MEETING of the GOVERNING BODY
PART B - held in public
Wednesday 25 February 2015 at 12.45
Council Chamber
Poynton Civic Centre
Chair: Dr Paul Bowen

AGENDA
12.00
Time

12.45

Sandwich lunch
Agenda
Title / Description
No.

Speaker

Delivery &
Decision

1.

PRELIMINARY BUSINESS

1.1

Welcome & apologies for
absence

Paul Bowen

Verbal

1.2

Declaration of any interests
relevant to the agenda items

Paul Bowen

Verbal

1.3

Notes from previous meeting
held in public – January 2015

Paul Bowen

13:05

1.4

Public Speaking Time

13:15

1.5

Chief Officer Report

Paper attached
For approval

Jerry Hawker

Paper attached
For information

13:30

13:40
13:55

14:05

2.

STANDING ITEMS

2.1

Finance & Performance Report
Month 10, as at 31 January 2015

2.2

Governing
Framework

Body

Alex Mitchell

Paper attached
For information

Assurance Gerry Gray

Presentation
For approval

2.3

Sub Committee
Reports

Minutes

and

2.3.1

Governance and Audit Committee Gerry Gray
– 28 January 2015

2.3.2

Remuneration Committee –
No report this month

2.3.3

Clinical Quality and Performance Gill Boston
Committee
- 7 January & 4 February 2015
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-

Paper attached
For information

Paper attached
For information

NHS ECCCG Governing Body Meeting Part B – held in public 25 February 2015

Time
14:15

Agenda
Title / Description
No.
2.4
Advisory Committee Reports
2.4.1

14:40

Delivery &
Decision

Locality Management Meeting
– 6 February 2015

Paul Bowen

Eastern Cheshire HealthVoice
January 2015

Bil Swann

BREAK

BREAK

BREAK

BREAK

3.

ITEMS FOR DISCUSSION

3.1

2015/16 Commissioning Plan

3.1.1

2015/16 Operational Planning

Neil Evans

Paper attached

2.4.2
14:30

Speaker

Paper attached
For information

Paper attached
For information

For endorsement

3.1.2
3.1.3

Draft Plan on a Page
Draft 2015/16 Financial Plan

Neil Evans/
Fleur Blakeman

Presentation

Alex Mitchell

Paper attached

For endorsement
For endorsement

15:45

16:00

3.2

Shared Service Arrangements
for Continuing Healthcare,
Complex Care and Funded
Nursing Care

4. CLOSING REMARKS

Neil Evans

Paper attached
For ratification

Paul Bowen

Verbal

CLOSE OF MEETING
Refreshments
16.15–16.45 – Informal Question & Answer Session
DATE AND TIME OF NEXT GOVERNING BODY MEETING held in public:
Wednesday 25th March 2015
10.30-13.30 t.b.c
Macclesfield Town Hall
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MEETING OF THE GOVERNING BODY held in public
Wednesday 28 January 2015 10.30am–13.30 pm
Macclesfield 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
Joanne Morton
Alex Mitchell
Sally Rogers
Julie Sercombe
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 –
Alderley Edge, Chelford, Handforth, Wilmslow
Chief Finance Officer
Registered Nurse Member
General Practice Representative –
Congleton and Holmes Chapel
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

IN ATTENDANCE
Hazel Burgess
Rebecca Patel ( for item 2.1)
Charles Malkin (for item 2.1)
Caroline O’Brien (for item 2.3)
Matthew Cunningham
Neil Evans
Members of the public

PRESENT
PRESENT
PRESENT
PRESENT
PRESENT
PRESENT
PRESENT
PRESENT
PRESENT
PRESENT
until end of
item 2.3

APOLOGIES

PRESENT
PRESENT
PRESENT

Note taker
Patient Engagement Manager
Communications Manager
Chief Officer, Cheshire East CVS & Director of Healthwatch
Corporate Services Manager
Commissioning Director

1.

PRELIMINARY BUSINESS

1.1

Welcome and apologies for absence
Apologies for absence had been received from Julie Sin.
Dr Paul Bowen opened the meeting by announcing that in 2015 the
Governing Body will be increasing the frequency of meetings held in
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public to monthly (with the exception of August and December) in order
that all matters pertinent to the public can be discussed in public. Informal
question and answer sessions at the end of meetings held in public will
continue to be held bi-monthly as was the case in 2014, the number of
those opportunities has not been increased due to the need to schedule
other committee meetings on meeting days in the intervening months.
The next informal question and answer session will take place at the end
of the February meeting.
Dr Bowen went on to remark that since the very early days of the CCG it
had embraced the principle of patient engagement in commissioning as
introduced by Andrew Lansley in the Health Act: ‘no decision about me
without me’. He recalled that one of its earliest acts was to facilitate a
meeting of the group of healthcare advocates, carers and patients which
grew to become the CCG’s valued partner and patient reference group –
HealthVoice. The emphasis of the agenda for the meeting today reflects
the CCG’s continuing commitment that the public should be fully engaged
in the workings of the CCG. Today’s agenda is aimed at demonstrating
where the successes have been and show where there is room to improve
in getting people engaged and involved.

1.2

Declaration of any interests relevant to the agenda items
There were no new declarations of interest.

1.3

Notes from previous meeting held in public – 26 November
2014
With the addition at 2.2.3 “All schemes within the CCG’s Operational
Plans are geared to reducing mortality around potential years of life
lost” the minutes of the meeting held in public on 26th November 2014
were accepted as an accurate record.

1.3.1

Matters arising from the Minutes
2.2.2 – Confirmation of the amount of the quality premium payment for
2013/14 to the CCG has now been confirmed as £740,000.
2.4.1 – Work on establishing a Task and Finish Group to manage conflicts
of interest is in progress.

1.4

Public Speaking Time
Although no formal questions had been raised in advance, Dr Bowen
clarified two points:
 As highlighted at the start of the meeting, there is no change to the
bi-monthly frequency of the informal question and answer sessions
at the end of CCG Governing Body meetings held in public.
 The CCG cannot comment on East Cheshire NHS Trust’s strategic
business decision on car parking charges
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1.5

Chief Officer Report
The report summarised the discussions which took place at the Governing
Body meeting held in private in November around the Caring Together
Public Facing Document, the process for developing the CCG’s
commissioning intentions and agreement of arrangements for Governing
Body meetings in 2015.
The report also summarised decisions made at Executive Committee
meetings in December 2014 and January 2015:
 Agreement to invest in the National Institute for Health Research
(NIHR) Collaboration for Leadership in Applied Health Research
and Care (CLAHRC) Greater Manchester

 The awarding of a contract to ‘APP Collaborative’ for organisational
1.5.1

support to the CCG
Endorsement was sought from the Governing Body for the CCG’s support
for a bid to the Improving Access to Primary Care Fund made on
behalf of the 23 member practices by Vernova Healthcare Community
Interests Company as detailed at item 2.4 in the Chief Officer Report. The
CCG’s support would be conditional on links in the bid to the Caring
Together Programme.
The set of schemes which would be implemented have not yet been
finalised but the bid includes a range of additional services including 8am–
8pm appointments and week-end provision, increased access to practice
nursing and opportunities using the Peer Group hub model approach to
offer services which will reduce visits to Accident and Emergency
departments.
The Governing Body


Noted and endorsed the bid submitted by Vernova Healthcare
CiC, on behalf of the member practices, to the Improving
Access To Primary Care Fund



1.5.2

ratified the support of the CCG to underpin future investment
subject to the conditions outlined in its letter of support
There was a discussion about item 3.1 in the Chief Officer Report –
Forward View Into Action – Vanguard application. As described in the
document “Forward View Into Action”, NHS England is seeking “vanguard”
areas where the introduction of new models of care will be accelerated.
The Caring Together Leadership Forum discussed this at length at a
meeting held in private and is strongly supportive of an application being
made for Eastern Cheshire.
It was queried whether a successful application as vanguard area would
mean that, in addition to any funding received, further funding for
initiatives would be expected to be found from within the area.
Assurances were also sought that the vanguard work would not drain
resources from existing programmes and that the bid was supported by all
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partners, not just the CCG.
It was clarified that vanguard areas will have access to a share of a fund
of £250 million put forward by NHS England, Monitor and the Trust
Development Authority and there would be no requirement for additional
investment over and above that already committed in the CCG’s 5-year
plan.
The bid will be made on the basis of the Caring Together principles,
including co-design of services by clinicians, patients and carers. A
successful bid will mean additional resources to continue Caring Together
work, looking at organisational and contractual solutions to break down
barriers between primary, social and community care and support
providers in delivering care around the patient as described in the NHS
England publication: Forward View Into Action : Planning for 2015/161.
The bid will be made by the CCG on behalf of the health and social care
economy and has been supported by Cheshire East Council, East
Cheshire NHS Trust, Vernova CiC on behalf of the 23 member practices,
Cheshire & Wirral Partnership NHS Foundation Trust, NHS England and
the Trust Development Authority.
The Governing body
 agreed to endorse the submission of an application for
Eastern Cheshire to be a vanguard area as described in the
NHS England document : Forward View Into Action : Planning
for 2015/16 and that the Chief Officer should make the
submission on behalf of the local care economy
1.5.3

1.5.4

1

Further to item 3.2 in the report, the proposed transfer of
commissioning responsibilities for renal and bariatric services to
CCGs will not take place in 2015/16.
Transfer of commissioning responsibility for neurology and specialist
wheelchairs to CCGs has, however, been mandated from 1st April 2015.
NHS England has announced a 90-day consultation on the future of
specialised services.
At a meeting in November the Governing Body agreed to proceed with
model option B – joint commissioning of primary care services. The
deadline for applications is 30th January. The CCG will be required to
establish a joint committee and will explore jointly with NHS England the
conflict of interest implications and the impact of full transfer of
responsibilities, anticipated to take place in April 2016, along with
discussing the ambitions of Caring Together to make sure it is fully
supported.
The Governing Body
 endorsed the submission of an application for the CCG to
undertake joint co-commissioning of primary care medical
services as discussed previously

http://www.england.nhs.uk/ourwork/forward‐view/
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delegated authority to the Chief Officer to submit draft terms of
reference for the Primary Care Commissioning Joint
Committee

2.

ITEMS FOR DISCUSSION

2.1

NHS Eastern Cheshire CCG Communications and
Engagement Approach and Plans
Rebecca Patel, Patient Engagement Manager, and Charles Malkin,
Communications Manager, presented an overview of the report on how
the CCG has engaged with the public in the past year, including statistics
on the success of the increased use of social media. They gave
assurance that the CCG is working to fulfil the requirements of the Health
and Social Care Act and the Five Year Forward View to give patients and
carers more involvement and the opportunity to co-design services.
The CCG’s Communications and Engagement approach will be refreshed
to reflect the contents of the Five Year Forward View and align with
national initiatives. The aim is ‘meaningful engagement with a tangible
impact’.

2.1.1

There was a comment that a lot of good work is being done. Regarding a
two-way process it was asked how key themes were captured when
feedback is received. Rebecca Patel said that issues raised through
informal contacts with the CCG are recorded on a spreadsheet and
considered along with themes emerging from complaints received. The
themes can be shared with the Governing Body.

2.1.2

It was queried what might be the opportunities moving forward to
demonstrate how the CCG represents the NHS locally.
There are opportunities to raise the CCG’s profile further through
campaigning, Caring Together, regional networks and social media. The
Caring Together communications group is conscious that there is a
potential for their remit to be expanded to including sharing best practice
and exchanging information.

