• all organisations within the health economy report a
financial surplus in 18/19
• compliance against the NHS Outcomes framework &
NHS Constitution
•

Strategy
templates
2014/15 –
2018/19

1

Strategy templates

Part of the set of templates that support Everyone counts: Planning for patients 2014/15 – 2018/19
First published: 19 December 2013

2

Introduction:
A strategic plan differs from an operational plan in many ways; it should be short, focussed and describe in
a motivational way the direction of the organisation (s) that have signed up to it. It describes to those
outside the system what the system plans to achieve in a way that informs and engages. It provides the
basis for further detailed planning and should stimulate change in a system. That said, the strategic plan
must also be realistic and attainable, to allow those within the system to understand and align with the
strategic vision whilst working at all operational levels.
It is essential for these plans to be at the forefront of the planning process; they set the vision, ambitions
and framework against which the two year detailed operational plans will be set. To help the submission of
attainable and ambitious plans, templates have been developed that we hope are simplistic, flexible and
helpful to commissioners and health systems generally.
What are we asking for?
Strategic planning should include the following elements:
•
•
•
•

A long term strategic vision
An assessment of the current state and current opportunities and challenges facing the system
A clear set of objectives, that include the locally set outcome ambition metrics
A series of interventions that when implemented move the health system from the current position to
achieving the objectives and implementing the vision

Each strategic plan needs to be tested against the six characteristics of a sustainable health and care
system (outlined below and from page 10 of Everyone Counts) ensuring that it reflects the needs of local
citizens, the conclusions of local Call to Action conversations and informed by modelling tools such as Any
town.
The structure of the submission has two core sections that we are asking to be completed and returned to
us, in accordance with the timelines issued separately. These sections are a plan on a page and a key
lines of enquiry submission – the strategic template will be deemed incomplete unless both sections are
returned.
1. A system wide description of what the health economy should look like in five years. This system
vision should identify how the health system will shape itself to meet future health demands without
compromising quality outcomes or financial sustainability –the plan on a page is a helpful approach
to describing this vision and a draft guide has been included in Appendix A.
2. A unit of planning 1 specific narrative describing how each organisation would reach this desired
state through a high level road map that captures the high impact interventions planned within the
health economy. This narrative takes the form of a key lines of enquiry submission. While this
Strategy template looks for a narrative, this narrative must relate to, and underpin, the five year
plans submitted in the related templates covering finance, activity and outcomes. To reduce
duplication we have not asked for this material to be repeated in this document. In addition, the two
year operational plans need to be consistent with the strategic direction set out here and
triangulation across these various elements will be part of the assurance process.
This template contains the requirements of both sections of the template.

1

The unit of planning will be determined by CCGs in accordance with letter issued on 04 November 2013

3

Section one | System narrative plan on a page- See attached 5 year strategy plan document and
additional comments for Section Two- Key Lines of Enquiry
The plan on a page should have stakeholder sign up to its goals at a local health economy level. It should
include the following characteristics:
Segment
1. System vision

2. Improving quality
and outcomes

3. Sustainability

4. Improvement
interventions

5. Governance
overview

6. Key values and
principles

Covering:
A statement describing what the desired state would
be for the health economy in 2018/19 – this should
ideally describe the health and care system rather
than an individual organisation view – and which
accounts for the six characteristics of a high quality,
sustainable health and care system
A) Looking at the seven improving outcome
ambitions identified in Everyone Counts: planning
for patients, how does the health economy plan to
improve these and where appropriate, what level
of improvement does it expect?
B) What other local quality improvement plans are in
place and how do these align with the local
strategic needs assessments?
In five years, what are the health economy goals for
sustainability including reference to financial position,
other resources and points of service delivery. This
work should reference the do nothing gap calculated
for the system by 2018/19 that aligns to the
challenges identified in A Call to Action 2
To achieve the desired end state what are the key
improvement interventions planned at an
organisational level and how will these deliver the
quality and sustainability outcomes required?
A summary of the governance processes in place to
oversee the delivery of the plans, including high level
description of what success looks like and who is
responsible for measuring it
A summary of the agreed values and principles that
underpin the system wide working required to deliver
the vision

Supported by:
See 5 year
strategy

See 5 year
strategy

See 5 year
strategy
See 5 year
strategy

See 5 year
strategy

See 5 year
strategy

See 5 year
strategy

As part of the assurance process, the plans on a page will be reviewed to understand alignment to detailed
organisational metrics submitted through the operational and financial templates.
Examples of plans on a page are available separately

2

http://www.england.nhs.uk/2013/07/11/call-to-action/
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Section Two | Key lines of enquiry (KLOE)
The following table template asks key lines of enquiry and contains space for the organisation to add their responses.
Segment

Key Line of Enquiry

Organisation Response

Submission
details

Which organisation(s) are
completing this submission?

NHS Eastern Cheshire Clinical Commissioning Group

In case of enquiry, please
provide a contact name and
contact details

Mike Purdie - Governance Manager – Tel 01625 663470 email:
mike.purdie@nhs.net

Supported
by:

5

Segment

Key Line of Enquiry

a) .System vision

What is the vision for the system
in five years’ time?

Organisation Response

Supported
by:

;

Over the last 18 months local commissioners and providers have united behind
a common vision and purpose of transforming care services in Eastern
Cheshire. This has been driven by a shared desire to join up care, improve
outcomes and our citizens experience of care whilst responding to increasing
clinical and financial sustainability challenges within an environment of one of
the fastest ageing populations in England.
Quite simply, the transformation programme, called Caring Together is about
organisations and people working together to make care as straightforward and
integrated (joined up) as possible
Our local clinical, health and social care partners believe that:
• People in Eastern Cheshire deserve services that are high quality and
delivered
as
locally
as
possible.
•

Patients should sit at the heart of a proactive care system centred on
them.

•

Carers are one of the most important resources which allow people to
be independent and believe that they need to be supported to provide
this
care.
6

Segment

Key Line of Enquiry

Organisation Response

•

Supported
by:

Local people should be supported to take responsibility for their own
health as much as possible.

Over the next 5 years the Caring Together programme will achieve this vision
through the commissioning of a radical and innovative new care system built
on 4 environments of care, and delivered through each of the following
elements;
1. Transformation of Primary Care (in partnership with NHS England CWW
Area Team and our involvement in the Challenge Fund)
2. Development of a new Integrated Community care model (Whole system
partnership in Eastern Cheshire and aligned to the Connecting Care across
Cheshire Pioneer programme and the Better Care Fund).
3. Reconfiguration of acute care (in partnership with the Greater Manchester
Healthier Together programme & the “Challenged Economy” initiative)
4. A range of Productivity initiatives to underpin the transformation
programme.
The four environments of care include;
1. The empowered person – Proactive empowerment of individuals to take
responsibility for their own health
2. Community provided care – Fully integrated and coordinated community
care provided by multiprofessional teams
3. Local specialist care – High quality specialist care delivered with a
reasonable distance from peoples home
4. Regional specialist care – Highly trained specialists delivering world-class
care from centres of regional excellence.
What do we want to achieve over the next 5 years?
Our ambitions for the future can be summarised as being to:
7

Segment

Key Line of Enquiry

Organisation Response
 Increase the number of people having a positive experience of care

Supported
by:

 Reduce the inequalities in health and social care across Eastern Cheshire
 Ensure our citizens access care to the highest standards and are protected
from avoidable harm
 Ensure that all those living in Eastern Cheshire should be supported by new,
better integrated community services
 Increase the proportion of older people living independently at home and
who feel supported to manage their condition
 Improve the health-related quality of life of people with one or more long
term conditions, including, mental health conditions
 Secure additional years of life for the people of Eastern Cheshire with
treatable mental and

How does the vision include the
six characteristics of a high
quality and sustainable system
and transformational service
models highlighted in the
guidance? Specifically:
1. Ensuring that citizens will be
fully included in all aspects
of service design and
change, and that patients
will be fully empowered in
their own care
2. Wider primary care, provided

Engagement of our Citizens
The Caring Together programme has from its inception maintained a strong
ethos of citizen engagement. All of our clinical design groups have public
representation and the Caring Together Executive Board includes public
representatives.
The CCG has recently launched “Caring Together - Seizing the opportunity for
better care: Join the Conversation,” This is a local call to action to everyone in
Eastern Cheshire to work with us to address many of the challenges we face in
striving to provide health and care services that meet the needs of our
population.
This is the start of a conversation with the public, which will be running until the
8

Segment

Key Line of Enquiry

Organisation Response

at scale
3. A modern model of
integrated care
4. Access to the highest quality
urgent and emergency care
5. A step-change in the
productivity of elective care
6. Specialised services
concentrated in centres of
excellence (as relevant to
the locality)

end of April, after which we will be feeding their views into a consultation
exercise that will take place later in the year.

Supported
by:

As a well as listening to the public, we will be talking to a wide range of other
interested parties, including staff, clinicians, partners in the voluntary and
independent sectors, patient groups and sections of the community with
particular interests or needs.
Wider Primary care provided at Scale
Utilisation of community assets and empowering people to effectively engage
with a managed primary care delivery model in partnership with NHS England
CWW Area Team and our 23 member practices to deliver 100% access to
clinicians working in primary care.
A modern model of integrated care
The development of a new Integrated Community care model leading to a
whole system partnership in Eastern Cheshire to deliver Risk stratification,
neighbourhood teams, care planning, care coordination and case
management. This is aligned to the Connecting Care across Cheshire Pioneer
programme and the Better Care Fund
Access to the highest quality urgent & emergency care
The Caring Together Transformation programme will enable the CCG to bring
a radical change to our approach to Urgent and emergency care shifting the
focus from reactive care to proactive preventative care. The introduction of our
integrated community care teams will enhance care management of those
people with the most complex care needs, pre-empting and planning for
escalating need whether that be physical , mental or social care. Through our
work with the Ambulance service we are strongly supporting the introduction of
see and treat and hear and treat approaches under-pinned by the introduction
of “pathfinders”.
We recognise the scale and scope of the opportunity that exists for primary
9

Segment

Key Line of Enquiry

Organisation Response

Supported
by:

care to take a leading role in urgent & emergency care and our 5 year plans
include expanding the role of practices in pre-emptive care in care homes, the
introduction of new Urgent Primary care services and improving overall access
to primary care.
The CCGs plans also include the need to improve access to more specialised
urgent and emergency care. The population of Eastern Cheshire is already
accessing and receiving the benefits from being part of the Greater Manchester
Trauma network and our operational plans include the introduction of improved
access to hyper-acute stroke care.
A step-change in productivity of elective care
Analysis of the Commissioning for Value packs indicates opportunities in
Circulatory and Musculoskeletal care and will form part of our operational QIPP
plans. Our 5 year plan for elective care is focused on the wider system
reconfiguration that is necessary to support long term productivity gains and
will address three key inter-related themes; The need to secure long term high
quality, sustainable elective care services, the creation of innovative
community based elective care solutions and maintaining our focus on efficient
high quality referrals in-line with our current upper quality performance when
compared to our peer group.
Through our involvement in Healthier Together and the Challenged economy
programme the CCG will be working in partnership with South Manchester and
Stockport CCG’s to ensure access to sustainable high quality elective services
commissioned collaboratively and supporting elective care providers to seek
greater network solutions compliant with the Healthier Together standards.
The CCG has a successful track record on increasing access and productivity
of elective care by increasing the range of market providers (Audiology,
diagnostics, minor surgery etc) and will continue to expand this commissioning
approach in both its operational and 5 year plans.
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Organisation Response

Supported
by:

Specialised services concentrated in centres of excellence
NHS Eastern Cheshire has a long history of working with specialist centres in
Greater Manchester including Salford Royal (Neurosciences), Central
Manchester (Paediatrics, Renal) and the Christie Hospital (Cancer).
Our involvement and partnership with the Healthier Together programme forms
a key part of our 5 year plans ensuring continued access for our population to
the highest standards of specialist care. Our plans include the development of
access to 24/7hr specialist hyper acute care and work with the clinical networks
and Academic Science networks to ensure our population continue to have
access to the latest NICE guidance and technological developments.
How does the five year vision
address the following aims:
a) Delivering a sustainable
NHS for future
generations?
b) Improving health
outcomes in alignment
with the seven ambitions
c) Reducing health
inequalities?

Over the next 5 years the Caring Together programme will achieve this vision
through the commissioning of a radical and innovative new care system built
on 4 environments of care, and delivered through each of the following
elements;

Who has signed up to the
strategic vision? How have the
health and wellbeing boards
been involved in developing and
signing off the plan?

The Caring Together programme forms the heart of our 5 year plans and has
been signed up to by all the major partners in Eastern Cheshire, including;

5. Transformation of Primary Care (in partnership with NHS England CWW
Area Team and our involvement in the Challenge Fund)
6. Development of a new Integrated Community care model (Whole system
partnership in Eastern Cheshire and aligned to the Connecting Care across
Cheshire Pioneer programme and the Better Care Fund).
7. Reconfiguration of acute care (in partnership with the Greater Manchester
Healthier Together programme & the “Challenged Economy” initiative)
8. A range of Productivity initiatives to underpin the transformation
programme.

NHS Eastern Cheshire CCG and all 23 member practices
Cheshire East Council
East Cheshire NHS Trust
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Key Line of Enquiry

Organisation Response

Supported
by:

Cheshire & Wirral Partnership NHS FoundationTrust
Vernova CIC
NHS England
NHS Trust Development Authority
In addition the CCG is an Associate member of the Healthier Together
Committee in Common and a partner of the Connecting Care across Cheshire
pioneer programme.
The Caring Together programme has been submitted and endorsed by the
Cheshire East Health & Wellbeing Board and regular updates on the Caring
Together Programme are provided to the Health & Wellbeing Board, and
Scrutiny committee including presenting the Strategic Outline Case and Case
for Change.
How does your plan for the
Better Care Fund align/fit with
your 5 year strategic vision?

The Better Care fund plan unites a shared vision of Cheshire East Council and
NHS Eastern Cheshire Clinical Commissioning Group for improving outcomes
for residents through improving how health and social care services work
together. The Better Care Fund is a supportive enabler to the Caring Together
5 year plan and our shared plans to commission a transformed model of
integrated care, which will ensure that residents experience quality care and
support that is appropriate to their needs, and supports them to live as
independent and fulfilling lives as possible.
What key themes arose from the The Call to Action key themes have been fully embedded and localised in the
Call to Action engagement
Caring Together Programme as reflected in our Strategic Outline Case, Case
programme that have been used for Change, the recently launched Seizing the opportunity for better care: Join
to shape the vision?
the
Conversation,”
and
the
“Caring
Together”
website.
(www.caringtogether.info)
Is there a clear ‘you said, we
did’ framework in place to show
those that engaged how their
perspective and feedback has

The Caring Together programme has a well-established platform for engaging
with the general public, patients, staff and stakeholders. This includes a
communications and engagement group, and appointment of external public
relations and media expertise.
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Organisation Response

Supported
by:

been included?
The CT programme has demonstrated the “you said we did” approach has
been applied to our general public, our patients our service users and the staff
who work in all of our organisations.
a) Current
position

Has an assessment of the
current state been undertaken?
Have opportunities and
challenges been identified and
agreed? Does this correlate to
the Commissioning for Value
packs and other benchmarking
materials?

The CCG has undertaken a comprehensive and thorough assessment of the
current health & social care system evidenced through the Strategic Outline
Case and Case for Change.
The CCG has worked with McKinsey to complete a full assessment of the
current state of the economy, along with all stakeholders and partner
organisations in Eastern Cheshire.
The Strategic Outline Case and draft Case for Change has used local (JSNA),
Regional (Healthier Together), National (Commissioning for Value), Peer
Group comparisons, CCG data packs etc. and international benchmarks in the
development of the Caring Together programme.

Do the objectives and
interventions identified below
take into consideration the
current state?
Does the two year detailed
operational plan submitted
provide the necessary
foundations to deliver the
strategic vision described here?

The CCG has worked closely with NHS England to follow recognised
international best practice methodology for major transformation programmes.
The CCG Caring Together programme which forms the heart of our 5 year
plans is based on a through baseline assessment articulated through the
Strategic Outline case and the production of a Case for Change document.
The CCGs Operational plan has been developed to address immediate CCG 2 year
operational and quality improvement initiatives and to capture the full range of Operational
innovative pilots and early adopter innovations that support the 5 year plan.
plan
The operational plan covers the following 5 thematic areas;
•
•
•
•

Urgent care
Mental Health & Children services
Learning Disabilities & care pathways
Improving Quality of services
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Organisation Response
•

b) Improving
quality and
outcomes

At the Unit of Planning level,
what are the five year local
outcome ambitions i.e. the
aggregation of individual
organisations contribution to the
outcome ambitions?

Supported
by:

Caring Together early adoption schemes.

The NHS Eastern Cheshire CCG 5 year strategic plan is not based on a single
unit of planning , but on the recognition that its transformational programme
must work across a geographic footprint that covers Cheshire (Connecting
Cheshire), North Derbyshire and Greater Manchester (Healthier Together /
Challenged Economy) in order to deliver the greatest benefits for its local
population. The following ambitions have been developed and supported by all
partners of the Caring Together programme;
Ambition One
To secure additional years of life for the people of Eastern Cheshire with
treatable Mental and Physical Health conditions
Ambition Two:
To improve the health related quality of life of people with one or more long
term conditions, inc. mental health conditions
Ambition Three:
To ensure that all those living in Eastern Cheshire should be supported by
new, better integrated community services.
Ambition Four:
To increase the proportion of older people living independently at home and
who feel supported to manage their condition
Ambition Five:
To increase the number of people having a positive experience of care
Ambition Six:
To reduce the inequalities in health and social care across Eastern Cheshire
Ambition Seven:
14
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Supported
by:

To ensure our citizens access care to the highest standards and are protected
from avoidable harm.

The CCG’s 2 year Operational plan sets out the primary outcome measures
and trajectories for improvement against each ambition over the 5 year
strategic plan.
How have the community and
clinician views been considered
when developing plans for
improving outcomes and
quantifiable ambitions?

The 5 year plan as delivered through the Caring Together program includes a
number of clinically lead design groups supported by a Care Professionals
Board (CPB). This extensive consultation process has ensured Caring
Together is delivering plans with quantifiable, improved outcomes as agreed by
all persons under CPB.

What data, intelligence and local
analysis were explored to
support the development of
plans for improving outcomes
and quantifiable ambitions?

The CCG has worked in partnership with McKinsey to undertake a system wide
economic modelling with engagement from all stakeholders (Commissioners
and Providers) in Eastern Cheshire. This has provided a detailed evidence
base of the financial gap over the next 5 years as a consequence of a “do
nothing “scenario.
Details of the economic modelling have been provided in a detailed strategic
outlined case which has been presented to the Caring Together Partnership
board in October 2013.
The financial analysis of this demanding scenario is presented in the following
diagram.
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Key Line of Enquiry

Organisation Response

Supported
by:

In addition, the CCG is working closely with Stockport and South Manchester
CCG to establish a Commissioning Framework to support the “Challenged
economy” programme that covers the three CCGs and four local hospitals. A
critical friend will be appointed to work across the economic footprint providing
addition demand and activity analysis and establishment of a baseline position.
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c) Sustainability

Key Line of Enquiry

Organisation Response

Supported
by:

How are the plans for improving
outcomes and quantifiable
ambitions aligned to local
JSNAs?

The Caring Together programme and the identified ambitions and outcomes
have been developed from the local Health & Wellbeing Strategy and
associated JSNA. The Director of Public Health and associate Director of
Public Health have provided additional scrutiny and assurance of the plans.

How have the Health and wellbeing boards been involved in
setting the plans for improving
outcomes?

The structure of the Caring Together programme has been established in a
way that the programme reports into the Health & Wellbeing Board (HWB). The
programme direction for Caring Together provides regular progress reports to
each HWB.

Are the outcome ambitions
included within the sustainability
calculations? I.e. the cost of
implementation has been
evaluated and included in the
resource plans moving
forwards?

The Caring Together programme is a key driver to delivering a sustainable Detailed
health economy over the next five years. Within the Case for Change, the “do metrics
nothing” scenario indicates a deficit that increases to circa £18m by 2018/19.
supplied in
the financial
The plans reflect a number of assumptions ranging from both national and local templates
initiatives. These range from the Better Care Fund to the impact of the Caring
Together transformation programme from 2018/19 onwards. The Local Health
economy has been meeting routinely to ensure consistency where applicable
in assumptions and future plans. Whilst the Caring Together programme is the
key QIPP initiative from 16/17 onwards, the first 2 years are targeted against
the areas of opportunity when compared to our peers as outlined in the
“Commissioning for Value – insight pack”. This enables the CCG underlying
financial position to gradually improve over the next five years to a position that
is sustainable looking forward.
In addition, the plan includes the Caring Together programme costs in years
1&2 aimed at supporting the Caring Together programme up to and including
consultation. It does not take account of any pump priming costs associated
with the system redesign as these will emerge during the next 6 months.
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d) Improvement
interventions

Key Line of Enquiry

Organisation Response

Are assumptions made by the
health economy consistent with
the challenges identified in a
Call to Action?
Can the plan on a page
elements be identified through
examining the activity and
financial projections covered in
operational and financial
templates?

Yes, with adaptions to reflect local demographics and local JSNA

Please list the material
transformational interventions
required to move from the
current state and deliver the five
year vision. For each
transformational intervention,
please describe the :
• Overall aims of the
intervention and who is
likely to be impacted by
the intervention
• Expected outcome in
quality, activity, cost and
point of delivery terms
e.g. the description of
the large scale impact
the project will have
• Investment costs (time,
money, workforce)
• Implementation timeline
• Enablers required for
example medicines

In line with NHS England published guidance on service transformation the
CCG is following recommended best practice. The Care Professionals board
and Care design groups are currently completing work on establishing the new
care models and supporting care standards which will inform future
transformational interventions.

Supported
by:

The activity and financial projects reflect the elements outlined within the plan
at a strategic level.
The constraints and rigidity of the financial template do not support each area
to be individually recorded and as such has been aggregated in many
instances.

Detailed information on transformational interventions will be completed as part
of the Caring Together pre-consultation business case which will be published
in June 2014.
Please refer to the Caring Together programme as evidence of the timetable
and schedule of work to be undertaken.
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Key Line of Enquiry
•
•

e) Governance
overview

f) Values and
principles

Organisation Response

Supported
by:

optimisation
Barriers to success
Confidence levels of
implementation

The planning teams may find it
helpful to consider the reports
recently published or to be
published imminently including
commissioning for prevention,
Any town health system and the
report following the NHS
Futures Summit.
What governance processes are
in place to ensure future plans
are developed in collaboration
with key stakeholders including
the local community?
Please outline how the values
and principles are embedded in
the planned implementation of
the interventions

Caring Together Governance Structure(Slide 2 in CT Governance & Timelines
presentation) including links to Eastern Cheshire Health Voice,
Health Overview and Scrutiny Committee and Health and Wellbeing Board

CT Governance an
timelines.pptx

Refer to the attached document for further information
NHS Eastern
Cheshire - 5 year p
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• explains the background to the Better Care Fund Plan
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Benefits / value to our population / communities
Across Cheshire East all organisations recognise the need to better connect the
business of health and social care, in order to ensure that our residents receive the
most effective and responsive care and support appropriate to their needs.
We also acknowledge that we all need to take greater responsibility for preventing our
own ill-health, enabling us to live longer and more fulfilling lives. The Caring Together
(CT) program, supported by the Better Care Fund (BCF) will be an important enabler to
take the integration agenda forward at scale and pace, acting as a significant catalyst
for change.

Report Author
Guy Kilminster
Corporate Manager Health Improvement

Contributors
Alex Mitchell
Chief Finance Officer

The Cheshire East Health and Wellbeing Board
Better Care Fund Plan
1.

Executive Summary

1.1

The Better Care Fund (BCF) (formerly the Integration Transformation Fund) was
announced by Government in Jun 2013 1. It provides an opportunity to transform
local services so that people are provided with better integrated care and support.
It encompasses a substantial level of funding to help local areas manage
pressures and improve long term sustainability of their health and care economies.
The Fund will be an important enabler to take the integration agenda forward at
scale and pace, acting as a significant catalyst for change.

1.2

The Cheshire East Better Care Plan unites a shared vision of Cheshire East
Council (CEC), NHS Eastern Cheshire Clinical Commissioning Group (ECCCG)
and NHS South Cheshire Clinical Commissioning Group (SCCCG), for improving
outcomes for residents through improving how health and social care services
work together. The BCF provides the level to drive a transformed model of
integrated care, which will ensure that residents experience care and support of
quality that is appropriate to their needs and supports them to live as independent
and fulfilling lives as possible. Critically it will ensure that when needs require it,
specialist care and support is provided by services best equipped to cater for
those needs.

1.3

There is a requirement to submit our Better Care Plan to NHS England by 4 Apr
14. A first draft was submitted in Feb 14. The current working draft is attached as
Appendix One. This has been compiled following extensive work by a team of
officers from across the Council and the two CCGs and in consultation with
provider organisations.

2.

Recommendation(s)

2.1

The Governing Body is asked to:
• consider and endorse the Better Care Fund Plan as drafted for final submission
on 4 Apr 14.

3.

Reasons for recommendation(s)

3.1

To ensure that the Better Care Plan is submitted by the Cheshire East Health and
Wellbeing Board in line with the ‘NHS England Planning Guidance - Developing
Plans for the Better Care Fund Annex’.1

4.

Peer Group Area / Town Area Affected

4.1

All areas of Eastern Cheshire and Cheshire East

1

http://www.england.nhs.uk/ourwork/part-rel/transformation-fund/bcf-plan/

5.

Population affected

5.1

All

6.

Context

6.1

Following Local Government reorganisation in 2009 and the NHS reforms of 2013,
health and social care services in Cheshire East have strengthened opportunities
to secure improved outcomes for residents. This is evidenced through stronger
engagement at strategic and operational levels of the organisations and focussing
upon identifying opportunities to secure integrated working.

6.2

Across Cheshire all organisations recognise the need to better connect the
business of health and social care, in order to ensure that our residents receive
the most effective and responsive care and support appropriate to their needs. We
also acknowledge that we all need to take greater responsibility for preventing our
own ill-health, enabling us to live longer and more fulfilling lives.

6.3

The Cheshire East Health and Wellbeing Board’s Joint Health and Wellbeing
Strategy 2 identifies the priorities for commissioners to address over the next two
years. The principle of integrating services where appropriate within ECCCG is
held within Caring Together which underpins the strategy.

7.

Finance

7.1

The Better Care Fund is a national determined pool of £23.9m for the Cheshire
East Health and Wellbeing Board area. The local pooling is made up of Local
Authority funding from the Disabled Facilities Grant and Capital Allocation for Adult
Social Care of £1.8m, NHS South and NHS Vale Royal CCG funding of £10.5m
and ECCCG of £11.6m. The local health and social care economy is expected to
work together to deliver better care arrangements for its population, seeking to
keep individuals within the community, avoiding hospital/residential nursing care.

7.2

During 2014/15 Councils, CCGs and their providers are expected to plan to deliver
services in a way that impacts on the system to improve the outcomes for its
population, through improving Community Services (including Primary Health Care
[GPs]). A small development team has been created that is establishing schemes
that will deliver the required funding and the governance changes from 2015/16
(i.e., achieving the £23.9m changes).

7.3

It will be important that during 2014/15 financial and governance arrangements
between the various partners are agreed, to include the risk sharing
arrangements, funding to invest in the system initially and the arrangements for
dealing with the potential double running costs and any savings arising.

2

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

8.

Quality and Patient Experience

8.1

The Better Care Fund provides an opportunity to transform local services so that
people are provided with better integrated care and support.

9.

Consultation and Engagement (Public/Patient/Carer/Clinical/Staff)

9.1

The Better Care Plan has been developed with the local authority, Clinical
Commissioning Group and Acute Providers involved. Healthwatch Cheshire East
has offered a public perspective through the Cheshire East Health and Wellbeing
Board consultation event held in Feb 14.

10.

Equality

10.1 An equality impact assessment has not been carried out.

11.

Legal

11.1 Under the National Health Services Act 2006 local authorities and NHS bodies can
enter into partnership arrangements to provide a more streamlined service and to
pool resources, if such arrangements are likely to lead to an improvement in the
way their functions are exercised.
11.2 The powers under that Act allow for pooled budgets, lead commissioning and
integrated provision and therefore enable the kind of working suggested in the
Better Care Plan.
11.3 Advice needs to be taken as the project develops to ensure that specific issues
such as sharing of information are dealt with in a legally sound way.

12.

Communication

12.1 Once approved the Better Care Fund Plan will be published on the Cheshire East
Council website with links to the two CCGs and Healthwatch Cheshire East
websites. There will be on-going engagement activity through the two CCG
integration programmes.

13.