2.1.3

It was suggested that there is an unexplored opportunity to expand
engagement through the 23 member practices who do not have capacity
themselves to capitalise on the great number of contacts they have with
patients every week every week, and it was asked whether work could be
done with the member practices to help them engage through the Patient
Participation Groups.
A paper on engagement with a primary care focus will be produced for
next year. The 23 Patient Participation Groups are at different levels and
the Chair of HealthVoice is very keen to get people within primary care
more mobilised to help the CCG.

2.1.4

Dr Paul Bowen thanked Rebecca Patel and Charles Malkin for their
presentations and incredible effort over the past year.
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2.1.5

The Governing Body
 Noted the achievements to date and proposed approach to
communications and engagement for 2015/16

2.2

Eastern Cheshire HealthVoice
Bill Swann presented the report on Cheshire East Community HealthVoice
on behalf of its Chairman, Trevor Lehrman, who was unable to attend due
to a long-standing commitment. Trevor Lehrman, who is also the Chair of
Handforth Patient Participation Group (PPG), is keen to build on the
strong foundations laid under the previous Chairman, Roger Farbrother
and take the group to the next stage.
HealthVoice champions the interests of the public and provides the CCG
with one of the mechanisms to respond to its obligations under the Health
and Social Care Act to involve patients and the public in commissioning
and the decision-making process.
HealthVoice recgonises the challenge to attract more people and become
increasingly representative of the local population. It is seeking and would
welcome more involvement from the Patient Participation Groups (PPGs)
of the CCG’s 23 member practices.
Going forward it is aimed that the group will become a full time entity, and
small sub groups mirroring responsibilities within the CCG to work with
staff on specific initiatives to help the CCG with the Five Year Plan. The
6-weekly meetings will act as checkpoints.

2.2.1

There was a comment that the report was very helpful, and that
HealthVoice does a fantastic job, but that endeavours to attract
representation from marginalised groups have not been successful.
Bill Swann said that HealthVoice continues to strive to be more
representative of the local population and the group is only one of the
mechanisms the CCG uses for patient and public involvement. The
‘Seldom Heard’ subgroup will work on means of bringing in the
involvement of e.g. younger people, ethnic minorities, and those reluctant
or unable to attend and contribute to meetings.

2.2.2

It was commented that issues raised at HealthVoice meetings have not
always been those over which the CCG has influence. Bill Swann said
that HealthVoice aims to address issues which concern PPGs and which
are of general interest across the area.

2.2.3

Dr Bowen offered to raise at the next CCG Locality Management Meeting
the opportunity for practices to engage with their patients via PPGs.
He expressed thanks to Trevor Lehrman and Bill Swann for the excellent
summary of the great progress made by HealthVoice and said that the
group is passionate about health and social care and its input is of huge
value to the CCG.
The Governing Body


Noted the contents of the paper setting out how Eastern Cheshire
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HealthVoice is developing to further support the CCG

 Noted the request to champion the benefits of joining HealthVoice
through their own networks

2.3

Healthwatch Cheshire East
Caroline O’Brien, Chief Officer of Cheshire East CVS and Director of
Healthwatch attended the meeting to present the work programme and
progress of Healthwatch Cheshire East.
Ms O’Brien talked about the duties and powers of Healthwatch and how it
works with other organisations. It covers the Cheshire East Council area
and is a member of the Cheshire East Health and Wellbeing Board.
It has a role in signposting information about health and social care
services, and gathers information on experiences of health and social care
locally with a view to identifying trends. Information gathered is shared
with partners in the hope it will be used to inform decision-making.
Ms O’Brien referred to work done last year on visits to care homes in
Eastern Cheshire and to Macclesfield District General Hospital, and the
results of information gathering on GP practices. Currently in Eastern
Cheshire access to GP appointments is an issue, but people are generally
happy with their GP practice when they get an appointment.
Dr Bowen thanked Caroline O’Brien for her presentation.

2.3.1

It was queried how it can be ensured that the work of the CCG’s
communications and engagement team, Cheshire East HealthVoice and
Healthwatch all complement each other.
Caroline O’Brien said that Healthwatch has a remit of oversight of the
engagement that statutory partners use to engage with the public and
each other. It sees its role as supporting the CCG with information around
the services it funds, but the CCG needs to have its own separate
mechanisms for engagement.

2.3.2

Caroline O’Brien confirmed that staff from GP Practices can contact
Healthwatch if they have issues and emphasised that Healthwatch wants
to encourage intelligence from a variety of sources.

2.3.3

Although the name of the organisation is ‘Healthwatch’ she confirmed that
its remit includes social care, and that it is a focus and priority for the
group to seek out input from people who may be using social care
services.

2.3.4

In answer to a query, Caroline O’Brien confirmed that Healthwatch has a
duty to provide an advocacy service. Currently one member of staff is
available one day per week in Cheshire East. The contract is out to tender
but is currently delivered across Cheshire, Halton and Merseyside by
Liverpool Healthwatch.

2.3.5

Consideration will be given to other outlets for making the Healthwatch
reports on local care homes available to those who might not have access
to the internet.
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2.3.6

Sally Rogers will provide information about the Student Nurse Quality
Ambassadors to Caroline O’Brien.

2.3.7

Dr Bowen suggested that plans for HealthVoice complement the work
done by Healthwatch.
The Governing Body

 Noted the contents of the presentation on the work and
progress of Healthwatch Cheshire East
[Julie Sercombe left the meeting]
3.

STANDING ITEMS

3.1

Caring Together Programme Director’s Report
Jerry Hawker said that future reports will update on progress of all the
CCG’s programmes of work. As mentioned earlier during the Chief Officer
Report, a bid to the ‘Improving Access to Primary Care Fund and an
application for Eastern Cheshire to be a vanguard area will provide
additional resource to the programme of work.
Business cases for a shared care record and profiling of the local
population will be brought as formal papers in the next few months. The
shared care record proposal is a pan-Cheshire initiative, with investment
committed by all Cheshire CCGs and the Local Authorities.
Quality metrics and ambitions for outcomes which have been developed
as part of Caring Together will be brought into a standards assurance
framework against which the providers will be expected to deliver
services. These standards will form part of how the CCG commissions
services in 2015/16 and beyond.
In February two new public-facing documents will be published :
Following on from the earlier “Starting the conversation”, “Continuing the
conversation” will report on progress made to date and what will start to
happen in the next 12-18 months; a second document aimed at staff will
give more detail about the programme; both documents will be made
available on the website.

3.1.1

Following the agreement by the Governing Body that the Chair of the new
Caring Together Leadership Forum should be sought from within the
CCG, Sally Rogers has been confirmed as the new Chair for the next 12
months. Other CCG representation will be Dr Paul Bowen as Chair of the
CCG, Jerry Hawker as Accountable Officer of the CCG, Alex Mitchell in
attendance as Chair of the Business Group, and Bill Swann as patient
representative.
At the first meeting it had been proposed that there should be an
additional representative of the general public, to be nominated by the
Council or providers. The Governing Body assured Bill Swann of its full
support to continue as a member on the new group with a remit to both
ask pertinent questions and also to seek to ensure that there is an
appropriate level of public engagement at all levels of the Caring Together
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Programme.
3.1.2

The Programme Management Group (PMG) will be the support group
making most of the operational decisions and proposed Terms of
Reference were presented for approval.
Points of clarification were requested:
2.3 – Jerry Hawker agreed this will be amended to read: “Deliver the
objectives of the Caring Together Programme recommended by the
Caring Together Leadership Forum and set by the commissioning
organisations”
2.11 – Jerry Hawker agreed that although the PMG will have responsibility
for all the pieces of work which have a focus on improving the experience
of care, it cannot itself deliver the raising of standards of care and
people’s experiences. This point will be revised.
2.16 – Responsibility for coordinating with regulatory bodies and local
politicians – the Council and the CCG, as the commissioning
organisations in the Caring Together Leadership Forum, will jointly lead
the engagement with politicians.
The Governing Body



Noted the progress of the Caring Together Programme against
the agreed timelines and plans
With the amendments agreed above, endorsed the Terms of
Reference for the Programme Management Group

3.2

Finance & Performance Report Month 9, as at 31 December
2014

3.2.1

Alex Mitchell explained the two unforeseen elements which had
improved the forecast end of year financial position of the CCG,
changing it from a deficit of £673,000 to a surplus of £192,000:
 As detailed in the report at 2.3, £533,000 of monies paid by the CCG
as its contribution to a national fund of £750 million for the settlement
of legacy Continuing Healthcare claims has been returned. However
this same amount will have to be repaid into the fund next year.
 The CCG received £110,000 more in quality premium payment for
2013/14 than forecast due to final decision by NHS England that the
disputed “liability” for a case of MRSA would not after all be assigned
to Eastern Cheshire CCG’s performance record.

3.2.2

Indications are that as the CCG is no longer forecasting a deficit, the
external auditors will not now submit a Section 19 referral to the
Secretary of State.

3.2.3

In response to a query about the identity of ‘other’ providers referenced in
Table 2I on Mental Health Contracts with a forecast outturn of £2,112,000,
it was explained that this included payments to e.g. Pennine Care NHS
Foundation Trust, for services delivered to Eastern Cheshire patients in
Stepping Hill hospital, also by voluntary sector organisations. Alex
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Mitchell undertook to provide an analysis.
The Governing Body noted

3.3



That the CCG is reporting a cumulative surplus of £145,000 as
at 31 December 2014



The use of the CHC underspend to improve the forecast
outturn to a surplus of £192,000



The receipt and planned use of an additional £100,000 for
mental health systems resilience funding



The draft capital submission outlining indicative requirements
for 2015/15

Governing Body Assurance Framework – January 2015
Alex Mitchell and Gerry Gray reported that as part of the Governance and
Audit Committee (GAC) seeking assurance that the risks on the
Framework were being addressed, it had begun taking an in-depth look at
individual risks on the Framework. It had requested and received a report
on Risk 04 (Assurance in care homes) at its last meeting. The intended
approach is to consider bringing reports on individual risks to future
Governing Body meetings.

3.3.1

The Governing Body noted that, as reported during the Finance Report at
3.2, Risk 07 – QIPP roles & responsibilities and Risk 06 – CCG underlying
financial deficit – can be reduced from high to medium.

3.3.2

The Governing Body agreed that three risks re primary care cocommissioning should be added to the Framework:


Co Commissioning of Primary Care (General Medicine)



Co-Commissioning of Primary Care Services – Conflict of Interest



Co-Commissioning – Joint Committee Membership

3.3.3

Re Risk 03 (Access to Dermatology) - Discussions are taking place with
Salford Royal re securing and confirming access to dermatology services
for patients from the Eastern Cheshire CCG area. It was explained that
Salford Royal is the local provider of dermatology services for an
increasingly large area and due to capacity issues currently will offer
services only for residents within Salford CCG’s area. Avenues to
address the access query are being explored.

3.3.4

It was queried whether sufficient attention had been devoted to reviewing
the Risk Framework given the importance of the risks, and it was
suggested that one high risk should be looked at in detail at each
Governing Body meeting.
Gerry Gray said that the Governance and Audit Committee (GAC)
scrutinises the risks on the Assurance Framework at its meetings. In line
with the recommendation of the external auditors, the Framework will also
regularly be brought to Governing Body meetings for agreement and the
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intention is also to bring reports the GAC has received on its in-depth look
at individual risks.
Alex Mitchell and Jerry Hawker were asked to agree the process for
identifying the most appropriate risk to be discussed at each Governing
Body meeting
The Governing Body
 Reviewed and approved the list of Strategic Risks for ECCCG
 Noted the risk score reduction to 12 for Risk 06 (CCG Underlying
Financial deficit) and 07 (QIPP Roles & Responsibilities),
requested that timescales be added and that the risks be retained
on the Framework
 Noted the three risks related to the CCG taking on joint cocommissioning of primary care and approved their addition to the
Assurance Framework, with the amendment “subject to
agreement” after “…full delegated responsibility from April 2016”.

3.4

Sub-committee Minutes / Reports

3.4.1

Governance and Audit Committee
No questions were raised on the paper.
The Governing Body
 noted the summary of the discussions and the minutes of the
meeting of the Governance and Audit Committee held on
12 November 2014

3.4.2

Remuneration Committee
No report on this occasion.

3.4.3

Clinical Quality and Performance Committee
Neil Evans reported that the daily pressures on ambulance and Accident
and Emergency services over recent months mean that two of the annual
access targets for 2014/15 will be missed. Performance against the 18
week referral to treat target is also deteriorating due to cancellation of
operations due to bed pressures in the hospital. This will have a negative
effect on the quality premium payment to the CCG for 2014/15.

3.4.3.1

Assurance was given that there would be no loss of focus on those areas
where annual targets have already been missed. The local Systems
Resilience Group has oversight of compliance with targets set in the NHS
Constitution. Work is being done on improvement and recovery plans and
there is a daily reporting dialogue with NHS England.

3.4.3.2

Neil Evans said that the issue has not been increased numbers of people
arriving at Accident and Emergency departments but the numbers of very
ill people, generally elderly, whose complex conditions mean they need to
be admitted to hospital and then are not able to be discharged back into
the community in the usual timeframes. He commented that this is being
perceived as the most challenging winter ever for hospitals and supporting
services.
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The Governing Body
 noted the update on access targets and likely impact on the
quality premium for 2014/15
 noted the summary and the minutes of the Clinical Quality
and Performance Committee held on 3rd December 2014.

3.4

Advisory Committees –reports

3.5.1

Locality Management Meeting
The meeting scheduled for January was postponed and will now take
place on 6th February.

3.5.2

Eastern Cheshire Community HealthVoice
The Governing Body


noted the topics and discussions which took place at the
HealthVoice meeting in November 2014.

The meeting closed.
5.

DATE AND TIME OF NEXT MEETING HELD IN PRIVATE
Wednesday 25 February 2015 – 1.30–4 pm at Poynton Civic Centre
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GOVERNING BODY MEETING
25 February 2015
Paper Title

Agenda Item 1.5

Chief Officer Report

Purpose of paper
To provide the Governing Body with an update on national, regional and local developments
pertinent to the provision of care in Eastern Cheshire and to discharging the statutory duties
of the CCG.

Key points







Vanguard Application – details are provided on the recent application to become a
forerunner in the development of new models of care
Commissioning Support Unit – The North West Commissioning Support unit has been
unsuccessful in its application to be listed on the NHS Lead Provider Framework. This
has implications on the CCG’s business continuity
Primary Care Co-commissioning – NHS England has published additional policy
guidance related to the development and operation of the proposed new Joint
committees. The Governing Body will need to review and approve changes to the
proposed terms of reference.
Information has been provided on the CCG’s support for the TRICE – Transport and
Rural Integration project in Cheshire East
Details are provided on decisions made by the Executive team in February related to the
Proactive Care pilot, home oxygen invoice validation service and the winter resilience
funding.

The Governing Body is asked to:
Approve

Ratify
Endorse

Decide
Note for information

Benefits / value to our population / communities
Improved accessible services for our patients and public

Report Author
Jerry Hawker

Date
18 February 2015

Chief Officer
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NHS ECCCG Governing Body Meeting 25 February 2015

Agenda Item 1.5

Chief Officer Report

1.

New Models of Care Programme (Vanguard)
The Caring Together partners submitted a joint bid to become a “vanguard area” as
part of the New care models programme1. A copy of the submission is attached for
information (Appendix A).
As per the Five Year Forward View2 and its planning guidance, the New Care Models
programme will identify a number of forerunner areas to prototype new approaches for
care design and delivery. Forerunner sites will be able to access coordinated national
and regional support to help accelerate the implementation of the new models. The
forerunners will be expected to provide real-life examples and learning for how current
barriers to transformational change may be overcome.
All expressions of interest received will be reviewed by national and local teams,
coordinated by NHS England. Reviewers will include clinicians, patients and
representatives from the community and voluntary sector, and colleagues from local
government.
Following this, prospective sites will be invited to attend workshop sessions with fellow
sites, to work through their plans, provide peer challenge and consider their areas for
support and development.
Sites attending the workshops will be requested to prepare a brief structured abstract
prior to the session giving more detail on their plans, and to prepare a presentation to
be delivered at the workshop of 15 minutes in length for an audience of peers and
invited colleagues from national organisations and partners.
Success bids will be notified by the 25th or 26th February.
The Governing Body is asked to note the final submission and dates for the next
stage review.

2.

Northwest Commissioning Support Unit (NWCSU)
It has been confirmed that the North West Commissioning Support Unit (NWCSU) has
not been successful in securing a position on the Lead Provider Framework (LPF). The
LPF is an NHS England-run scheme to progressively transfer CSUs into an open
market approach.

1
2

http://www.england.nhs.uk/2015/01/26/models-of-care/
http://www.england.nhs.uk/ourwork/futurenhs/
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The failure of the NWCSU to secure LPF status means that the CCG will need to
establish alternative arrangements for a range of outsourced services summarized
below:







Business Intelligence
Governance Support (e.g. Information Governance)
Corporate Support Services (e.g. Patient Advice and Liaison Service, Equality and
Diversity)
Individual Exceptional Funding Requests
Human Resources
CCG Information Technology (including web support)

The CCG is working with the other Cheshire Wirral and Warrington CCGs to explore
options including collaborative arrangements and procurement options with other CSUs
/ external partners.
In addition to the above services, the CCG has delegated responsibility to manage the
contract for provision of IT services to our 23 practices, which is currently provided by
the NWCSU. New arrangements will need to be established.
NHS England has established a “Transition Board” which will have responsibility for the
winding up of the CSU and staff transfers/redundancies and addressing stranded costs.
The Governing Body is asked to note the implications of the changes to the
NWCSU and the recommendation that the risk to business continuity is added to
the CCG Assurance framework.

3.

Primary Care Co-commissioning

3.1

At the January 2015 meeting the Governing Body endorsed the submission of an
application for the CCG to undertake joint commissioning of primary medical services,
including terms of reference for a new Primary Care Commissioning joint committee.

3.2

NHS England sub-regional team provided confirmation of their support for the
submission on the 30th January 2015, but advised that a change in the committee’s
terms of reference was being introduced as follows:
“NHS England have agreed the principle that each organisation will have one vote, with
the Lay Chair having the casting vote. It is the view that this proposal simplifies the
voting arrangements so that they are not unwieldy and allow for a shared balance of
decision making between the CCG(s) and NHS England.”

3.3

The decision to change the voting arrangements was considered by a number of CCGs
to be contrary to the National guidance and a review was requested resulting in the
publication by NHS England of supplementary policy guidance which is set out in
Appendix B.
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3.4

Unfortunately this additional guidance is still unclear and open to differing interpretation,
particularly where a joint committee is solely between one CCG and NHS England.
Having discussed the additional guidance with the sub-regional team, the key changes
which are material to NHS Eastern Cheshire and recommended to be included in the
Joint Committee terms of reference are:
1. A statement that the joint committee should seek consensus decisions wherever
possible.
2. Where a consensus decision cannot be reached the casting vote will be made by
the organization for which the decision to exercise affects the statutory functions of
that organization.
3. Greater clarity that the role of the lay chair and lay vice chair must be exercised by a
non-clinician.
4. That the Chair and vice chair should be appointed independently of the CCG and
NHS England and jointly funded, to ensure complete independence.

3.5

Whilst the revised policy guidance requires amendments to be submitted to NHS
England by the 20th February, this would contravene the governance arrangements of
the CCG and therefore no amendments will be made until approved by the Governing
Body. This decision has been communicated to and accepted by the NHS England subregional team.
The Governing Body is ask to consider the attached policy guidance and approve
the four recommendations made above.

4.

TRICE – Transport and Rural Integration in Cheshire East

4.1

In July 2014, the Transport Select Committee published its report on ‘Passenger
Transport in Isolated Communities’3 in which the Committee expressed its belief that a
total transport model could hugely benefit isolated communities. However, the report
said there was no clear evidence of the benefits and costs of the total transport model
because no trials had been carried out. The Committee recommended that the
Department for Transport work with local government to co-ordinate total transport pilot
schemes in a range of urban and rural communities.

4.2

As service integration has not been attempted on any scale up to now local authorities
have been asked to work out how to go about it and undertake pilot projects, funded by
the Department of Transport Total Transport Pilot Fund (£4 million). The Fund is
exclusively for rural and rural-outer urban areas. The pilots will fund the administrative
cost of undertaking feasibility studies) and other groundwork to identify what scope
there is for service integration.

4.3

The CCG has supported Cheshire East Council in submitting a bid to the Department of
Transport Total Transport Pilot Fund. The bid, and supporting information document, is
available on the CCG’s web-site.

3

http://www.parliament.uk/business/committees/committees-a-z/commons-select/transportcommittee/inquiries/parliament-2010/passenger-transport-in-isolated-communities/
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5.

Executive Committee – decisions made at meetings in February 2015

5.1

The Proactive Care Enhance Service and associated CQUIN - The Executive
Committee received and noted the half year report into the proactive care enhanced
service, commissioned as a pilot towards establishing integrated care services. The
Executive Committee approved a template report for assessing year end delivery which
will be signed off by each Peer Group representative to ensure a robust assessment
against the CQUIN (Commissioning for Quality and Innovation) outcomes.

5.2

Home Oxygen Invoice validation service – The Executive Committee was provided
with an update on the Home Oxygen invoice validation service by the Medicines
Management Team with the requirement for a decision to be made as to whether
CCGs across Cheshire and Merseyside wished to continue the service. The Executive
Committee confirmed that the service provided an important role in assurance and that
the service should continue to be commissioned. Agreement was made to explore with
other CCGs new hosting arrangements.

5.3

Systems Resilience Recovery Plan – The Executive Committee approved the
schemes in the recovery plan.

6.

Cheshire East Health and Wellbeing Board

4.1

The Board met on Tuesday 27th January 2015, and a summary of the key topics of
discussion are highlighted in Appendix C

7.

Access to further information

7.1

For further information relating to this report contact:

Name
Designation
Telephone
Email

Jerry Hawker
Chief Officer
01625 663764
Jerry.hawker@nhs.net

Appendices
Appendices Table
Appendix A
Appendix B
Appendix C

Eastern Cheshire submission to the New Models of Care Programme
(Vanguard/Forerunner)
Joint Committees for Primary Care Co-Commissioning – Policy Note for
Joint Commissioning Arrangements February 2015
Summary of discussions at the Cheshire East Health and Wellbeing
Board 27 January 2015
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Governance
Prior Committee Approval / Link to other Committees
NHS Eastern Cheshire CCG Governing Body meeting held in private January 2015
Executive Committee Meetings in February 2015

CCG 5 Year Strategic Plan programme of work this report is linked to 
Caring Together
Quality Improvement


Mental Health & Alcohol

Other

CCG 5 Year Strategic Plan ambitions addressed by this report 
Increase the number of our citizens 
Increase the proportion of older people 
having a positive experience of care
Reduce the inequalities in health
and social care across Eastern
Cheshire
Ensure our citizens access care to
the highest standard and are
protected from avoidable harm



Ensure that all those living in
Eastern
Cheshire
should
be
supported by new, better integrated
community services



living independently at home and who
feel supported to manage their condition
Improve the health-related quality of life
of our citizens with one or more long
term conditions, including mental health
conditions
Secure additional years of life for the
citizens of Eastern Cheshire with
treatable mental and physical health
conditions

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
Commitment to quality of care



Improving lives
Everyone counts
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Joint Committees for Primary Care CoCommissioning – Policy Note for Joint
Commissioning Arrangements
February 2015
Aim:
Following Regional Panels to approve joint commissioning submissions from CCGs a
number of areas of concern and clarification were raised.
This policy note aims to address and clarify those issues, with the intent of providing
Regions/Sub-regions with the information necessary to complete outstanding areas in
terms of reference and governance arrangements for the joint committees proposed,
prior to the national moderation process.
Regional / sub-regional teams should refer to this policy note and to the model terms of
reference for joint committees when working with CCGs to revise draft terms of
reference. If assistance is required, please contact:
england.co-commissioning@nhs.net.
1.