Background and Options

13.1 The opportunity afforded by the Better Care Fund is to translate the ideas that are
already well established within the Cheshire East health and care economy into
action, to drive change and transformation at pace.
13.2

This commitment is acknowledged by the ambitions of Caring Together and
supported by the Cheshire Pioneer Programme which aims to ensure that
individuals in Cheshire stop falling through the cracks that exist between the NHS,
Social Care and support provided in the Community, and we will avoid:
• duplication and repetition of individuals experience, with people having to
re-tell their story every time they come into contact with a new services
• people not getting the support they need because different parts of the system
don’t talk to each other or share appropriate information and notes

• the “revolving door syndrome” of older people being discharged from hospital to
homes not personalised to their needs, only to deteriorate or fall and end up
back in A&E
• home visits from health or care workers are not co-ordinated, with no effort to
fit in with people’s requirements
• delayed discharges from hospital due to inadequate co-ordination between
hospital and social care staff
13.3 The clear commitment is that we will move away from commissioning costly,
reactive services and commission those that will develop self-reliance, focus on
prevention, improve quality of care, reduce demand and take cost out of the
system for re-investment into new forms of care. Across Cheshire we are aligning
our commissioning approaches and where relevant jointly commissioning services
to deliver consistency and integration in the wider service landscape.
13.4 By 2015, the communities of Cheshire will begin to experience world class models
of care and support that are seamless, high quality, cost effective and locally
sensitive. Better outcomes will result from working together with:• Better experiences of local services that make sense to local people rather than
reflecting a complex and confusing system of care
• More individuals and families with complex needs are able to live independently
and with dignity in communities rather than depending on costly and
fragmented crisis services
• Enhanced life chances rather than widening health inequalities
13.5 Every community in Cheshire is different and that is true in Cheshire East. Local
solutions will reflect local challenges, but our shared action will be united around
four shared commitments:
• Integrated communities: Individuals will be enabled to live healthier and
happier lives in their communities with minimal support. This will result from a
mindset that focuses on people’s capabilities rather than deficits; a joint
approach to community capacity building that takes social isolation; the
extension of personalisation and assistive technology; and a public health
approach that addresses the root causes of disadvantage
• Integrated case management: Individuals with complex needs – including
older people with longer term conditions, complex families and those with
mental illness will benefit from their needs being managed and co-ordinated
through a multi-agency team of professionals working to a single assessment, a
single care plan and a single key worker
• Integrated commissioning: People with complex needs will have access to
services that have a proven track record of reducing the need for longer term
care. This will be enabled by investing as a partnership at real scale in
interventions such as intermediate care, re-ablement, mental health services,
drug and alcohol support and Housing with support options
• Integrated enablers: We will ensure that our plans are enabled by a joint
approach to information sharing, a new funding and contracting model that

shifts resources from acute and residential care to community based support, a
joint performance framework, and a joint approach to workforce development.
13.6 The current position of rising demand and reducing resources make the status
quo untenable. Integration is at the heart of our response to ensure people and
communities have access to the care and support they need.
13.7 Locally within Cheshire East, two integration programmes are at the heart of this
work, connecting workstreams across the Cheshire footprint as appropriate, while
also affording opportunities for learning and re-modelling care according to the
needs of local populations.
13.8. Caring Together (including ECCCG and Cheshire East Council) - This area
covers a population of approximately 201,000 residents, and includes the urban
areas of Macclesfield, Congleton and Knutsford. Whilst life expectancy is above
the national average, there are significant disparities between areas. The main
causes of premature death are circulatory and respiratory disease, cancers, and
diseases of the digestive system, with particular links back to lifestyle issues of
obesity and alcohol consumption. This area includes 23 GP practices, and works
closely with the Local Authority of Cheshire East.
13.9 A partnership of health and social care organisations have developed a shared
vision across Eastern Cheshire that is called ‘Caring Together’ – joined up local
care for all our wellbeing. This is aimed at bringing about a radical shift in care
from reactive hospital based approach to a proactive community based care
model. The approach is patient-centred and will use a new and enhanced primary
care approach as the foundation. The notion of the empowered person is at the
starting point of great care. The model builds out from this using a locality team
approach and specialist in-reach to support primary and community care more
effectively.
13.10 The vision in this area was developed in partnership between professionals and
the public, and is clinically driven, incorporating the National Voices Principles3. In
Eastern Cheshire it is the belief that integration cannot be delivered by one
organisation working alone in isolation, but must be delivered through genuine
collaboration.
13.11 Connecting Care (including NHS South Cheshire CCG and NHS Vale Royal
CCG, Cheshire East Council and Cheshire West and Chester Council) - This
locality has a population of approximately 278,500 and includes 30 GP practices
(18 in South Cheshire, 12 in Vale Royal). This area covers a proportion of
Cheshire East and Cheshire West and Chester Council. The two CCGs share a
management team to provide efficiencies. Patient flows to the local hospital
(Leighton) have illustrated that 92% are from people living within the boundaries of
the two CCGs. There are significant financial pressures that exist within the health
3

http://www.nationalvoices.org.uk/integrated-care-1

and social care geographies in this locality and this is due in part to a relative lack
of deprivation against national benchmarking making it difficult for local
organisations to individually draw resources to create the headroom for innovation.
13.12 The local Partnership Board recognises the work that is already taking place with
regards to developing integrated services to meet the needs of the local
communities. The approach undertaken so far has been to deliver integrated
services locally, led by empowered staff groups and with a clear focus on
improving outcomes and reducing health inequalities. This has engaged front line
health and social care staff, clinicians, patient groups, the voluntary sector and
commissioners. The Partnership Board has now acknowledged the need for
further work to produce an integrated plan that will ensure this ‘bottom up’
approach is co-ordinated and meets the needs of the local Health and Wellbeing
strategies to achieve real scale and pace.
13.13 Commissioning of Integrated Services - effective commissioning of services to
secure improved outcomes for residents is at the heart of the Better Care Fund,
and the partnership within Cheshire East acknowledges this.
13.14 Consideration has been given to whether additional joint activity and
commissioning resources should be included in the Better Care Fund pooled
budget from April 2015.
The partners, through the Cheshire East Joint
Commissioning Board, have discussed this extensively and determined that a
cautious and measured approach to growing the pool is to be followed as the
collective reach is extended in identifying appropriate activity to be included.
13.15 Common areas for commissioning reviews have been identified for 2014/15 and
2015/16 across the partnership. Currently commissioning reviews are underway
in the areas of alcohol and substance misuse, and learning disabilities. At the
point of each review decisions will be considered to joining the activity and
commission to the pool. Part of the reason for doing this is to ensure that there is
not a loss a focus, via the Better Care Fund, on addressing the shared outcomes
and measures that all partners are aiming to secure. For this reason the
partnership does not wish to get ahead of themselves or overstate their ambition
early and then under-deliver.
13.16 The ambition of the partnership is clearly to connect commissioning activity to
improve the health and care outcomes for residents. The Better Care Fund,
commencing in 2015 is seen as a staging post on the journey which will result,
over time, in significant combining of resources to more effectively drive innovation
and improvement.

14.

Access to further information

14.1

For further information relating to this report contact:

Name
Designation
Date
Telephone
Email

Guy Kilminster
Corporate Manager Health Improvement
21.3.2014
01270 686560
guy.kilminster@cheshireeast.gov.uk

15. Appendices
Appendices Table
Appendix One

The Cheshire East Health and Wellbeing Board Better Care Fund
Plan

Governance
Prior Committee Approval / Link to other Committees
This Report went to the Cheshire East Health and Wellbeing Board on 25th March 2014
and is on the agenda for the NHS South Cheshire CCG Governing Body on 27th March
2014. It goes to the Council’s Cabinet on 1st April 2014 and the Plan has to be
submitted on 4th April 2014.

CCG Health Needs Priorities addressed by this report – please
indicate
To protect our citizens from harm
To make care more integrated & co- 

To prevent alcohol related harm

To
prevent
prematurely

people

dying



ordinated
To ensure high quality and effective
mental health services are available 
to all
To address inequalities across our 
towns and villages

CCG 2013/14 Annual Plan programme of work this report is linked to –
please indicate
Caring Together
Quality Improvement


Mental Health & Alcohol

Other

Key Implications of this report – please indicate
Strategic
Consultation & Engagement

Finance
Equality

Quality & Patient Experience
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Cheshire East Health and Wellbeing Board
Better Care Fund planning template
1)

PLAN DETAILS

a) Summary of Plan
Local Authority

Cheshire East Council

Clinical Commissioning Groups

NHS South Cheshire Clinical Commissioning Group
NHS Eastern Cheshire Clinical Commissioning Group
Cheshire East Health and Wellbeing Board (HWB) has
a population of approximately 370,000 residents. This
area is coterminous with the geographic boundaries of
the Local Authority, and the area contains two Clinical
Commissioning Groups; NHS Eastern Cheshire CCG
and NHS South Cheshire CCG.
Our two CCGs whilst established from the same
Primary Care Trust come with some quite different
population needs and requirements, high numbers of
the frail elderly in parts of the area and differences in
the levels of affluence, both of which affect the care
needs and the drivers for change.

Boundary Differences

The health needs of Eastern Cheshire patients are
provided mainly by a small District General Hospital in
Macclesfield, however the patient flow for additional
acute and the majority of specialist services is into the
Greater Manchester configuration.
South Cheshire CCG was formed in close
collaboration with Vale Royal CCG (within Cheshire
West and Chester) – the close working relationship
and shared management arrangements are due to the
patient flows of patients around Leighton, a small
District general hospital (Mid Cheshire Hospital
Foundation Trust).Over 90% of patients from both
CCGS use MCHFT as their acute provider of services.
We are working closely with our neighbouring
Cheshire West and Chester Health and Wellbeing
Board to help improve the patient flows across the
broader Cheshire geography as well as into
neighbouring areas beyond the Cheshire boundary, in
line with our joint and collective involvement in the
Cheshire area Pioneer Programme.

Date agreed at Health and Well- Draft version approved: 14.02.2014
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Being Board:

Final version approved: 25.03.2014

Date submitted:

Draft version approved: 14.02.2014
Final version submitted: 05.04.2014

Minimum required value of
£1.209m
BCF pooled budget: 2014/15
2015/16 £23.891m
Total agreed value of
£9.221m
pooled budget: 2014/15
£23.891m
2015/16 The above £23.891m includes the S256 funding from
the Council and two CCGs for Reablement and Carers
Breaks.
b) Authorisation and signoff

Signed on behalf of the Clinical
Commissioning Group
By
Position
Date

Signed on behalf of the Clinical
Commissioning Group
By
Position
Date

NHS South Cheshire CCG
Simon Whitehouse
Chief Operating Officer
Informally approved 14/2/14
Formal approval for April.

NHS Eastern Cheshire CCG
Jerry Hawker
Chief Operating Officer
Informally approved 14/2/14
Formal approval for April.

Signed on behalf of the Council
By
Position
Date
Signed on behalf of the Health and
Wellbeing Board
By Chair of Health and Wellbeing Board
Date

Cheshire East Council
Lorraine Butcher
Executive Director of Strategic
Commissioning
Informally approved 14/2/14
Formal approval for April.
Cheshire East Health and Wellbeing Board
Councillor Janet Clowes
Informally approved 14/2/14
Formal approval for April.
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c) Service provider engagement
Please describe how health and social care providers have been involved in the
development of this plan, and the extent to which they are party to it.
The Cheshire East Health and Wellbeing Board’s Better Care Plan builds upon the work
already underway as part of our successful Integrated Care Pioneer submission.
The Cheshire Integrated Care Pioneer involves providers from across the health and
social care economies within the geographies of the two authorities (Cheshire East and
Cheshire West and Chester). The vision and ambition of the Pioneer submission has
been endorsed by both commissioners and providers who worked together to secure
Pioneer status.
The Better Care Plan supports and integrates the change programmes from Cheshire
East Council (CEC) and our two CCGs; ‘Caring Together’ in Eastern Cheshire and
‘Connecting Care’ in South Cheshire.
In the development of the Plan a number of engagement events have been undertaken,
seeking the views and engagement of our various providers. This engagement builds
upon the local engagement activity underway within the CCG integration programmes.
Both are proactively involving providers in their planning. For example the four workstreams developing the caring Together future care model all include provider
representatives, from the hospital and mental health trusts, GPs and the community and
voluntary sector. Additionally there are a number of ongoing multi-agency programmes of
work involving a range of partners – namely Cheshire East Council, East Cheshire Trust
(as the main provider of community health services), housing and voluntary, community
and faith sector providers. These are all contributory activities towards the broader
integration agenda.
Further work will be required to continue the dialogue with Providers, particularly in
relation to the outcomes of the Plan and the risks and impacts of the changes that will be
taking place. A meeting of Hospital and Mental Health Trust Chief Executives with the
Health and Wellbeing Board took place recently and further telephone conference calls
are booked in with the BCF steering group. This is in addition to the ongoing provider
engagement in the two CCG localities in relation to the detailed work already underway.

d) Patient, service user and public engagement
Please describe how patients, service users and the public have been involved in the
development of this plan, and the extent to which they are party to it
Health Watch Cheshire East are engaged with the Better Care Fund planning through
their representation on the Health and Wellbeing Board and the integration programmes
of the two CCGs. They are also assisting with aspects of the Adult Social Services
improvement initiative which links into the integration agenda (for example in relation to
developing the Carer Strategy).
Within the Eastern Cheshire part of the HWB area the Caring Together Programme has
undertaken detailed engagement with the community with the support of ‘Participate’
who, working in partnership with the CCG and partner’s communications teams, have
3
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captured insight from patient/carer groups through previous work undertaken and new
engagement events and street surveys. This has been analysed and coded for common
themes.
Participate have undertaken a series of interviews with individuals from three different
stakeholder groups to capture their insight on the barriers to achieving integrated care
and how they can be overcome within Eastern Cheshire. The three stakeholder groups
were GPs, representatives from NHS and social services workforce and leadership
(Other Professionals), and representatives of voluntary, community, and faith sector
organisations (VCFS).
In addition the four work-streams that are developing the new care model all include
patient representatives.
A full breakdown of all events is included in the embedded document below:

engagement
log.docx

The outcomes and relevance of the engagement to the whole community is currently
being assessed, aiming to identify where additional engagement might be beneficial,
taking into account the different aspects of the community in the south of our area. The
early assessment suggests that the engagement will be sufficiently representative at this
stage, ahead of more detailed engagement around the Better Care Fund.
Connecting Care for Vale Royal and South Cheshire CCG footprints is to undertake
engagement with patients and public alongside key stakeholders to ensure, at an early
stage of planning, that the valuable engagement with our population is embedded. Initial
engagement has taken place through a workshop based on the SCCCG operational plan
which highlighted the strategic direction of travel for Connecting Care.

e) Related documentation
Please include information/links to any related documents such as the full project plan for
the scheme, and documents related to each national condition.
Document or information title

Outline

Pioneer Programme
Expression of Interest

This Pioneer programme outlines the commitment
and plans of the Cheshire West and Chester and
Cheshire East Health and Wellbeing Boards to
integrate care and support services across the
County area of Cheshire. The Pioneer programme
sets out the common framework for integration;
Communities, Case Management, Commissioning
and Enablers as reflected in our BCF submission.

http://caringtogether.info/videos/8?p
roject_id=1&client_id=1
Caring Together (Eastern
Cheshire CCG)

This programme outlines NHS Eastern Cheshire
CCGs and partners proposals to redesign services
4
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The Case for Change document
will be supplied once signed off
by all parties.
Need to Insert

across the Eastern Cheshire area, including the
integration of activity across health and social care
functions.
This is the pre consultation document which
describes the rationale behind the Caring Together
Programme. Key headlines are the imperative to
change to enable the population of Eastern Cheshire
to be empowered to manage their own health, and
the delivery of a sustainable health and social care
system both in terms of cost and capacity

Connecting Care (South CCG)
Connecting Care
vision statement 9Dec

Joint Strategic Needs
Assessment
http://www.cheshireeast.gov.u
k/social_care_and_health/jsna.
aspx

This programme outlines NHS South Cheshire CCGs
and partners proposals to redesign services across
the South Cheshire area, including the integration of
activity across health and social care functions.
This is a joint CCG and local authority assessment of
the needs of residents across Cheshire East Council.
This provides a common evidence base for the
design and delivery of services.

Additional documentation/links
to documentation
Health and Wellbeing
Strategy 2014 - 16 v

Cheshire East Health and Wellbeing Draft Strategy
2014 - 2016

Early Help Strategy – Cheshire East Council
The Provision of
Early Help in Cheshire

Briefing Paper The
Strategic Direction of

Promoting Open Choice – Strategic Direction of
Travel for CE Adults Social Care – Cheshire East
Council

Need to Insert

Adult Social Care – Informal Support to Address
Prevention and Early Intervention – Cheshire East
Council

Need to Insert

Draft 2 Year Operational Plans - EC CCG and SC
CCG

Draft_VPHS[1].pdf

Draft Vulnerable People Housing Strategy – Cheshire
East Council
5
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National Conditions
Any documentation specific to these to insert??
Plans to be jointly agreed
Protection for social care
services (not spending)
7 day services in health and
social care…
Better data sharing between
health and social care, based on
the NHS number
Ensure a joint approach to
assessments and care planning
and ensure that where funding is
used for integrated packages of
care, there will be an accountable
professional.
Agreement on the consequential
impact of changes in the acute
sector

VISION AND SCHEMES
a) Vision for health and care services
Please describe the vision for health and social care services for this community for
2018/19.
• What changes will have been delivered in the pattern and configuration of services
over the next five years?
• What difference will this make to patient and service user outcomes?
Our submission under the Better Care Fund is designed to deliver our collective vision
that within three-years the individual’s residing within Cheshire East will enjoy improving
standards of health and well-being through the implementation of our joint and collective
plans. This will be delivered through our framework of integration, which incorporates
that of the Pioneer Programme that is built around:
•
•
•
•

Integrated Communities: residents will be supported within their communities by
employing a mind-set that builds on the principle of community capabilities rather
than deficits.
Integrated Case Management: residents will receive a more coordinated
experience of care and support services through the use of a single point of
access and our support of seven-day working.
Integrated Commissioning: services commissioned for local residents will be
based upon strong evidence and proven effectiveness and commissioned as part
of a whole system approach to commissioning.
Integrated Enablers: on a pan-Cheshire geography we will use this work-stream
to support the issues that will enable long-term integration, addressing issues such
as; data-sharing, funding and contracting, and workforce development.

Over the next five years, and starting with those individuals with complex needs, our
models of care will focus on:
• empowering people to live full and healthy lives, self-manage and where required
6
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•
•
•
•
•
•
•

supporting people and their families with improved information and technology
strengthening primary care and its role in proactive long term condition
management
increasing the investment and portfolio of services in the community to support
care closer to home where safe and effective to do so
providing access to specialised services to optimise the safe care and clinical
outcomes for patients
people knowing where to get the right help at the right time
people feeling safe in their communities
people being active members of their communities and reducing social isolation
carers supported to continue caring in partnership with other support services

Partners are committed to the following statements, to ensure that our future model of
care and support services deliver the practical outcomes to local stakeholders/
People will agree that the following statements reflect their experience of local care and
support:
• I am in control and treated with dignity and respect
• I feel part of a tight-knit team that works with me and tackles any obstacles to
getting the help I need
• I only have to tell my story once
• I don’t have to wait for a crisis to get the help I need
• I know that I, my family and carers have the support and information to help me
• I only need to go to hospital when I need to and have access to quality support in
my local community
• I am in control of what happens to me
With improved outcomes that seek:
• Improved (better compared to current baseline) experiences of care
• Improved (exceed national best practice benchmarks) clinical and care outcomes
• Reduced health inequalities (better access to hard to reach groups)
• Increased range of low level support services
And building on the work from each of our areas we want our public to be able to simply
say, ‘I am supported to live well and stay well because I can access joined up care and
support when I need it’
Commissioners will agree that the following objectives have been achieved:
• We don’t let organisational boundaries get in our way of what is right for our
communities
• We jointly invest in the things that our residents need and the things that work
• We work as a team and rarely plan or commission as separate organisations
• We work to a shared plan that will help us secure good outcomes even as demand
for services rise and budgets reduce.
Providers will tell us that the new system displays the following features:
• We work in an environment that helps us put people first
• We are given the permission to imagine, experiment and learn
• We work like a single organisation with joint systems, staff and ways of working.
7
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With improved outcomes that seek:
• Improved utilisation of services (including reduced use of acute and residential
care and increased use of primary and community services)
• Better use of financial resources through improved productivity because of the
reduction of duplication, waste and variation and opportunity to draw on resources
from other sources
• Achievement of the national outcome for integration to support sustained health
and social care organisations and services
• Collaborative working across organisations
Our plans highlight the activity and approach to the implementation of projects contained
within our BCF submission, which will result in continued improvement in the health and
well being out comes for the individual’s with our area.

b) Aims and objectives
Please describe your overall aims and objectives for integrated care and provide
information on how the fund will secure improved outcomes in health and care in your
area. Suggested points to cover:
• What are the aims and objectives of your integrated system?
• How will you measure these aims and objectives?
• What measures of health gain will you apply to your population?
The primary aim of our proposals is to provide quality care more efficiently and effectively
to local residents. As outlined above we are committed to delivering improvements
outlined against the payment by result elements agreed within our BCF against the five
national outcomes attached to the BCF.
Caring Together
Within the Eastern Cheshire CCG area of the HWB geography the Caring Together
programme, a whole health and care economy initiative, aims to transform the way all
care is delivered. A case for change has been developed which is based on intelligence
and analysis from all partners and is cognisant of challenges to be met, organisational
accountabilities and joint outcomes to be achieved across health and social care and the
wider communities sector.
Caring Together (CT) brings together professionals, patients, stakeholders, providers,
community groups and the public to help shape the future of health and social care
services in Eastern Cheshire. The aim is to deliver a new person centred model of care,
with a seamless approach to be co-designed and tested in Eastern Cheshire, shaping
integrated community focused models of care in conjunction with the other areas within
the Cheshire Pioneer area.
There are specific work streams that include providers from the NHS, Social Care and
the Community and Voluntary Sector. They are informing the Case for Change, the
Quality Standards and the design of the new Care Model.
Given the flow of patients within Eastern Cheshire, the Caring Together Programme links
8
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into the Greater Manchester acute service reconfiguration programme to ensure that
specialist services can be accessed within agreed pathways.
Connecting Care
Within the South Cheshire area of the HWB area the Connecting Care in communities
programme, a whole health and care economy initiative has been established to ensure
quality, personal, seamless support in a timely, efficient way to improve health and
wellbeing’.
The overall aim of the programme links closely with the Caring Together programme,
where the commitment is that the Cheshire partners will transform the health and social
care system by:
• Working much more closely together and in smarter ways to provide reliably
and without error, the care that will help people and ONLY the care that will help
o Putting the individual at the centre of all care – ‘no decision about me,
without me’, improving their experience of care
o Assure quality by employing high quality, well trained staff with strong
leadership and development skills
o Focusing on the multiple determinants of both physical and mental ill-health
and creating innovative solutions across partners
o Creating more opportunities for and embedding cross organisational working
that reduces duplication and achieves the best use of available resources
o Adding value to the lives of individuals and their families/carers and
decommissioning care that does not add value
o Exploiting the use of new technologies to support independence, self-care and
information sharing across partner organisations
•

Building and strengthening community based services and support
o More care will be organised and delivered outside of traditional hospital
settings, in local communities with the development of integrated teams and
closer collaboration across teams
o People will access services differently:
 with GP practices/neighbourhood focused teams and community
services delivering care and support ‘closer to home’
 with a smaller, more flexible community facing hospital delivering
emergency and specialist care and
 regional specialist hospitals continuing to deliver specialist care, some
of which will be in the community setting
o Traditional 5 day per week community services will be extended to offer
support when needed, 7 days per week
o Care and support will be personalised, timely, responsive and seamless

•

Developing our workforce and community assets to deliver new ways of working
o Empowering individuals at a local level to lead change and problem solve with
full support from their colleagues
o Supporting people, their families/carers to take responsibility for their own
wellbeing and make choices about their care based on their personal goals
o Offering education, training and development programmes to support the
implementation of new ways of working, self-care, local leadership, change
management and improvement approaches.
9
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The HWB will through the BCF, align and integrate the two distinct programmes, so that
the specific flavours and requirements unique to the two CCGs areas can be supported
and delivered, within the overall co-ordination and oversight of the HWB and the wider
Pioneer submission.
Remove below in yellow and add into Metrics Technical Template??
Below we set out our current benchmarks against these outcomes, and highlight the
improvements we hope to deliver through the BCF. It is important to note that in
examining the local performance against the nationally recorded data there are a number
of concerns about the quality of the data. There is continued work in progress on our
performance, which will receive further scrutiny and refinement through 2014/15, with the
current analysis of our performance being detailed below:
Permanent admissions of older people (aged 65 and over) to residential and
nursing care homes per 100,000 population:
The English average is currently 690.3 admissions per 100,000 population, whilst across
the Cheshire East area we are currently reporting achievement at 561.1. We know that
current performance reported is distorted by the treatment and categorisation of our
respite care, which we believe is incorrect, resulting in an increased baseline. We will
review our baseline during the early part of 2014/15 and following this review we will
determine our collective ambition around the level of improvement we wish to achieve.
Proportion of older people (aged 65 and over) who were still at home 91 days after
discharge from hospital into re-ablement / rehabilitation services:
The English average is currently 82.6% of older people remaining in their own homes
after 91 days from discharge from hospital, whilst across Cheshire East 79.3% were still
at home. It is important to note that across the Cheshire East area whilst our %
performance is lower than the national average our delivery is to a larger % of the
population, which will have a greater impact as we improve the proportion of older people
still at home after 91 days. Our aim is to improve performance by continuing to expand
the number of older people who have received reablement services whilst also seeking to
increase those staying at home more than 91 days by 1% each year, until we reach our
ambition of being upper quartile.
Delayed transfers of care from hospital per 100,000 population:
The English average is currently not known so it is not possible to compare the local
performance against the national delivery. Locally across the Cheshire East area we are
currently achieving 302.75 and will aim to reduce this by 5% from our baseline by 31
March 2015, continuing to improve on that performance year on year until we are
recording high quartile performance. Detailed below is a graph showing the average
monthly delays from April 2011, which is one of the indicators being monitored locally:
Avoidable emergency admissions:
We have detailed our performance below for our two CCGs. We will add our collective
ambition within the final submission, which will seek to improve performance and reflect
10
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the differing age profiles of the two CCGs.
Await the information provided by NHS England.
CCG

English Avg

South
East

-

Baseline
(2012/13)
2,093.3
2,211.0

March ‘15
Tbc
Tbc

At Mid Cheshire Hospital Foundation Trust (MCHFT), South Cheshire CCG and Vale
Royal CCG we have invested in additional services within the hospital setting (A&E) in
particular to increase levels of staffing to treat patients quickly. There has been detailed
analysis of the flow of patients both in A&E, but also across the wider hospital services to
target those areas needing improvement to ensure the “front door” is not in crisis.
Eastern Cheshire has invested in a ‘primary urgent care’ service linked to the NWAS
pathfinder scheme providing an acute GP visiting services to optimise care outside of
hospital and prevent avoidable admissions.
The CCGs have also invested in alternatives to acute care beds – these are multi agency
services outside of the hospital setting ensuring patients can be discharged quickly,
either from A&E or from hospital wards. The combination of investment and new services
in place have meant that both MDGH and MCHFT has managed to deliver the four hour
A&E target, and non elective admissions have remained on or slightly under plan for
2013/14.
The experience of patients and service users:
Proportion of people who feel supported to manage their long-term condition:
Across the Cheshire East area we are currently achieving % of 74.1 in the South
Cheshire CCG area and 77.5 in the Eastern Cheshire CCG area, with an aim to increase
this to upper quartile levels by 31 March 2015.
The table below is the Eastern Cheshire CCG submission in the operating plan to cover
“what is your ambition for improving the health related quality of life for people with long
term conditions”:
Average EQ-5D
score for people
reporting having one
or more long-term
condition
Baseline
2014/15
2015/16
2016/17
2017/18
2018/19

77.50
78.60
79.70
80.80
81.90
83.00

Equivalent information is currently being sought for the south area.
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Locally important indicators:
Whilst these national indicators will provide an important measure of success in creating
a more integrated model of care and support services, it is also important that partners
monitor local outcomes that are tailored to the pressures that we know exist within local
services. Therefore, alongside these national outcomes, we have focussed on the area
where we know we need to make significant improvements
Direct admissions from hospital to long-term care settings:
We know that across the HWB we have challenges with direct admissions from hospital
to long term care settings. We have regularly reviewed the information provided by the
North West AQUA survey and will seek to develop strong robust indicators that will stand
ongoing measurement.
Our local performance is x against our regional comparator performance of y. We will
seek to improve this performance to upper quartile levels within a three year period.
We are currently considering the impact of additional local indicators such as falls and
dementia.
It is also important to note that like all HWB areas there will be a need to take into
account the recent Zero Based Review of the coding and classification by CIPFA and the
Department of Health of Adult Social Care. This will require a full rebaslining of activity
and the selection of appropriate indicators during 2014/15. It is suggested that a quick
assessment of the situation be undertaken by CIPFA and DH.

c) Description of planned changes
Please provide an overview of the schemes and changes covered by your joint work
programme, including:
• The key success factors including an outline of processes, end points and time
frames for delivery
• How you will ensure other related activity will align, including the JSNA, JHWS,
CCG commissioning plan/s and Local Authority plan/s for social care
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Three key schemes underpin our BCF proposals in the immediacy with recognition that
further work programmes will be added as joint commissioning activity progresses and
indentified synergies emerge. As these schemes progress, other funding sources for
those activities will be added to the BCF as appropriate.
Transition planning during 2014 – 2015 will be facilitated by early changes to current
working practices, and learning from changes already introduced (for example the
extension of GP urgent care in the Eastern Cheshire CCG area using winter pressures
monies which has demonstrated significant impacts upon A and E admissions). We will
move towards full implementation in 2015-2016. Section 256 monies will be used to help
achieve these quick wins.
PLANNED SERVICE
AREA 1

SELF CARE AND SELF MANAGEMENT INITIATIVES

SERVICE DESCRIPTION

Within the Connecting Care and Caring Together whole
system major change programmes it is recognised that to
achieve transformational change which provides lasting
benefits to local residents we need to ensure that the
individual is empowered to take responsibility for their
own care and health.
The aim is therefore to continue to develop our voluntary,
community and faith sectors to provide vital services to
support individuals, families and local communities to
support themselves and thereby reducing reliance on
statutory services.
As individuals, we want to be given the right advice,
information and support to be independent. Families want
to be enabled to continue to care and share care.

Communities want to be self-reliant (with support) to
provide for themselves. Statutory commissioners can
enable this to happen locally by stimulating and where
necessary contracting with the sector to ensure low level
advice, information and support services are available at all
levels (individual, family, community).
The BCF will be utilised to ensure an enhanced range of
advice, information, care navigation and community
development services are available in a range of settings
and where possible to have these work as part of integrated
teams and services.
The Fund will be further used as investment in the
community infrastructure to develop a range of services
and initiatives with the aim of these becoming self
sustaining over time.

The focus on changing the dependency on statutory
services to a culture of self help and self management will
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require a range of interventions from public health
promotional initiatives through to community development
interventions.
Intended Target Group

All Residents of East Cheshire

Impact Assessment on
Patient Groups

All patient groups will be positively impacted by the range
of information, advice and community support to be made
available. The intention will be to have a generic level of
support available and fully accessible within local
neighbourhoods and communities. Additional targeted
support and information for specific high risk groups will
be prioritised e.g. mental health, frail elderly.

Impact on Acute Care
Sector

The impact on the Acute Care Sector will be to divert people
from resorting to attending A&E directly or via NWAS by
providing the public with the necessary support and
information to ensure that people know how to access
appropriate community based support. The initiatives will
target prevention measures and early intervention by
providing access to early support to prevent a situation
escalating.
By diverting from A&E attendance and requests for
ambulance call outs there will be a reduced likelihood of
inpatient admissions. Demand on A&E will also be reduced.

Support for Seven Day
Services

Service and support initiatives will ensure consideration of
seven day support and selected advice and information
sources being available 24/7.

Use of NHS Number as
basis for Information
Sharing

There will be limited use of NHS number with the lower
level support initiatives and advice / information sources.
Where this is possible this will be linked into public sector
provision.

Protection of Social Care
Services

The shift of focus to prevention and early intervention
initiatives is critical for the needs of individuals to be
appropriately met at an early stage. Utilisation of the BCF
pooled budget to deliver low level response services will
prevent deterioration and facilitate early access to the
appropriate care pathways and will be an essential element
of the prioritisation of spend.
Services being considered for further investment include
care navigators and care brokers for people who are not
eligible for social care services or those who choose not to
access services via a formal route. The offer of support and
care navigation is an essential part of the advice and
information services which takes account of the need to
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provide this in a way that is supportive and responsive to
an individual who may struggle to make sense of what is
available on their own.
The development of the personalisation agenda required
the support of the whole system to support the principle of
the empowered person having access to the range of
information and advice and support to ensure they
accessed the right help at the right time. The focus of
support to enable self help and self management inevitably
supports the social care agenda and the wider whole system
support for independence and self reliance.
Joint Assessment and
Accountable Lead
Professional

The initiatives within this planned area of enhanced service
development is dependent on linkage with statutory
services to ensure those who need a more formal
assessment of their health and social care needs are able to
access this quickly and appropriately.

Once the access is determined the joint assessment and lead
professional principles within statutory provision will
become effective.
There is however the development of the care navigator
role which is intrinsic to more specialist types of voluntary
sector and community provision which mirrors the
principles of a lead professional maintaining oversight of
the person and their family to ensure they get to the right
help when they need it.

PLANNED SERVICE
AREA 2

INTEGRATED COMMUNITY SERVICES

SERVICE DESCRIPTION

Integrated health & social care services will be needed for
those people likely to be identified through risk profiling
with increasing frailty and multiple health and social care
needs (largely but not exclusively people over 70 years old).
The core teams will be focused around groups of GP
practices and will have the team as the single point of
access. An appropriate professional will take on the coordination of care for each individual within the team – this
could be the GP or another professional depending on the
needs of the person.