All joint committees between NHS England and more than one CCG must ensure
that NHS England has an equal vote in respect of NHS England functions. This
can be made possible by a weighted vote arrangement if necessary (e.g. each
NHS England vote counts as 5 if the joint committee is with 5 CCGs).

2.

Within the joint committee’s ToR it should be agreed that NHS England has a
casting vote for any functions within NHS England’s statutory obligations.
CCG members should have a casting vote on any of the CCG’s statutory functions
that are included within the scope of the joint committee’s responsibilities. CCGs
delegating their own functions to a joint committee between NHS England and
more than one CCG need to think carefully about how they will carry out decisionmaking in the context of a collective decision-making body.

3.

Decisions relating to the exercise of NHS England functions in relation to an
individual CCG should be made between that CCG and NHS England, with the
remaining joint committee members abstaining from the decision in question. NHS
England will have the casting vote in relation to these decisions.
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4.

Having a casting vote is stronger/wider than some of the veto arrangements that
certain joint committees have already put in place and so should replace these.

5.

Joint Committees responsibilities can include:


Any/all of the primary care functions included within the delegated menu (i.e.
excluding those NHS England have reserved e.g. performers lists)
 Any out-of-hospital CCG functions if agreed
All included should be agreed and included within the joint committee’s ToR.
6.

Subject to the policy comments above, all members are able to vote on all
functions included within the ToR for the joint committee to take responsibility for.
This means that CCG members of the joint committee are able to vote on the
primary care (general medical) functions that NHS England have that are included
in the scope of the joint committee except where they relate to an individual CCG.

7.

The only permissible Committees-in-Common approach for joint commissioning
arrangements is through a joint committees-in-common approach. NHS England
and each CCG need to form a Joint committee. These joint committees can then
meet as ‘committees in common’ if they choose to and can therefore make
decisions in a joined up way, simultaneously, with the final decision made at an
individual joint committee level. This will therefore enable a group of CCGs to
effectively work together but meet the requirement to have individual joint
committees to be in line with the rules.
It should be noted that in delegated commissioning arrangements, committees-incommon are permissible as the CCGs involved will have delegated authority to vote
on NHS England primary medical care functions.

8.

Any current s.75 arrangements between CCGs and local authorities relate to how
some existing functions are exercised by those bodies. Therefore, they are outside
the co-commissioning arrangements being put in place by NHS England. As to the
potential for local authorities to be involved with the delegated functions which the
CCGs take on then consideration would need to be given to the extent that is
possible as a result of any new Regulations issued by the Secretary of State on
s.75 NHS Act arrangements. This is because the functions that can be exercised
via a s.75 arrangement are specified in Regulations by the Secretary of State.

9.

Pooled budget arrangements are being looked at by finance, and it will be taken
through the Operational Group to resolve.

10. Any CCG who is not currently meeting business rules should not be automatically
excluded from joint commissioning arrangements; there is a need to assess the
risk of having joint arrangements between NHS England and a CCG in this
situation, but overall risk associated with joint commissioning arrangements is
less than those with delegated arrangements and submissions should be
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considered in this context.
11. All joint committees must have regard for the Conflicts of interest guidance
published in December 2014. Of particular note is the need to have a lay chair
and vice chair, where lay is intended to mean non-clinical (not just non-GP).
12. All ToR and governance arrangements for joint submissions should be reviewed
in light of the above guidance. If revision is necessary this should be completed
and submitted by COP Friday 20 February 2015 to the central inbox.
If there are any outstanding areas in the governance arrangements that cannot
be completed by 20 February 2015, but not substantial enough to preclude
approval (e.g. confirmation of named individuals as chairs etc.) CCGs and subregions should ensure these are all in place by the time the joint commissioning
arrangements go live (1 April 2015).
Outstanding areas may also include formal ratification at governing bodies of any
changes to ToR or CCG constitutions made in light of this policy note, but there is
an expectation that Regions will be provided with confirmation from Accountable
Officers and Chief Officers of confidence that these ratifications will happen and
within the timescale prior to formal approval.
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Ches
shire Eas
st Health and Welllbeing B
Board
The la
ast meeting
g was held on Tuesda
ay 27th Jan
nuary 2015
5. Items disscussed inccluded:
Joinin
ng Strateg
gy and Com
mmissioniing to Red
duce the S
Scale and IImpact of Domestic
Abuse
e in Chesh
hire East
The B
Board conssidered a rreport relatting to joining strateg
gy and com
mmissioning to reducce the
scale and impacct of dome
estic abuse
e in Chesh
hire East. In conside
ering the re
eport the B
Board
suppo
orted the viision and a
aims as se
et out in the report an
nd noted the requirement for a joint
comm
missioning approach. Howeverr, it was cconsidered
d that the
e process needed to
t be
review
wed and th
hat furtherr clarificatio
on was re
equired in respect o
of funding. It was ag
greed
that th
he Strategiic Joint Co
ommission
ning Team be reque
ested to ca
arry out an evaluatio
on in
respecct of the fu
unding split and to rreport backk to the respective commission
c
ners with clarity
c
regard
ding the am
mount of funding requ
uired.
ester Heallthier Toge
ether Cons
sultation
Greatter Manche
The B
Board considered a re
eport produ
uced in ressponse to a notice off motion su
ubmitted by Cllr
Brend
dan Murphyy, relating to the Gre
eater Manchester He
ealthier To
ogether Co
onsultation. The
reportt was noted
d and referrred to Cab
binet as the
e formal ressponse to tthe Notice of Motion
Better Carre Fund
Updatte on the B
Consid
deration w
was given to
o a report providing
p
a
an update on
o the Bettter Care Fund (BCF)). The
purposse of the report wass to provid
de an upda
ate on the latest devvelopmentss regarding
g the
BCF a
and enable
e discussio
on and deb
bate on the
e proposed
d way forw
wards for th
he governa
ance,
delivery and mon
nitoring of the schem
mes associa
ated.
Update
S.256 Pilots - Progress U
The B
Board conssidered a progress
p
update repo
ort relating
g to S.256 Pilots. In considering the
reportt the Board
d felt that tthere was a need fo
or greater accountab
a
eassurance
e that
ility and re
there w
was real value to ind
dividuals. It was agree
ed that Join
nt Commisssioning Le
eadership T
Team
should
d consider this matte
er at their next
n
meetin
ng, to take
e place late
er in the w
week, in ord
der to
restate
e accounta
ability and ensure
e
tha
at the proce
ess was su
ufficiently ro
obust.
Programme
Family Focus P
To consider a re
eport to infform the Board about the endin
ng of the ccurrent programme and to
n about th
he expande
ed program
mme. The report ha
ad been su
ubmitted to
o the
begin discussion
d in order to reach a consensus aboutt the need
d for impro
oved inforrmation sh
haring
Board
betwe
een partnerrs and to define the m
mechanism
ms for this. A
Additionally it needed
d to be enssured
that alll partners were sufficiently rep
presented o
on the Fam
mily Focus Executive
e Board and the
Youth Managem
ment Board.
hat the mecchanisms ffor data sh
haring in orrder to faciilitate this w
work should be
It wass agreed th
explorred and tha
at the Boarrd be updatted on prog
gress at a future mee
eting.
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Co-co
ommission
ning of Priimary Care
e Services
s
Consid
deration w
was given to a repo
ort relating
g to the C
Co-commisssioning off Primary Care
Servicce and the
e model option chossen by botth CCGs in Cheshirre East. T
The govern
nance
arrang
gement req
quirementss for joint commissio
oning and implication
ns of mem
mbership off joint
comm
mittees were
e noted an
nd a furtherr report req
quested to be submitted to the next meetiing of
the Bo
oard, follow
wing feedba
ack from N
NHS Englan
nd.

NHS Five Y
Year Forwa
ard View a
and NHS P
Planning fo
or 2015/16
6
The N
Consid
deration w
was given tto a reportt relating to
o the NHS
S Five Year Forward View and NHS
Planning for 2015/16. The report wass noted.
erbourne V
View/Trans
sforming C
Care Upda
ate
Winte
The B
Board considered a report pro
oviding an
n update o
on progresss with m
meeting the
e key
require
ements se
et out in “T
Transformin
ng Care” and
a describ
bing the ne
ewly introd
duced Care
e and
Treatm
ment Revie
ew processs. In consid
dering the report the
e Board req
quested that that the
e next
annua
al report – to be recceived in January
J
- include a mechanism
m
m to enablle the Boa
ard to
undersstand the ssuccess off the progra
amme, for e
example a case study.
ecting Carre Across Cheshire Pioneer P
Panel
Conne
As pre
eviously re
equested b
by the Boa
ard, the minutes of th
he meeting
g of the Connecting Care
Acrosss Cheshire
e Pioneer Panel held
d 13 Nove
ember 2014 were su
ubmitted to
o the Boarrd for
inform
mation.

E – Transp
port and Ru
ural Integra
ation in Che
eshire East
TRICE
The F
Fund - £4m
million - is intended to allow lo
ocal autho
orities to pilot the inttegration o
of the
transp
port service
es in their a
areas that are currently commisssioned by different ccentral and local
govern
nment age
encies.
e Transporrt Select Co
ommittee p
published itts report on
n ‘Passeng
ger Transp
port in
In Julyy 2014, the
Isolate
ed Commu
unities’1 in which the
e Committee expressed its be
elief that a total tran
nsport
modell could hugely benefit isolated
d communiities. Howe
ever, the report
r
said
d there wa
as no
clear evidence o
of the bene
efits and ccosts of the
e total tran
nsport mod
del becausse no trialss had
mmittee reccommende
ed that the Department for Tran
nsport workk with
been ccarried outt. The Com
local g
governmen
nt to co-ord
dinate tota
al transportt pilot sche
emes in a range of u
urban and rural
comm
munities.
attempted on any sca
ale up to n
now local a
authorities have
As service integration has not been a
o about it and unde
ertake pilott projects, funded byy the
been asked to work out how to go
Transport Total
T
Transsport Pilot Fund (£4 million). Th
he Fund iss exclusive
ely for
Deparrtment of T
rural a
and rural-o
outer urban
n areas. Th
he pilots w
will fund the
e administrative costt of underta
aking
1

http:///www.parliam
ment.uk/busineess/committeees/committeees‐a‐z/commo
ons‐select/tran
nsport‐
committee/inquiries//parliament‐20
010/passengeer‐transport‐in
n‐isolated‐com
mmunities/
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feasib
bility studie
es) and o
other grou
undwork to
o identify what sco
ope there is for se
ervice
integra
ation.
CCG has ssupported Cheshire East Coun
ncil in sub
bmitting a bid to the Departme
ent of
The C
Transport Total Transportt Pilot Fun
nd. The bid,
b
and ssupporting informatio
on docume
ent is
hed.
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Finance & Performance Report
Month 10, as at 31 January 2015

Purpose of paper / report
To provide the Governing Body with a summarised overview of NHS Eastern Cheshire
Clinical Commissioning Group’s (ECCCG’s) financial performance for the period
ending 31 January 2015.