We are considering new models for contracting where a
lead provider could co-ordinate services from one or more
provider and is held accountable for the overall service
model of delivery. The Better Care Fund is the opportunity
to expand the capacity within social care beyond the
current levels determined by critical and substantial needs
(current Cheshire East Council Fair Access to Care criteria)
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in order to support those people whose care needs are
complex and without such support would be at risk of
hospital admission.
The integrated teams will be the basis of transformation of
services and will extend to wider integrated teams
including community based geriatricians, mental health
services, alternative beds to the acute hospital and new
services to focus the long term care of these patients
outside hospital or long term care settings in a coordinated, responsive manner. This will include provision
currently referred to as Intermediate Care.
The voluntary, community, faith and private care sectors
will play a key role in supporting the integrated team model
by providing additional wrap around services to keep
people at home and help co-ordinate services.
The range of community care support services will be
expanded to increase the range of services which provide
short term interventions with a recovery focus which will
target specific patient groups e.g. stroke care. Lower level
support services which provide a monitoring and oversight
role will be included in the service model.
This service response aims to provide short term and
flexible care and support which may prevent the need for
more costly service provision. We believe short periods of
monitoring and assessment over time will ensure that the
person gets the right care and treatment following a robust
and thorough assessment. The plan will be to use the
integrated community service model to assess, treat and
provide the required interventions to people within the
community to prevent the need for people to need to access
hospital based services apart from those with the most
urgent and/or critical conditions.

Further exploration of assistive technology solutions for
care and telehealth options will be part of this service
development in addition to seeking new and innovative
care and support solutions not currently available.

The early work completed in designing the new community
model of service has included the development of new job
roles, which have a multi functional purpose. The aim being
to be proactive in engaging people deemed to be in the high
risk groups to develop coping strategies linked to their
condition/situation and make available to them information
and advice regarding a range of issues e.g. financial support,
forward planning, contingency risk planning, local
community support etc.
The early work within the major change programme has
seen the emergence of multi disciplinary teams of staff
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working

together around specific GP practices/clusters of practices.
The model described above will take this early step change
to the next level of incorporating a more structural change
to the multi disciplinary working and move to a robust
model of care coordination for those within the agreed
target group.
Single assessments, care plans, care record systems will be
key deliverables in addition to single contact number to
access the new integrated community service. People
having to tell their story once and being central to shaping
the care they receive and how it is delivered will be key
design criteria of the service model.

This model of service is heavily dependent on having a
range of skilled and highly trained assessing professionals
with the skills to provide treatments and interventions in
the community. To support this it is essential that there is a
broad and accessible range of wrap around care and
support services which will largely be commissioned within
the voluntary and private care sector.
The intention would be to develop a menu of services which
will be flexible and responsive 24/7. This will include
domiciliary care support, intermediate care services, bed
based community assessment options, home based nursing,
allied health professionals.
Intended Target Group

The priority target group will be those individuals who are
deemed to be experiencing complex and multiple long term
conditions. This will include a significant proportion of the
over 70 population. This will for some areas of high
deprivation include more people under the age of 70

Impact Assessment on
Patient Groups

There will need to be a full equality impact assessment as
the service model is further developed. It is however
intended that people with dementia and other mental
illness diagnoses will be included as part of the target
group. The research and evidence available identifies the
significance of the co morbidity of dementia and mental
illness alongside other long terms conditions.

Impact on Acute Care

The integrated community service model has a clear
interface with specialist mental health services for adults
and older adults. The plan is to have link professionals to
ensure this interface is a dynamic and effective one to
benefit the individuals using the service and the focus will
be to maintain the concept of care coordinator across the
generic and specialist care sector.
It is intended that the impact will be to reduce the need for
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Sector

A&E attendance and inpatient admission. This impact will
be effected by a more proactive and coordinated approach
to patient care and the use of risk profiling which will
ensure the coordination of care will be aligned with the
timely and appropriate response to an exacerbation of
condition(s).
It is also intended to facilitate early and safe discharge from
inpatient stays by developing the seven day service for all
relevant service areas.

It is intended that the risk profiling will be utilised to
identify potential candidates who may become high risk in
the future and thereby offer preventative measures linked
to self help and self management techniques which will
reduce the risk of condition exacerbation becoming critical.
Ultimate impact will be to reduce attendance at A&E,
admissions to hospital and to facilitate early discharge and
reduce lengths of stay.

Intention will be to ultimately reduce beds within inpatient
units and increase alternatives outside of the hospital
setting.
Linkage between the integrated community teams and
hospital discharge services will ensure a coordinated
approach to ensuring the patient profile and wide support
network is known at the point of admission which will
reduce the need for duplication of assessment whilst an
inpatient.
The model of service will be dependent on strong team
linkages between the secondary care specialists and
diagnostics i.e. community physician and mobile
diagnostics.
Support for Seven Day
Services

Use of NHS Number as
basis for Information
Sharing

Protection of Social Care

Integrated Community services will provide a seven day
service according to the needs of the local population. There
will be the need to utilise the BCF to review the contract
arrangements for all wrap around services which will need
to be available and accessible seven days a week.
This will include access to packages of care support from a
range of services which will need to have staff available and
on standby in the same way they are within Monday to
Friday service provision. This will include statutory and
private and voluntary care support services.
This will be required to be in place as part of the new
service model.

The protection of social care services will include further
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Services

expansion of reablement and recovery based services for
older people and people with dementia; extension of
services to provide respite for carers within the community
setting as a real alternative to residential care options (both
short and long term); development of social care focussed
assistive technology solutions within an overall health and
social care range of assistive technology solutions.
The BCF is an opportunity to ensure that the social care
sector is fit for purpose in terms of scale and range of social
care support and care services. It is necessary to reflect that
the focus on the development of integrated community
assessment and intervention services will be dependent on
a wide range of wrap around care and support services to
support the initiatives needed to deliver viable alternatives
to residential care provision. These services will be
required to be skilled in a range of interventions in a crisis
and be able to work as part of a multi professional
approach. They will also need to be accessible 24/7 and be
sufficiently resourced to work alongside NWAS and OOH
medical services.

Joint Assessment and
Accountable Lead
Professional

The service model will incorporate a single assessment
process involving the most appropriate members of the
multidisciplinary team. Following assessment the person
will be provided with a coordinated plan of care which will
be overseen by a named lead professional who will take on
the role of Care Coordinator.

PLANNED SERVICE
AREA 3

INTEGRATED URGENT CARE/ RAPID RESPONSE
SERVICE

SERVICE DESCRIPTION

We intend to commission and provide integrated urgent
care and rapid response services spanning primary,
community and secondary care (, Urgent Care Centre)The
range of provision will include elements currently provided
by A&E, out of hours social care services, NWAS, GPs, social
care, mental health, learning disability and community
health services. This will mean patients’ urgent care needs
will be met in a rapid and responsive way, avoiding
duplication of work and unnecessary visits to A&E or
hospital admission. Urgent care services will be able to
respond to patients in their own home, in a residential care
setting or at A&E, OOH, Urgent Care Centres in a coordinated system, rather than fragmentation of service
providers.
The model being developed involves the coordination of
key services including GPs, NWAS, assessment specialists
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from health and social care professionals, all of whom will
work together to ensure the prompt assessment of people
who need a more urgent care and/or treatment response
but one which need not be hospital based. The service will
develop further the shared contingency crisis plan
established by the NWAS pathfinder project and to develop
this to a full health and social care plan for an agreed target
group identified by an agreed risk profiling tool.
The model will be implemented as an early step change in a
phased transformation of the whole system within the two
major change programmes. The intention is for the urgent
care/rapid response service to have access to a range of
wrap around services which will facilitate home
assessments of both health and social care needs including
where appropriate diagnostic services. In addition the
range of wrap around provision will include ongoing
assessment and treatment over a period of time to stabilise
the condition and this will include domiciliary care to
provide both personal care, low level health interventions
and where appropriate carer support. The use of assistive
technology solutions for both health and social care support
will be a key element of this service.
The intention would be to develop a menu of services which
will be flexible and responsive 24/7. This will include
domiciliary care support, intermediate care services, bed
based community assessment options, home based nursing,
allied health professionals.

The service will ensure that urgent care where possible is
delivered in a community setting. The service will be
further developed to provide an effective service response
to facilitate early discharge from hospital where a level of
health and social care oversight is required for a short
period following discharge. This will reduce the length of
stay in hospital and avoid residential placements straight
from an inpatient stay with the inherent risk of this
becoming a longer stay or permanent residential placement.
We are considering new methods of contracting for services
which will support providers to “own” or be held
accountable for the patient journey from urgent need/rapid
response to a more stable situation within the home setting.

The scheme will include the NWAS pathway pilot, nursing
care home discharge initiative, 24/7 working to include
increased medical and nursing cover, additional pharmacy
access, increased social worker and access to social care
services. This will also involve a redesign of urgent care,
OOH services and A&E together in order to support patients
with an urgent need requiring rapid responses to avoid an
unnecessary admission to hospital or residential care. The
intention is that access to the rapid response/urgent care
service can be made from any of the patient contact points.
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Intended Target Group

The priority target group will be those individuals who are
deemed to be experiencing complex and multiple long term
conditions.

Impact Assessment on
Patient Groups

All patient groups within the target group will benefit from
the ability to access an urgent care and raid response
service. The need to access hospital based services for
assessment, diagnostics, monitoring and treatment will be
reduced.

For patients with dementia related illnesses or for those
with caring responsibilities there will be a service response
appropriate to meet their needs within their own homes
wherever this is practicable.
Impact on Acute Care
Sector

The impact on the Acute Care Sector will be to divert people
from resorting to attending A&E directly or via NWAS by
providing the public with a contact point for urgent access
to a community based assessment in cases where there is a
need for an urgent medical, health and /or social care
assessment. By providing a viable and robust urgent care
response within the community, there will be a reduction in
demand for assessments within A&E departments resulting
in a subsequent reduction in admissions.

There will be a need to consider how the current
arrangement for accessing A&E departments for certain
diagnostic tests can be relocated to alternate community
settings to ensure that the access to an community based
urgent care response can be safe and effective.
Support for Seven Day
Services

This service model will deliver 24/7. There will be the need
to utilise the BCF to review the contract arrangements for
all wrap around services which will need to be available
and accessible seven days a week.

This will include access to packages of care support from a
range of services which will need to have staff available and
on standby in the same way they are within Monday to
Friday service provision. This will include statutory and
private and voluntary care support services.
Commissioning of these services will need to reflect the
flexible and responsive nature of the service model and will
require a focus on service responses having the flexibility of
multi tasking. The workforce development plans will reflect
the need for new types of professional and support staff
roles.
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Use of NHS Number as
basis for Information
Sharing

This will be required to be in place as part of the new
service model.

Protection of Social Care
Services

The BCF is an opportunity to ensure that the social care
sector is fit for purpose in terms of scale and range of social
care support and care services at times of crisis. It is
necessary to reflect that the focus on the development of
integrated community assessment and intervention
services will be dependent on a wide range of wrap around
care and support services to support the initiatives needed
to deliver viable alternatives to residential care provision.
These services will be required to be skilled in a range of
interventions in a crisis and be able to work as part of a
multi professional approach. They will also need to be
accessible 24/7 and be sufficiently resourced to work
alongside NWAS and OOH medical services.
The commissioning of care services will require a variety of
care and support responses which will be required in an
emergency. The risk of providing alternatives to hospital is
that there is a default to residential based services. The
urgent care/rapid response model of service will ensure an
enhanced range of social care provision is available to
provide a real alternative to a buildings based service
response whenever that can be safely achieved.

Joint Assessment and
Accountable Lead
Professional (Care
Coordinator)

The joint and coordinated assessment of people in a crisis
situation will be a critical element of this service. It will
draw on the crisis and contingency planning which will be
in place for those people deemed to be at risk of crisis or
relapse of their condition(s).
The accountable lead professional will be nominated
according to the individual situation and will ensure that
the crisis plan of care is effective and is attending to the
medical, social care and health needs of the person.

The accountable professionals will be highly trained skilled
professionals who are suitably qualified in the assessments
of people within crisis situations and who are able to
mobilise and coordinate the range of professionals and
support staff needed in any given situation.

Other Initiatives/Tasks
We are developing a range of tasks and activity to ensure the outcomes are delivered, for
example developing the governance surrounding the pooled budget, regular risk
management, contingency planning etc.
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All of the planned changes detailed above are part of the two transformational change
programmes – Connecting Care and Caring Together. The broader context of the Pan
Cheshire Pioneer programme is a critical element to our programme of change and
planning. The pioneer programme takes account of the strategic ambition of the partner
agencies involved and the opportunity to look at the whole system change on a far
greater footprint. Inevitably this means that the planning at this stage for the Better Care
Fund process is not totally aligned with the final proposal and planning stages of these
three key programme areas. The plan therefore reflects a combination of the current
position in terms of agreed plans and stated intentions of the whole system redesign.
Alignment of Activity
Across Cheshire East and Cheshire West and Chester a ‘Pioneer Panel’ has been
established to lead and co-ordinate the integration work across the two areas. This will
be particularly focussed upon the areas of activity that are better undertaken on a panCheshire footprint, including for example workforce development, ICT infrastructure
integration and data sharing.
The alignment of all the health and care economy strategic planning and priority activity
is overseen through the Cheshire East Health and Wellbeing Board. The Board meets
every other month. Over the last 12 months the Board has received reports on the
ongoing refresh of the JSNA, the work to update the Health and Wellbeing Strategy, the
CCG commissioning plans and integration programmes and ongoing improvement
activity within Adults Social Care. A sub-group of the Board is the Joint Commissioning
Board with senior representatives from all commissioners (including NHS England, the
Police and Crime Commissioner, the CCGs, Public Health and the local authority). This
group is prioritising and co-ordinating the re-commissioning activity across the health and
care economy and ensuring joint commissioning where appropriate.

d) Implications for the acute sector
Set out the implications of the plan on the delivery of NHS services including clearly
identifying where any NHS savings will be realised and the risk of the savings not being
realised. You must clearly quantify the impact on NHS service delivery targets including
in the scenario of the required savings not materialising. The details of this response
must be developed with the relevant NHS providers.
It is recognised that the Better Care funding is money that is already committed to health
and social care services. Savings will be required across our health economies.
The impact of the transformation of services across South Cheshire and Vale Royal CCG
collectively, will significantly impact on MCHFT as the local acute provider. The shared
plan – ‘Connecting Care’, is building the case for fewer beds and services within the
hospital setting. Financial resources released from reduction in number of wards will
move to community investment.
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Locally we have already demonstrated the closure of a winter ward through increased
resourcing in community beds/services as alternative provision. Currently 193 beds are
available outside the hospital setting, reducing pressure on both A and E and flow
through the hospital over winter. We intend to widen the extended practice teams to
include community geriatricians (based on the work in Torbay where the inclusion of
community geriatricians demonstrated the reduction in acute beds when alternatives are
available).
The reshaping of current service providers (community health, social care , mental health
and the Third sector) and additional investment from South Cheshire and Vale Royal
CCGs into extended practice teams, should ensure community based services are able
to support older people for longer at home, react quickly to a deterioration in the person’s
health or well being and avoid unnecessary admissions to hospital or residential settings.
MCHFT is an outlier in relation to the high number of reported delays to discharges. We
also need to identify the potential cohort of patients who could avoid a hospital admission
through risk profiling. A full business case is being developed that will clearly identify the
potential cost reductions/movements and reductions in hospital activity necessary to
achieve this transformation. is being driven by the Connecting Care Board where our
main providers are full members.
The risks associated with not delivering the transformation is that the MCHFT will no
longer be financially sustainable as a small DGH, and will not be able to deliver the
current requirements of the NHS Constitution targets, for example the four hour A and E
waiting times; be unable to deliver the required quality improvements and the seven day
working requirements across services.
Similarly the Eastern Cheshire health economy is currently mapping services to be
delivered across four pillars of care ranging from empowering people to self care and by
transforming traditional primary, community acute and specialist care settings. Pillar four
of the Caring Together Programme looks specifically at acute and specialist
reconfiguration working with commissioning and provider partners in Greater Manchester
and the North West of England ‘south sector’. The aim of the change programme is to
ensure services deliver quality outcomes against recognised best practice standards.
The pre consultation business case is scheduled for completion in Summer 2014, which
will include a detailed service and economic model.
What is agreed however is that there will be a requirement to close hospital beds and
take existing investment out of this part of the care sector to support the health
contribution to the BCF. Early estimates are that two 25 bedded wards need to be closed
and removed from the system alongside the workforce plans for redeployment etc, to
release the level of investment required.
Detailed investment and benefit management plans will be designed throughout 2014 –
2015 in line with CCG and Social Care Commissioning Plans.
Need to add additional info about risks of not realising savings. Also must clearly
quantify the impact on NHS service delivery targets including in the scenario of the
required savings not materialising.
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e) Governance
Please provide details of the arrangements are in place for oversight and governance for
progress and outcomes
The governance of the BCF will form an integral part of the overall plan of integration
across the two CCGs, and inform the wider Pioneer Programme. The diagram below,
indicates how the separate programmes of activity across the Councils and CCGs link
and combine to form the overall five year Joint Strategy and Plan.
Locally across Cheshire East we will place the HWB at the centre of the management of
our BCF programme, representing the shared interests of all partners in an open and
established forum. This model of governance is illustrated below:

Pioneer Panel

CE H&WbB

East and South CGGGs
CEC
Caring together

CW H&WbB

VR and West CGGGs

Connecting Care

CWAC

Joint
Commissioning
Board

West Cheshire
Way

Cheshire Pioneer Programme

Our HWB will engage with the following bodies to ensure that we create a collaborative,
effective and transparent model of governance:
•
•
•

Pioneer Panel: Made up of representatives from across both Health and
Wellbeing Boards to address integration issues on a pan-Cheshire geography.
Organisational Governance: We will continue to use the existing structures and
mechanisms that have been established to make sure that the BCF is aligned to
mainstream governance and business as usual.
Scrutiny and Health-watch: We will use the existing mechanisms to monitor our
progress and champion the views of local residents, patients and service users to
ensure there is appropriate accountability for this programme.

Governance will be clearly defined through the following roles:
(i)
(ii)

Health and Wellbeing Board
The two programmes – Connecting Care and Caring Together
25

GK Version Two 12/03/2014

(iii)
(iv)

Pan Cheshire Pioneer Panel
HWB Joint Commissioning Board

We will continue to align our varying work streams to ensure that the overall governance
framework remains sufficiently robust as we refine our draft plan, seeking to explore the
best governance arrangements in place across the HWB area, including reviewing the
items below:
Joint commissioning

Joint Commissioning
MOU Final Jan 2013jw

This is an undated version can anyone advise on date agreement was finalised?

Health, social care and a wide range of other community partner organisations across
Cheshire have made a commitment to working more closely together in new
innovative ways to ensure that within the next five years, the people within our
communities will enjoy a better standard of health & wellbeing & will have positive
experiences of seamless care and support.
We are committed to delivering the National Voices narrative below:
For the individual:
‘I can plan care with people who work together to understand me and my
carer/s, allow me control and bring together services to achieve the outcomes
important to me’.
National Voices & Making it Real
Our plans are ambitious and we will lead a programme of work to ensure that people
within our local communities are empowered and supported to take responsibility for
their own health and wellbeing. They will place less demand on more costly public
services through the implementation of ground-breaking models of care and support
based on:
• integrated communities
• integrated case management
• integrated commissioning and
• integrated enablers to support these new ways of working.
The two Health and Wellbeing Boards within Cheshire are leading this
transformational change through a large-scale change programme with support from
the national Pioneer team. The Cheshire wide Pioneer plan encompasses a range of
shared integration commitments and is structured as three core components based on
local populations:
• Central Cheshire ‘Connecting Care’ programme
• East Cheshire ‘Caring Together’ programme
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• West Cheshire ‘The West Cheshire Way’/’Altogether Better’.
The Connecting Care programme board has been established to provide strategic
leadership to the underpinning work-streams, to stimulate transformation of the local
health and social care economy, to ensure close working between all partners, to
ensure robust monitoring and risk management. The Board comprises representatives
from our key partner organisations across health and social care and meets monthly,
supporting a cohesive approach to service delivery for the population of South
Cheshire/Vale Royal.
Membership is currently being expanded to include
representation from Healthwatch.
Within Eastern Cheshire the Caring Together Transformation programme is well
underway having established a robust framework for governance engagement and
programme delivery. The case for change as part of the pre consultation phase is being
finalised and consultation scheduled for June 2014. Care model development groups are
currently developing ambitious standards for new services across the four pillars of care
to ensure improved health and social care outcomes are achieved

Caring Together
governance structure

2)

NATIONAL CONDITIONS

a) Protecting social care services
Please outline your agreed local definition of protecting adult social care services.
Partners recognise the budget challenges that exist across the health and social care
economy. We know that social care services have delivered £30m (30%) of efficiencies
over the last five years to 31 March 2014, whilst investing £20m in new services over the
same period; health services have similarly delivered significant efficiencies. During this
time the Council has struggled to maintain the delivery of services, whilst maintaining the
consistent Fair Access to Care Service Eligibility Criteria at Critical and Substantial. The
protection of social care services does not merely relate to budgetary issues, it more
importantly focuses on the outcomes for people who have social care and support needs
to maintain and promote independence wherever possible. It also requires the
development of an increased range of services to promote the Prevention, Early
Intervention and Well Being agenda in line with the Personalisation agenda and the new
Care Bill. It is the Health and Wellbeing Board’s intention to maintain services at the
critical and substantial level (followed by the national eligibility criteria as determined by
the Care Bill) with a commitment to developing targeted services for people with
moderate needs.
The Council is committed to protecting and enhancing services required by the frail and
vulnerable individuals of our communities and through combining services provided by
both Adult Social Care and Public Health has and continues to enhance services.
Protecting services does not necessarily require the protection of funding. The Council,
the two CCGs and prior to that the PCT have consistently reduced costs as shown above
whilst enhancing service delivery over the first five years of the Council’s existence. This
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work continues with the delivery of improved outcomes within reduced budget targets
over the forthcoming years, which will be enhanced by the BCF.
We will not use the BCF to meet the budgetary challenges that are facing social care
services over the coming three years. We believe that the BCF represents an exciting
opportunity to invest in a wide and varied range of community services and assistive
technology with the result of improved outcomes for our population. The changes to the
investment pattern will contribute to the development of an integrated and balanced
model of care and support that delivers on the ambitions in this plan and complements
the range of health care provision.
We will use the BCF to promote the principles of integration and prevention to make sure
that we have the appropriate funding for social care provision to extend effective services
at scale and pace, and deliver wider benefits across the care and support services of
Cheshire East. As the structure of health services change, social care services will also
be reshaped to compliment and create coherence across the whole system.
One of the most notable changes that demonstrate this concept in action across the
Council has been the development and change in domiciliary services. The Council has
developed the external market for domiciliary services, whilst developing internal
specialist services for re-ablement, adding improved outcomes at an overall lower cost to
the public purse.
Social Care Reform
It is recognised that the BCF needs to incorporate statutory responsibilities as part of the
Social Care Reform, Care Bill. Whilst there is a national allocation of £135m to cover
carer’s assessments and maintaining social care eligibility included within BCF there is
no clear allocation to local areas. It is estimated that the funding available to Cheshire
East is £1m and work is currently underway to determine the demand for carer’s
assessments and the impact of maintaining eligibility. The pathway between people
requiring services and the assessment of their carer support network will be reviewed
and developed as part of the review of health and social care services.
Alongside the Better Care Funding, it has been announced that there is National funding
of £335m to support the funding of social care reform in 2015/16. Of this funding, £50m
relates to capital which is incorporated within the BCF allocation. The Cheshire East
allocation is £0.8m and this is being used to invest in the development of IT systems
which incorporate the Social Care Reform policy changes. The allocation to Cheshire
East of the £285m revenue allocation to cover increased social care assessments;
deferred debt scheme; financial assessments is £1.7m in 2015/16. A recruitment request
of 16 social workers is being progressed in February 2014 by the Council to ensure that
there are sufficient resources in place to fulfil these additional requirements.
The Department of Communities and Local Government (DCLG) have not announced
2016/17 funding for further changes to eligibility criteria and the introduction of the care
cost cap. The Council are working with ADASS to complete modelling information in
relation to the impacts of Social Car Reform changes.
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Please explain how local social care services will be protected within your plans.
Key areas of protection:
• Manage and reduce demand on Residential hospital care
-

-

-

-

Maintain and enhance current level of provision for domiciliary care and support at
home to provide real alternatives to people to stay at home and especially in a
crisis
Increase reablement resource to increase access and benefits to people
especially on discharge from hospital
Introduce dementia reablement service to focus on this client group at early stage
of diagnosis to prevent/slow down deterioration in condition and introduce coping
strategies/self management for the individual and carers
Increase flexibility and response to requests for support from care providers over
24/7. Increased funding required for providers to home services available and
accessible 24/7 for both routine and crisis responses
Lower level short-term Social Care support on discharge to people without need
for FACs eligibility assessment.

•

Maintain Current Levels of Eligibility

-

-

As LA budgets reduce and demand increases the need to maintain a safe and
effective service response for people eligible for Social Care becomes more
pressured and will need protecting.
Future national eligibility may include greater numbers of people deemed eligible
and resources to meet need to be protected.
Care fund criteria includes use of BCF to offset services at risk and the LA
response to the Care Bill

•

Meeting Responsibilities under Care Bill

-

•
-

Additional Responsibilities include:
Increased numbers of people requesting assessments to have their contribution
for care counted towards their individual care account to be considered for the
‘cap’.
Increased eligibility for assessments and care and support for carers
Possibly increased eligibility threshold
Additional responsibilities for Social Care needs or prisoners in local prisons – i.e.
Styal
Focus on ‘wellbeing and prevention’ and support services to deliver/support this
Integrated with health commissioning and provision
Commitment to integration of service provision and commissioning activity will
require a focus on the Social Care agenda and its contribution to the overall health
and wellbeing agenda both in commissioning activity and provision
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-

Focus on wider determinants of health and the need to invest in whole system
developments

Therefore, we will use the BCF to invest into areas of integration, prevention and support
rather than using these funds to address budget gaps. We are committed to using this
fund as the necessary investment to extend evidenced and proven areas of Social Care
spending that support the aims of the plan with three main initiatives, which are;
developing our Rapid Response/Urgent Care Services, enhancing our Community
Services, including neighbourhood teams and introducing more Self-care, selfmanagement and help to live independently at home.
Further detail is included within the attached document:

Draft Better Care
Fund Initiatives 21 Ja

b) 7 day services to support discharge
Please provide evidence of strategic commitment to providing seven-day health and
social care services across the local health economy at a joint leadership level (Joint
Health and Wellbeing Strategy). Please describe your agreed local plans for
implementing seven day services in health and social care to support patients being
discharged and prevent unnecessary admissions at weekends.
The Health and Well-being Strategy contains a commitment to enabling seven-day health
and care services.
We will use the BCF to support residents seven days a week, as a lever to support
proposals contained within the CCG operational plans.
Partners are committed to developing timely and effective services that provide timely
discharge and prevent unnecessary admissions amongst high-risk cohorts. This will
involve a process of risk stratification so that all local organisations have common
information when working with common cohorts.

The CCGs and partners have utilised the urgent care board planning process to identify
the need for seven day service provision within both hospital and community settings.
The BCF will be utilised to ensure that all relevant service areas have appropriate staffing
levels, contingency planning to provide rapid response services and also commissioning
arrangements for flexible and accessible seven day wrap around care services. Learning
from work already underway (for example using the winter pressures monies in Eastern
Cheshire CCG) will inform planning.
We will continue to work up the plans utilising the newly formed Provider Board
‘innovation fund’ as a mechanism to develop appropriate 7 day services to meet local
need.
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c) Data sharing
Please confirm that you are using the NHS Number as the primary identifier for
correspondence across all health and care services.
We are currently using the NHS number as the primary identifier on a high proportion of
our shared cases, capturing the NHS number within the Social Care Case Management
system whenever possible. This builds on the earlier work completed across the
Cheshire East area with the Common Assessment Framework Demonstrator, where the
NHS number was a key element of that project. We continue to improve on the capture
of the NHS number and to verify that with the NHS systems.

If you are not currently using the NHS Number as primary identifier for correspondence
please confirm your commitment that this will be in place and when by
We are committed to having the NHS Number as the primary identifier for all local cases
by April 2015.
Please confirm that you are committed to adopting systems that are based upon Open
APIs (Application Programming Interface) and Open Standards (i.e. secure email
standards, interoperability standards (ITK)).

We are committed to adopting market leading case management systems that utilise
open APIs and Open Standards.

Please confirm that you are committed to ensuring that the appropriate IG Controls will
be in place. These will need to cover NHS Standard Contract requirements, IG Toolkit
requirements, professional clinical practise and in particular requirements set out in
Caldicott 2.

The Council and its partners are committed to being able to satisfy the IG Toolkit level 2
by March 2014 and Level 3 by March 2015..

d) Joint assessment and accountable lead professional
Please confirm that local people at high risk of hospital admission have an agreed
accountable lead professional and that health and social care use a joint process to
assess risk, plan care and allocate a lead professional. Please specify what proportion of
the adult population are identified as at high risk of hospital admission, what approach to
risk stratification you have used to identify them, and what proportion of individuals at risk
have a joint care plan and accountable professional.

The model of service for rapid/urgent care response and the community service model is
built around the principal of a single assessment process by the most appropriate
professional(s) with a single care plan incorporating all elements of the persons care and
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treatment. The person with complex care needs involving multi professional/service input
will be allocated a lead professional who could be any professional within the service
area.
The lead professional will have a coordinating role and be accountable for ensuring the
plan of care reflects the range of support and treatment to appropriately meet the
assessed care needs and manage any identified risks appropriately. The lead
professional will be identified as the most appropriate professional involved in the
persons care. This will depend on the frequency of contact, knowledge of the person and
the skill and/or expertise needed in any given situation. The individual may wish to
influence who the lead professional will be and will have their wishes taken into account
wherever possible.
The single assessment process will be supported by documentation and a single record
system which allows for the professionals involved in the assessment to contribute to the
process and record in one place and for a point in time. This assessment will be
regularly reviewed and updates in keeping with the needs of the individual.
The crisis contingency care plan for the high risk group will be developed to reflect the
intended responses across health and social care including NWAS. The crisis
contingency plan will be developed in conjunction with the person and their carers.
Multi disciplinary groups in Eastern Cheshire currently meet regularly around groups of
GP practices. This will be extended as a first step to enhancing the communication and
coordination of those patients deemed to be in high risk groups. This is a precursor to the
ambition to establish the lead professional role as detailed above.
In South Cheshire we are looking to explore a number initiatives, for example in one
area, we plan to have three early implementers for extended practice teams by summer
2014 based on town geography clustered around groups of GP practices. There will
follow a roll out of four other teams (which are seen as single point of access) through
late autumn 2014/early 2015. Coverage of the teams is around 20,000-25,000 patients.
The learning will be considered across the HWB area and across the wider Pioneer area
to ensure the best practice emerges between the different areas in line with the Pioneer
ambition.
Patients will be identified through risk stratification within each team and is likely to be 0.5
- 5% of a practice population, expanding over time. We are currently evaluating the use
of various risk stratification tools (such as EMIS and ACG) across the HWB area and may
pilot a couple of different approaches to assess the benefits and the potential alignment
with the LA systems. MDTs are currently indentifying patients known to services already
at high risk.

3) RISKS
Please provide details of the most important risks and your plans to mitigate them. This
should include risks associated with the impact on NHS service providers
Risk
Improvement in the quality of

Risk
rating
High

Mitigating Actions
We have modelled our BCF submission
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preventative services may not
achieve outcome improvements by
the end of the BCF (2015/15) and
would therefore lead to the doublerunning of costs.

on the best available data, and have
applied optimism bias to reduce risk.
We will monitor these issues throughout
2014/15 and refine assumptions as far
as possible.

This could potentially impact on the
funds that are available for
preventative services prior to
escalation.
Operational pressures will restrict
High
the ability of our workforce to deliver
the required investment and
associated projects to make
the vision of care outlined in our
BCF submission a reality.
The lack of local data provided and Medium
available may result in the targets
included in our outcomes and
metrics section may not be
achieved, and therefore we would
be left with a shortfall.

The movement of resources may
potentially destabilise services and
providers, most critically the acute
trusts.