Key points
•
•
•
•

Reporting a cumulative surplus of £137,000 as at 31 January 15.
Forecast outturn for 2014/15 of a £190k surplus.
Marginal improvement in the Better Payment Practice Code (BPPC) performance.
Risk on delivering the forecast surplus due to NHS England currently reviewing the
previous Referral to Treatment allocation.

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
Elizabeth Insley

Niall O’Gara

Finance Manager

Technical Accountant
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Finance & Performance Report Month 10
as at 31 January 2015
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 31
January 2015, ECCCG is underspent by £137k with a revised forecast underspend of
£190k.

Table One-A: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) 2014/15 Financial
Summary to 31 January 2015
Annual
Plan

Income
Expenditure
Programme costs
Running costs
QIPP
Caring Together
Sub Total
2014/15 Deficit/(Surplus)

£000s
(225,551)
223,512
4,907
(3,168)
2,278
227,529
1,978

Revised
Plan
(Budget)
£000s
(229,824)

Budget
YTD

Actual
YTD

£000s
(191,519)

£000s
(191,519)

224,358
4,839
2,278
231,475

186,963
4,032
1,898
192,893

186,989
3,885
508
191,382

1,651

1,374

(137)

Variance
YTD
£000s
0
(268)
(148)
(1,390)
(1,806)
(1,806)

Forecast
for
Year
£000s
(229,824)
224,295
4,739
600
229,634
(190)

1.2

Cash Management. ECCCG is successfully managing within its cash allocations for
the year with a closing bank balance of £0.684m as at 31 January 2015.

1.3

Better Practice Payment Code (BPPC). The BPPC is aimed at paying trade
invoices within 30 days of receipt of goods or a valid invoice. The target level is 95%
and is measured against both the volume and value of invoices received.

1.4

ECCCG has achieved a cumulative average of 88% for invoice numbers and 94% for
invoice value for the accumulated position ending 31 January 2015

1.5

Reserves. All available reserves have been released to support the revised financial
projections across all of ECCCG expenditure categories.

1.6

Risks. NHS England is undertaking a review of the Referral to Treatment allocations
given to CCGs in September 2014. Whilst no formal decision has been made, this
could result in funding being withdrawn from ECCCG which may impact on our ability
to deliver the reported forecast surplus.
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1.7

Quality, Innovation, Productivity & Prevention (QIPP). ECCCG remains on target
to deliver circa £2.3m of its QIPP schemes in year.

1.8

Given that overall ECCCG is living within its planned annual expenditure, and is
forecasting a surplus year end position, it implies that a number of initiatives are taking
effect. The challenge still remains on specific initiatives to separate out the scheme’s
success from the normal variations in demand and activity.

2.

Recommendation(s)

2.1

The Governing Body is asked to note for information:
• Delivering a cumulative surplus of £137,000 as at 31 January 2015.
• Forecasting a year end surplus of £190k surplus.
• Risk around the RTT exercise currently being undertaken by NHS England and
the potential impact on our reported forecast surplus.

3.

Reasons for recommendation(s)

3.1

The recommendations highlight 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

Not applicable.

8.

Quality and Patient Experience

8.1

Not applicable.

9.

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

9.1

Not applicable.

10.

Equality

10.1

Not applicable.

11.

Legal

11.1

Not applicable.
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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

15.

Glossary of Terms

ADHD
BPPC
CAMHS
CEOV
CSU
CT
CWW
ECCCG
GPIT
IAPT
LDIP
PbR
QIPP
RTT
STAIRRS

16.

Alex Mitchell
Chief Finance Officer
13 February 2015
01625 663456
Alex.mitchell@nhs.net

Attention Deficit Hyperactivity Disorder
Better Payment Practice Code
Child & Adult Mental Health Service
Charge Exempt Overseas Visitors
Cheshire and Merseyside Commissioning Support Unit
Caring Together
Cheshire Warrington and Wirral
NHS Eastern Cheshire Clinical Commissioning Group
GP Information Technology
Improved Access to Psychological Therapies
Local Delivery Improvement Plan
Payment by Results
Quality, Innovation, Productivity & Prevention
Referral to Treatment
Short Term Assessment and Intervention for Recovery and Rehabilitation
Services

Appendices

Appendices Table
Appendix One

Finance & Performance Report Month 10 as at 31 January 2015
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Prior Committee Approval / Link to other Committees
Not applicable.

CCG 5 Year Strategic Plan programme of work this report is linked to 
Caring Together
Quality Improvement


Mental Health & Alcohol

Other

CCG 5 Year Strategic Plan ambitions addressed by this report 
Increase the number of our citizens 
Increase the proportion of older people 
having a positive experience of care
Reduce the inequalities in health
and social care across Eastern
Cheshire
Ensure our citizens access care to
the highest standard and are
protected from avoidable harm



Ensure that all those living in
Eastern
Cheshire
should
be
supported by new, better integrated
community services



living independently at home and who
feel supported to manage their condition
Improve the health-related quality of life
of our citizens with one or more long
term conditions, including mental health
conditions
Secure additional years of life for the
citizens of Eastern Cheshire with
treatable mental and physical health
conditions

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
Respect and dignity
Commitment to quality of care



Compassion
Improving lives
Everyone counts
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Appendix 1

Finance & Performance Report Month 10
as at 31 January 2015
1.

Financial Position

1.1

As at 31 January 2015 the cumulative position for NHS Eastern Cheshire Clinical
Commissioning Group (ECCCG) is an under spend of £137k against a planned level of
income of circa £191.5m. Table One-A shows the current financial position by key
expenditure type.

2.

Forecast Outturn

2.1

As at 31 January 2015, ECCCG is forecasting an estimated surplus of £190,000
compared to the previous reported surplus of £192,000. It is recognised that ECCCG’s
small surplus remains a challenging position and could be impacted by any significant
event.

2.2

Referral to Treatment: Currently, NHS England is reviewing nationally its allocations to
CCGs in September 2014 against Referral to Treatment. The funding was awarded to
CCGs to reduce their 16+ week waiters.

2.3

Nationally, NHS England believes that the RTT initiative has not delivered the required
reduction, although locally this is not the case. For East Cheshire Trust (ECT) we
reduced our 16+ waiters in line with the agreed trajectory from 221 patients to 89
patients. Table Two-A identifies the financial impact of undertaking this process.
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Table Two-A: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's)
Analysis of Referral to Treatment Expenditure
£000s
Funding Received

(637)

Less:
East Cheshire Trust Activity
Warrington & Halton FT
University Hospital of South Manchester FT
Stockport NHS FT
Additional Contribution from ECCCG

743
42
113
90
351

2.4

NHS England is currently pulling together some data that looks at comparing providers’
overall activity plans with actual performance and using this as a guide to whether the
RTT has been delivered. Clearly the delivery of the RTT versus the normal ongoing
activity is separate and should not be confused. These views have been outlined with
our local NHS England Sub Regional Team in order to apply pressure nationally.

2.5

In addition, NHS England has also prepared a joint letter outlining further reductions in
RTT waiters planned for March.

2.6

If enacted, this could result in ECCCG’s income being reduced by between £100k and
£250k. This would have a significant impact on our ability to deliver our planned
surplus.

2.7

In addition, NHS England has also prepared a joint letter with Monitor and the Trust
Development Agency outlining further reductions in RTT waiters planned for Quarter 4
of this financial year. Any activity that is undertaken above the contracted levels of
activity will be paid at a premium of 15% above tariff which is funded directly by NHS
England and that contractual sanctions should not be applied if appropriate for the last
quarter.
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2.8

Table Two-B shows the forecast outturn by key service area.

Table Two-B: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) 2014/15 Financial Summary to 31 January 2015

Income
Programme
Running Costs
2013/14 Surplus b'f
Sub Total - Total Income
Expenditure
Acute Contracts
Mental Health Contracts
Community Contracts
Ambulance Contracts
Commercial Sector Contracts
Voluntary Sector

Original
Plan

Revised
Plan
(Budget)

Budget
YTD

Actual
YTD

£000s

£000s

£000s

£000s

(220,441) (224,714) (190,242) (190,242)
(4,907)
(4,907)
(1,227)
(1,227)
(203)
(203)
(51)
(51)
(225,551) (229,824) (191,519) (191,519)

155,712

114,043
14,891
18,775
6,323
4,292
609
158,933

95,035
12,412
15,646
5,269
3,576
507
132,445

95,405
12,907
15,723
5,061
4,507
526
134,129

Other
Continuing Health Care
NHS Funded Care
Learning Disabilities Pool
Local Delivery Improvement Plan
Prescribing
Commissioning and investment reserves
Sub Total

8,458
8,977
5,251
4,729
1,000
31,015
8,370
67,800

9,524
12,254
5,251
2,081
920
32,071
3,324
65,425

7,937
10,211
4,376
1,734
764
26,726
2,770
54,518

8,441
11,674
4,280
1,776
26,689
52,860

Running Costs
Quality, Innovation, Productivity & Prevention (QIPP)
Caring Together (CT) Programme

4,907
(3,168)
2,278

4,839
0
2,278

4,032
0
1,898

Sub Total - Total Expenditure
2014/15 Final Planned Position - Deficit/(Surplus)

112,201
14,309
17,868
6,323
5,011

227,529
1,978

231,475
1,651
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192,893
1,374

3,885
0
508
191,382
(137)

Variance Forecast
YTD
for
Year
£000s

£000s

Plan
Cost
Per
Head
£'s

0 (224,714) (£1,073)
0
(4,907)
(£24)
0
(203)
(£1)
0 (229,824) (£1,098)

369
495
77
(208)
931
19
1,683
212
1,463
(96)
41
(764)
(37)
(2,770)
(1,951)
(148)
0
(1,390)
(1,806)
(1,806)

Forecast
Cost
Per
Head
£'s
(£1,102)
(£24)
(£1)
(£1,127)

114,755
14,990
18,942
6,224
5,551
581
161,043

£559
£73
£92
£31
£21
£3
£779

£563
£73
£93
£31
£27
£3
£789

10,080
13,617
5,251
2,129
335
31,815
25
63,252

£47
£60
£26
£10
£5
£157
£16
£321

£49
£67
£26
£10
£2
£156
£0
£310

£24
£0
£11

£23
£0
£3

£1,135

£1,126

£8

(£1)

4,739
0
600
229,634
(190)

2.9

Tables Two-C to Two-F provide an overview of the forecast and year to date
performance against key service areas and their component providers.