The BCF will be reported to governance
and operational groups on a regular
basis to ensure this relationship is
monitored, and to stress the importance
of this work.
The payment by results targets have
been based on the best available local
data, including the forecasting for future
years.
Contingency plans have been developed
to highlight potential alternatives should
a shortfall occur.

Under the Pioneer Programme a wider
process of performance benchmarking is
being conducted across the County.
Medium We have engaged with the Acute Trusts
and other providers throughout the
development of these proposals.

These plans have been developed over
the past three years, and appropriate
time has passed for a meaningful
dialogue to take place on these issues.
Lack of investment to adequately
Medium Seek to review all exiting funding across
resource delivery or integration
the S256 programme
programmes
Additional resources to “pump prime”
setting up new alternatives before
movement of monies as recurrent
funding streams are embedded
Cultural change will not be delivered Medium Programme of workforce development to
over the short and medium term
be established to ensure culture issues
and thus impact on the identified
addressed
metrics
Development of Leadership Academy
programme based on quality
improvement systems.
Public/citizen engagement will be
Medium Engagement throughout the plan being
weak and not facilitate robust
considered.
involvement/transformation
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redesign of health and social care
Interdependency between
programmes and activity,
willingness to allow a collective
HWB/Pioneer programme to evolve
and flourish
Interdependency with other areas of
whole system change (for example
Mental Health)

Acute and the ability to lever
change, the potential for double
running costs.

Medium Governance arrangements, providers
and commissioners to ensure that
activity reductions or increases can be
tracked against the shared plan.
Medium Governance has main providers,
including mental health, ensuring the
shared plan delivers whole system
ownership and changes across health
and social care.
Medium There is potential for double running
costs as the early implementer sites are
embedded before resources can be
released from the acute sector.

Caring Together Risks:

Programme Risk and
Issue Log 8th Jan 201

Contingency:

Draft Metrics and Finance Template (Needs replacing with updated template)

Cheshire East BCF
Plan Template 2 v0.3
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To brief the Governing Body on the refresh of the Cheshire East Health and
Wellbeing Strategy 2014 – 2016 and seek their endorsement of the Strategy.

Key points
The report summarises the:
• background to the refresh of the Strategy
• includes the revised draft Strategy

The Governing Body is asked to:
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Ratify
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Note for information


Benefits / value to our population / communities
The Joint Health and Wellbeing Strategy identifies the priorities across Cheshire East
deemed to be the most significant in terms of impact on health and wellbeing based on the
evidence of the Cheshire East Joint Strategic Needs Assessment. Commissioning services
to address these will improve health outcomes for the local population.
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Guy Kilminster
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The Cheshire East Joint Health and Wellbeing Strategy
1.

Executive Summary

1.1

The Cheshire East Health and Wellbeing Board 1 came into existence on 1st April
2013. The Board has had a fruitful first year, overseeing the process of submitting
to the Department of Health the successful bid to be a Health and Social Care
Pioneer authority (in conjunction with the Cheshire West and Chester Health and
Wellbeing Board) and supporting the ongoing integration programmes with the two
Clinical Commissioning Groups with Cheshire East. In addition the Board has been
monitoring the progress of key initiatives such as the Learning Disability Lifecourse
Review, the Dementia Strategy and Implementation Review and the work of the
Joint Commissioning Leadership Team.

1.2

The Health and Social Care Act (2012) 2 (‘the Act’) placed a duty upon the Local
Authority and Clinical Commissioning Groups in Cheshire East, through the Health
and Wellbeing Board, to develop a Joint Health and Wellbeing Strategy to meet the
needs identified in the Joint Strategic Needs Assessment (JSNA). The interim
Cheshire East Joint Health and Wellbeing Strategy3 was approved in December
2012.

1.3

The interim Strategy was a one year Strategy. A refreshed Strategy has now been
drafted for 2014 – 2016 to provide direction for Commissioners over the next two
years. This has been based upon the evidence from the refreshed Cheshire East
Joint Strategic Needs Assessment 4 and the Annual Report of the Director of Public
Health 2013 5. The revised Strategy is attached as Appendix One.

2.

Recommendation(s)

2.1

The Governing Body is asked to:
• endorse the draft two year Cheshire East Health and Wellbeing Strategy

3.

Reasons for recommendation(s)

3.1

To ensure that the Cheshire East Joint Health and Wellbeing Strategy is fit for
purpose and that the Local Authority and Clinical Commissioning Group meet their
duel responsibility to have in place a Joint Health and Wellbeing Strategy for the
local population.

4.

Peer Group Area / Town Area Affected

4.1

All areas of Eastern Cheshire and Cheshire East

1

http://www.cheshireeast.gov.uk/council_and_democracy/your_council/health_and_wellbeing_board.aspx
http://www.legislation.gov.uk/ukpga/2012/7/contents/enacted
3
file://cecpctuh-users/Users/MatthewCunningham/Home/Downloads/Health_and_Wellbeing_Strategy%20(1).pdf
4
www.cheshireeast.gov.uk/jsna
5
http://www.cheshireeast.gov.uk/PDF/Annual_Public_Health_Report_2013.pdf
2

th

NHS ECCCG Governing Body Meeting 26 March 2014

Agenda Item 2.5

5.

Population affected

5.1

All

6.

Context

6.1

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

6.2

The Cheshire East Joint Health and Wellbeing Strategy will be the mechanism by
which the needs identified in the Cheshire East Joint Strategic Needs Assessment
are met, setting out the agreed priorities for collective action by the key
commissioners, the local authority, the Clinical Commissioning Groups and NHS
England.

7.

Finance

7.1

There are no direct funding implications related to this report.

8.

Quality and Patient Experience

8.1

N/A

9.

Consultation and Engagement (Public/Patient/Carer/Clinical/Staff)

9.1

The first draft of the Strategy went through a public consultation exercise in 2012.
The Revisions have been informed by an Authority / CCG staff working group and
Cheshire East Health and Wellbeing Board Members.

10.

Equality

10.1 An Equality Impact Assessment has been undertaken. It has identified the potential
for the Strategy to have a positive impact.

11.

Legal

11.1 The ‘Act’ required the Local Authority to establish a Health and Wellbeing Board and
for the Local Authority and the CCG to discharge their functions of developing a Joint
Strategic Needs Assessment and a Joint Health and Wellbeing Strategy through their
Health and Wellbeing Board.

12.

Communication

12.1 Once approved the Cheshire East Joint Health and Wellbeing Strategy 2014 - 2016
will be published on the Cheshire East Council website with links to the Clinical
Commissioning Group’s and Healthwatch Cheshire East websites.
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13.

Background and Options

13.1 The Joint Health and Wellbeing Strategy should demonstrate how the Authority and
CCGs, working with other partners will meet the needs identified in the JSNA). This
could potentially consider how commissioning of services related to wider health
determinants such as housing, education, or lifestyle behaviours can be more closely
integrated with commissioning of health and social care services.
13.2 There is a clear expectation within the Act that the JSNA and Joint Health and
Wellbeing Strategy will provide the basis for all health and social care commissioning
in the local area. This begins with the duty of the Clinical Commissioning Groups,
NHS England and the local authority to have due regard to the relevant JSNA and
Joint Health and Wellbeing Strategy when carrying out their respective functions,
including their commissioning functions.
13.3 Developing the Joint Health and Wellbeing Strategy should be based upon a process
of prioritisation in order to achieve the greatest impact and the most effective use of
collective resources, whilst keeping in mind people in the most vulnerable
circumstances. The aim of the Strategy is to jointly agree what the greatest issues
are for the local community based on evidence from the JSNA.
13.4 The Department of Health Guidance sets out a number of values that under pin good
Strategies:
• setting shared priorities based on evidence of greatest need;
• setting out a clear rationale for the locally agreed priorities and also what that
means for the other needs identified in the JSNA, and how they will be handled
with an outcomes focus;
• sot trying to solve everything, but taking a strategic overview on how to address
the key issues identified in JSNAs, including tackling the worst inequalities;
• concentrate on an achievable amount – prioritisation is difficult but important to
maximise resources and focus on issues where the greatest outcomes can be
achieved;
• addressing issues through joint working across the local system and also
describing what individual services will do to tackle the priorities;
• supporting increased choice and control by people who use services with
independence, prevention and integration at the heart of such support.
13.5 The Interim Strategy’s priorities have been reviewed and tested against the refreshed
JSNA and the recently published Director of Public Health’s Annual Report, to
determine their robustness for 2014.
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14.

Access to further information

14.1

For further information relating to this report contact:

Name
Designation
Date
Telephone
Email

Guy Kilminster
Corporate Manager Health Improvement
26.3.2014
01270 686560
guy.kilminster@cheeshireeast.gov.uk

Appendices
Appendices Table
Appendix One

The Joint Health and Wellbeing Strategy Title
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Governance
Prior Committee Approval / Link to other Committees
This Report went to the Cheshire East Health and Wellbeing Board on 25th March 2014 6
and is on the agenda for the NHS South Cheshire CCG Governing Body on 27th March
2014. 7

CCG Health Needs Priorities addressed by this report – please indicate
To protect our citizens from harm
To make care more integrated & 

To prevent alcohol related harm



To prevent people dying prematurely



co-ordinated
To ensure high quality and effective
mental health services are available to 
all
To address inequalities across our 
towns and villages

CCG 2013/14 Annual Plan programme of work this report is linked to –
please indicate
Caring Together
Quality Improvement


Mental Health & Alcohol
Other


Key Implications of this report – please indicate
Strategic
Consultation & Engagement

Finance
Quality & Patient Experience
Staff / Workforce

6
7

Equality
Legal

CCG Values supported by this report – please indicate
Valuing People
Innovation

Working Together
Quality

Investing Responsibly





NHS Constitution Values supported by this report – please indicate
Working together for patients
Compassion

Respect and dignity
Improving lives

Commitment to quality of care
Everyone counts






http://moderngov.cheshireeast.gov.uk/ecminutes/ieListDocuments.aspx?CId=739&MId=4922
http://www.southcheshireccg.nhs.uk/events/6675-governing-body-meeting

The Joint Health and Wellbeing
Strategy for the Population of
Cheshire East
2014 - 2016

Health and Wellbeing Strategy 2014 – 2016 Version 4 March 2014

The Joint Health and Wellbeing Strategy for the Population of Cheshire East (2014 –
2016)
A Message from Councillor Janet Clowes, Chair of the Health and Wellbeing Board, Dr Paul
Bowen, Chair and GP Lead of the NHS Eastern Cheshire Clinical Commissioning Group, Dr
Andrew Wilson, Chair and GP Lead of the NHS South Cheshire Clinical Commissioning Group
and Dr Heather Grimbaldeston, Director of Public Health.
This is a refreshed version of the Joint Health and Wellbeing Strategy for Cheshire East. We
have reviewed the priorities identified in the first edition, published in March 2013, against the
Joint Strategic Needs Assessment and established that fundamentally those priorities remain
the same. However we have made a few changes: specifically referencing ‘Social Isolation and
Loneliness’ which we have identified as a significant issue amongst our older population;
emphasising the need to focus upon the physical health needs of those with serious mental
illness and targeting interventions to reduce childhood obesity.
This document represents a commitment by the NHS and the Local Authority to work in
partnership to tackle the complex, difficult and inequitable health and wellbeing issues together.
The Government’s Health and Social Care Act (2012) has set out the requirement for the
establishment of Health and Wellbeing Boards and Joint Health and Wellbeing Strategies in
each local authority area.
The Health and Wellbeing Strategy provides an overarching framework that will influence the
commissioning plans of the local NHS, the Council, and other organisations in Cheshire East. It
will be a driver for change, focussing upon those key areas that will make a real impact upon
improving the health and wellbeing of all our communities.
Our vision is that the
Cheshire East Health & Wellbeing Board will work together to make a positive difference
to people’s lives through a partnership that understands and responds to the needs of
the population now and in the future. The board will do this by:
•
•
•
•

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

A Delivery Plan will be developed to prioritise the actions necessary to make a difference and
achieve our outcomes. This will include engagement with a wide range of partners who have
expressed support for the Strategy and a commitment to working with the Health and Wellbeing
Board.
Councillor Janet Clowes - Chair of the Health and Wellbeing Board
Dr Paul Bowen – Chair and GP Lead of the NHS Eastern Cheshire Clinical Commissioning
Group
Dr Andrew Wilson – Chair and GP Lead of the NHS South Cheshire Clinical Commissioning
Group
Dr Heather Grimbaldeston – Director of Public Health
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Context
There are two Clinical Commissioning Groups in Cheshire East, the NHS Eastern Cheshire
Clinical Commissioning Group and the NHS South Cheshire Clinical Commissioning Group
(CCGs). These CCGs took over the control of the local NHS from the Primary Care Trust in
April 2013. Representatives from these two organisations, together with Councillors, the
Director of Public Health and senior managers from Cheshire East Council and a patient
representative (from Healthwatch), form the core membership of the Health and Wellbeing
Board. NHS England, commissioners of Primary Care services, are also represented.
In considering the strategic priorities for the area the Board has considered four key documents:
•

‘Ambition for All’ Cheshire East’s Sustainable Community Strategy 2010 - 2025
Visit www.cheshireeast.gov.uk and search for ‘Sustainable Community Strategy’.

•

‘Living Well for Longer’ The Annual Report of the Director of Public Health 20122013
Visit www.cheshireeast.gov.uk and search for Annual Public Health report 2013

•

The NHS Eastern Cheshire Clinical Commissioning Group 2014-2016 Operational
Plan
Visit www.ec3health.co.uk and search for ‘Annual Plan’.

•

The NHS South Cheshire Clinical Commissioning Group Operational Plan 20142016
Visit www.southcheshirehealth.org.uk and search for ‘Annual Plan’.

These are all informed by and underpinned through the evidence of the Joint Strategic Needs
Assessment which itself has been refreshed during the course of 2013.
Through the Health and Wellbeing Board, representatives from health, public health, the
Council and Local Healthwatch (representing Cheshire East residents), have committed,
through this document and future Joint Health and Wellbeing Strategies to work more closely
together, with a common focus of ensuring that services are jointly tailored to meet the needs of
our residents. Over the last year this work has progressed well with a successful bid (with the
Cheshire West and Chester Health and Wellbeing Board) to the Department of Health to
become an ‘Integrated Care Pioneer’, demonstrating their recognition of our effective joint
working and the future plans to integrate services. The two CCGS have continued to drive their
individual integration programmes with the Council as an active partner in both.
Meaningful engagement with our communities, patients and carers will inform all that we do and
we will commission to improve health and health/social care for our local populations and to
lead the integration agenda around the needs of individuals.
Our Population and Place
In general, all partners recognise that the health and wellbeing of the residents of Cheshire East
is good. However there are still very significant challenges that need to be addressed.
Amongst these are:
• Reducing the number of people leading unhealthy lifestyles;
•

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

Improving the mental health and emotional wellbeing of residents;

•

Addressing some stark differences across Cheshire East (for example a difference in life
expectancy which at its worst sees a gap of 8 years for men and 9 years for women
depending on which area you live in Cheshire East).

There is good practice to build upon to tackle these challenges with high quality general
practice, effective NHS / local authority joint working and innovative Council led projects already
in place. But we recognise that more needs to be done and the Board, through the Strategy will
drive improvement in health and wellbeing.
The Joint Health and Wellbeing Strategy is an evolving document, responding to the changes
that occur through these new ways of working and to new challenges that we may face in the
future, the priorities will modify over time. This refreshed version follows a review of the
priorities within the 2013 - 2014 Strategy against the Joint Strategic Needs Assessment and the
Annual Report of the Director of Public Health 2012 – 2013.
Every community in Cheshire East is different and local solutions will reflect local challenges.
But our action will be united around the four shared commitments from our Pioneer vision:
Integrated communities: Individuals will be enabled to live healthier and happier lives in their
communities with minimal support. This will result from a mindset that focuses on people’s
capabilities rather than deficits; a joint approach to community capacity building that tackles
social isolation; the extension of personalisation and assistive technology; and a public health
approach that addresses the root causes of disadvantage.
Integrated case management: individuals with complex needs – including older people with
longer term conditions, complex families and those with mental illness will access services
through a single point and benefit from their needs being managed and co-ordinated through a
multi-agency team of professionals working to a single assessment, a single care plan and a
single key worker.
Integrated commissioning: People with complex needs will have access to services that have
a proven track record of reducing the need for longer term care. This will be enabled by
investing as a partnership at real scale in interventions such as intermediate care, reablement,
mental health services, drug and alcohol support and housing with support options.
Integrated enablers: We will ensure that our plans are enabled by a joint approach to
information sharing, a new funding and contracting model that shifts resources from acute and
residential care to community based support, a joint performance framework and a joint
approach to workforce development.
We recognise that the current position of rising demand and reducing resources make the
status quo untenable. Integration is at the heart of our response to ensure people and
communities have access to the care and support they need. Prevention to support people from
needing health or care interventions will be a priority as will addressing the wider determinants
of health that are significant contributors to ill health.
Our Principles
Equality and fairness – Provision of services meet need, reduce health outcome variations,
and are targeted to areas which need them the most. Proportionate universalism will be a key
tenet – the idea that health inequalities can be reduced across a community through universal
action, but with a scale and intensity that is proportionate to the level of disadvantage.
Accessibility – services are accessible to all, with factors including geography, opening hours
and access for disabled people and other vulnerable groups considered.
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Integration – To jointly commission services that fit around the needs of residents and patients,
encouraging providers to collaborate to create integrated services where appropriate. This will
maximise the benefits of delivery through the Health and Wellbeing Board.
Quality – The strategy is based on sound evidence and reasoning, and focuses on quality,
within our resources
Sustainability – Services are developed and delivered considering environmental sustainability
and financial viability.
Safeguarding – services and staff prioritise keeping vulnerable people of all ages safe.
Our Priorities
What we want to achieve for 2014-2015
Outcome one - Starting and developing
well…
Children and young people have the best
start in life; they and their families or carers
are supported to feel healthy and safe,
reach their full potential and are able to feel
part of where they live and involved in the
services they receive.

What we need to focus on
Children and young people feel and are kept
safe
Children and young people experience good
emotional and mental health and wellbeing
- Reduce the levels of alcohol use / misuse by
Children and Young People
- Reduce the numbers of children and young
people self harming.
Children and young people who are disabled
or who have identified special education needs
have their aspirations and hopes met
Targeted prevention interventions to reduce
children and young people’s obesity1

Outcome two - Working and living well…
Driving out the causes of poor health and
wellbeing ensuring that all have the same
opportunities to work and live well and
reducing the gap in life expectancy that
exists between different parts of the
Borough.

Reducing the incidence of alcohol related
harm.
Reducing the incidence of cancer.
Reducing the incidence of cardiovascular
disease.
Ensuring the health and wellbeing of carers to
enable them to carry out their caring role
Better meeting the needs of those with mental
health issues, in particular to focus upon
improving the physical health of people with
serious mental illness2.

1

Following a review of obesity levels in children and young people during 2013, it has been identified that although Cheshire
East overall is below the national average, there are some parts of the Borough where rates are significantly higher than that
average. This is where activity will be targeted.
2
The Director of Public Health’s report 2012 – 2013 has identified that Cheshire East has one of the highest excess mortality
rates for adults under 75 with a serious mental illness.
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Outcome three - Ageing well…
Enabling older people to live healthier and
more active lives for longer:

Seven day care services provision
Improving the co-ordination of care around
older people, in particular those with dementia,
and supporting independent living (including
falls prevention and interventions to reduce
social isolation and loneliness). 3
Providing high quality palliative care service
Supporting older people, their families and
carers, to prepare for the rest of their lives.

It must be emphasised that the constituent organisations of the Health and Wellbeing board will
also be working themselves on other areas that they have identified as key to supporting
improvements in health / health and social care.
Conclusion
The Health and Wellbeing Board is committed to ensuring that the NHS and Cheshire East
Council (including Public Health) work together on areas of shared need, as expressed through
this Health and Wellbeing Strategy.

3

The Board has recognised the impact upon health and wellbeing of loneliness and social isolation (Holt-Lunstad et al, 2010
Social Relationships and Mortality Risk: A Meta-analytic Review) and with the growing older population of the area identified this
as a new priority.
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Annex One
Partner Priorities
Partner organisation
CEC Adult Social
Services

CEC Children’s Services

What we will do

1. To have available information, advice and signposting to enable
people to access information about staying well (prevention)
and where to get the right help if they need it (early
intervention).
2. To develop community services across all sectors to ensure
care can be provided at home wherever possible ( reduce
admission to residential care and avoidable visits to A&E and
hospital)
3. To reduce social isolation and loneliness and ensure support is
available to promote social inclusion
4. To ensure that all services and organisations in Cheshire both
universal and targeted understand their obligation to ensure
their services safeguard those adults who may be more
vulnerable
5. To ensure that people with dementia are supported to live safely
in the community
6. To ensure a range of accessible community activities are
available for people to stay fit and health both physically and
mentally
7. To ensure a range of accessible services and support for
people who take on a caring role to maintain their health and
well being
8. To ensure our services are developed to provide joined up care
from health and social care services
9. To ensure that people feel safe in their communities to allow
them to fully access all the community has to offer
10. To ensure that people in rural communities can access the
same types of support , services and activities as those in more
urban areas
11. To ensure that support is available to help people gain and
maintain stable employment
12. To ensure that support is available to help people secure and
maintain stable accommodation
1. Helping families earlier when problems arise
2. Improved identification of children at risk of sexual exploitation
3. Increasing the awareness amongst professionals and the public
of the identification of child sexual exploitation.
4. Improving assessment of risk to children and young people
including family history, especially in families where there is a
history of alcohol misuse.
5. Reducing the risk in key areas such as children living in homes
where domestic abuse is present.
6. Improving access to timely support for families with mental
health issues.
7. Improved resilience of young people with a range of problem
solving skills
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8. Improving understanding of self-harming behaviour in children
and young people and support services to develop skills and
approaches
9. Improving access to a range of evidence based psychological
therapies across the pathway of provision, and children and
young people known to be at risk are identified and supported
early
10 Improving the percentages of young people aged over 16 in
drug treatment services who receive a treatment outcome profile
(TOPS) assessment
11. Supporting young people to develop a range of problem solving
skills and techniques
12. Supporting young people to make positive choices in respect of
risk taking behaviour through awareness, information and
access to services
13. Introducing a more streamlined integrated assessment process
across education, health and care for children and young
people with special educational needs/disabilities.
14. Introducing the new 0-25 Education, Health and Care Plan.
15. Publishing a clear and transparent local offer of services for
children with disabilities.
16. Introducing personal budgets.
17. Better preparing children with disabilities for adulthood.
18. Tackling inequalities in low birth weight in order improve health
outcomes in childhood and adulthood
19. Targeting approaches to young people who are or are at greater
risk of not engaging in education, employment or training
(NEET)
20. Continue to target the Family Nurse Partnership programme to
support the most vulnerable new parents.
21. Increase the uptake of free early education for two year olds in
deprived areas.
22. Narrowing the gap in educational attainment between children
and young people from different socio economic backgrounds
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GOVERNING BODY MEETING
26th March 2014
Report Title

Agenda Item 2.6

Challenged Health Economy

Purpose of report
To inform the Governing Body further about a new programme of work that
impacts upon the Clinical Commissioning Group strategic direction and delivery.

Key points
• Eastern Cheshire has been identified as one of 11 health economies selected to gain
additional support from external advisors
• the geographic area identified as Eastern Cheshire extends well beyond those within
the NHS Eastern Cheshire Clinical Commissioning Group geographic area
• the challenged health economy initiative brings significant opportunity to NHS Eastern
Cheshire Clinical Commissioning Group

The Governing Body is asked to:
Approve
 Decide
Ratify
Endorse

Note for information



Benefits / value to our population / communities
Increased understanding of implications to patients resulting from the transformation
programmes and challenges facing the Eastern Cheshire region will ultimately help to
inform the creation and funding of health and care services that will better meet the
needs of the local population

Report Author
Jerry Hawker
Chief Officer

Contributors
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Challenged Health Economy
1.

Executive Summary

1.1

NHS Eastern Cheshire Clinical Commissioning Group received formal notification
on 17th February 2014 that the Eastern Cheshire region is one of 11 health
economies selected to gain additional support from external advisors (Appendix
One) as part of a challenged health economy initiative.

1.2

The advisors (critical friend) will be appointed at the end of March 2014 and will
begin a programme of work of around 10 weeks across four work streams (subject
to the needs of each economy):
• a diagnosis of supply and demand;
• solutions development and options analysis,
• plan development; and
• critical friend input/facilitation of implementation plan development

1.3

It is important to note that although Eastern Cheshire has been identified as a
challenged health economy the geographic area identified and therefore affected
statutory NHS bodies extends well beyond those within the NHS Eastern Cheshire
Clinical Commissioning Group geographic area.

1.4

The challenged health economy initiative brings significant opportunity to NHS
Eastern Cheshire Clinical Commissioning Group in accessing additional resources
to support the Eastern Cheshire Caring Together programme and Greater
Manchester Healthier Together programme, where it is acknowledged there is
significant cross board population flows between the Clinical Commissioning
Groups and acute hospital providers within these areas / transformational
programmes of work.

2.

Recommendation(s)

2.1

The Governing Body is asked to:
•
note the content of the report
•
approve the authority of the Chief Officer to continue to act on behalf of the
Clinical Commissioning Group in the on-going negotiations with NHS
England, Monitor and NHS Trust Development Authority

3.

Peer Group Area / Town Area Affected

3.1

All areas.

4.

Population affected

4.1

All within Eastern Cheshire.
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5.

Context

6.1

The transformation of health and care services to be patient centred, high quality
and financially sustainable is a key central government and regional strategic
driver.

6.2

The identification of the 11 challenged health economies and support package is
an initiative jointly led by NHS England, Monitor and the NHS Trust Development
Authority (TDA). The 11 economies have all been identified on the basis of the
scale of clinical and financial sustainability challenge for both commissioners and
providers within the defined locality.

6.

Finance

6.1

Whilst the challenged health economy initiative will complement existing
transformation programmes, it will inevitably require flexing of existing resources,
given the significantly larger geographic area and the complexity of organisations
involved.

7.

Quality and Patient Experience
N/A

8.

Consultation and Engagement (Public/Patient/Carer/Clinical/Staff)

9.1

It is anticipated that the programme of work undertaken by the ‘critical friend’ will
encompass significant engagement with key stakeholders, clinicians and staff from
the organisations identified within the Eastern Cheshire challenged economy
initiative area.

9.

Equality
N/A

10.

Legal

10.1

NHS Eastern Cheshire Clinical Commissioning Group is in dialogue with NHS
England and legal advisors to ensure that future committees or decision making
bodies in relation to the challenged health economies initiative comply with the
Health and Social Care Act 2012 and the Clinical Commissioning Group
Constitution.

11.

Communication

11.1

Communication about the challenged health economy initiative has been
communicated previously to the Governing Body, Clinical Commissioning Group
Staff and the 23 member practices of the CCG. Progress around the support
offered, products produced will continue to be communicated to all stakeholders.
Information related to this initiative will also be communicated via the work of
Caring Together.
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12.

Background and Options

12.1

NHS Eastern Cheshire Clinical Commissioning Group received formal notification
on 17th February 2014 that Eastern Cheshire has been identified as one of 11
challenged health economies selected to gain additional support from external
advisor.

12.2

The identification of the 11 economies and support package is an initiative jointly
led by NHS England, Monitor and the NHS Trust Development Authority (TDA).
The 11 economies have all been identified on the basis of the scale of clinical and
financial sustainability challenge for both commissioners and providers within the
defined locality.

12.3

The advisors (critical friend) will be appointed at the end of March 2014 and will
begin a programme of work of around 10 weeks across four work streams (subject
to the needs of each economy):
• a diagnosis of supply and demand;
• solutions development and options analysis,
• plan development; and
• critical friend input/facilitation of implementation plan development

12.4

Appointment of the "critical friend" is being led by Monitor and is now at the
preferred bidder stage. It is anticipated that the Chief Officer will be able to
give verbal confirmation of the appointment of the ‘critical friend’ for the
Eastern Cheshire area at the Governing Body meeting on the 26th March
2014.

12.5

In addition NHS England, Monitor and the TDA will confirm which of them will
undertake a lead coordinating role (sponsor). Again verbal confirmation by the
Chief Officer of the coordinating body for the Eastern Cheshire area is
expected to be provided at the Governing Body meeting on the 26th March
2014.

12.6

It is important to note that although the Eastern Cheshire region has been
identified as a challenged health economy the geographic area identified and
therefore affected statutory NHS bodies extends well beyond those within the NHS
Eastern Cheshire Clinical Commissioning Group area. The geographic area, and
organisations, covered by the Eastern Cheshire challenged health economy
initiative includes;
•
•
•
•
•
•

NHS Eastern Cheshire Clinical Commissioning Group
NHS Stockport Clinical Commissioning Group
NHS South Manchester Clinical Commissioning Group
East Cheshire NHS Trust
Stockport NHS Foundation Trust
University Hospital of South Manchester NHS Foundation Trust
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12.7

A decision is still awaited as to whether NHS Tameside and Glossop Clinical
Commissioning Group and Tameside Hospital NHS Foundation Trust will also be
included in the Eastern Cheshire challenged health economy initiative.

12.8

The Chief Officer of NHS Eastern Cheshire Clinical Commissioning Group has
held discussions with NHS England regarding the scope and scale of the support
recognising the significant opportunity this presents, but also the need to avoid
duplicating/repeating work already completed by NHS Eastern Cheshire Clinical
Commissioning Group as part of the Eastern Cheshire Caring Together
programme. In addition there is a recognised need to ensure the additional
support builds on to the established Healthier Together programme across
Greater Manchester.

12.9

In light of these discussions a number of actions have been agreed:
• a local working group will be established week commencing the 24th March
2014 including the sponsor, appointed critical friend, and a lead Clinical
Commissioning Group Chief Officer to develop a tailored programme
defining the scope of work and expected outcomes, relevant to the local
economy
• NHS Eastern Cheshire Clinical Commissioning Group has taken a lead role in
organising meetings across all partner organisations in advance of the initiative
and a planned stakeholder event will take place on the 26th March 2014

12.10

The challenged health economy initiative brings significant opportunity to NHS
Eastern Cheshire Clinical Commissioning Group in accessing additional resources
to support the Eastern Cheshire Caring Together programme and the Greater
Manchester Healthier Together programme, where it is acknowledged there is
significant cross board population flows between the three CCGs and acute
hospital providers within these areas / transformational programmes of work.

12.11

Whilst the challenged health economy initiative will complement existing
transformation programmes, it will inevitably require flexing of existing resources,
given the significantly larger geographic area and the complexity of organisations
involved. It is anticipated that the Chief Officer, a lead clinician and the
Transformation Director from NHS Eastern Cheshire Clinical Commissioning
Group will be actively involved in the initiative.

13.

Access to further information

13.1

For further information relating to this report contact:

Name
Designation
Date
Telephone
Email

Jerry Hawker
Chief Officer
21st March 2014
01625 663764
jerry.hawker@nhs.net
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14.

Appendices

Appendices Table
Appendix One

Additional Support Confirmation letter

Governance
Prior Committee Approval / Link to other Committees
N/A

CCG Health Needs Priorities addressed by this report – please
indicate
To make care more integrated & 
co-ordinated
To ensure high quality and effective
mental health services are available to
all
To address inequalities across our
towns and villages

To protect our citizens from harm
To prevent alcohol related harm

To
prevent
prematurely

people

dying

CCG 2013/14 Annual Plan programme of work this report is linked to –
please indicate
Caring Together
Quality Improvement

Mental Health & Alcohol
Other

Key Implications of this report – please indicate
Strategic
Consultation & Engagement

Finance
Equality

Quality & Patient Experience
Staff / Workforce

Legal

CCG Values supported by this report – please indicate
Valuing People
Innovation

Working Together
Quality

Investing Responsibly







NHS Constitution Values supported by this report – please indicate
Working together for patients
 Compassion
Respect and dignity
Commitment to quality of care



Improving lives
Everyone counts
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Publications Gateway Reference 01190

Jerry Hawker
Eastern Cheshire CCG
1st Floor West Wing
New Alderley House
Macclesfield District General Hospital
Victoria Road, Macclesfield
Cheshire
SK10 3BL

17 February 2014

Dear Jerry Hawker

NHS England, Monitor and NHS Trust Development Authority (the national partners) are
committed to working together with local health systems to secure high quality care services
for patients and financial sustainability for the long term future. As part of the co-ordinated
planning guidance requesting commissioners and providers to develop five year strategic
plans by June 2014, we have identified 11 health economies where we believe additional
support from external advisers will add the most value to the planning process.