Table Two-C: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) Acute Contracts
Annual
Contract

Acute Contracts

%

£000s
Aintree Hospital NHSFT
Alder Hey Childrens NHSFT
BMI
Central Manchester NHSFT
Countess of Chester Hospital NHSFT
East Cheshire NHS Trust
Liverpool Community Healthcare Trust
Mid Cheshire Hospitals NHSFT
Pennine Acute NHST
Robert Jones & Agnes Hunt NHSFT
Royal Liverpool Broadgreen NHST
Salford Royal NHSFT
Spire
Staffs & SOT Partnership NHST
St Helens & Knowsley NHST
Stockport NHSFT
University Hospital of North Midlands NHST
University Hospital of South Manchester NHSFT
Warrington & Halton NHSFT
Wirral University Hospital NHSFT
Wrightington Wigan Leigh NHSFT
High Cost Drugs/Exclusions and Overperformance
Total

133
102
934
6,124
203
72,516
4,136
457
284
319
972
1,583
361
79
10,291
1,787
10,847
283
150
641
112,202

0.1%
0.1%
0.8%
5.5%
0.2%
64.6%
0.0%
3.7%
0.4%
0.3%
0.3%
0.9%
1.4%
0.3%
0.1%
9.2%
1.6%
9.7%
0.3%
0.1%
0.6%

Revised Budget
Annual
YTD
Budget
£000s
£000s

Actual Variance Forecast
YTD
Outturn
YTD
£000s

£000s

£000s

133
102
934
6,124
203
73,215
32
4,148
457
284
319
972
1,583
361
79
10,368
1,787
10,998
325
150
641
828

110
85
779
5,103
170
61,012
26
3,457
380
237
266
810
1,320
301
66
8,640
1,489
9,165
271
125
534
690

67
99
1,010
4,709
140
60,873
26
3,459
281
241
247
791
2,337
248
47
8,602
1,425
9,842
305
139
551
(34)

(43)
15
232
(394)
(30)
(140)
2
(100)
4
(19)
(19)
1,018
(53)
(19)
(38)
(64)
677
35
13
17
(724)

81
120
1,220
5,730
168
73,122
32
4,145
338
288
297
956
2,805
298
56
10,280
1,714
11,804
362
166
662
112

100% 114,043

95,036

95,405

370

114,756

Table Two-D: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) Mental Health Contracts
Mental Health Contracts
Annual
%
Revised Budget Actual Variance Forecast
Contract
YTD
Annual
YTD
YTD
Outturn
Budget
£000s
£000s
£000s
£000s
£000s
£000s
Cheshire & Wirral MH Partnership NHSFT
12,524
87.5% 12,763 10,636 10,765
129
12,837
North Staffordshire Combined Healthcare NHST
75
0.5%
75
62
34
(28)
41
Other
1,711
12.0%
2,053
1,714
2,107
393
2,112
Total
14,310
100% 14,891 12,412 12,906
494
14,990
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Table Two-E: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) Community Contracts
%
Revised Budget Actual Variance Forecast
Annual
Community Contracts
Annual
Contract
YTD
Outturn
YTD
YTD
Budget
£000s
£000s
£000s
£000s
£000s
£000s
Derbyshire Community
132
0.7%
132
110
114
4
136
East Cheshire NHST
17,735
99.3% 18,008 15,006 15,205
198
18,245
Rent subsidy for community buildings
0.0%
240
200
371
171
446
Other
0.0%
395
329
33
(296)
116
Total
17,867
100% 18,775 15,645 15,723
77
18,943
Table Two-F: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) Ambulance Contracts
Ambulance Contracts
Annual
%
Revised Budget Actual Variance Forecast
Contract
Annual
YTD
YTD
YTD
Outturn
Budget
£000s
£000s
£000s
£000s
£000s
£000s
Northwest Ambulance Service NHST
6,288
99.4%
6,288
5,240
5,130
(109)
6,153
Other incl ERS Medical Patient Transport
35
0.6%
35
29
(70)
(99)
105
Total
6,323
100%
6,323
5,269
5,060
(208)
6,258

3.

Financial Plan Amendments

3.1

The 2014/15 Financial Plan agreed at the May 2014 Governing Body was set against
ECCCG’s opening allocation of £225,551,000. Throughout the year, CCGs have had
their allocations amended by directives from NHS England.

3.2

Table Three-A outlines the updated allocation for ECCCG as at 31 January 2015 which
remains unchanged from the previous month.

Table Three-A: NHS Eastern Cheshire Clinical Commissioning Group's
(ECCCG's) Reconciliation of Allocation
Governing
Body
Updated
(Financial
Report)

Allocation

£000s
225,551

Original Plan
GP IT Allocation
Funding for Referral Treatment Improvement
System Resilience (formerly winter pressures)-Instalment 1
Charge exempt overseas visitors
System Resilience (formerly winter pressures)-Instalment 2
Quality Premium
System Resilience Mental Health
Total
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Jun 14
Aug 14
Sept 14
Oct 14
Oct 14
Dec 14
Dec 14

516
637
1198
(174)
1,256
740
100
229,824

4.

Cash Management

4.1

Part of ECCCG’s financial duty is to deliver a year end cash balance of less than
£250,000 as at 31 March 2015 and to manage its cash throughout the year to ensure
payments are made to suppliers and staff.

4.2

As at 31 January 2015, ECCCG had a cash balance of £0.615m held within its bank
account and is forecasting a year end balance of circa £150,000, as shown in Table
Four-A.

Table Four-A: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) Cash Forecast 2014/15

Cash
Drawdown
Less
Payments
Balance

Apr
May
Jun
Jul
Aug
Sep
Oct
Nov
Dec
Jan
Feb
Mar
£000s £000s £000s £000s £000s £000s £000s £000s £000s £000s £000s £000s
20,000 20,000 15,000 18,000 17,000 15,000 14,500 17,600 17,200 15,900 13,600 18,840
14,366 22,913 16,991 15,516 17,569 16,280 15,844 16,832 16,026 17,178 13,569 19,405
5,634

2,721

730

3,214

2,644

1,364

20

788

1,962

684

715

NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's)
Cash Forecast 2014/15
25,000

20,000

£ 15,000
0
0
0
s 10,000

5,000

0
1

2

3

4

5

6

7

8

9

10

Months
Cash Drawdown
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Less Payments

Balance

11

12

150

5.

Better Practice Payment Code (BPPC)

5.1

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 agreed.

5.2

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.

5.3

Currently, ECCCG is achieving a cumulative average of 88% for invoice numbers and
94% for invoice values as per Table Five-A.

5.4

By way of background, a specific piece of analysis was undertaken in order to
understand why the target is not being reached. The primary reason is that a number
of suppliers were set up with immediate payments terms as opposed to the normal 30
day terms. During December 14, 45 invoices fell into this category and reflected
payments for Personal Health Budgets, Nursing Homes and GP Practices.
Note: If these supplier’s payment terms were revised to reflect appropriate payment
terms, the achievement rate for the value of invoices passed in December would have
risen from 90% to 95%.

5.5

Where payment terms are immediate the system automatically defaults to a late
payment. For example if an invoice is received and approved on the same day, and a
payment run made the following day, this would still default to a fail, despite a
turnaround of two working days.

5.6

The supplier’s payment terms are now being aligned to reflect appropriate timeframes.
This does not reduce the requirement for us to ensure payments are made to suppliers
as quickly as possible and will remain a high priority.
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Table Five-A: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) Better
Payment Practice Code (BPPC) Summary Analysis
No. of Invoices
Received
Paid
Passed

Months
Apr-14
May-14
Jun-14
Jul-14
Aug-14
Sep-14
Oct-14
Nov-14
Dec-14
Jan-15
Total

509
949
820
950
713
966
949
834
947
799
8,436

474
827
735
855
637
744
815
746
850
726
7,409

93%
87%
90%
90%
89%
77%
86%
89%
90%
91%
88%

Value of Invoices
Received
Paid
13,179,732
23,948,602
16,916,723
15,585,470
17,462,854
16,178,923
16,167,723
16,522,125
16,397,442
16,641,281
169,000,875

10,301,427
21,707,853
16,032,432
15,197,288
16,724,788
14,076,709
15,925,942
15,842,294
15,993,863
16,347,687
158,150,282

Passed
78%
91%
95%
98%
96%
87%
99%
96%
98%
98%
94%

NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) Better Payment Practice
Code (BPPC) Summary Analysis
120%

100%

Percentage

80%

No. Passed
Value
Passed

60%

40%

20%

0%
Apr-14 May-14 Jun-14

Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15

Months

Page 53 of 212

6.

Commissioning and Investment Reserves

6.1

The Financial Plan contained a number of assumptions around planned growth in
contracts, investments against the Local Delivery Improvement Plan (Business Case)
and a Commissioning Reserve that included a number of anticipated pressures. These
have now been finalised with any remaining funding released to support the financial
position.

Table Six-A: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's)
Commissioning & Investment Reserves
Balance Available
£000s
665
1,202
1,457
3,324
(£25)
3,299

LDIP
Commissioning Reserve
Growth Assumptions
Sub Total
Less Commitments
Released to Support Position

7.

Quality, Innovation, Productivity & Prevention (QIPP)

7.1

Within the 2014/15 Financial Plan is the QIPP target of £3.168m that is required to bring
ECCCG’s finances in line with its Plan.

7.2

As at 31 January 2015, the overall forecast delivery of QIPP schemes remains constant
at a delivery of circa £2.3m in year. The monitoring of the schemes has now been
incorporated into the forecast outturn for each area of expenditure. Overall, ECCCG is
now declaring a surplus and as such, has implicitly delivered a number of the schemes.
The challenge still remains for some QIPP schemes to report individually their success
from the normal fluctuations in expenditure.

7.3

Table Seven-A highlights an assessment of the schemes and the level of savings
expected to be delivered in year. The forecast estimates that circa £2.3m of the £3.2m
Plan will be achieved in year.

7.4

To mitigate any slippage, Section 6 has highlighted the intended use of its
Commissioning and Investment Reserves.
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GOVERNING BODY MEETING
25 February 2015
Paper Title

Agenda Item 2.2

Governing Body
February 2015

Assurance

Framework

–

Purpose of paper / report
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, suitable controls are in place and risks are recorded appropriately.

Key points
The Governing Body is asked to:
 Review and approve the list of Strategic Risks for NHS Eastern Cheshire Clinical
Commissioning Group (ECCCG) - Appendix 1.
 Review the changes to the following risks:
o 01 Caring Together Delivery
o 03 Access to Dermatology
o 04 Quality Assurance in Care Homes
 Review new risk:
o 12 North West Commissioning Support Unit (NWCSU) – Accreditation.

The Governing Body is asked to:
Approve

Ratify
Endorse

Decide
Note for information



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

Report Author
Michael Purdie
Corporate Programmes and Governance Manager
13 February 2015
Date of Report
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NH
HS ECCCG G
Governing Bo
ody Meeting:: 25 Februaryy 2015

A
Agenda Item 2.2

Goverrning Bo
ody Ass
surance
e Framew
work
F
Februarry 2015
1.

Executive Summ
mary

1.1

The Governing Body Assura
ance Framework form
ms part of NHS Ea
astern Che
eshire
Commission
ning Group
p’s (ECCCG
G’s) risk m
managemen
nt strategyy and policyy and
Clinical C
is the fra
amework ffor identificcation and
d managem
ment of sstrategic rissks; both risks
internal to
o ECCCG and
a those in the wide
er system in which EC
CCCG hass a role.

1.2

wed on a monthly basis by the Execcutive
The Assurance Frramework is review
ee who fina
alise the lisst of strateg
gic risks, co
onfirm actio
ons being undertaken
u
n and
Committe
check assurances. These rissks are the
en added to/amende
ed on the Corporate Risk
h contains all operatio
onal and sttrategic risks.
Log which

2.

cant Chan
nges
Signific

2.1

The follow
wing inform
mation highlights the
e key chan
nges from the previous report. The
details ca
an be found
d in each o
of the individual risks.
 01 Ca
aring Togetther: Updatted actionss and mitiga
ating action detail.
 03 Acccess to De
ermatology: Actions ccompleted a
and one ad
dditional acction.
 04 Quality Asssurance in
n Care Homes: Nu
umber of homes with
w
admissions
suspe
ended has been
b
reducced to one.

2.2

The follow
wing risks were presented to th
he Januaryy Governing Body forr deletion, but it
was agree
ed to retain
n these on the Assura
ance Fram
mework.
 06 CC
CG Underlyying Financcial Deficit.
 07 QIP
PP Roles & Responssibilities.

3.

New Ris
sk

3.1

The follo
owing hass been ad
dded to tthe Assurrance Fram
mework: 12 NWCS
SU –
Accredita
ation.