Your organisation is one of those within the 11 health economies selected to gain additional
support. Your area team will be in touch with you to explain the process further and answer
any questions. The objective of this work will be to provide support at local health economy
level that:


Enables commissioners and providers in the local health economy to submit robust
and deliverable strategic plans in June which clearly set out how the anticipated
challenges will be met.



Facilitates commissioners and providers to develop full implementation plans for
the change that is required.



Provides the national partners with confidence that the capacity is in place to
deliver the plans, and outlines any areas of risk or where further support may be
required.

We must be absolutely clear that it is still your responsibility to deliver robust strategic plans
aligned across the health economy. The appointed adviser will provide additional capacity,
creating analysis and insights into the major local challenges and possible solutions. They
will also act as a critical friend, bringing together local health economy organisations (both
commissioners and providers) to test whether your organisations are addressing your long
term strategic planning in the right way.

Together, the national partners undertook a three step exercise to identify those health
economies which will most benefit from this targeted support. Each national partner
individually carried out analysis using a set of criteria (quantitative and qualitative analysis on
finances, governance and quality) to determine a long list of proposed health economies. A
workshop with regional directors from each partner organisation was held to discuss each
economy on the long list in detail and determine the prioritisation of the final joint list. Follow
up meetings with senior input from each of the three partners agreed the final joint list.

By investing resources to support you and your colleagues across the health economy in the
planning process at this point, the national partners are attempting to avoid costly and
potentially disruptive regulatory action further down the line. We have identified the areas
where we believe focussed support now will result in significant positive benefits to patients
in the future.

The advisers will be appointed at the end of March and will begin a programme of work of
around 10 weeks across four workstreams (subject to the needs of each economy):


A diagnosis of supply and demand;



Solutions development and options analysis,



Plan development; and



Critical friend input/facilitation of implementation plan development.

We know that in some local health economies, existing work is already underway or has
taken place recently. We have made clear in the outline of the work that where this is the
case, any additional support should build upon and support that work. External advisers are
clear that there should be no duplication of existing work.

We will write to you again once the adviser has been appointed. The national partners are
investing a significant amount in providing this support, but it will only have meaningful
impact if you work closely in partnership with the external advisers to develop robust and
effective plans together.

Signed

Robert Alexander,
Director of Finance, NHS Trust Development Authority

Paul Baumann,
Chief Financial Officer, NHS England

Stephen Hay,
Managing Director Provider Regulation, Monitor

GOVERNING BODY MEETING
26th March 2014
Report Title

Agenda Item 3.1

Caring Together Programme Director’s Report

Purpose of report
To provide the NHS Eastern Cheshire CCG Governing Body with an update on the
progress of the Caring Together Programme against its agreed plan and
significant milestones.

Key points
This report details the:
• communications and engagement update
• executive board independent chair update
• summary of progress against the programme plan and project plans
• risks
• summary report on progress against plan for Plan on a Page 2013/14

The Governing Body is asked to:
Approve
Ratify
Endorse

Decide
Note for information



Benefits / value to our population / communities
This programme benefits our population and communities by aiming to make care more
integrated & co-ordinated.

Report Author
Samantha Nicol
Caring Together Director

Contributors
Ian Tomlinson, Bernadette Bailey, Alexi Ness, Karen Burton, Tori Bell,
Nikki Hotchin, Sarah Moss
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Caring Together Programme
Director’s Report
1.

Executive Summary

1.1

This Director’s Report is intended to provide the Governing Body of NHS Eastern
Cheshire Clinical Commissioning Group (CCG) with an update on the progress of
the Caring Together Programme against its agreed plan and significant milestones.
It aims to provide the Governing Body with the required assurance on the progress
and delivery of the programme and the effective utilisation of the resources that the
CCG has allocated to it.

1.2

In addition to reporting against the Caring Together programme plan this report
captures the progress of a number of projects that have previously been monitored
by the CCGs Leadership Team. These projects are part of the development of
integration, but were developed as part of the CCG’s Plan on a Page 2013/14.

1.3

This report details the:
• communications and engagement update
• executive board independent chair update
• summary of progress against the programme plan and project plans
• risks
• summary report on progress against plan for Plan on a Page 2013/14 projects

2.

Recommendation(s)

2.1

The Governing Body is asked to:
• note the progress of the Caring Together Programme and Plan on a Page
projects against the agreed timelines and plans

3.

Peer Group Area / Town Area Affected

3.1

All geographic areas of the CCG.

4.

Population affected

4.1

The whole population of East Cheshire CCG.

5.

Status Report

5.1

This is a status report of the Caring Together Programme and will include an update
on the following:
• communications and engagement update
• CT Executive Board Independent Chair - update
• summary of progress against the programme plan and project plans
• risks
• summary report on progress against plan for Plan on a Page 2013/14 projects
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5.2

Communications and Engagement.
5.2.1 An Interim Communications and Engagement Director commenced on 24th
February 2014 to replace the previous interim, bringing more senior and
relevant experience to the programme in light of the emerging political and
stakeholder responses to the programme and the media, and to continue to
effectively communicate and engage to ensure successful delivery.
5.2.2 Following the successful media launch of the Caring Together Programme
on the 7th March 2014, local patients, staff and media have received a
campaign leaflet asking them to “join the conversation” about “Seizing the
opportunity for better care”. 1 Local media / communications specialists
Weber Shandwick 2 have been supporting the Programme, along with
Participate UK 3, in relation to stakeholder events, social media, internal
communications campaign, 24/7 media management, website.
5.2.3 Work has been undertaken in preparation for the Stakeholder Event being
held on the 14th March 2014. We have 100 delegates confirmed and David
Rutley MP has confirmed his attendance as an observer.
5.2.4 Media training is in progress, senior managers and clinicians to be
completed by the end of March. To date eight have been completed with five
more remaining.
5.2.5 Fortnightly meetings with Communications and Engagement leads from
across the partnership organisation are ongoing.

5.3

CT Executive Board Independent Chair. The panel received eight CV’s and
short-listed four candidates. An informal meeting was held with each candidate on
the 5th March 2014. All four candidates have been invited for formal interviews on
the 19th March 2014.

5.4

Progress against plan. The following sections set out progress against the
programme plan:
• decision making structure and process
• baseline case (activity, finance, workforce, estates) all organisations
• provider cost improvement plan/modelling tool
• economic model framework

5.5

Delivered, but behind plan (see Appendix One).
5.5.1 Case for Change - The Case for Change was signed off by the CCG
Governing Body’s private meeting on 26th February 2014. The Governing
Body agreed to issue the document on behalf of all partners and it is
expected to be made public in the next few months following the “Join the

1

http://caringtogether.info/document/show/114
http://webershandwick.co.uk/
3
http://www.participate.uk.com/
2
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conversation” campaign.
5.6

Behind plan:
• Quality Standards (original sign off date,15th January) – all CMDGs have now
completed this product and have recommended to the Care Professional Board
on the 12th March to then be presented at the 19th March Caring Together
Executive Meeting
• Service & Care Models (original sign off date 19th February) - working to Caring
Together Executive Board sign off on the 16th April
• Emerging Financial Assumptions (original sign off date 19th February) – working
to Caring Together Executive Board sign off on the 16th April
• Exhaustive & Long list as care model options (original sign off date 19th
February) - working to Caring Together Executive Board sign off on the 16th April
• Benefits framework (original sign off date 19th February) - working to Caring
Together Executive Board sign off on the 16th April
• Financial assumptions (original sign off date 19th March) – working to Caring
Together Executive Board sign off on the 16th April
• Medium list and hurdle criteria (original sign off date 19th March) – working to
Caring Together Executive Board sign off on the 16th April
• Evaluation criteria (original sign off date 19th March) – working to Caring
Together Executive Board sign off on the 16th April
• Feedback from engagement event – now being held 14th March, feedback will
now be received 16th April meeting

5.7

The Governing Body should be aware that the programme plan reflects that these
activities are not each done in isolation but are being focussed on in each of the
care model design groups and progressing. This section reflects the dates and
milestone for completion.

5.8

In progress by group: The following section sets out the current status of each
project group:
5.8.1 Community Based Care Group. The group has now met seven times and
continues to work well together. Current updates include:
• The quality standards were signed off by the group on the 5th March 2014.
• Two workshops have been held to develop the care model, the key
outputs are being compiled into a draft care model which the group will
test against a range of scenarios e.g. for a person who has had a hip
fracture, degenerative neurological condition, at its next meeting on the
19th March.
• Work on the benefits framework is progressing with the aim to align it to
the agreed quality standards. The group now has two additional public
members, one representing patients and one carers.
• This group is keen to ensure that it takes account of evidence best
practice of key interventions, but that the model design responds to the
local population needs and is bespoke rather than just a list of other areas’
solutions. The group is benefitting from additional McKinsey/Carnall
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Farrar support as part of phase 3 of the contract to ensure the modelling
work is as robust as possible.
5.8.2 Empowered Person Group. The group has now met seven times and has
undertaken the following work:
• Draft Empowered Person ‘Case for Change’ using patient/carer stories
has been developed. The group has also reviewed proposals for quality
standards and a benefits framework. Service Development discussion was
also initiated at the 6th March 2014 meeting and will be followed up at the
next meeting on the 20th March 2014.
5.8.3 Primary Care Group. Current updates include:
• Janine Reid, Interim Transformation Manager attended the Vernova
Healthcare Board Meeting on Wednesday 26th February to go through the
Challenge Fund bid that had been developed through the group and
Vernova and agreed the next steps:
• A high level project plan
• A Frequently Asked Questions document with answers
• A Primary Care ‘Job Satisfaction’ survey to base-line current feeling
• A plan to visit the practices individually to talk about Caring Together
and the proposals set out in the Challenge Fund application
5.8.4 The first of two Model of Care sessions were held on Wednesday 5th March
2014. The group made fantastic progress and responded to the tight
deadlines set to use the model that was devised for the Challenge Fund, as
a basis for testing it against seven very different scenarios. The new model
benefited all of the patients and current barriers were identified, as well as
what would enable this to work.
5.8.5 Work now needs to be done to make the connections between the
Community and the Acute Group. This will commence on Tuesday 11th
March 2014 as part of the Transformation’s Team work and will be taken to
Care Professionals Board on Wednesday 12th March 2014. The Primary
Care group will hold their second session on Wednesday 19th March 2014.
5.8.6 Acute & Specialist Group. Current updates include:
• The Group met on the 5th March 2014, and it discussed service codependencies. Additional clinicians (consultants) attended to enable a
discussion on the co-dependencies for obstetrics, gynaecology, paediatric
medicine and emergency medicine.
• A framework developed and used in other parts of the country was used to
enable an objective discussion about which services must be co-located
on the same site and which can be networked.
• Further discussions about acute surgery and acute medicine are to be
held week commencing 10th March 2014, with progress on these areas to
be shared at the next meeting (19th March 2014). Discussion about
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external review / validation of standards and the self-assessment – PMO
currently looking into options with NHSE
• This group is also benefitting from the involvement of Hannah Farrar in its
model development work.
• A task and finish group has been established to develop/agree the Mental
Health standards with its initial meeting being held on the 12th March
2014.
5.8.7 Culture Transformation Design Group. Work undertaken since the last
update includes:
• a new ‘fortnightly cycle’ of Culture Transformation Design work stream
meetings are now being held to align to the other work streams. The
Culture Transformation Design work stream have signed off the Caring
Together video for use in all partner organisations’ new employee
induction programmes. Responses from most partners on the draft
2014/15 work plan have been secured.
• a Full Time Officers staff side development day was held on the 5th March
2014 and 13 people attended.
• a HR staff ‘information and development’ day was held on the12th March
2014 with 15 people in attendance with representation from all partner
organisations. Launch of multi partner ‘pre-employment’ scheme (25
places) planned for 7th March, 2014.
5.8.8 Finance and Estates Workstream. Fortnightly meetings continue to
progress outcomes: modelling, Pre Consultation Business Case, materials.
Progress since last update:
• Pre Consultation Business Case: benefits, hurdle and evaluation criteria
agreed in principle and sensitivity analysis criteria, risks and standards
continue to be under development.
• Financial baseline positions are under review as part of the planning cycle
and financial and activity models validation requests remain to be resolved
with McKinsey & Carnall Farrar.
5.8.9 ICT & Information Group. East Cheshire NHS Trust and Cheshire and
Wirral Partnership NHS Foundation Trust were successful in their Tech Fund
bids to NHS England and they are currently working up requirements for
implementation. The group has looked into utilising the Medical Inoperability
Gateway (MIG) as a short term option. The group agreed to move to
fortnightly meetings from the end of March 2014 to support the development
of the Pre Consultation Business Case and NHS South Cheshire and NHS
Vale Royal CCGs are now represented in the meeting to ensure links into the
wider work around the Connecting Care across Cheshire pioneer
programme.
5.9

Risks. The risks are now presented in a separate paper to this report.
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5.10

Plan on a Page projects:
• Development of the draft 2014/15 Proactive Care Service Specification supports
the continued implementation of neighbourhood teams, risk stratification and
self-management support.
• Neighbourhood Teams – Progressing care coordination in all five peer groups
and consolidating the process to support this. Two demonstrations planned for
March 2014 to prepare for the go live date for the readmissions pilot at the end of
April.
• Risk Stratification – Practices are signing up to the Information Sharing Protocol
to enable data extraction to populate the risk stratification tool for April 2014. 13
signed agreements were returned by 10/3/14.
• Florence – The third and final wave of Florence roll out has commenced and 20
of our 22 GP practices have expressed an interest in using the system. To date
approximately 24 patients have been added to the system. The majority of
practices are using the system for hypertension, inhaler and medication
reminders and smoking cessation.
• Big White Wall – Big White Wall is continuing to be well received by our
population. The system has been running since 2nd January 2014 and to date 60
people have signed up for the service. The creators of Big White Wall are hoping
to have a phone/tablet app version of the system up and running soon, this will
be available for our population at no additional cost.
• Stop and Go – The official commencement of the Stop and Go Project has been
postponed until 1st April 2014 and the launch event will be taking place on 7th
and 8th April. The launch event will be held in Holland near to the Stichting Smart
Home. This could be a fantastic opportunity to visit the Smart Home and learn
from their implementation of technology. A meeting was held on 3rd March 2014
to discuss the project plan for Stop and Go and where the project should sit
within the new CCG structure. It was felt by some attendees that they required
more in depth information before some decisions could be made and a Project
Initiation Document drawn up. Additional information has been circulated and a
follow up meeting is being scheduled.
• Plan on a Page Risks
The risks in all the projects have been reviewed on Verto with the corresponding
mitigating action plans. There is nothing significant to report.

6.

Conclusions

6.1

Progress against the programme plan remains broadly aligned, while there has
been some slight slippage. This has been mitigated for and the deadline for
consultation continues to be challenging, but achievable.
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7.

Access to further information

7.1

For further information relating to this report contact:

Name
Designation
Date
Telephone
Email

Samantha Nicol
Caring Together Director
19th March 2014
01625 663476 – Alison Elleray (PA)
samanthanicol@nhs.net
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Governance
Prior Committee Approval / Link to other Committees
Content of the report is also provided to the caring Together Executive Board.

CCG Health Needs Priorities addressed by this report – please indicate
To protect our citizens from harm
To make care more integrated & co- 

To prevent alcohol related harm



To
prevent
prematurely



people

dying

ordinated
To ensure high quality and effective
mental health services are available to 
all
To address inequalities across our 
towns and villages

CCG 2013/14 Annual Plan programme of work this report is linked to –
please indicate
Caring Together
Quality Improvement


Mental Health & Alcohol
Other


Key Implications of this report – please indicate
Strategic
Consultation & Engagement

Finance
Equality

Quality & Patient Experience
Legal

Staff / Workforce






CCG Values supported by this report – please indicate
Valuing People
Innovation

Working Together
Quality

Investing Responsibly





NHS Constitution Values supported by this report – please indicate
Working together for patients
Compassion


Respect and dignity
Improving lives


Commitment to quality of care
Everyone counts



This page has been left blank intentionally

GOVERNING BODY MEETING
26 March 2014
Report Title

Agenda Item 3.2

Finance & Performance Report, Month 11
as at 28 February 2014

Purpose of paper / report
To provide the Governing Body with an overview of NHS Eastern Cheshire Clinical
Commissioning Group’s (ECCCG’s) Financial performance to date and forecast
outturn for the 2013/14 financial year.

Key points
• ECCCG is delivering a cumulative surplus of £181,000 as at Feb 14.
• ECCCG remains on target to deliver a £200,000 surplus for the year, in-line with its
Financial Plan.
• There are a number of risks that have been outlined which could impact on the
achievement of its planned forecast surplus.
• ECCCG remains on target to deliver a year end cash balance of £200,000.

The Governing Body is asked to:
Approve
Ratify
Endorse

Decide
Note for information



Benefits / value to our population / communities
The report outlines that ECCCG is discharging its statutory financial duties by
commissioning a range of services within its financial envelope.

Report Author
Alex Mitchell
Chief Finance Officer

Contributors
Niall O’Gara
Technical Accountant
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Finance & Performance Report
Month 11 as at 28 February 2014
1.

Executive Summary

1.1

This report outlines NHS Eastern Cheshire Clinical Commissioning Group’s
(ECCCG’s) financial performance to date and estimated year end outturn. As at 28
February 2014, ECCCG is underspent by £181k with a forecast outturn underspend
remaining in line with Plan of £200k.
Table One: Financial Position for NHS Eastern Cheshire Clinical
Commissioning Group (ECCCG) as at 28 February 2014
Prospectus
‘Plan’

Cumulative Position
Plan

£'000s
222,270

£'000s
203,793

Actual

£'000s
203,608

Variance
Over/
(Under)
£'000s
(181)

Forecast Outturn
Actual

£'000s
222,070

Variance
Over/
(Under)
£'000s
(200)

1.2

The overall performance on the Acute contracts has deteriorated during the last two
months. In particular, East Cheshire NHS Trust (ECT) has been able to provide a
much higher volume of planned care due to the extremely mild weather experienced
during January and February 2014.

1.3

In particular, during a standard winter period, a number of beds within the hospital
are blocked due to patients experiencing typical ailments associated with winter, i.e.
falls, respiratory infections etc. This reduces the available capacity within the
hospital for planned care.

1.4

Overall, this is a good impact for patients as this continues to reduce the patient
waiting times within the 18 week pathway, although this does result in a financial
impact on ECCCG. For Jan 2014 the additional activity was circa £700k above its
monthly plan

1.5

Quality, Innovation, Productivity & Prevention (QIPP). Whilst ECCCG continues
to remain within its overall financial envelope, some individual QIPP initiatives have
not released the expected level of savings. Focus will now be diverted into the
identification and implementation of schemes for 2014/15.

1.6

Cash Management. ECCCG is managing its cash position within its agreed limits
and is aiming for a cash balance of circa £200,000 for 31 Mar 2014 which is below
NHS England’s recommended maximum balance of £250,000.
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1.7

Better Practice Payment Code (BPPC). Current performance is below the
required 95% and as at Feb 2014 the position has either been maintained or
improved by achieving an average of 81.1% for invoice numbers and 91% for
invoice values, which overall highlight a positive trend.

1.8

Issues (Risks). There are some risks that are currently being monitored which may
impact on ECCCG’s financial position. Of particular note is the increased
performance within ECT around its planned care (see paragraph 1.2). Whilst
estimates have been used for March 2014 the true impact will not be known until
the end of April 2014 and may exceed the estimates incorporated within the
forecast position. The risk could be up to £500,000.

2.

Recommendation(s)

2.1

The Governing Body is requested to note:
• ECCCG is delivering a cumulative surplus of £181,000 as at February 2014.
• ECCCG remains on target to deliver a £200,000 surplus for the year, in-line with
its Financial Plan.
• There are a number of risks that have been outlined which could impact on the
achievement of its planned forecast surplus.
• ECCCG remains on target to deliver a year end cash balance of £200,000.

3.

Reasons for recommendation(s)

3.1

The recommendations are highlighting ECCCG’s performance against key financial
indicators.

4.

Peer Group Area / Town Area Affected

4.1

This relates to all of NHS Eastern Cheshire geographical areas.

5.

Population affected

5.1

This relates to all of NHS Eastern Cheshire population.

6.

Context

6.1

The Finance & Performance Report is prepared by the Chief Finance Officer to
ensure the Governing Body is informed and where necessary takes appropriate
decisions concerning ECCCG’s financial performance to ensure it discharges its
financial duties.

7.

Finance

7.1

Refer to Appendix One

8.

Quality and Patient Experience

8.1

Not applicable.

9.

Consultation and Engagement (Public/Patient/Carer/Clinical/Staff)

9.1

Not applicable.
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10.

Equality

10.1 Not applicable.

11.

Legal

11.1 Not applicable.

12.

Communication

12.1 Communication with the public and other interested parties via the publication of the
Finance & Performance Report on ECCCG’s website.

13.

Background and Options

13.1 Not applicable.

14.

Access to further information

14.1

For further information relating to this report contact:

Name
Designation
Date
Telephone
Email

Alex Mitchell
Chief Finance Officer
21 March 2014
01625 663456
alex.mitchell@nhs.net

15. Glossary of Terms
ECCCG
ECT
CEC
QIPP
BPPC

NHS Eastern Cheshire Clinical Commissioning Group
East Cheshire Trust
Cheshire East Council
Quality, Innovation, Productivity & Prevention
Better Practice Payment Code

16. Appendices
Appendices Table
Appendix One

Finance & Performance Report Mth 11 as at 28 February 2014.
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Governance
Prior Committee Approval / Link to other Committees
Not Applicable

CCG Health Needs Priorities addressed by this report – please indicate
To protect our citizens from harm

To make care more integrated &
co-ordinated
To ensure high quality and effective
mental health services are available to
all
To address inequalities across our
towns and villages

To prevent alcohol related harm

To prevent people dying
prematurely

CCG 2013/14 Annual Plan programme of work this report is linked to –
please indicate
Caring Together
Mental Health & Alcohol

Quality Improvement
Other



Key Implications of this report – please indicate
Strategic
Consultation & Engagement

Finance
Equality

Quality & Patient Experience
Staff / Workforce

Legal

CCG Values supported by this report – please indicate
Valuing People
Working Together
Investing Responsibly

Innovation
Quality



NHS Constitution Values supported by this report – please indicate
Working together for patients
Compassion

Respect and dignity
Commitment to quality of care



Improving lives
Everyone counts



Appendix 1
Finance & Performance Report
Month 11 as at 28 February 2014
1. Financial Position
1.1 As at 28 Feb 14 the cumulative position for NHS Eastern Cheshire Clinical
Commissioning Group (ECCCG) is an underspend of £181k against a planned level of
expenditure of £203.8m. Table One shows the current financial position by service
area.
Table One: Financial Position for NHS Eastern Cheshire
Commissioning Group (ECCCG) by Service Area
Service Area

Acute
Community
Mental Health Contracts
Winter Pressures
Non Contract Activity
Continuing Healthcare
Mental Health Placements
Prescribing
Primary Care
Grants/Voluntary Sector
Other Healthcare
Caring Together (Reablement)
Re-Admissions
Investment/LDIP/Growth
Running Costs
Surplus
Grand Total

Budget
for Year

Budget
Year
Date

£000's
118,856
18,165
12,820
821
2,019
14,228
6,104
30,015
1,586
568
1,006
2,577
2,303
6,314
4,688
200
222,270

£000's
108,951
16,652
11,752
753
1,851
13,042
5,595
27,514
1,454
521
923
2,412
2,111
5,787
4,292
183
203,793

Clinical

Actual
Variance
to Year to Year to
Date
Date
Over/
(Under)
£000's
£000's
112,451 3,501
16,882
230
11,875
124
753
0
2,085
234
14,237
1,195
5,665
70
28,550
1,037
1,464
11
631
110
1,111
188
3,038
626
117
(1,994)
458
(5,329)
4,291
(1)
0
(183)
203,608 (181)

2. Year to Date Performance
2.1 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:

2.1.2 Acute Contracts. The overall performance on the Acute contracts has
deteriorated during the last two months. In particular, East Cheshire Trust
(ECT) has been able to provide a much higher volume of planned care due
to the extremely mild weather experienced during Jan and Feb 14.
2.1.3 In particular, during a standard winter period, a number of beds within the
hospital are blocked due to patients experiencing typical ailments associated
with winter, ie, falls, respiratory infections etc. This reduces the available
capacity within the hospital for planned care.
2.1.4 Overall, this is a good impact for patients as this continues to reduce the
patient waiting times within the 18 week pathway, although this does result in
a financial impact on ECCCG. For Jan 14 the additional activity was circa
£700k above its monthly plan.
2.1.5 Continuing Healthcare. Currently Cheshire East Council (CEC), NHS
South Cheshire Clinical Commissioning Group (SCCCG) and ECCCG
operate a pooled budget for adults with Learning Disabilities.
2.1.6 The Learning Disability Pool (LD Pool) was a historic arrangement aimed at
streamlining the care for clients who are extremely complex and have both
social and health related needs. During the last year, CEC has reviewed
these clients and has made an assessment as to whether they would be
eligible for Continuing Healthcare (CHC) which would then fall under the
financial responsibility of ECCCG.
2.1.7 A national recruitment issue within the CHC Team for specialist assessors
has delayed the assessment of the clients identified from the Pool. Due to
this delay CEC has invoiced ECCCG 50% of the full costs of potential CHC
clients (as determined by CEC) it considers to be eligible for CHC.
2.1.8 It is worth noting that the invoice received from CEC of circa £760k (50%)
has been included within the financial position but no agreement has been
reached as yet around the payment. All parties are looking at the impact of
this approach on the existing Pool contributions and options going forward.
Therefore, the current inclusion of the costs is a “worse case” scenario.
2.1.9 Investments/Local Delivery Investment Plan (LDIP)/Growth: This is the
release of funding which was set aside in the Financial Plan to cover
anticipated growth in population/contracts and is off-setting overperformance in contracts and any emerging pressures. It is forecast to be
fully used to offset the position across individual lines.

3. Forecast Outturn
3.1 The financial forecast remains at a planned surplus of £200k, although Table Two
highlights the potential range in forecasts with a worst case shift of circa £470k to a
potential £270k overspend.
3.2 The £270k overspend re the worst case scenario is predominately associated with the
potential increase in activity during Mar 14 within the Acute setting given the points
outlined within section 2.1.2 re Acute Contracts.
Table Two: NHS Eastern Cheshire Clinical Commissioning Group’s
(ECCCG’s) Potential Financial Forecast Range in Projects
Service Area

Acute
Winter Pressures
Community
Mental Health Contracts
Non Contract Activity
Continuing Healthcare
Mental Health Placements
Prescribing
Primary Care
Grants/Voluntary Sector
Other Healthcare
Caring Together (Reablement)
Re-Admissions
Commissioning Reserves
Non Recurrent Reserve
Running Costs
Surplus
Grand Total

Most
Likely
Case
£000s
123,040
821
18,530
12,950
2,300
15,202
6,104
31,170
1,586
633
1,255
3,703
88
0
0
4,688
0
222,070

Forecast
Variance

Worst
Case

Forecast
Variance

£000s
4,184
0
365
130
281
974
0
1,155
0
65
249
1,126
(2,215)
(5,814)
(500)
0
(200)
(200)

£000s
123,690
761
18,530
13,116
2,300
15,002
6,104
31,170
1,586
633
1,255
3,705
0
0
0
4,688
0
222,540

£000s
4,834
(60)
365
296
281
774
0
1,155
0
65
249
1,128
(2,303)
(5,814)
(500)
0
(200)
270

4. Contract Performance
4.1 Table Three identifies the forecast position of ECCCG’s key providers as at Feb 14
(Based on cumulative activity as at Jan 14 covering 10 months of the financial year
plus estimates for the remaining two months).

Table Three - Forecast of NHS Eastern Cheshire Clinical Commissioning Group's
(ECCCG) Financial Position of Key Providers at Financial Month 11
Acute Expenditure

Budget for
Year
£s
90,852
Aintree University Hospital NHS FT
293,114
Alder Hey Children’s FT
232,204
Assura Macclesfield LLP
748,347
BMI Healthcare Ltd
British Pregnancy Advice Service
44,580
6,001,265
Central Manchester Uni Hospital NHS FT
291,195
Care UK Clinical Services Ltd
0
CCO NHS FT
12,782,000
Cheshire & Wirral Partnership NHS FT
83,167
Countess Of Chester FT
35,830
Cumberland House Surgery
0
Danebridge Medical Centre
100,010
Derby Comm Health Service NHST
89,272,218
East Cheshire NHST
11,082
Handforth Health Centre
41,068
Liverpool Women’s NHS FT
4,082,939
Mid Cheshire Hospital NHS FT
39,087
North Staffs Comb HC NHST
0
NHS Bury CCG
5,671,568
NW Ambulance Service NHST
7,496
Oldbury & Cruickshank Optometrists Ltd
457,600
Pennine Acute NFT
0
Pennine Care NHS FT
R Liverpool/Broad Green Uni Hospital NHST 289,447
210,760
RJAH Hospital NHS Trust
668,007
Salford Royal NHSFT
1,323,582
Spire Healthcare Ltd
0
St Ann’s Hospice/Pal Care
112,708
St Helens & Knowsley Teach NHST
186,204
Staffs & Stoke Part NHST
9,357,783
Stockport NHS FT
39,280
The David Lewis Centre
433,067
The East Cheshire Hospice
10,736,488
University Hospital S Manchester NHS FT

Forecast
Outturn
£s
116,377
113,148
242,710
802,660
16,896
6,195,865
314,727
7,650
12,823,749
204,032
70,725
2,484
135,643
90,913,310
0
124,466
4,043,568
73,130
25,000
5,240,476
12,600
448,425
133,237
307,206
248,275
1,015,204
1,614,783
31,000
74,074
386,465
9,845,356
39,280
433,000
10,555,610

Variance
Over/Under
£s
25,525
(179,966)
10,506
54,313
(27,684)
194,600
23,532
7,650
41,749
120,865
34,895
2,484
35,633
1,641,092
(11,082)
83,398
(39,371)
34,043
25,000
(431,092)
5,104
(9,175)
133,237
17,759
37,515
347,197
291,201
31,000
(38,634)
200,261
487,573
0
(67)
(180,878)

University Hospital North Staffs
Vernova Healthcare CIC
Warrington/Halton NHSFT
Wilmslow Health Centre
Wirral University Teaching Hospital
Wright/Wigan/Leigh NHS FT
Ashfields Primary Care Centre
Eyecare Medical
High Cost Drugs - Independent Sector
Other
Grand Total

944,633
301,945
320,684
82,166
220,791
561,966
0
1,656,000
1,449,983
660,578
149,841,694

Community Expenditure

Budget for Forecast
Year
Outturn

Age UK
Assura Macclesfield LLP
British Pregnancy Advice Service
Citizens Advice Bureau
Derbyshire Comm Health Service NHST
East Cheshire NHST
Mid Cheshire Hospital NHS FT
Pennine Care NHS FT
St Ann’s Hospice/Pal Care
St Luke’s Hospice CW7 4AX
Staffs & Stoke Part NHST
Stockport NHS FT
David Lewis Centre
East Cheshire Hospice
Grand Total

£s
0
111,070
44,580
0
90,747
17,331,255
19,457
0
0
0
22,937
73,035
39,280
433,067
18,165,428

1,580,604
325,760
311,985
85,079
139,127
682,402
8,466
1,842,279
1,440,000
1,973,555
155,020,388

£s
0
124,086
17,400
0
115,266
17,331,255
19,213
0
31,000
0
20,141
73,035
39,280
433,000
18,203,676

Mental Health Expenditure

Budget for Forecast
Year
Outturn
£s
£s

Cheshire/Wirral Part NHSFT
North Staffs Comb HC NHST
Grand Total

12,782,000
38,134
12,820,134

12,781,705
93,229
12,874,934

635,971
23,815
(8,699)
2,913
(81,664)
120,436
8,466
186,279
(9,983)
1,312,977
5,178,694
Variance
from
Budget
£s
0
13,016
(27,180)
0
24,519
0
(244)
0
31,000
0
(2,796)
0
0
(67)
38,248
Variance
from
Budget
£s
(295)
55,095
54,800

5. Cash Management
5.1 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.
5.2 As at 28 Feb 14, ECCCG had a cash balance of £1,644,000 held within its bank
account. It is forecasting a year end balance of circa £200,000 as per Table Four A
and Table Four B.
5.3 The cash requirement has now been confirmed by NHS England in that all Clinical
Commissioning Groups should aim for a residual cash balance of £250,000 or less.