3.1.1

The NWC
CSU which
h serves E
ECCCG an
nd other CCGs
C
in C
Cheshire, M
Merseyside
e and
Greater M
Manchester was unsuccessful in its bids for accred
ditation to provide th
he full
range of end-to-end
d support services. Therefore
e, the NWC
CSU is no
o longer ab
ble to
n its curre
ent form an
nd has to seek an alternative o
organisatio
onal form. The
operate in
risks to th
he CCG are
a the pottential disruption in the
t
provisio
on of key services to
o the
CCG as the transittional arran
ngements are introduced and a longer tterm solution is
identified..

4.

Mental Health C
Capacity R
Risk 02

4.1

During the previo
ous two meetings of the G
Governancce & Aud
dit Comm
mittee,
d to provid
de an overrview of rissks as the
e subject m
matter
representtatives havve attended
experts. This apprroach was undertake
en as a tria
al, and sub
bject to co
onfirmation from
a
byy the Goverrning Bodyy.
the GAC would be adopted
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4.2

The Menta
T
al Health C
Capacity R
Risk was o
opened in May 2014
4 to reflectt the signifficant
g
gaps
in the
e coverage
e of Mental Health serrvices in Ea
astern Che
eshire.
These inclu
T
uded the C
CAMHS 16-19 service
e which laccked capaccity to mana
age urgentt
r
requests.
S
Since
then the CCG h
has taken m
mitigating a
actions in tthe followin
ng areas:
C
CAMHS


Two ye
ears non-re
ecurrent invvestment in
n CAMHS u
until March
h 2016 tota
alling £446,,000



Funding
g for neuro
o developm
ment initiativve to reducce waiting lists from 5 years.

P
Primary
M
Mental Hea
alth


Addition
nal non reccurrent funding to IAP
PT



Addition
nal investm
ment in the Big White Wall to me
eet demand.

A
Acute
Men
ntal Health
h


Addition
nal funding
g for psychiatric liaiso
on to impro
ove access to mental health in th
he
acute h
hospital settting.

IIn addition to the abo
ove, CWP h
have recruited to sub
bstantive po
osts, but ga
aps remain
n,
i
including
a specialist doctor. Prrogress con
ntinues to b
be monitorred and a p
post
i
implement
of April 2015.
ation review is due at the end o
C
Current
risks in menttal health services have been id
dentified on
n the risk lo
og.
JJacki Wilke
es will provvide an upd
date on the
e current po
osition in order
o
for the
e governing
b
body
to asssure themsselves thatt the action
ns complete
ed and planned are ssufficient to
o
m
mitigate
this risk to accceptable levels.
l

5.

Recomm
mendatio
on(s)

5.1

The Gove
erning Body is asked to:
 Review
w and approve the lisst of Strate
egic Risks for ECCCG
G (Append
dix 1)
 Review
w the new risks asso
ociated with
h the NW C
CSU Accreditation (Appendix 1)

6.

Reason
ns for rec
commend
dation(s))

6.1

The revie
ewing the re
ecommend
dations, the
e Governin
ng Body will be appro
oving updattes to
the Assurance Fram
mework ass described
d. This will ensure tthat the cu
urrent riskss and
ed scores a
are reflecte
ed to provid
de a curren
nt overview
w of the keyy strategic risks
associate
for ECCC
CG.

7.

Peer Grroup Area / Town
n Area Afffected

7.1

All

8.

Populattion Affected

8.1

All

9.

Contextt
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9.1

N/a

10.

Finance
e

10.1

N/a

11.

Quality and Patiient Expe
erience

11.1

N/a

12.

Consulttation an
nd Engag
gement (P
Public/Pa
atient/Ca
arer/Cliniical/Stafff)

12.1

N/a

13.

Equality
y

13.1

N/a

14.

Legal

14.1

N/a

15.

Commu
unication
n

15.1

n/a

16.

Backgro
ound and
d Option
ns

16.1

n/a

17.

Access to furthe
er inform
mation

17.1

For furthe
er informatiion relating
g to this rep
port contacct:

Name
e
Desig
gnation
Date
Telephone
Email

18.

Glossarry of Term
ms

ECCCG
G
NWCSU

19.

Mike Purd
die
Corporate
e Programmes and G
Governance
e Managerr
13 Februa
ary 2015
01625 66
63470
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Appendix 1
Governing Body Assurance Framework
February 2015
Strategic
Objective
/Aim
Valuing People

Sub Objectives

#

High Performing Staff,
Delivering Quality Outcomes

01
Working
Together

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

09
10
11

Innovation

Quality

Investing
Responsibly

Delivering
Health Need
Priorities.

Description of Risk

Caring Together Programme
Co Commissioning of Primary Care
(General Medical)
Co Commissioning Primary Care
Services- Conflict of Interest
Co Commissioning - Joint Committee
Membership

Using Innovation as a Key to
Delivering Excellent
Outcomes.
Maintaining and Improving
quality in the services that we
commission.

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

Delivering Excellent and
Timely Outcomes from Our
Programme of Work

Low to Medium Risk

02
03
04
05
06
07
12
08

Mental Health Capacity
Access to Dermatology
Quality Assurance in Care Homes
Business Information Systems
CCG Underlying Financial Deficit
QIPP Roles and Responsibilities and
Governance
North West CSU – Accreditation
Delivery of the Operational Plan

High Risk
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Very High Risk

Residual
Risk

GBAF 01

Governing Body Assurance Framework
Objective: Working Together

Owner: Fleur Blakeman Reviewed: 13/02/2015

Caring Together Delivery
There is a risk that if we fail to deliver Caring Together (CT), we will be unable to deliver the
Eastern Cheshire Clinical Commissioning Group (ECCCG) 5 Year Plan. This would include our
financial duties and our remit to improve health outcomes for the people of Eastern Cheshire

Risk Rating:

Rationale for Current
SCORE :

Risk History:

L x C = Level
Initial:

4

5

20

Current:

3

5

15

Appetite:

3

4

12

Open Date
Target Date
Closure Date

01-04-14
None

25
20
15
10
5
0

Initial
Current
Appetite
Apr

Jun Aug Oct Dec Feb

Rationale for RISK
APPETITE :

Standard risk appetite has
been set at 12 and below

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

The CT Programme has been restructured with a
stronger commissioning focus.

Reduction in risk rating
due to the Programme
Management Office Team
now being in place
supporting the CT and
that there is now an
interim medical Director in
place at ECT.

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

In addition to the controls:

A proposed governance structure has been received by
Programme delivery is predominantly through the PMG the CT Executive Board on 19 November 2014 and
attended by key personnel from ECCCG, Cheshire East presented to the ECCCG Governing Body on 26
Council (CEC) and NHS England.
November 2014 that provides a revised approach to the
implementation and delivery of the CT Programme.
Accountability is to the CEC informal cabinet and
ECCCG Governing Body.
Following the revision to the CT implementation plan, it
has been agreed to review the current risk management
Whole system leadership will continue through a
process to ensure that progress against the mitigating
quarterly CT Leadership Forum where whole system
actions is progressed and recorded.
risks that are multi-organisational will be managed
The implementation plan to be further revised to ensure
there is sufficient definition of responsibilities and
accountability across all work streams to improve level of
assurance that the programme will deliver within agreed
timescales.
Two public facing documents “Caring Together; A FiveYear Forward View” and a leaflet “Seizing the Opportunity
for Better Care: Continuing The Conversation Come and
Join Us!” have been finalised and will be circulated in
February 2015.
The Plan on a Page is being finalised and detailed
implementation plans for each of the projects falling within
the four overarching programmes of work are under
development.
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ASSURANCES (How do we know if things are having GAPS IN ASSURANCE (What additional assurances
should we seek?
a positive impact?)
Partners in the Caring Together programme have
recently provided formal support to the Caring Together
Strategy.

ACTION PLAN

Clear Progress against the progress of the CT
Programme against its agreed plan and significant
milestones is evidenced within the CT Programme
Director’s Report submitted to ECCCG Governing Body.





Chief Executive Officer (CEO) of East Cheshire Trust has
been asked to coordinate with fellow provider CEO’s to
explore options for the Provider Alliance to ensure closer
working across providers to prevent the delay in the
commissioning of the new integrated care system

Assigned to

Action Detail

Progress-to-Date

Due Date

J Hawker

Agreed to raise at the Caring
Together Leadership Forum
the need to explore options
for partnership working across
providers.

Completed

21/01/2015

F Blakeman

Revised implementation plan
to be presented to the
statutory commissioning
bodies for formal support by
the end of January.

To be completed

13/03/2014
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GBAF 02

Objective: Quality

Owner: Jacki Wilkes

Reviewed: 18/02/2015

Mental Health Capacity
Currently in a range of mental health services demand outstrips capacity significantly. There is a
risk that potential patients will not receive treatment and a solution for the lack of capacity may
result in a financial impact on the CCG. As an example, current recorded risks include CAMHS
16-19 service which lacks capacity to manage urgent requests for assessment and treatment.
There is a risk that future requests may be rejected.

Risk Rating:

Risk History:

Rationale for Current SCORE :

L x C=
Level
Initial:

5

5

25

Current:

4

4

16

Appetite:

4

3

12

Open Date
Target Date
Closure Date

20-05-14
None

25
20
15
10
5
0

Initial
Current

The actions within controls
have yet to be completed;
therefore the service
continues to operate at
risk.

Appetite
Rationale for RISK APPETITE :

Apr

Jun Aug Oct Dec Feb

Standard risk appetite has
been set at 12 and below

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

In spring 2014, the CCG has an external review of CWP
performance. The focus was to deliver a:
 Detailed diagnostic review of the performance of
CWP
 Review of the mental health needs of the local
population
 Review of and guidance on how to develop a
mental health commissioning plan
This will be used to develop a 5 year strategy to fill the
capacity gaps and improve quality in the service as a
whole.
Key gaps have been highlighted in the CAMHS 16-19
service.
As part of the conditions around new investment, the
Governing Body have requested additional reassurance
around the key performance metrics and evaluating
impact of investment in services.

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

In June 2014, a paper was presented to the Governing
Body with a proposal to address the problems of limited
capacity within children’s mental health services,
specifically CAMHS 16-19 services.
The paper was approved for non-recurrent investment
until March 2016 in a partnership between CWP and
Visyon, with an annual investment of £170,223 and
£85,000 respectively.
By the end of March 2016, the total additional
investment by the CCG in CAMHS 16-19 services will be
£446,000.
Performance has been monitored by the Mental Health
Board on a monthly basis. A review of the impact of the
additional investment has demonstrated that it has made
a significant difference in this element of children’s
mental health services.
The partnership between CWP and Visyon is a positive
development and good working relationships are in
place to support the delivery of a comprehensive range
of options for children with differing levels of need.
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Waiting times are now reduced and at risk children are
being seen within appropriate timeframes, based on
need and not dictated by capacity.
One query has arisen around the current staff skill mix,
due to a lack of training for CBT level work within the
current Visyon team. A meeting is being arranged to
address this.
This risk relating to CAMHS 16-19 services has
therefore been reduced to within acceptable levels.
However, risks do exist in other elements of mental
health services, particularly IAPT, Neuro-developmental
service, CAHMS under-16 service. This is due to:
 Increased demand/unmet need
 Inability to recruit
 Cross cover arrangements
 Vacancies in core services
Neuro-developmental
By increasing capacity in 2014/15 as part of a waiting list
initiative to reduce 5-year waiting lists, the service has
doubled the number of children seen.
However, additional unmet demand has led to an
exponential increase in referrals (in January 2015 there
were 27 requests for new ACS (Autism) assessments
and 33 requests for new ADHD assessments; five times
the usual referral rate). There are now 147 children
waiting for ACS assessment and 157 waiting for ADHD
assessment currently. A Business Case was submitted
to the CCG by CWP to address diagnosis and is waiting
to be considered. A Business Case will be ready in the
next month to address the life-course needs of children
with Autism and ADHD.
CAMHS Under 16s
Because staff within this service have been used flexibly
to support the gaps in the Neurodevelopmental service,
this is now having an impact on their ability to deliver
timely CAMHS tier 2 and tier 3 services. By addressing
the Neurodevelopment gap with re-development of
services this will release capacity within CAMHS, and
modelling by CAMHS suggests this address this area of
concern.
IAPT
In 2014/15 the CCG commissioned IAPT to deliver a
two-year waiting list initiative in additional to their core
contract. This is being delivered through the
employment of additional counsellors. This initiative is
now half-way through and this is on track. However, the
core service has had problems maintaining staffing
levels and this has caused a rise in waiting times. A
Contract Query is being sent to CWP to challenge their
performance in relation to core work.
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ASSURANCES (How do we know if things are having a
positive impact?)