Table Four B: NHS Eastern Cheshire Clinical Commissioning Group's (ECCG's) Cash Forecast 2013/14
Apr
£000s

May
£000s

Jun
£000s

Jul
£000s

Aug
£000s

Sep
£000s

Oct
£000s

Nov
£000s

Dec
£000s

Jan
£000s

Feb
£000s

Mar
£000s

18,522

18,599

19,000

4,000

12,500

21,900

18,900

18,900

10,000

14,000

16,500

15,793

Payments

9,824

21,306

16,101

8,427

15,449

21,843

16,300

14,480

15,673

16,695

15,079

17,237

Balance

8,698

5,991

8,890

4,463

1,514

1,571

4,171

8,591

2,918

223

1,644

200

Cash
Drawdown

Less

6. Better Practice Payment Code (BPPC)
6.1 The BPPC is aimed at paying non disputed non NHS trade creditors within 30 days of
receipt of goods or a valid invoice, unless other payment terms have been approved.
6.2 Compliance is measured by achieving 95% or more against the number of invoices
paid, calculated on both the number of invoices and the value of invoices.

6.3 Currently ECCCG is achieving an average of 81.1% for invoice numbers and 91% for
invoice values as per Table Five A and Table Five B.
6.4 It is encouraging to note that the position by month has either been maintained or has
improved depending on the measurement. Whilst the value of invoices is nearer to
achieving the 95% threshold, further work needs to be done to ensure the numbers of
invoices is above the threshold for the next financial year.
Table Five A - NHS Eastern Cheshire Clinical Commissioning Group’s
(ECCCG’s) BPPC Summary Analysis

Apr 13
May 13
Jun 13
Jul 13
Aug 13
Sep 13
Oct 13
Nov 13
Dec 13
Jan 14
Feb 14
Total

Invs
Rcvd

Invs
Paid

39
266
327
622
816
839
879
673
725

24
245
296
465
574
647
652
571
633

Invoice
%
No
Value
Passed
Received
61.54%
9,536,262
92.11%
21,016,025
90.52%
16,349,907
74.76%
7,221,769
70.34%
16,132,693
77.12%
21,488,321
74.18%
16,097,118
84.84%
14,292,064
87.31%
15,117,766

869
768
6,823

759
670
5,536

87.34%
87.24%
81.14%

17,293,987
14,801,758
169,347,669

Invoices
Paid

% Amount
Passed

9,431,013
17,252,450
14,024,434
6,457,804
14,817,919
21,041,238
14,215,014
13,296,245
14,814,438

98.90%
82.09%
85.78%
89.42%
91.85%
97.92%
88.31%
93.03%
97.99%

14,822,157 85.71%
14,035,265 94.82%
154,207,978 91.06%

Table Five B - NHS Eastern Cheshire Clinical Commissioning Group’s
(ECCCG’s) BPPC Summary Analysis

7. Quality, Innovation, Productivity and Prevention (QIPP)
7.1 As at 28 February 2014, progress had been made in delivering against ECCCG’s
£5.9m QIPP target. Table Six highlights the status of the various initiatives including
an assessment of what is currently being delivered.
Table Six: NHS Eastern Cheshire Clinical Commissioning Group’s (ECCCG’s)
QIPP Delivery as at 28 February 2014
QIPP Target
Prescribing

Target
£'000s
1,000

Local
Delivery 500
Plan
LD Pool Growth
243
Running Costs

Reablement

237

300

Demand
558
Management
Reduce Growth 3,062
Funding
Total
5,900

Monitoring

Cumulative
Variance
£1,037k
overspent

Performance
Against Budget
Reduce Available
Funding
Performance
Within Budget
Against Budget
Performance
Within budget
Against Budget

Reduce Available
Funding
Performance
£3,501k
Against Budget
overspent
Reduce Available 2.1% growth v
Funding
3.3% planned

On
Target
Deliver

to





Profile of
costs v
budget - to be
reviewed





7.2 Overall, 74% of the QIPP Plan has been delivered with 26% not being delivered
during 2013/14. The impact of the outstanding areas has been factored into the
forecast outturn for ECCCG and is still on target to deliver its £200k surplus.

8. Issues (Risks)
8.1 There are a number of issues as detailed in Table Seven that ECCCG is working on
within the current environment which may impact on ECCCG delivering its financial
duties.
Table Seven: NHS Eastern Cheshire Clinical Commissioning Group’s (ECCCG’s)
Issues (Risks)
Issue
Underlying Deficit 2014/15:
Currently, ECCCG has a deficit of circa
£3m between its current allocations
(income) and its projected expenditure

Mitigation

Value

ECCCG’s Financial Plan £3m
has been submitted to
NHS England with a

Level
High

for the 2014/15 financial year.

further revision due in Apr
14.
Discussions
remain
ongoing with NHS England
as to what options exist
given that ECCCG is one
of
the
11
nationally
identified
challenged
economies.

Continual
Health
Care
(CHC)
Assessments (Learning Disability
(LD) Pool):
Cheshire East Council (CEC) 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 £1.4m should the people referred
meet the CHC assessment criteria.

The LD Recovery Group is £0.7m
working
through
the
implications on the pooled
budget
arrangements
given
that
the
Pool
currently covered these
clients.

Medium

The figures have been
included
within
the
financial position as at Mth
11.
Acute Provider Activity:
Due to the mild winter, Acute activity for
planned care has exceeded baseline
levels in Jan and Feb 14, resulting in Mth 10 and 11 known over £0.5m
additional costs for commissioners. performance has been
included
within
the
The risk is that this continues into Mar financial position plus an
14 at a higher level than estimated.
estimate for M12, ie, Mar
14.
Actual costs will not be
known for Mar 14 until Apr
14 and could exceed initial
estimates. Close dialogue
is being maintained with
local Acute providers.

Medium

9. Access to further information
9.1 For further information relating to this report contact:
Name
Designation
Date
Telephone
Email

Alex Mitchell
Chief Finance Officer
21 March 2014
01625 663456
alex.mitchell@nhs.net
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Governing Body Assurance Framework

Purpose of paper / report
This paper presents the first Governing Body Assurance Framework, which will be a
standing agenda item in the future. The Assurance Framework is a summary of
strategic risks that may have an impact on the achievement of corporate objectives.
The purpose of the paper is to present those risks for review by the Governing Body
and assure them that, all risks are represented, that suitable controls are in place
and risks are recorded appropriately.

Key points
The Governing Body needs to assure themselves of the following
• are all strategic risks represented – are there any missing?
• are risks represented appropriately, is there sufficient information in the framework
document?
• are sufficient management controls in place to manage the risk appropriately?
• should any risks be removed from the framework?
The Governing Body may also wish to decide on:
• the frequency of publication – should it be monthly or quarterly?

The Governing Body is asked to:
Approve
 Decide
Ratify
Endorse



Note for information

Benefits / value to our population / communities
The Governing Body Assurance Framework is a mechanism to ensure that significant
strategic risks to the Group are recognised and managed appropriately, thus minimising
any impact to our population and communities.

Report Author
Michael Purdie
Corporate Programmes and Governance Manager

Contributors
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Governing Body Assurance Framework
1.

Executive Summary

1.1

The Governing Body Assurance Framework forms part of the NHS Eastern Cheshire
Clinical Commissioning Group (CCG) risk management strategy and policy and is the
framework for identification and management of strategic risks – both internal to the
CCG and those in the wider system in which the CCG has a role.

1.2

The Assurance Framework is reviewed on a monthly basis by the Executive Team,
who finalise the list of strategic risks, confirm actions being undertaken and check
assurances. These risks are then added to/amended on the Corporate Risk Log
which contains all operational and strategic risks. This is managed by the Corporate
Programmes and Governance Manager and forms part of the overall risk review
undertaken by the Executive Team.

2.

Recommendation(s)

2.1

The Governing Body is asked to:
• approve and review the Strategic Risks for NHS Eastern Cheshire CCG
• decide on the frequency of publication to the Governing Body for review
(Monthly/Quarterly)

3.

Reasons for recommendation(s)

3.1

Guidance from the NHS and Internal Audit states that the Governing Body should be
aware of and manage any risks that may significantly affect the group’s ability to
meet its strategic objectives.

4.

Peer Group Area / Town Area Affected

4.1

Affects all areas in Eastern Cheshire

5.

Population affected

5.1

Whole population

6.

Context

6.1

The NHS Eastern Cheshire CCG Constitution states: “In accordance with section
14L(2)(b) of the 2006 Act the groups will at all times observe “such generally
accepted principles of good governance” in the way it conducts its business” These
include:
…
b) The Good Governance Standard for Public Services,” which states: “Risk
management is important to the successful delivery of public services. An effective
risk management system identifies and assesses risks, decides on appropriate
responses and then provides assurance that the chosen responses are effective.”
(The Independant Commission on Good Governance of Public Services, 2004)
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7.

Finance

7.1

Management of key strategic risks is an important tool in managing the group’s
finances.

8.

Quality and Patient Experience

8.1

Management of key strategic risks is a key tool in ensuring good outcomes in quality
and patient experience.

9.

Consultation and Engagement (Public/Patient/Carer/Clinical/Staff)

9.1

The assurance framework has been reviewed by the Governance and Audit
Committee, which includes lay members of the Governing Body as well as
representatives from Internal and External Audit.

10.

Equality

10.1 The assurance framework will assist in ensuring that the group commissions services
equitably

11.

Legal

11.1 In order to ensure that the Governing Body meets its legal obligations around
governance it is necessary to identify and monitor key strategic risks that may impact
the organisation.

12.

Communication

12.1 The Assurance Framework will be available to the public through the publication of
the board papers and internally the Corporate Risk Log is available to view on the
Verto programme management system.

13.

Background and Options

13.1 “The Assurance Framework is the key source of evidence that links strategic
objectives to risks, controls and assurances, and the main tool that the Board should
use in discharging its overall responsibility for internal control.”1
13.2 The Governing Body and the Audit Committee have different roles in supporting an
Assurance Framework: The Governing Body of the CCG have a responsibility to
ensure that the risks chosen and the assurances provided are robust and reflect the
group’s current position. Through its work the Governing Body can review whether:
• the risks presented are appropriate for the framework, should they be managed
within an existing programme, are they strategic, do they require scrutiny at a
governing body level?
• the risks are rated at an appropriate level, should the assurance of the current
controls mean that the remaining risk is reduced?
• the assurances provided are sufficient to support the current level of risk, or are
further assurances required
1

NHS Audit Committee handbook 2011 - HFMA
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•
•

the detail provided is sufficient, is there enough information to understand the
risk?
there are any missing risks, have all significant strategic risks been presented?

13.3 The Governance and Audit Committee have a role to ensure that the framework is
valid and suitable for the board’s requirements and have reviewed the current
Assurance Framework format. Through its work the Governance and Audit
Committee can review whether: 2
• the format of the Assurance Framework is appropriate for the organisation
• the processes around the Framework are robust and relevant
• the objectives in the Framework are appropriate for the organisation
• the controls in place are sound and complete
• the assurances are reliable and of good quality
• the data the assurances are based on is reliable
13.4 The current Assurance Framework is based on guidance provided within the NHS
Audit Committee Handbook and examples of Assurance Frameworks used in other
health organisations and the work undertaken by NHS England. Further information
on Eastern Cheshire CCG management of risk can be found in the publication
“Integrated Risk Management Strategy & Policy” on the CCG Intranet.

14.

Access to further information

14.1

For further information relating to this report contact:

Name
Designation
Date
Telephone
Email

Mike Purdie
Corporate Programmes and Governance Manager
11/03/2014
01625 663470
mike.purdie@nhs.net

15. Appendices
Appendices Table
Appendix One

2

Governing Body Assurance Framework

NHS Audit Committee handbook 2011 - HFMA
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Governance
Prior Committee Approval / Link to other Committees
The Governing Body Assurance Framework is reviewed and approved by the Executive
team, prior to publication to the Governing Body.

CCG Health Needs Priorities addressed by this report – please indicate
To protect our citizens from harm
To make care more integrated & 

To prevent alcohol related harm



To
prevent
prematurely



people

dying

co-ordinated
To ensure high quality and effective
mental health services are available to 
all
To address inequalities across our 
towns and villages

CCG 2013/14 Annual Plan programme of work this report is linked to –
please indicate
Caring Together
Quality Improvement


Mental Health & Alcohol
Other


Key Implications of this report – please indicate
Strategic
Consultation & Engagement

Finance
Quality & Patient Experience
Staff / Workforce

Equality
Legal

CCG Values supported by this report – please indicate
Valuing People
Innovation

Working Together
Quality

Investing Responsibly

NHS Constitution Values supported by this report – please indicate
Working together for patients
Compassion

Respect and dignity
Commitment to quality of care



Improving lives
Everyone counts






Governing Body Assurance Framework
March 2014
Strategic
Objective
/Aim

Sub Objectives

#

Residual
Risk

Description of Risk

High Performing Staff,
Delivering Quality
Outcomes

Valuing
People

Foster and Maintain Quality
Partnerships with External
Bodies Staff and Groups to
Improve Quality

Working
Together

01

Caring Together Programme – Case for Change

02
03

Business Information Systems

04

Delivery of the Operational Plan

Using Innovation as a Key
to Delivering Excellent
Outcomes.

Innovation

Maintaining and Improving
quality in the services that
we commission.

Quality

Investing
Responsibly

Ensuring Excellent
Outcomes, Delivering
Value for Money
Supporting Providers and
Meeting Financial
Obligations

Delivering
Health Need
Priorities.

Delivering Excellent and
Timely Outcomes from Our
Programme of Work

Low to Medium Risk

CCG Underlying Financial Deficit

High Risk

Very High Risk

Objective: Working Together

Risk

GBAF 01

Governing Body Assurance Framework
Owner: Sam Nicol

Caring Together Programme – Case for Change
The Caring Together Programme represents a significant investment by the CCG to realise
substantial benefits. The future viability of the health economy and success of the Clinical
Date Last Reviewed: 28/02/2014
Commissioning Group is largely dependent on the success of this programme. This
programme therefore represents a significant strategic, financial and reputational risk to
the organisation.

Risk Rating:

Risk History:

Rationale for Current SCORE :

L x C = Level
4

5

16

Current:

4

5

20

Appetite:

3

4

12

Opened Date
Target Date
Closure Date

28-02-14

25

Initial

20

Current

15

Rationale for RISK APPETITE :

5
0

CONTROLS (What are we currently doing about the risk?)

 Caring Together Executive Board includes representation from
the Governing Body
 Monthly Programme reports to Governing Body following review
and recommendation from Caring Together Executive Board
 Programme plan and governance structure in place for Caring
Together which controls the programme

ACTIO
N PLAN

 Project plans and monitoring progress through regular programme
board meetings.
 Caring Together Risk Log is active and reviewed monthly by the
Programme Management Board and reported through to the CT
Executive Board

Assigned to

Failure to deliver benefits and control the finances of the
programme would have a very significant impact on the
organisation.

Appetite

10

Apr
May
Jun
Jul
Aug
Sep
Oct
Nov
Dec
Jan
Feb
Mar

Initial:

Action Detail

Standard risk appetite has been set at 12 and below
MITIGATING ACTIONS (What have we done/what more should we do?

 Caring Together Board includes representation from the Governing Body
 Chief Financial Officer agree and sign off and monitor budget for Caring
Together with Programme Director
 Monthly director’s report sets out progress of delivery and utilisation of
resources
GAPS IN ASSURANCE (What additional assurances should we seek?
 Detailed planning – the level of detail and therefore control will improve as
the planning process progresses.

Progress-to-Date

Due Date
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Risk

GBAF 02

Objective: Investing Responsibly

Owner: Alex Mitchell / Neil Evans

Business Information System The development of a Business Information System is
critical to support the CCG deliver against its financial duties and responsibilities under
contract management. The service is provided by the Commissioning Support Unit and
has been in development for circa 18mths. Currently, there is limited information being
generated by the system i.e. Little data from Providers within the Manchester area and as
such no robust data directly available to monitor contracts, perform contract query etc. This
requires significant estimates to be used in relation to reporting the CCG financial position
both year to date and forecast outturn

Risk Rating:

Risk History:

Rationale for Current SCORE :

L x C = Level
4

Current:

4

4

16

Appetite:

3

4

12

Opened Date
Target Date
Closure Date

4

16

10-09-13

Initial

20

Current

15
10

Rationale for RISK APPETITE :

5
Standard risk appetite has been set at 12 and below

0

CONTROLS (What are we currently doing about the risk?)

 Rapid improvement week held to identify problems and solutions.
 Weekly meetings with the CSU lead to maintain dialogue and
continue to highlight issues.



CSU has previously undertaken rapid improvement weeks and has
been active in their engagement although delivery has been lacking.
Therefore, confidence levels are reducing in the CSU ability to resolve
this within an appropriate timescale.

Apr
May
Jun
Jul
Aug
Sep
Oct
Nov
Dec
Jan
Feb
Mar

Initial:

25

Date Last Reviewed: 27/02/2014

Agreed set of deliverables for the reporting of Month 4 information.
Also being discussed at a CWW level, although each CCG is impacted at
different levels.

ASSURANCES (How do we know if things are having a positive impact?)

MITGATING ACTIONS (What have we done/what more should we do?

 Work arounds are being maintained with CCG employees contacting
Manchester Trusts direct to obtain information as a work around.
 Financial forecast based on best estimates and knowledge of contracting
team with regards contract performance.
 Escalation process in place if agreed actions not delivered.
 Alternative options being explored
 Update 20/01/2014: During January/February 2014 the CCG will be
negotiating a revised set of requirements for 2014/15
GAPS IN ASSURANCE (What additional assurances should we seek?

3|Page
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ACTION
PLAN

 Delivery of all business information in a routine and timely manner
that covers all contracts; is reconciled and clearly indicates
contract performance

Assigned to
Alex Mitchell / Neil
Evans

 CSU have made some iterative progress to delivery of requirements but are
some way from meeting even the minimum acceptable performance
standards.

Action Detail
Prepare an options paper for the Leadership / Governing Body
to consider.

Progress-to-Date

Due Date
30/10/2013

4|Page

Objective: Investing Responsibly

Risk

GBAF 03

Governing Body Assurance Framework
CCG Underlying Financial Deficit: It is expected that the underlying financial deficit of
circa £14m for 2014/15 will result in the CCG not being able to meet its statutory financial
duties. In order to produce a balanced financial position discussions are on-going with the
NHS England Area Team. There are a range of potential implications associated with
achieving a balanced financial position ranging from a reduction / changes to existing
commissioned service, impacting on the progress of the Caring Together programme.

Risk Rating:

Risk History:
L x C = Level

Initial:

5

5

25

Current:

5

5

25

Appetite:

3

4

12

Opened Date
Target Date
Closure Date

20-01-14
None

25
20
15
10
5
0

Current
Appetite
Apr

Jun Aug Oct Dec Feb

plan due in February 14.
ASSURANCES (How do we know if things are having a positive impact?)

 Completion of financial plans in accordance with the national
Planning timeframes.

Assigned to
AM/NE

Date Last Reviewed: 05/03/2014

Rationale for Current SCORE :

Initial

CONTROLS (What are we currently doing about the risk?)
 2014/15 Annual Planning Cycle, including 1st draft of financial

ACTION
PLAN

Owner: Alex Mitchell

This is a high level risk which will materialise in 2014/15.
The financial deficit is based on the latest planning
guidance, including CCG allocations. In addition, the
CCG will not benefit from £2.2m it received in 13/14 non
recurrently in relation to the CECPCT 12/13 surplus.
Rationale for RISK APPETITE :

Standard risk appetite has been set at 12 and below
MITGATING ACTIONS (What have we done/what more should we do?

 Range of QIPP schemes to be developed to help bridge the financial deficit.
 Annual plan to be discussed with the Governing Body.
 Discussion on-going with NHS England Area Team around financial plans
and potential support.
GAPS IN ASSURANCE (What additional assurances should we seek?

 None

Action Detail
Establish new Finance Committee to be chaired by Governing
Body Member

Progress-to-Date

Due Date
01/04/2014
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Objective: Delivering Health Need Priorities
Risk

GBAF 04

Governing Body Assurance Framework
Owner: Neil Evans

Delivery of the Operational Plan
There are some key performance related risks attached to the delivery of the operational
plan. The severity of the risks will vary by season and resources available, but overall
these comprise achievement of measures against: A&E performance, IAPT, Health Care
Acquired Infection (HCAI), 18 weeks, Cancer Waits and the Quality Premium Measures

Risk Rating:

Risk History:

Date Last Reviewed: 10/03/2014

Rationale for Current SCORE :

L x C = Level
5

5

25

Current:

5

5

25

Appetite:

3

4

12

Opened Date
Target Date
Closure Date

10-03-14
None

25

Initial

20

Current

15

Appetite

10

Ongoing performance challenges relate to 18 week
delivery, HCAI rates through MRSA and delivery of
Access to Primary Mental Health Services and Patients
Feeling Supported to Manage their Long Term Condition
Rationale for RISK APPETITE :

5
0
Apr
May
Jun
Jul
Aug
Sep
Oct
Nov
Dec
Jan
Feb
Mar

Initial:

CONTROLS (What are we currently doing about the risk?)

 Contract Monitoring across all our main providers
 Recovery trajectories are negotiated and contract notices used to
enforce the trajectories
 CCG plans developed to deliver Quality Premium Measures
 Quality and Performance Committee monitor progress on a
monthly basis
ASSURANCES (How do we know if things are having a positive
impact?)
 A&E Performance: Monthly figures: YTD 95.75, December 2013:
96.66: January 2014: 94.75 February 2014: 95.44
 18 weeks: Feb 14 current monitoring figures show a reduced risk
of breaching 18 weeks.
 IAPT waits are reducing

Standard risk appetite has been set at 12 and below
MITGATING ACTIONS (What have we done/what more should we do?

 CCG has requested that East Cheshire Trust maximises the use of the
private sector to support capacity required for 18 week and A&E
achievement.
 Investment in CWP IAPT and CAMHS services to improve access for our
population
 Full root cause analysis of MRSA cases
GAPS IN ASSURANCE (What additional assurances should we seek?
 Recurrent lack of IAPT capacity against demand requires a long term
solution developing. This is being developed through 2014-15 Operational
Plan

6|Page

Governing Body Assurance Framework
Assigned to

 IAPT recovery is being managed through two
approaches. The first is a short term investment in
additional capacity. This commenced in January 2014.
 A commissioning plan for the future capacity of
IAPT/Counselling services is being developed as part of
2014-15 contract

Progress-to-Date
 Additional capacity put in place
from January. Wait times are
reducing through February and
March. Audit of patient waiting list
completed.
 Development of costings to meet
demand for current service
completed. An options assessment
is being developed.

Due Date
 April
2014

 June
2014

ACTION PLAN

 IAPT –
Andrew Binnie
and Tori Bell

Action Detail

7|Page

GOVERNING BODY MEETING
26 March 2014
Report Title

Agenda Item 3.4.1

Minutes of the Governance & Audit Committee
Meeting Held 26 February 2014

Purpose of report
To provide an overview of the Governance & Audit Committee by the reporting of
its minutes to the Governing Body.

Key points
• the Governance & Audit Committee (GAC) reviewed the Assurance Framework and
highlighted a number of changes.
• Internal Audit and Counter Fraud plans are on target.
• Information Governance updated a number of key policies and provided feedback on a
spot check that was undertaken within NHS Eastern Cheshire Clinical Commissioning
Group’s (ECCCG’s) office.

The Governing Body is asked to:
Approve
Ratify
Endorse

Decide
Note for information



Benefits / value to our population / communities
This provides assurance that ECCCG is discharging its duties in line with good
governance and is supporting the delivery of its visions and objectives.

Report Author
Alex Mitchell
Chief Finance Officer

Contributors
Gerry Gray
Governing Body Lay Member (Governance)
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Minutes of the Governance & Audit Committee Meeting
held 26 February 2014
1.

Executive Summary

1.1

The Governance and Audit Committee (GAC) discussed the Assurance Framework
and the controls currently in place along with the need to refine some of the item
descriptions to aide clarity. It was agreed that the Caring Together Program should
be reinstated as a risk on the Assurance Framework.

1.2

Mersey Internal Audit Agency (MIAA) updated the GAC on its progress against its
work plan and confirmed that everything was on track.

1.3

The Information Governance Manager updated the committee on the progress to
date around Information Governance. It was agreed to adopt the latest policies,
recognising minor changes had been made around terminology. The GAC was
updated on the outcomes of a spot check on ECCCG’s office within New Alderley
House which had identified a number of recommendations. The GAC agreed with
the findings and asked the officers to take forward the recommendations.

1.4

The MIAA Counter Fraud representative updated the GAC on the good progress
being made on staff awareness re counter fraud training. A detailed plan for
2014/15 had been submitted and was deferred to the next GAC meeting in order for
it to be approved as a package with the Internal Audit Plan.

2.

Recommendation(s)

2.1

The Governing Body is asked to:
• note for information Appendix One; the minutes of the GAC meeting held on 26
Feb 14.

3.

Reasons for recommendation(s)

3.1

The GAC is a sub-committee of the Governing Body and under its Scheme of
Delegation, the Governing Body receives the minutes of the sub-committee.

4.

Peer Group Area / Town Area Affected

4.1

Relates to all of NHS Eastern Cheshire geographical areas.

5.

Population affected

5.1

Relates to all of NHS Eastern Cheshire population.

6.

Context

6.1

The GAC seeks assurance that ECCCG is discharging its duties in line with good
governance and is supporting the delivery of its vision and objectives.

th

NHS ECCCG Governing Body Meeting 26 March 2014

Agenda Item 3.4.1

7.

Finance

7.1

Not Applicable

8.

Quality and Patient Experience

8.1

Related issues reviewed as part of the Assurance Framework.

9.

Consultation and Engagement (Public/Patient/Carer/Clinical/Staff)

9.1

Not applicable

10.

Equality

10.1 Related issues reviewed as part of the Assurance Framework.

11.

Legal

11.1 Not Applicable

12.

Communication

12.1 Minutes reported through to the Governing Body and made available via ECCCG’s
website.

13.

Background and Options

13.1 Not Applicable

14.

Access to further information

14.1 For further information relating to this report contact:
Name
Designation
Date
Telephone
Email

Alex Mitchell
Chief Finance Officer
21 March 2014
01625 663456
alex.mitchell@nhs.net

15. Glossary of Terms
ECCCG
GAC
MIAA

NHS Eastern Cheshire Clinical Commissioning Group
Governance and Audit Committee
Mersey Internal Audit Agency

16. Appendices
Appendix One

Minutes ECCCG GAC Mtg 26 Feb 14
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Governance
Prior Committee Approval / Link to other Committees
Not Applicable

CCG Health Needs Priorities addressed by this report – please indicate
To protect our citizens from harm

To make care more integrated &
co-ordinated
To ensure high quality and effective
mental health services are available to
all
To address inequalities across our
towns and villages

To prevent alcohol related harm

To
prevent
prematurely

people

dying

CCG 2013/14 Annual Plan programme of work this report is linked to –
please indicate
Caring Together
Mental Health & Alcohol

Quality Improvement
Other

Key Implications of this report – please indicate
Strategic
Consultation & Engagement

Finance
Equality

Quality & Patient Experience
Legal






Staff / Workforce

CCG Values supported by this report – please indicate
Valuing People
Working Together
Investing Responsibly

Innovation
Quality





NHS Constitution Values supported by this report – please indicate
Working together for patients
Compassion

Respect and dignity
Commitment to quality of care



Improving lives
Everyone counts



Appendix One

MINUTES
Chair:
Gerry Gray
Date/Time: 26 February 2014 @ 2.00pm – 3.30pm
Venue:
Board Room 1, New Alderley House, Victoria Road, Macclesfield, SK10 3BL
ECCCG Governance & Audit Committee Meeting
Attendees

Key

Gerry Gray
(Chair)
Gill Boston

Title & Organisation

Present

GBo

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

Apols

Melanie Lyman

ML

General Practice Representative, ECCCG

Apols

James Milligan

JM

Apols

Bill Swann

BS

Clinical Representative, ECCCG
Lay Member, ECCCG Patient & Public
Involvement

GG





In Attendance
Robin Baker

RB

External Audit Representative

No

Roger Causer
Suzanne
Crutchley
Matthew Elcock
Anne-marie
Harrop
Jerry Hawker

RC

Counter Fraud

No

SC

Information Governance



ME

Counter Fraud



AMH

MIAA Internal Audit Representative



JH

Chief Officer, ECCCG

No

Alex Mitchell

AM



Mike Purdie

MP

Helen Stevenson

HS

Chief Finance Officer, ECCCG
Corporate Programmes & Governance Manager,
ECCCG
External Audit Representative

PP

PA to Chief Finance Officer, ECCCG


No

Minute Taker
Philippa Pearce

1.0

STANDING ITEMS

1.1

Apologies for Absence
Apologies for absences were noted as above.
st

Location:

Board Room 1, 1 Floor West Wing, New Alderley House, Macclesfield

Meeting Date:

26 February 2014

Meeting Title:

ECCCG Governance & Audit Committee

Time:

2.00pm-3.30pm

1 of 9

Completed by:


Action
By

1 of 9
Philippa Pearce

1.2

Declarations of Interest
There were no new declarations of interest.

1.3

Minutes of the Previous Meeting – 22 January 2014
The Minutes of the previous meeting were agreed as a true and
accurate record and were signed by Gerry Gray.

1.4

Action Log
The Action Log was discussed with the following updates made:
GAC29 AI2.3 Audit Cte Progress Report
AM to raise at CSU SLA meeting on 27 Feb 14.
GAC37 AI2.6 Future Meetings – Timings
Discussions took place about the timing of the GAC meetings; with
some falling two weeks apart. Decision to be made at the end of this
meeting with regard to the next scheduled GAC meeting (12 Mar
14). AM and PP to review the GAC meeting schedule for 2014.
Note: It was subsequently decided to cancel the GAC meeting
scheduled for 12 Mar 14.
GAC38 AI3.1.1 Expenditure Guidance Over £25k
AM confirmed that invoices are based on payment value. To be
removed from Action Log.
GAC39 Information Governance (IG) Training
AM reiterated the importance of all CCG staff completing their IG
training as part of the IG audit and ASH accreditation. The
introductory training takes approximately one hour and subsequent
annual refresher training takes approximately 30 minutes.
GAC40 Lay Member Involvement with GAC Meetings
Arrangements to be made for GG to discuss governance
arrangements and options of representatives of HealthVoice
becoming involved with the GAC. PP to co-ordinate with Rebecca
Patel for GG to attend a HealthVoice meeting or a separate meeting
to be organised.
GAC42 Future Meeting – Final Accounts
This is an Agenda item therefore GAC42 removed from Action Log.
GAC43 External Audit Committee Report
MP confirmed that it is possible to link ECCCG’s Plan with NHS
England’s six domains. To be removed from Action Log.
GAC44 Accounts Overview
AM explained that CECPCT had made provision of £1.6m for
restitution regarding Continuing Health Care (CHC). NHS England
had subsequently changed to a cash accounting system which will
st

Location:

Board Room 1, 1 Floor West Wing, New Alderley House, Macclesfield

Meeting Date:

26 February 14

Meeting Title:

ECCCG Governance & Audit Committee

Time:

2.00pm – 3.30pm

Completed by:

2 of 9
Philippa Pearce

result in the provision being lost if not paid this year. For next year it
will be top-sliced £861k re risk pooling. AM noted that this will mean
that the CCG will have paid twice and have a year where the
provision is not accounted for. AM to discuss disclosure
requirements regarding restitution with Grant Thornton and confirm
how to account for it this year.
2.0

REGULAR ITEMS

2.1

Assurance Framework
MP explaining that the Assurance Framework is an example of what
will be presented to the Executive Team for review. Once the risks
are agreed as appropriate, it will be put forward to the Governing
Body on 26 Mar 14.
MP talked through the refinements made to the document, noting
that the risks had been consolidated and a short commentary
included.
Discussions took place about the controls in place and knowledge
with regard to terminology used. AMH advised that it is not
appropriate for the assurances section of a risk to show as “not
applicable”. Any gaps need to be included within the gaps in
assurance section.
Caring Together (CT) was raised and discussions took place
regarding whether it should remain on the Assurance Framework as
one overall risk or be removed with any specific issues being
escalated if required. It was agreed to keep CT on the Assurance
Framework.
AM explained that the role of the Executive Team is to ensure that
the correct risks are on the Assurance Framework and to consider
any areas that might have been omitted. It was confirmed that the
Executive Team can provide their opinion and propose changes to
the Governing Body but would not add or remove risks.
Action: Assurance Framework to be refined and presented to
the Executive Team on 5 Mar 14.

2.2

External Audit Committee Report
There was no External Audit Committee report for Feb 14.

2.3

MIAA Audit Committee Progress Report
AMH advised that there was no formal report for Feb 14 but that
work was in progress.

2.4

Information Governance (IG) Update Report
SC talked through the IG Update Report noting that the volume of
st

Location:

Board Room 1, 1 Floor West Wing, New Alderley House, Macclesfield

Meeting Date:

26 February 14

Meeting Title:

ECCCG Governance & Audit Committee

Time:

2.00pm – 3.30pm

Completed by:

MP

3 of 9
Philippa Pearce

policies presented was as a result of ECCCG being in its first year of
operation and the requirement to review all policies from when in
shadow form.
SC talked through the amendments to the policies, a summary of
which had been set out in Appendix A of the report. SC advised that
no substantial changes had been made, with most relating to
terminology and being repeated throughout the policies.
IT policies had been provided for information as part of the IT
package purchased by ECCCG. All had been seen in advance by
AM in order to agree that they set out the necessary procedures.
The GAC approved the updates and received the revised policies.
Action: ECCCG website to be updated with revised polices; all
amendments in yellow to be removed from the policies prior to
being updated to website.

MP

SC talked through the findings and recommendations of the IG Spot
Checks with salient points being:
• Not all staff were aware of who the Caldicott Guardian (Mike
Purdie) or Senior Information Risk Owner (Alex Mitchell) were
or what the roles are.
• ID badges are not worn by all.
• The existing fax machine does not have full functionality with
regard to security features.
• The screen save facility is not set up on all computers or has
been disabled.
• Not all staff have completed the annual IG training.
• Offsite archive storage is being reviewed by the CSU. Noted
that due to changes in technology, there is a requirement to
archive hard copies of documents for the agreed length of
time.
• Consideration to be given when filming at public events to
ensure that no-one is filmed without consent.
Action: Recommendations from IG Spot Check to be reviewed
and appropriate actions taken.

AM/MP

SC advised that the IG Toolkit had been submitted and points had
been raised by MIAA. She confirmed that she is in discussions with
AM regarding assurance.
Action: AM to respond to SC with regard to IG Toolkit
assurance.

AM/SC

In summary, SC asked the GAC to approve the updates to the IG
polices, receive the updated IT policies, receive the Spot Check
st

Location:

Board Room 1, 1 Floor West Wing, New Alderley House, Macclesfield

Meeting Date:

26 February 14

Meeting Title:

ECCCG Governance & Audit Committee

Time:

2.00pm – 3.30pm

Completed by:

4 of 9
Philippa Pearce

report and consider any relevant actions to be taken and to continue
to commit to supporting compliance with the IG Toolkit.
The GAC were in agreement with all areas raised.

2.5

MIAA Counter Fraud Progress Report
ME provided an update with regard to ongoing work, confirming that
Counter Fraud training had been carried out with the majority of staff
now having completed their training. A Conflict of Interest report
would be available in the next 2-3 weeks but there were no areas of
concern raised.
The Progress Report set out the proposed draft workplan for
2014/15, detailing the four areas that MIAA is responsible for
working on and the workstreams undertaken in these areas. ME
explained that there is a slight caveat regarding standards in the
workplan, advising that NHS Protect will be issuing standards
specific to CCGs. If there are any relevant changes to the
standards, the workplan will be revised accordingly.
ME advised that a risk assessment had been carried out of the
organisation looking at the main areas of potential fraud risk. It was
noted that the potential for fraud risk is generally low with the main
area of risk being as a result of conflicts of interest.
The workplan for next year will include commissioning and
Continuing Health Care (CHC) fraud risks with regard to ensuring
that claims are valid prior to going to the CSU; the CSU make
payments on the CCG’s behalf.
ME noted that presentations are issued to GP practices and that
Counter Fraud is engaging with Practice Managers and continue to
release Fraud Alerts.
ME informed the GAC that it is a mandatory requirement for CCGs
to take part in the National Fraud Initiative regarding Payroll and
Creditors, and offered his support and assistance. AM noted that
this is an ongoing process regarding matching data across the public
sector which is a useful exercise that can potentially highlight
instances of staff working while off sick or fraudulently claiming
benefits.
ME explained that the annual fee, as set out on Page 12, had
remained the same as the previous year and that key contacts were
listed at the back of the report. In response to queries, AM advised
that the fee is locally agreed based on the number of day’s work
requested. ME noted that this is in line with other CCGs.
AM agreed with the value but requested that this be brought in line
st
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with MIAA in order to provide one overall package from MIAA and
Counter Fraud in Apr 14. ME was in agreement with this.
The GAC were in agreement with the draft Workplan which is now to
be submitted to the Governing Body.

2.6

MIAA Bribery Act GAC Paper
ME explained that the Bribery Act came into force in 2011 and
introduced guidance setting out the definition of bribery and offences
and detailing procedures that CCGs need to put in place to prevent
bribery within the organisation. An Action Plan was included within
the paper which set out what needs to be completed, by whom and
timescales. He noted that the CCG would need to place statements
on the Intranet to the effect that bribery would not be tolerated.
ME confirmed that a lot of the work would be completed by Counter
Fraud but that the ownership sits with the CCG.
The GAC approved the report as presented.
Action: AM to work with ME to categorise and implement the
recommendations of the Bribery Act Paper. Any areas
requiring decisions to be brought back to the GAC.

2.7

AM/ME

NHS England Guidance Updates
GG had attended a recent Audit Chair’s meeting at which it had
been queried whether guidance issued from NHS England is being
received by members of the Governing Body. It was agreed to add
this as a regular agenda item.
Action Log: A list of NHS England Guidance to be added to the
GAC Agenda with areas specific to Governance and Audit
Committees to be highlighted.

3.0

ANY OTHER BUSINESS

3.1

NHS Audit Committees
GG provided feedback from NHS England’s Audit Chair meeting that
he had recently attended.

AM

Discussions had taken place regarding committee membership, in
particular with regard to independents. It was noted that for ECCCG
the independent lay members are GG, GBo and BS, with the rest
having other responsibilities.
It had been felt that if clear guidance was not issued, a common
sense approach should be used; as endorsed by NHS England’s
Audit Committee and other CCGs.
st
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GG noted that the meeting had included discussions regarding good
governance issues in the current climate, but felt that help had been
sought rather than information/guidance provided.
GG advised that contact details had been circulated of those
present, including other representatives from the Cheshire area, to
enable sharing of information.
A special Audit Report re Third Party Assurance in relation to ESR
and Payroll had been raised at the meeting. AMH advised that the
report was available and would be issued via Deloitte Touche.
ACTION: AM to request copy of Third Party Assurance Audit
Report re ESR and Payroll at CSU SLA meeting on 27 Feb 14.
To be added to GAC Agenda when available and AM to map out
in a document.
3.2

Annual Report and Accounts Overview
AM advised that the Annual Report and Accounts Overview report
had been presented at the Governing Body meeting held in the
morning (26 Feb 14). The Governing Body had delegated rights to
the GAC to approve the Accounts on behalf of the Governing Body.
Actions:
• Draft copy of the Accounts to be presented to the
Governing Body in May 14.
• GAC meeting to be scheduled for 4th/5th Jun 14 in order to
approve ECCCG’s accounts.

3.3

AM

AM
AM/PP

Data Breaches
MP raised awareness of two recent data breaches.
A third party supplier had raised awareness of a burglary at their
premises which had resulted in a potential data breach. It was
confirmed that any patient data held by the supplier on invoices
relating to ECCCG would be pseudonymised.
An incident report had been raised and sent to the CSU. The
conclusion was that there was a low risk of patient data being
compromised and no further action was required.
MP reported that a work laptop had been stolen from a car outside of
work premises.
All work laptops are encrypted and require a user name along with
access codes from a VPN token (four digits known only to the user
and six random digits from the VPN token). There were no
passwords reported to be with the laptop and the VPN token was
st
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securely stored separately. Data is set up to be saved on the shared
drive which can be remotely wiped by the IT department.
Restrictions are set with regard to what can be downloaded and
what can be stored on the “C” drive.
MP concluded that ECCCG had lost a laptop but that there had not
been any breach of confidential data.
The importance of protecting data was stressed. MP confirmed that
any pen drives/memory sticks used are encrypted. Laptops and
mobile phones are encrypted and can be wiped remotely.
MP confirmed that an email had been issued to all staff to reinforce
the lessons learnt and the importance of protecting data.
The GAC was assured that all necessary procedures and
mechanisms to protect confidential data were in place and all
possible precautions taken.
3.4

MIAA 2014 Audit Plan Update
AMH advised that she had supplied AM and GG with the first cut of
the draft Audit Plan to discuss and debate and would submit it to the
GAC in Apr 14 for approval.
Action: AM and GG to review first cut of draft Audit Plan and
provide AMH with feedback via email by 12 Mar 14.

AM/GG

3.5

Future Agenda Items
• AMH to provide 4-5 papers at the GAC meeting on 30 Apr 14.
• Update on External Audit.
• GAC self-assessment session to be held in Nov 14 facilitated
by MIAA.

4.0

DATE, TIME & VENUE OF NEXT MEETING

4.1

12 March 2014, 3.00pm – 5.00pm CANCELLED
30 April 2014, 3.30pm-5.00pm*
Meeting Room A, 1st Floor West Wing, New Alderley House,
Macclesfield, SK10 3BL
*Please note the time of the GAC meeting is subject to change
in line with the timing of the Governing Body meeting. Details
to be confirmed via email and upon issue of the GAC Agenda.
Signed:
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GOVERNING BODY MEETING
26th March 2014
Paper Title

Agenda Item 3.4.3

Clinical Quality and Performance Committee

Purpose of paper / report
This paper provides a summary of the key areas of discussion and actions agreed
at the March Quality and Performance Committee.

Key points
•

•

•
•
•
•

•

•

New governance arrangements have been put in place for monitoring the services
provided by NWAS (Emergency, Patient Transport and 111) across the six CCGs of
Cheshire, Warrington and Wirral.
Progress against delivery of the CCG Quality Premium Indicators highlighted good
progress in reducing emergency hospital admissions however despite some short
term investment in IAPT their remained an underlying demand and capacity inbalance
It was noted that a refreshed terms of reference had been put in place to drive the
“Cheshire East” footprint project working to reduce the incidence of pressure sores
A positive trend was noted at East Cheshire Trust in relation to national performance
targets, specifically including A&E and 18 Weeks Referral to Treatment (RTT)
Following the suspension of the procurement process for community ultrasound the
CCG had put in place mitigating actions to ensure short term capacity
On-going work to clarify the role of the Continuing Health Care/Funded Nursing Care
Team (Cheshire and Merseyside CSU) in management of Care Homes was
discussed
A new Hospital Mortality reporting tool was discussed and it was confirmed that
assurance around the effectiveness of the tools being used by East Cheshire NHS
Trust was being sought
A revised Serious Untoward Incident Policy was presented to the group and some
changes were requested prior to ratification. This document would then be included
in the Provider Contracts.

The Governing Body is asked to:
Approve
Ratify
Endorse



Decide
Note for information

Benefits / value to our population / communities
To provide assurance regarding the quality of services being provided to our population.

Report Author
Dr James Milligan
Governing Body Quality Lead

Contributors
Neil Evans
Head of Business Management

Access to further information
For further information relating to this report contact:
Name
Designation
Date
Email

Dr James Milligan
Governing Body Quality Lead
18th March 2014
james.milligan@nhs.net

Governance
Prior Committee Approval / Link to other Committees
N/A

CCG Health Needs Priorities addressed by this report – please
indicate
To protect our citizens from harm
To make care more integrated & 

To prevent alcohol related harm

To
prevent
prematurely

people

dying



co-ordinated
To ensure high quality and effective
mental health services are available 
to all
To address inequalities across our 
towns and villages

CCG 2013/14 Annual Plan programme of work this report is linked to –
please indicate
Caring Together
Quality Improvement


Mental Health & Alcohol
Other


Key Implications of this report – please indicate
Strategic
Consultation & Engagement

Finance
Quality & Patient Experience
Staff / Workforce



Equality
Legal

CCG Values supported by this report – please indicate
Valuing People
Innovation

Working Together
Quality

Investing Responsibly







NHS Constitution Values supported by this report – please indicate
Working together for patients
Compassion


Respect and dignity
Improving lives


Commitment to quality of care
Everyone counts



Minutes of ECCCG Clinical Quality and Performance
Committee held on Wednesday, 15th January 2014
12.30 – 3.00 pm, Boardroom 1, 1st Floor NAH, MDGH
Present

Name

Initials

Dr James Milligan

KM

Executive GP for Business Management Team –
ECCCG - Chair

Gill Boston

GB

Lay Board member (PPI), ECCCG Governing Body

Apologies

In
Attendance




Registered Nurse Board member, ECCCG Governing
Body
Head of Clinical Developments and Health Outcomes
ECCCG



Sally Rogers

SR

Jacki Wilkes

JW

Louise Conway

LC

Quality and Improvements Manager, ECCCG



Neil Evans

NE

Head of Business Management, ECCCG



Anita Mottershead

AM

Quality and Performance Analyst, ECCCG



Moira McGrath

MM

Designated Nurse for Safeguarding Children South
Cheshire CCG

Andy Wilson

AW

Quality and Performance Analyst ECCCG



Debbie Lowe

DL

Locality Lead, Cheshire and Merseyside CSU



Lindsay Ratapana

LR

Adult Safeguarding Clinical Manager, ECCCG

 (part)

Duncan Matheson

DM

Secondary Care Doctor ECCCG Governing Body



Julia Huddart

JH

Executive GP for Clinical Team, ECCCG

 (part)

Andrew Binnie

AB

Quality and Performance Manager, ECCCG



Dawn Wayne

DW

ECCCG Administrator, Notetaker







Action/Date
1

Welcome, Apologies, Declarations of Interest

1.1

Apologies as noted above.

1.2

Declarations of Interest.

2

None were declared.
Minutes of Previous Meeting and Matters Arising
The minutes and action log of the meeting held on 18th December 2013 were
reviewed and the following are the matters arising.

2.1

Action Log Update
2.1 Nursing Home update – refer to item 4 in minutes, remove from Action
log, ongoing Agenda item

2.2

2.4 GP representation on Safeguarding Board – email sent but no replies
received to date. In view of possible changes within Safeguarding Board item
can be removed from log.

2.3

2.5 Review Long Term IAPT services – No agreement yet on long term
funding. Big White Wall has been commissioned and short term funding has
been put into Q4 this year to expand IAPT capacity and reduce wait times.

2.4

2.9 Readmission – the issue was around consultant level data which has
now been resolved. NE advised that the CCG now has ASH (accredited safe
haven) status to allow users to access one piece of specific patient
information. Mike Purdie is checking restrictions. Item closed

Ongoing

Ongoing
IH/JW

2.5
2.10 IST report requested from ECT – report received, item closed
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2.6

3.1 ECCCG Performance Dashboard – Actions complete. Regular Pressure
Ulcer meetings will be held, classification of falls has been done and the
paper to be submitted to the Governing Body is included in the Quality
document – item 3.1.2 refers.
Action: Pressure Ulcers/Falls Update to become a standard item on the
Agenda.

2.7

3.2.1 RTT 18 Week Waits – Regarding request from ECCCG to use the
private sector to reduce waiting lists, ECT are not yet fully utilising required
capacity. A revised recovery plan is being agreed and the CCG is awaiting
clarification on this point.

2.8

3.2.3 NWAS review of expenditure and value for money - NE to report in
March.

2.9

2.10

YG/AB

Action: Item for March Agenda

YG/NE

3.2.4 Hyper Acute and Stroke Update – no further progress has been made
regarding Whiston hospital being used as a temporary solution pending the
Greater Manchester capacity being expanded.

JW March
2014

Action: Data to be sent to all practices.

LC January
2014

JH raised an issue around colposcopy and whether practices have to opt in to
the service.
Action: NE to request an update is sent to all practices from the
Screening Manager at NHS England.

NE January
2014

2.11

8.1 Internal liaison within CCG regarding CQUIN – see item 9 of minutes

2.12

9.1 QoF presentation – the presentation from last month’s meeting had been
circulated to the committee. A further paper from NHS England was tabled
entitled Improving Outcomes in Primary Care which included tracking
prevalence over the past 4 years to build a bigger picture and profile of
patient usage of primary and secondary care. It is planned to present this
information back to peer groups but a meeting is still to be held with NHS
England to consolidate the data.

2.13

A query was raised regarding the incident reporting for the NHS 111 Service.
NE advised Jim Britt was arranging a regional meeting for Ambulance and
111 and this may help support the governance processes.
Action: NE to pick this up with Jim Britt.

NE January
2014

3

Dashboard

3.1

The ECCCG Dashboard was presented to the Committee for discussion.

3.1.1

Diabetes Admissions – the committee reviewed the information presented
with the Agenda which covered the number of admissions and length of stay
for patients who already have diabetes. Diabetes is part of the services being
reviewed by ECT so this would feed into that rather than a separate review.

3.1.2

Quality Premium 2013/14 presentation to Governing Body.
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Action: AB/team to add a further column for narrative and include graph
with comments and summary table. To be emailed to Committee by
20.1.14
3.2

The ECT Dashboard was unavailable for presentation at the meeting. Timing
issues will be resolved when future meetings of this committee are held later
in the month.
Action: AB to circulate Dashboard when available.

3.2.1

AB 20.1.14

AB January
2014

RTT 18 Week January 2014 Projected Outcomes – Agreed failure for
neurology on admitted; trauma and orthopaedic currently to achieve overall at
91.5 but concerns over upper limb at 89.8. Cardiology is due to fail due to
small numbers. Non-admitted set to achieve 96.9 overall. Incompletes
overall set to achieve 94.5. Diagnostics just under achievement at 98.2. The
Trust are working to reduce number of breaches. There are currently 2
+13week waiters. Backlog projection of 212, hoping for 167-180.
Increase in ophthalmology 20 week wait with potential become 30+ weeks
before treatment.
Action: A Performance Notice for 18 weeks compliance to be issued
subject to the outcome of a meeting to be held on 16th January.

NE January
2014

3.2.2

A&E performance – Quarter failed but still achieving year to date.

3.2.3

Capacity Issues – No major issues moving forward but some services were
highlighted as potentially problematic:
- Cardiology – utilising a temporary consultant and have a locum due to
start in February
- Dermatology – Consultant due to retire and currently reliant on
Community GPSI service.
- Audiology – current issues
- Ophthalmology – current issues
- Urology – Consultant provision from Stockport but service already has a
long waiting list.
Epilepsy First Seizure service, which originally was commissioned locally.
This has been moved to Salford, having been taken over by them from David
Lewis Centre, and some local clinics have closed as a result. The service is
commissioned by NHS England but the CCG are in dialogue with NHS
England and Salford to review local provision.

3.3.1

CWP/IAPT - £141,000 has released to commission extra capacity to reduce
waiting list.

3.4

Care UK NOUS Contract – issues with lack of capacity and service resulted
in early end date for the contract being agreed. An advert has been published
to find new providers and 13 expressions of interest have been received so
far. It was noted that quality and consistency of provision must be taken into
account when vetting potential providers.

4

Nursing Homes Update

4.1

LR updated the Committee on the current areas of concern across 6 homes.
Mary Barlow, quality lead on continuing healthcare and funded nursing care,
will be attending future meetings to update the Committee and the actions
being taken by Cheshire East Council and CCG.
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5

Patient Experience
Only ECT Friends and Family Test December 2013 figures for returns were
available:
A& E response rate - 21.3% (top quartile in UK)
Inpatient response rate - 34.1% (top/2nd quartile in UK)
Favourable results were received for the Friends and Family test for the first
quarter. Maternity has now been rolled out and Outpatients will be next.
CCG quality premium is to be based on the net promoter score. Scores are
being monitored monthly.

6

Patient Safety Incidents (Never Events) or Serious Untoward Incidents
The January SUI meeting was cancelled and the next meeting is in February.

7

Complaints, PALS and Professional Concerns Trend
Item deferred, no minutes were available from the Complaints meeting.due to
the timings of the two meetings

8

Mortality and Morbidity Data
Information due February.

9

CQUIN Update

9.1

Pressure Ulcer figures had not significantly reduced therefore only a partial
payment will be made.
Friends and Family Test response rates were satisfactory and therefore meet
payment criteria.
Advancing Quality, Q2 only achieving in stroke, pneumonia has fallen below
year to date. Although improvement has been shown the target for full
payment has not been achieved for Q3.
Action: AB to send out AQ Action Plan from ECT to committee

AB January
2014

Dementia FAIR (Find Assess Investigate and Report) have not achieved any
of quarters for any measure.
VTE Risk assessment on admission – average for each quarter so in line for
payment despite missing one month in each quarter.
10

Primary Care Quality

10.1

This item was covered in 2.12.

11

Update from Quality Surveillance Group (QSG) and Other Commissioners

11.1

No update was available as a meeting was being held the following week.

12

Pressure Ulcer Reduction Group

12.1

Data has been requested from Leighton Hospital but no response has been
received yet. The Group advised AB to continue without them if they were
holding up the work.

13

Safeguarding Update
SR advised the Committee that the 2 GP Leads and the Designated
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Children’s Doctor for Eastern Cheshire have resigned. Work is progressing
with NHS England on the job description for the GP Lead recruitment to make
the post more substantive (over 3 days). The advertisement will be placed
nationally and recruitment will be done by NHS England with input from
Eastern Cheshire CCG. It is the CCG’s responsibility to recruit to the
Designated Doctor post.
13.1

The safeguarding children exception report was received by the Committee
along with the Safeguarding Dashboard. It was agreed that the exception
report should continue to be received by the Committee on a quarterly basis
but a summary of the dashboard would be required every 6 months.

13.1.1

It was noted that ECT mandatory training figures are increasing but they are
still not fully compliant. If the trend continues a contract query will be raised
but 6 further training sessions have been arranged over the coming 12
months to address the situation. GPs have been notified that Level 1 (basic
awareness) and Level 2 (Implementation) Safeguarding Adults training is now
available on line.

13.1.2

LR presented the Adults Safeguarding Policy to the Committee. The
committee agreed to sign off the policy providing the following amendments
were made:
• Section 5.4 c) Out of Area Placements
NE ASAP

Action: NE to provide wording around Out of Area Placements
• Section 5.6 c) – wording to read “Escalating risks associated with
Adult Safeguarding to the NHS Eastern Cheshire CCG Governing
Body”
13.1.3

The Commissioned Services Standards Policy was signed off by the
Committee.
A query regarding risk assessment of large contracts for Safeguarding was
raised.
NE/LR 5.3.14

Action: NE and LR to go through contracts before next meeting
14

Safer Medicine Group Minutes

14.1

No comments or queries were raised on the Safer Medicine Group Minutes

15

Any Other Business.

15.1

None.

14

Dates for Future Meetings
Clinical Quality
&
Performance
Committee
Meeting

monthly

3rd Wed
1230-3.00
1st Wed
from March
11 -1.30

05.02.14

Meeting Cancelled

05.03.14

Meeting room 5 Second Floor NAH

02.04.14

Meeting room 2 Second Floor NAH

07.05.14

Meeting room 4 Second Floor NAH

04.06.14

Meeting room 4 Second Floor NAH

02.07.14

Meeting room 4 Second Floor NAH

06.08.14

Meeting room 4 Second Floor NAH

03.09.14

Meeting room 4 Second Floor NAH
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01.10.14

Meeting room 4 Second Floor NAH

05.11.14

Meeting room 4 Second Floor NAH

03.12.14

Meeting room 4 Second Floor NAH

Circulation List
James Milligan (JM)
Julia Huddart (JH
Sally Rogers (SR)
Gillian Boston (GB)
Andrew Binnie (AB)

Lindsay Ratapana (LR)
Neil Evans (NE)
Louise Conway (LC)
Anita Mottershead (AM)
Andy Wilson (AW)

Moira McGrath (MM)
Debbie Lowe (DL)
Jacki Wilkes (JW)
Duncan Matheson (DM)
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ACTION LOG
Item

Agreed Actions

2.3
2.6
2.8
2.9
2.10

Review Long Term IAPT Funding
Pressure Ulcers/Falls Update to be standard item on Agenda
NWAS review of expenditure due in March
Hyper Acute and Stroke data to be emailed to all practices
Colposcopy opt in to service, update to be sent to practices from
NHS England
2.13
Incident Reporting for NHS 111 Service, NE to contact Jim Britt
3.1.2
Quality Premium Report for Governing Body, addition of narrative
column, graph and summary table, to be emailed to Committee for
information
3.2
ECT Dashboard to be circulated to Committee when available
3.2.1
Performance Notice to be issued for 18 week performance at ECT
9.1
AB to send out ECT SQS report to Committee
13.1.2 Adults Safeguarding Policy, NE to provide wording around Out of
Area Placements

Actions by whom
and when required
IH/JW Ongoing
AB/YG
NE March
LC January
NE January
NE January
AB ASAP

AB January
NE January
AB January
NE January
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ACTION LOG
Item
2.1
2.4
2.5
2.9
2.10
3.1

3.2.1

3.2.3
3.2.4
6.2
8.1
9.1

Agreed Actions
Agenda item for January: Nursing Homes present update on
current issue with individual homes.
Send email to GPs re representation at Safeguarding Board.
Review long term IAPT services
Readmission. Data to be reviewed and provide update
ECCCG request IST report from ECT.
ECCCG meet with ECT to progress actions regarding pressure
ulcers.
Share information on pressure ulcer and falls packages with regard
to common work being undertaken in other organisations at
present.
Check definition regarding falls.
Summarise potential risks and projected achievements on a single
page for presentation at the Governing Body meeting 29th January
2014 to reflect indicators included in CCG Plan and Quality
Premium measures.
ECCCG to formally confirm with ECT CCG requirements to use
private sector to get waiting list down to agreed levels.
ECCCG to email ECT regarding data collection process and
reporting.
ECCCG to liaise with NWAS to review expenditure and value for
money.
Head of Clinical Development and Outcomes to update Committee
in January on Hyper Acute Stroke.
CSU to forward link and overview to ECCCG re Datix for
distribution to GPs.
Internal liaising within CCG re CQUIN to be progressed and
Committee updated at each meeting.
QoF presentation to be circulated to members of the Committee.

Actions by whom
and when required
LR/LC 15.01.14
SR 15.01.14
IH/JW on going
AW to JM 15.01.14
YG/LJ/CS 15.01.14
AB 15.01.14
AB
ASAP
AW 15.01.14
AM/AW
15.01.14

NE 15.01.14
AB ASAP
NE March 2014
JW 15.01.14
DL/AB
ASAP
NE/AB
15.01.14
AB ASAP
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GOVERNING BODY MEETING
26 March 2014
Report Title

Agenda Item 3.5.1

Minutes of the Locality Management Meeting
7th March 2014

Purpose of report
To provide an overview of the March 2014 Locality Management Meeting by the
reporting of its minutes to the Governing Body.

Key points
• the focus of the March 2014 meeting was discussion around proactive care services
and the Locality Peer groups role in commissioning

The Governing Body is asked to:
Approve
Ratify
Endorse

Decide
Note for information



Benefits / value to our population / communities
This regular meeting provides an opportunity for member practices to inform the Clinical
Commissioning Group of local issues relating to their patients and for the Clinical
Commissioning Group to inform its member practices of issues (local/national) pertinent
to their practice and patients.

Report Author
Matthew Cunningham
Corporate Services Manager

Contributors

th
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Agenda Item 3.5.1

Minutes of the Locality Management Meeting
held 07 March 2014
1.

Executive Summary

1.1

NHS Eastern Cheshire Clinical Commissioning Groups (CCG) 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.

1.2

The focus of the March 2014 meeting was discussion around proactive care
services and the Locality Peer groups role in commissioning.

1.3

Updates were given regarding:
• The Eastern Cheshire Caring Together Programme
• Challenged Health Economy
• Draft Two Year Operational Plan and Five year Strategic Plans development and
submission
• Elections

2.

Recommendation(s)

2.1

The Governing Body is asked to:
• note for information Appendix One; the minutes of the Locality Management
meeting held on 7th March 2014.

3.

Reasons for recommendation(s)

3.1

The Locality Management Meeting is a formal advisory committee of the Governing
Body and under its Scheme of Delegation, the Governing Body receives the
minutes of the advisory committee.

4.

Peer Group Area / Town Area Affected

4.1

Relates to all of NHS Eastern Cheshire geographical areas.

5.

Population affected

5.1

Relates to all of NHS Eastern Cheshire population.

6.

Access to further information

6.1

For further information relating to this report contact:

Name
Designation
Date
Telephone
Email

Matthew Cunningham
Corporate Services Manager
21 March 2014
01625 663339
matthew.cunningham@nhs.net
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7. Appendices
Appendix One

Minutes ECCCG Locality Management Meeting 7th March 2014
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LOCALITY MANAGEMENT MEETING
Friday 07th March 2014
The Hall at Marthall, Chelford

NOTES

Practice

GP / Exec

Practice Manager /
other practice rep

Alderley Edge, George St Practice

Dr Edwin Thompson

-

Annandale Medical Centre

Dr Geraint Allen

Chris Ellaby

Bollington Medical Centre
Broken Cross Surgery,
M
l fi ld
Chelford Surgery

Dr Deborah Maxwell

Trish Atkinson

Dr Ian Collyer

-

Dr Helen Thomas

Cumberland House, Macclesfield

Dr Jeff Hodgson

Handforth Health Centre

Dr James Milligan

Janet Tildsley
Helen Bianchi, Practice
Pharmacist
Joanne Morton

High Street Surgery, Macclesfield

Dr Mike Clark

-

Holmes Chapel Health Centre

Dr Rob Thorburn

Dean Grice

Kenmore Health Centre, Wilmslow

-

Lynne Garner

Lawton House Surgery, Congleton

Dr Katherine Saville

Melanie Lyman

McIlvride Medical Centre, Poynton

Dr Carl Sharma

Helen Coley

-

-

Manchester Rd Medical Centre,
Knutsford
Meadowside Medical Centre,
Congleton
Park Green Surgery, Macclesfield

-

Chris White

Dr Graham Duce

Isobel Chetwood

Park Lane Surgery, Macclesfield

Dr Louise Hastings

Chris Campbell-Kelly

Priorslegh Medical Centre,
Poynton
Readesmoor Group Practice

Dr David Ward

-

Dr Stuart Thomas

Nia George

Schoolhouse Surgery, Disley

Dr Andrew Maurice

Jill Hampson

South Park Surgery, Macclesfield

-

-

Toft Road Surgery, Knutsford

Dr Jenny Lawn

Margaret Thornborrow

Vernova CIC

-

Justin Johnson
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IN ATTENDANCE
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Dr Mark Brennan

Dr Paul Bowen (PB)
Alexi Ness (AN)

Part meeting

Jacki Wilkes (JW)

Whole meeting
Whole Meeting
Whole Meeting
Part Meeting
Whole Meeting
Whole Meeting
Whole Meeting

Bernadette Bailey (BB)
Neil Evans (NE)
Andrew Wilson (AW)
Matthew Cunningham (MC)
Jerry Hawker (JH)
Sam Nicol (SN)
Joanne Hughes (JH)

Debbie Ollier

Chairman, ECCCG
Clinical Project Manager
Head of Clinical Development & Health
Outcomes
Service Delivery Manager
Head of Business Management
Quality Analyst
Corporate Services Manager
Chief Officer
Director of Integrated Care Programme
PA (Minute taker)

COPIES TO
EC CCG Management Team

1

MEETING BUSINESS

1.1

Apologies for Absence
Alex Mitchell and Angela Wales

1.2

Declaration of interests
None noted.

1.3

Matters arising from Previous meeting
Minutes from the previous meeting were taken as an accurate record.
outstanding actions from January’s meeting have been completed.

All

A question was raised regarding an update on Nursing home scheme and TUPE
arrangements. NE confirmed that a discussion had taken place with solicitors and
a further meeting with the Executive team would happen next week. NE will email
out to the group at the end of next week (14th March 2014) with a further update.
2
2.1

CARING TOGETHER

Over the past 2 weeks other drivers for change have entered the system. This has
impacted on the way the team will review the launch of the case for change. It will
now take a 2 phase approach. The Big Conversation is being launched today
(Friday) and a press release will launch Caring Together and the need to engage
with staff and public.
JH added that NHS England and the TDA have come together to define 11 health
economies in need of special support and Eastern Cheshire is one of those.
Money has been pooled together to appoint a range of additional Consultants to
help economies who are in need of further assistance. In terms of this monitoring
the ‘area’ will include South Manchester, Stockport and the hospitals that exist
within those areas. CT will be kept as a local program. Conversations are taking
2

place as to how the CCG will link their work with what happens in the wider
footprint.
JH will inform the group when the appointment of the Consultant who will work with
the CCG has been completed. Currently it is out to national tender and is due for
completion by the end of March.
The question was raised around what NHS England’s view is locally and
nationally? JH confirmed that NHS England is very supportive of what we have
done. We are being used as a real test case and they believe in the approach that
the CCG is taking. This will be presented to Jeremy Hunt next week. The CCG
now has a lot of national attention and could make it more difficult in some ways.
SN confirmed that there would be a photo opportunity following this meeting
alongside the Carer Champions.
3

WORKSHOP ONE

Proactive Care Services
5

WORKSHOP TWO

Peer group role in Commissioning.
PB asked the group to have a general discussion around what has and has not
worked well within the peer groups.
6

FEEDBACK FROM PEER GROUPS

Alderley Edge/Chelford/Handforth/Wilmslow
Understanding what the budget is and knowledge of allocation was discussed.
Bollington/Disley/Poynton
It was felt that if the Peer Group meetings did not occur then the group would not
be where it is today. It is felt to be a valuable meeting in terms of discussion
around the operational side of things.
Knutsford
It was felt that having more control to change things would be advantageous. The
group discussed succession planning and shared nursing skills amongst other
things.
Congleton & Holmes Chapel
It was felt that the meetings should continue and that the possibility of co-ordinated
learning from other peer groups could add value. A real benefit would be for
everyone to understand what was going on at the informal GB meetings.
Macclesfield
Discussion around the function of the peer group and the issue of justifying CCG
time and being bogged down by funding etc. The group used business
intelligence to see where they are and how they are doing and this can help inform
on their position.

3

7

CCG UPDATE
Submission of draft strategic plans
JH confirmed that the CCG had submitted the financial and operational plans. We
are working closely with Cheshire East Local Authority (LA) around the Better Care
Fund (BCF). For 2015/16 £11.6m will be transferred over to the LA to commission
services. Discussions around this have to be managed in terms of risk.
The other plan to be submitted is the 5-year plan but the CCGs plan is Caring
Together - there is no other separate 5-year plan.
Elections
PB has been re-elected as GP Chair. Dr Mike Clark confirmed for Macclesfield,
Joanne Morton for ACHW. The CCG is still working with Congleton & Holmes
Chapel on a new appointment.

8

Any Other Business
PB informed the group that all agencies had decided for purposes of NWAS to
complete the same DNR form which is to be kept at patients’ homes (on a lilac
paper). Documents will be issued out to Practices electronically.
Community Matrons.
Please note this was discussed at the beginning of the meeting.
Matrons play a key role in clinical care. ECT have looked at and invested in more
Matrons who will be specifically for each peer group and will be guided by those
peer groups. Anne Marriott has sent out a breakdown of the changes.
A further discussion took place around District Nurses being overstretched. JM
suggested that the groups should report all issues on Datix to be able to obtain a
response. This is discussed regularly at ECT meetings.
Services Q&A
NE updated the group around Care UK. CCG has put a temporary contract in
place with ECT to take on a large amount of activity. NE advised GPs to refer all
muscular skeletal to ECT with immediate effect. The Trust is currently trying to
work through the waiting list. Stepping Hill will take some referrals. NE will advise
further when it is formalised and what the actions will be then.
Outpatients - Cardiology
The Trust has recently employed a Locum which is likely to become substantive.
A number of Consultants are working sessional clinics from North Staffordshire
and Wythenshawe to clear the backlog.
Dermatology
Tim Kingston is retiring. ECT are currently without a Dermatologist Stockport had
similar issues and gave up dermatology and it moved to Salford. NR warned that
this was not an easy fix.
ENT
Mid-Cheshire have withdrawn this service from Macclesfield. The service is being
4

moved to UHM and Wythenshawe. NE is working with the team to make sure of a
smooth handover.
NE to chase up the delays in orthopaedic follow-ups.
IAPT
At the end of last year CCG put in some short term investment to bring the waiting
lists down. IH and TB doing work on longer term plan. The list will build up again
if nothing is done differently.

5
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GOVERNING BODY MEETING
26th March 2014
Report
Title

Agenda Item 3.5.2

Eastern Cheshire Community HealthVoice

Purpose of report
This paper provides the Governing Body with an overview of discussions that
have taken place at the patient and carer advisory committee “Eastern
Cheshire HealthVoice”.

Key points
The group met in December 2013 and January 2014, and key discussions
focussed on the following:
• Commissioning Intentions Process: Members of HealthVoice have formed a
sub-group specifically looking at the commissioning intentions process and
helping the CCG to formulate the intentions
• Shared Decision Making: At a previous meeting of HealthVoice, members
raised concerns about ensuring that “No Decision About Me, Without Me”
becomes a reality in Eastern Cheshire. Members were involved in discussions
with Clinical Project Managers at the CCG in the Shared Decision Making project
in partnership with AQuA
• Winter planning: Members had the opportunity to understand how the CCG
managed the winter period through the utilisation of our “Snow White” tool as
illustrated by a member of HealthVoice involved in the Urgent Care Board. In
order to enable the CCG to manage the winter period, funding was made
available to our voluntary and community sector for cold weather schemes and
initiatives, which were appraised and scored by members of HealthVoice.
• Commissioning Policy Review: Members of HealthVoice gave their feedback
on the current Commissioning Policy Review that the CCG is undertaking on
behalf of its population.
• Minor Ailments Scheme: Members of HealthVoice had the opportunity to take
part in the co-design of the minor ailments scheme in Eastern Cheshire
pharmacies.

The Governing Body is asked to:
Approve
Ratify
Endorse

Decide
Note for information

Benefits / value to our population / communities
Eastern Cheshire Community HealthVoice provides members of our population with
a formalised approach to raising concerns, issues or suggestions in how the CCG
can continue to ensure that the commissioning decisions we make, involve our



population.

Report Author
Rebecca Patel
Public Engagement Manager

Contributors
Bill Swann
Lay Member for Patient and Public Involvement

Access to further information
1.1 For further information relating to this report contact:
Name
Designation
Date
Telephone
Email

Rebecca Patel
Public Engagement Manager
18th March 2014
01625 663 864
rebeccapatel@nhs.net

Governance
Prior Committee Approval / Link to other Committees
No prior approval needed but link to Governing Body

CCG Health Needs Priorities addressed by this report – please
indicate
To protect our citizens from harm
To make care more integrated & co- 

ordinated
To ensure high quality and effective 
mental health services are available
to all
To address inequalities across our
towns and villages

To prevent alcohol related harm

To
prevent
prematurely

people

dying

CCG 2013/14 Annual Plan programme of work this report is linked to –
please indicate
Caring Together
Quality Improvement

Mental Health & Alcohol
Other

Key Implications of this report – please indicate
Strategic
Finance
Quality & Patient Experience
Staff / Workforce



Consultation & Engagement
Equality
Legal

CCG Values supported by this report – please indicate
Valuing People
Innovation

Working Together
Quality

Investing Responsibly






NHS Constitution Values supported by this report – please indicate
Working together for patients
Compassion


Respect and dignity
Improving lives


Commitment to quality of care
Everyone counts



Minutes - 13th December 2013 and 22nd January 2014

Eastern Cheshire
Community HealthVoice
Friday 13th December 2013, 10.00-12.00

Minutes 14

The Meeting Room, Congleton Library, Market Square, Congleton CW12 1ET
Name

Roger Farbrother Alison Davenport
Andrew Blaine
Barrie Towse
Bill Swann
Caroline O’Brien
Charlotte PetersChris CampbellChris Godfrey
Cyril Towse
David Jary
Diane Walton
Dominic Anderson
Eileen Talbot
Gill Barber
Helen Davies
Helen Whitworth
Jacquie Grinham
Jo Hawkins
John Adams
Jo Rose
Ken Singer
Linda Gill
Mabel Taylor
Matthew
Marcus Tarrant
Patrick Heywood
Rebecca Patel
Trevor Lerman
Tony Firth
Yvonne Singer
In attendance
Victoria Bell

Present:

RF
AD
AB
BT
BS
CO
CPR
CC
CG
CT
DJ
DW
DA
ET
GB
HD
HW
JG
JHa
JA
JR
KS
LG
MT
MC
MT
PH
RP
TL
TF
YS

Carer’s Reference Group
Cheshire Centre for Independent Living
Kenmore PPG
Macclesfield Resident
Carer’s Reference Group

VB

NHS Eastern Cheshire CCG

Cheshire Area for Cheshire Action
Practice Manager Park Lane Surgery
Toft Road Surgery Patient Participation Group
Macclesfield Resident
Toft Road PPG Knutsford
VISYON
Policy & Development Manager, Age UK
Senior Voice for Macclesfield
Senior Voice for Macclesfield
Cheshire East Parent Carer Forum StGp member
Citizens Advice Bureau (CAB)
The Alzheimer’s Society Support Service Manager
Action for Sick Children
Annandale PPG
38o
Deafness Support Network
Knutsford Resident
NHS Eastern Cheshire Clinical Commissioning
3Lcare
Toft Road PPG Chair
NHS Eastern Cheshire CCG
Handforth Health Centre Patient Panel Chair
Holmes Chapel Patient Panel Chair
Bollington Medical Centre PPG






Apologies
Apologies
Apologies

Apologies


Apologies





Apologies


Apologies





Brook Howells
Karen Burton
Anita Mottershead
Dawn Wayne (note
Paul Bowen
Jerry Hawker

BH
KB
AM
DaWa
PB
JH

AQuA
NHS Eastern Cheshire CCG
NHS Eastern Cheshire CCG
NHS Eastern Cheshire CCG
NHS Eastern Cheshire CCG
NHS Eastern Cheshire CG

Item
Apologies were received as noted above.
Welcome and Introductions
The Chair welcomed everyone to the meeting.
.
Minutes of the previous meeting
The minutes of the previous meeting on Wednesday 6th November 2013 were
discussed and accepted as an accurate reflection of the meeting with the
following amendments:
Attendees
Cyril Towse is an independent attendee and not affiliated to Healthwatch
Cheshire East .

Actions and matters arising
Future of Health Voice – Patient Participation Groups (PPGs)
Comments were made by CPR that the chairs of the PPGs should not withhold
their contact details as they hold a public role within the practice. The group
debated this again and the majority agreed with the original decision that it would
be left to individual chairs to decide how much personal information to divulge.
TL advised that he had not received any reply from the practice previously
highlighted as being unresponsive to patients enquiring about the patient
participation group. The group agreed that this was unacceptable and should be
escalated.
Action: TL to contact the Chair of the CCG on behalf of HealthVoice and
request urgent action be taken to rectify the communication difficulties.
Caring Together Animation
Following constructive comments from the group relating to reference to funding





Apologies
Apologies

Actions

in the cartoon, MC advised that the current animation could not be amended
without incurring extra cost, but future references to funding in subsequent
promotional initiatives would be less ambiguous.
It was noted that the executive summary of the McKinsey Report had not been
circulated to the group yet, this would be actioned as soon as it was available.
Action: MC to follow up and send round group
Comments were received from one PPG where the animation had been shown.
The animation was not well received and it was reported that the audience felt
patronised and irritated. Overall this particular PPG were very disappointed at
the level at which it was pitched. MC thanked the PPG chair for the feedback
which would be noted and balanced against the more positive comments
received. It was suggested that if the PPG have any ideas for improving
communications they would be welcomed.

TL/PB

Carers
It was noted that circulation of the ‘Our Commitment to Carers’ summary was still
outstanding.
Action: MC to follow up and send round group
ITN Healthcare News
As a result of NHS England endorsing the work of ECCCG around HealthVoice
and its impact on the Caring Together programme, ITN Healthcare made a short
film incorporating footage shot at the last HealthVoice meeting and interviews
with key personnel involved in Caring Together. The film was shown to the
group and can be found at:
https://www.easterncheshireccg.nhs.uk/About-Us/integration.htm

Shared Decision Making
Karen Burton, Clinical Project Manager for ECCCG, introduced the Shared
Decision Making (SDM) item built around the ‘No decision about me without me’
initiative.
Shared Decision Making is a partnership between healthcare professional’s
patients and families. A partnership that supports patients in building knowledge
skills and confidence to lead active lives. Patients are encouraged to participate
in selecting the treatment that is right for them.
Self-Management Support incorporates the tasks people undertake to live well
with one or more long term condition. Tasks include gaining the necessary
knowledge, skills and confidence to take care of their illness, carry out every day
activities and manage the emotional changes brought about by living with a long

MC

term condition.
Eastern Cheshire CCG believes that Shared Decision Making and Self
Management Support go hand in hand and if we get this partnership right it will
lead to:
•
•
•
•
•

Better consultations
Focus on what’s important
Clearer communication
Effective use of time
More appropriate decisions

Facilitated workshops for people with long term conditions were organized with
very encouraging output including some really low cost interventions, ideas for
mentoring, support for families etc.
A toolkit and list of self management resources (including a self care
questionnaire) have been developed; the toolkit is available to be used during
consultation with the healthcare professionals and will enable the CCG to
understand the impact of the intervention, the quality of life changes and health
service usage.
Moving into 2013, ECCCG have tasked providers, through the Caring together
CQUIN (contract incentive) to begin to embed self management support and
shared decision making into their organisations. Patients are asked to complete
the self care evaluation questionnaire before and after interventions.
The CCG were successful in a bid to work with the Advancing Quality Alliance
(AQuA) to roll out the Shared Decision Making and Self-Management Support
Programme using their tools and resources one of which includes the Ask 3
Questions leaflets:
What are my options?
What are the pro’s and cons of each option?
How do I get support to help me make a decision that is right for me?
Leaflets have been included in Outpatient letters and are available in GP
practices. HealthVoice members were asked to share these with family and
friends and let Karen have any feedback/comments. (karenburton1@nhs.net)
Brook Howells, Programme Facilitator for AQuA, showed the group a video
highlighting one patient’s experience where shared decision making could be put
into practice.
The Shared Decision Making programme is to be regarded as a patient prompt to
be used before and during a consultation.
General information about
AQuA: http://www.advancingqualityalliance.nhs.uk/sdm/

Case studies from teams last
year: http://www.advancingqualityalliance.nhs.uk/sdm/resources-2/case-studies/
Videos – including the one shown at the
meeting: http://www.advancingqualityalliance.nhs.uk/sdm/resources-2/sdm-inaction/
A question was asked regarding availability of the toolkit multilingually. It was
stated that currently the toolkit was expected to be used by health professionals
during consultation with the patient/carer and current translation methods would
be used if required. The group suggested that publication in different languages
and formats to make it fully accessible would be desirable.
Commissioning Intentions
Jacki Wilkes, Head of Clinical Development and Health Outcomes ECCCG,
introduced the Commissioning Intentions initiative for 2014-15 which has been
developed from the existing 2013-14 plan plus feedback from workshops and
programmes. It will be informed by national policy/guidance for best practice and
the nationally mandated planning framework for commissioning. The matrix was
tabled to small groups of attendees who were asked to evaluate the options
listed. JW also asked the group for interested volunteers to attend a
commissioning intentions workshop at the CCG offices in the New Year to work
on the final document. Anyone interested in joining this session should
contact jackiwilkes@nhs.net or matthew.cunningham@nhs.net
It was suggested that, in future, the matrix should be circulated beforehand to
ensure members are informed beforehand of the contents, and that more time be
allocated during the meeting for the exercise.
Action: JW to send out invitations to all those interested in attending
commissioning intentions session in January.
Winter Planning
Urgent Care Board
John Adams advised that he had been invited to become a patient representative
on the Urgent Care Board at the CCG. The board, consisting of members from
key stakeholders throughout the health economy including East Cheshire Trust,
Cheshire & Wirral Partnership Trust, Cheshire East Council, North West
Ambulance Service and the CCG, has been set up following a national initiative
from the Department of Health and will address 3 key areas:
1. Preventing attendance at A&E
2. Patient Flow in hospital
3. Discharge and community care
Predictor – Snow White
Anita Mottershead demonstrated the new Winter Planning spreadsheet known

JWi

as ‘Snow White’. This dashboard enables healthcare professionals to obtain
current status information covering a wide range of urgent care facilities to
highlight where pressures are likely to occur. The dashboard is updated twice a
day and will be used as a historical data store as well as a predictive tool.

Any Other Business
Roger Farbrother advised that an article he had written about his wife and their
experiences coping with her dementia had recently been posted on the Caring
Together website to help raise awareness of the condition and the challenges
carers and their loved ones face.
DW wished to raise three items:
1.

Care concerns at Chapel Brook House nursing home in Congleton. Would
the commissioners be happy to have their relative cared for there and
would they be happy to be resident in there themselves?

2.

Concern regarding disability discrimination at Readesmoor practice in
Congleton, apparent lack of knowledge of whereabouts of hearing loop in
reception and poor staff communication.

3.

Has the CCG got a proper decontamination policy within surgeries in view
of the move towards minor surgery being undertaken in practices?
CCK advised that there was no issue with decontamination within
surgeries as all equipment was disposable.

A further question was raised regarding the recent publicity around stroke
services at Macclesfield District General Hospital. The group advised that they
were disappointed not to be advised in advance of the issues which appeared in
the local press. Matthew Cunningham noted the groups concerns and stated that
the timeframe the CCG was given prior to publication was very narrow but lessons
had been learned from this for the future.
The Chair thanked all the contributors and attendees and closed the meeting.
Date and time of next meeting:

Wednesday 22nd January 2014, 13:00 to 15:00 at Marthall Hall, Sandlebridge
Lane, Marthall, Knutsford WA16 7SB

Eastern Cheshire
Community HealthVoice
Wednesday 22 January 2013 1.00-3.00

Minutes 15

Marthall Hall, Marthall Nr KnutsfordWA16 7SB
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Roger Farbrother Alison Davenport
Andrew Blaine
Archie Watt
Barrie Towse
Bill Swann
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Cyril Towse
David Jary
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Dawn Harris
Denise Roberts
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Gill Barber
Helen Roberts
Helen Strachan
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John Adams
Jo Rose
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Laura Perkin
Linda Gill
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Michael Harris
Mike Heale
Trevor Lerman
Tony Firth
Veronica Phillips
In attendance
Dawn Wayne (note
Julia Curtis
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HS
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JR
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LP
LG
LC
MT
MH
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TL
TF
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DW
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Carer’s Reference Group
Cheshire Centre for Independent Living
Kenmore PPG
Chelford PPG
Carer’s Reference Group/Lay Member CCG Governing Body

Cheshire Area for Cheshire Action
Practice Manager Park Lane Surgery
Toft Road Surgery Patient Participation Group
Toft Road PPG Knutsford
VISYON

Policy & Development Manager, Age UK
Senior Voice for Macclesfield
Senior Voice for Macclesfield
Steering Group Member - Cheshire
Cheshire East Parent Carer Forum
Citizens Advice Bureau (CAB)
Patient Experience Lead, CWW Area Team
The Alzheimer’s Society Support Service Manager
Action for Sick Children
Annandale PPG
38o
Making Space
Deafness Support Network
Pathways CIC
3LCare
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Chair Mental Health Forum Macclesfield
Handforth Health Centre Patient Panel Chair
Holmes Chapel Patient Panel Chair
3L Care
NHS Eastern Cheshire Clinical Commissioning
Quality Manager
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Apologies



Janet Kenyon
JK
Prescribing Manager, Medicines Management
Suzanne Austin
SA
CWW Local Pharmaceutical Committee
Paul Bowen
PB
NHS EC Clinical Commissioning Group GP Chair
Rebecca Patel
RP
NHS Eastern Cheshire Clinical Commissioning
Jacki Wilkes
JW
NHS Eastern Cheshire Clinical Commissioning
Jerry Hawker
JH
Chief Officer ECCCG
Matthew
MC
NHS Eastern Cheshire Clinical Commissioning
Item
Apologies were received as noted above.






Apologies
Apologies
Actions

Welcome and Introductions
The Chair welcomed the group.
Minutes of the previous meeting and matters arising
The minutes of the meeting held on 13th December 2013 were reviewed and the
following comments and matters arising have been noted.
Future of HealthVoice
Action by TL to contact Chair of ECCCG relating to PPG representation at one
Knutsford surgery. The Lay Member for Patient and Public Engagement on
ECCCG Governing Body had a meeting with two of the practice GPs and a
summary of that discussion was read out to the Group. As reassurance from the
practice has been received, the matter would now be closed. (insert link to doc)
Action: RP to send round a copy of BS of the email to the group and TL’s
response
Caring Together Animation
KS advised that he had still not received the Executive Summary of the McKinsey
report which had repeatedly been requested and expressed concern that, as it had
not been forthcoming was a separate more sanitized summary in preparation for
HealthVoice and members of the public.
PB apologized that the request had not been fulfilled and advised that the
document (Strategic Outline Case) had been presented at the September
Governing Body Meeting and was in the public domain on the CCG website (Link
below).
https://www.easterncheshireccg.nhs.uk/Downloads/Governing-Body/Meetings/2013-0925/2.1%20-%20Caring%20Together%20GB%20Paper%20Sept%2013.pdf
The report was commissioned jointly by ECCCG, Local Authority, East Cheshire
Trust and Cheshire & Wirral Partnership Trust and was funded by NHS England.
A discussion followed regarding the wider circulation of potentially business
sensitive information as contained within the full McKinsey report and it was
explained that contributors to the report were assured that the information they
supplied would not become available to potential competitors. A question was
raised that commercial sensitivity within the NHS could lead to withholding
information. PB stressed that the CCG has a duty to respect the confidentiality of
its Health and Social Economy partners but is committed to being an open and
transparentand
organization
presented
discussed at the next HealthVoice meeting.
Action: RP to circulate link to the Strategic Outline Case

RP

Shared Decision Making
The minutes stated that the ‘Ask 3 Questions’ leaflets would be available in surgery
waiting areas, TF advised that these had not appeared yet in his practice and
requested that information was obtained from Karen Burton at the CCG as to when
the leaflets had been distributed and have any checks been made that surgeries
have received them and were utilizing them.
Action: RP to take back to Karen Burton to request an update.

HealthVoice Member Experience
RP introduced 3 members of the group who have recently been involved in project
meetings with the CCG and invited them to share their experience and update the
group on progress.
Barrie Towse
BT advised that she has been involved in 2 groups, the local Caring Together
Neighborhood Team Steering Group and the Acute and Specialist Care Planning
Group.
The Caring Together Neighborhood Team Steering Group is one of 5 local groups
looking at how patients (mainly over 65’s) with complex needs receive services
from different organisations. The groups have representation from all members of
the health and social care community who discuss individual patient requirements
to enable an effective co-ordination of care. The steering group’s remit is to
observe how the teams are progressing and escalate any problems with the
system.
The Acute and Specialist Care Planning Group is currently commenting on the
draft ‘Case for Change’ document which covers the planning and delivery of
services to patients. The group is also involved with the development of acute
standards for certain specialties eg. paediatrics, maternity, surgery etc. The group
have made the decision to adopt the standards as outlined in the ‘Healthier
Together’ project from South Manchester and also to consider much wider
standards.
John Adams
JA advised that he was a member of the Urgent Care Board which was set up to
enable East Cheshire Trust to address the four hour A&E wait required by the
Department of Health. Recent progress has been that an A&E consultant is now
available for 12 hours per day and on call outside these hours. The CCG received
£822k to alleviate ‘Winter Pressures’ so the Board have been in discussion to
decide where to allocate this to achieve the most effective and efficient results.
These funds must be spent by 31st March 2014 and a total of 27 projects have
been supported, including some pump priming for next year. A breakdown of A&E
performance of local Trusts was tabled which showed a positive trend for ECT.
The link to the NHS England statistics is:

RP

http://www.england.nhs.uk/statistics/statistical-work-areas/ae-waiting-times-andactivity/weekly-ae-sitreps-2013-14/
A question was asked about the status of the NHS 111 Service. Jacki Wilkes
replied that the 111 Service is nationally mandated. ECCCG is required to adhere
to the contract agreed across the North West by NHS England which is controlled
at a local level across the Cheshire, Warrington and Wirral footprint. The CCG has
some influence with the specification for implementation of the contract but not the
procurement.
Action: RP to email graphs of A&E Performance to group, with narrative
included.

Charlotte Peters-Rock
CP advised that she was a member of the Empowered Patient Group. This
group’s aim was to try and make the best use of the resources available to meet
the changing needs of the population of Eastern What would be the best services
we would like to see? There is special interest in the inclusion of ‘Lasting Power of
Attorney’ in the ‘Case for Change’ document.
Commissioning Policy Review
RP introduced Julia Curtis, Project Manager from Cheshire and Merseyside
Commissioning Support Unit, to the group. Julia explained that the current
commissioning policy is in the process of being updated and asked for HealthVoice
members’ help in reviewing and commenting on the Commissioning Policy. The
changes in the policy have been colour coded for ease of identifying the degree of
change made. The draft policy can be found at:
https://www.cheshiremerseysidecsu.nhs.uk/commissioning-policy-review.htm
The initial consultation ends at noon on Monday 7th April 2014, all feedback that is
received will be taken into account before a decision is made. A link to the survey
can be found at:
https://www.surveymonkey.com/s/JLXH8JW
It was suggested that HealthVoice could make a collective response and Rebecca
offered to collate any responses returned to her at rebeccapatel@nhs.net .
Action: RP to email information around the group and collate any
responses, which would be forwarded to the group for approval prior to
submission.

RP

Treatment of Minor Ailments
Janet Kenyon (Deputy Head of Prescribing & Medicines Optimisation) introduced
herself and her colleague, Suzanne Austin (Chair of Local Pharmacy Professional
Network) who has an area role with NHS England for the network of local
community pharmacies, their development and monitoring. Since the closure of
Primary Care Trusts, the community pharmacy service now falls within the remit of
NHS England. JK described the services that are currently available from
Community Pharmacies which are part of the National Contract with the NHS.
Additional services can be commissioned by organisations such as Public Health
or the CCG (eg: morning after pill, alcohol and drug help and advice, smoking
cessation advice and minor ailments advice and treatment etc.). There is currently
a consultation in progress about the community pharmacy service and what sort of
minor ailments advice and treatment should be offered in pharmacies, the link to
the consultation ‘Call to Action Pharmacy’ is below:
http://www.england.nhs.uk/ourwork/qual-clin-lead/calltoaction/pharm-cta/
HealthVoice members took part in a table-top exercise to express their ideas and
views on the services or treatments they would like to be made available in
community pharmacies.
The question of language barriers was raised as a reason why some patients go
straight to A&E departments rather than consult their local pharmacy or GP, as it
was perceived that hospitals had greater access to translation services. JK
advised that leaflets and pictorial guides could be introduced into pharmacies if
there was sufficient demand .
Action: RP to send link to consultation and collated responses from
HealthVoice

RP

Any Other Business
Chapel Brook House – It was noted that there was still concern over
safeguarding issues at this nursing home and the item had been omitted from the
‘matters arising’ out of the minutes from the last meeting. PB apologised for this
omission and stated that nursing homes were monitored by the Care Quality
Commission, Local Authority and the Safeguarding Board. It was stated that
individuals could complain to the Care Quality Commission if they were worried
that standards were not being upheld. The group agreed that a presentation by the
Safeguarding Adult Nurse would be welcomed to encourage greater understanding
of the processes involved.
Action: RP to invite Lindsay Ratapana to attend a future meeting of
HealthVoice
Disability Discrimination Issue at GP Practice – This issue will be investigated
and the individual concerned will be contacted outside the meeting.
Lack of Hearing Loop at Meeting – RP apologised for the problems experienced
with the hearing loop and will take the matter up with the provider.
National Summary Care Record - TF advised that he had received an NHS
Leaflet about patient records through the post and requested clarification from the
CCG. The group were advised that, following the visit from NHS England to the
August meeting of HealthVoice (Care.data item) and feedback from members that
information distributed in surgeries would not reach all the local population, a
leaflet drop explaining the Care.Data project had been commissioned. Further
information and Frequently Asked Questions could be found at:
https://www.easterncheshireccg.nhs.uk/Downloads/NewsEvents/News/Care%20data%20FAQs.pdf
The patient information number for Care.data is 0300 456 3531.
Action: RP to send link to HealthVoice members
Lasting Power of Attorney – CPR advised that legal documents such as Lasting
Power of Attorney had not been filed, or been lost from, patient records which was
a cause for great concern. It was agreed that this would be put on the agenda at a
future meeting.
Action: RP to incorporate into future agenda
Education, Health & Social Care Plans – a request was made that this item be
included in a future Agenda for HealthVoice.
Action: RP to incorporate into future agenda.

Date and time of next meeting
Friday 28th March
2014

10am – 12pm

Poynton Civic Hall

Civic Centre, Off Park Lan
Poynton, SK12 1GP