ACTION PLAN

The current mitigating actions should reduce the risk
impact

Assigned To

Action Detail

Neil Evans

Agree revised KPIs to assess
investment

GAPS IN ASSURANCE (What additional assurances
should we seek?

None identified

Progress‐to‐Date

Neil Evans

Monitor CWP implementation of
agreed staffing levels

Neil Evans

Post implementation review

Jo Williams

Review of impact of additional
investment in CAMHS 16-19
service.

(Completed)
Update – CWP have recruited to the Band
7 and Band 6 post. Interviews for the
Band 3 admin post will commence soon.
Unfortunately CWP were unsuccessful in
recruiting to the specialty Dr post. The
decision has been made to re-advertise
for a nurse prescriber. Until someone can
be appointed the Clinical lead for the
service can prescribe for the young
people being seen.

Due Date

29/09/2014

01/11/2014

30/04/2015
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GBAF 03

Objective: Working Together Owner: Neil Evans

Reviewed: 13/02/2015

Access to Dermatology
East Cheshire Trust has had insufficient consultant capacity in Dermatology for some time. This
has been exacerbated by the resignation of the substantive dermatologist at the Trust. ECT have
attempted to recruit additional capacity but there is a national shortage of consultants in this
speciality.

Risk Rating:

Rationale for Current
SCORE :

Risk History:

L x C = Level
Initial:

5

2

10

Current:

5

4

20

Appetite

3

4

12

25

Initial

20

Current

15

Appetite

10
5

01-04-14
None

Rationale for RISK
APPETITE :

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

Open Date
Target Date
Closure Date

Limited capacity
may lead to delays
in treatment with a
risk of patient harm
and litigation.

Standard risk
appetite has been
set at 12 and below

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

The CCG has met with East Cheshire Trust, Vernova
and University Hospital North Midlands

East Cheshire Trust/Vernova have recruited additional
locum capacity.

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

GAPS IN ASSURANCE (What additional assurances
should we seek?

The process continues to seek an appropriate consultant
led service provider

Salford have advised that they cannot give a timescale
due to service capacity pressures. East Cheshire Trust
have been in contact with other local Secondary Care
providers and have started discussions with University
Hospital N Staffs; and ECCCG to look at the feasibility of
them operating a service for our population.

ACTION
PLAN

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

Assigned to

Action Detail

Neil Evans

East Cheshire Trust &
Vernova recruiting short term
clinical capacity

Neil Evans

ECT to seek support for
development of new model

Progress‐to‐Date
Local Providers are recruiting
additional short term clinical capacity
to maintain access
This has taken place and the CCG is
monitoring access performance at
monthly meetings with ECT
East Cheshire Trust has agreed to
contact other providers again to see

Due Date

Completed

Completed
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from other providers





Neil Evans

Engage Salford in developing
a formal process

Neil Evans

Engage University Hospital
North Midlands in developing
a formal process

Neil Evans

UHNM and ECT are
exploring feasibility of a
service transfer

if they could support the
development of a new model.
Establish a follow up meeting with
Salford to see if they can enter into a
formal process.
Establish a follow up meeting with
UHNM to see if they can enter into a
formal process.
UHNM, ECT and Vernova are jointly
reviewing the opportunity to transfer
ECT service to UHNM. UHNM need
to provide assurances as to capacity
available and ability to comply with
Cancer MDT requirements. They
also need internal approval to
proceed.

Completed

Completed
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Objective: Quality

Owner: Julia Curtis

Reviewed: 13/02/2015

GBAF 04

Quality Assurance in Care Homes
There are concerns over the care and welfare standards provided by some of the local care homes.
Currently some of our Care Homes are at risk of closure and admissions have been suspended in
one home following quality concerns. These are commissioned with the local council and quality
assured with a number of partners. There are a number of risks associated with the people who use
the service not receiving appropriate levels of care, these include:
 a potential negative impact on health including premature death
 a reduction in care standards,
 the moving of patients from one care setting to another leading to deterioration in health
 increase in delayed discharges at the acute trust
 inappropriate care environment leading to further risks, for example infections and falls
 reduced capacity
 negative emotional, psychological and physical impact on service users
 reputational risk to the NHS / Care Services

Risk Rating:

Risk History:

Rationale for Current SCORE :

L x C=
Level
Initial:

5

5

25

Current:

5

4

20

Appetite:

3

4

12

Open Date
Target Date
Closure Date

20-07-14
None

25
20
15
10
5
0

Initial

The risks are current and
the potential impact is high
where there is no mitigation

Current
Appetite
Apr

Rationale for RISK APPETITE :

Jun Aug Oct Dec Feb

Standard risk appetite has
been set at 12 and below

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

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

 The CCG is working jointly with the local authority
and CQC. This includes scrutiny of providers, action
planning, monitoring and implementation of penalties.
 The CCG is working with South Cheshire & Vale
Royal CCGs to improve quality in care homes, this
includes reviewing local teams, robustness of
contracts, developing a dashboard, inspections of
care homes by CCG and where possible joint quality
visits with CEC staff, engaging with carers,
development of quality initiatives, e.g. website and
improvement programmes

 The CCG has assigned additional resources to the
assessment and monitoring of care home quality.
 The CCG is working with the CSU/CEC to review the
current contractual / quality standards in relation to
Care Homes.
 The CCG are looking to bring CHC and FNC
services in house to gain a greater degree of control,
over the assessment, quality and monitoring of care
packages.

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

GAPS IN ASSURANCE (What additional assurances
should we seek?
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Action Plan

 A number of Quality visits have been completed,
which have identified a number of issues including
basic care and safeguarding concerns
 These have generated action plans which have
already demonstrated improvements
 Weekly joint meetings are now in place between the
CCG, Local Authority and CQC, which will result in a
more coordinated approach and shared intelligence.
 There are also ongoing operational meetings
specifically around a particularly challenged provider.





 CSU cover has been limited due to vacancies,
annual leave and sickness.
 Lay person involvement in inspections.
 Complacency around standards and acceptance of
poor quality services by service providers, carers
and visiting health care teams

Assigned to

Action Detail

Progress-to-Date

Due Date

Sally Rogers

Development of revised quality
standards and contractual
levers in FNC/Local Authority
Contracts

Project Group Formed and scoping
commenced

31/03/2015

Julia
Curtis/Sally
Rogers

Management of quality issues
in Care Homes – working with
CHC Team (CSU)

Ongoing

Neil
Evans/Sally
Rogers

CCG in sourcing of CHC

CSU have been notified of intention
and due diligence complete
Redesign of services being
undertaken
TUPE of staff being completed

31/01/2015

Sally Rogers
/ Julia Curtis

Work streams identified with
local authority

Project group is now in place

Ongoing

Sally Rogers

Met with Anne Butler (Student
Quality Ambassador for Health
Education North West) to
discuss using Student Quality
Ambassadors to raise
standards in care homes.

In progress

Ongoing

Julia Curtis

Carer Forums

Listening events scheduled for March

30/04/2015



10 | P a g e
Page 71 of 212

Governing Body Assurance Framework


Owner: Alex Mitchell

Reviewed:13/02/2015

Business Information Systems
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 some considerable time. There is little confidence in the information
flowing out from the CSU

Risk Rating:

Rationale for Current
SCORE :

Risk History:

L x C = Level

25

Initial:

4

4

16

Current:

4

3

12

15

Appetite
:

3

4

12

10

10-09-13
None

5

Open Date
Target Date
Closure Date

The CSU track record of
delivery has been poor. The
CCG has made progress but
the system is still not used in
full and requires a duplicate
process in place to provide
assurance.

Initial

20

Current
Appetite

The process currently in
place is meeting the needs
of the organisation and as
such should be maintained
at a score of 12.
Rationale for RISK
APPETITE :

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

GBAF 05

Objective: Investing Responsibly

Standard risk appetite has
been set at 12 and below

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

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

 The CCG has decided to bring some of the Business
Information processes in-house and as part of the
2014 contract discussions.
 Staff have been TUPE across on the 1st September
14.
 Alternative system has been introduced to provide
required information.

 ECCC has reviewed the SLA due to be signed off in
January 15 following delays from the CSU. This will
ensure the SLA reflects the service and outputs
required.
 Regular meetings with the CSU have improved the
information and will maintain until completed.
 Potential to enforce contractual levers around non
delivery following the issue of possible improvement
notices.

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

GAPS IN ASSURANCE (What additional assurances should
we seek?
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ACTION PLAN

 Interim solution is in place and delivering information
that is accurate and timely. Is included within the
Financial Governing Body report around contract
performance.



 Gap is linked to the capacity to deliver the changes as
required and agreed. Will look to support this by
introducing contractual levers.

Assigned to

Action Detail

Progress-to-Date

Due Date

AM / NE

Withdraw from CSU elements of
service

Complete - Notice given on 01/04/2014

-

AM / NE

Staff TUPE to CCG

Complete - Effective 01/09/2014

-

L Davidson

Develop detailed list of reports to
include in contract

Complete

-

L Davidson

Agree list of contract validations

Complete

Revised SLA reflecting CCG
commissioning requirements
AM

Revised date as delay from CSU
in agreeing SLA for 14/15. Latest
date is end of January 15.

31/01/2015
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GBAF 06



Objective: Investing Responsibly

Owner: Alex Mitchell

Reviewed: 13/02/2015

CCG Financial Deficit
The CCG agreed a planned deficit in 2014/15 of £2m for the delivery of its commissioned services
plus one off Caring Together programme costs. The key risk is that ECCCG will not meet its
statutory financial duties and is in breach of its constitution.

Risk Rating:

Rationale for Current SCORE
:

Risk History:

L x C = Level
Initial:

5

5

25

Current:

3

4

12

Appetite
:

3

4

12

Open Date
Target Date
Closure Date

20-01-14
None

25
20
15
10
5
0

Initial
Current
Appetite
Apr

Jun Aug Oct Dec Feb

The current score of 12
reflects ECCCG
improving position. Latest
forecast outturn as at
Month 9 is predicting an
under spend of circa
£0.2m.
Rationale for RISK APPETITE
:

Standard risk appetite has
been set at 12 and below

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

 2014/15 Financial Plan was approved by ECCCG
Governing Body
 NHS England have approved the planned deficit of
£2m for 2014/15
 Liaise with External Audit around our position and
impact on Section 19 referral.
 Continual review of expenditure and refinement of
forecast outturn.
 Implementation of the QIPP schemes to help control
costs in line with the agreed schemes.

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

 Reviewed the costs associated with the Caring
Together programme compared to original plan and
reduced accordingly (Circa £1m).
 Refine ECCCG forecast across its expenditure
headings to provide best estimate re outturn, and
associated deficit.
 Reviewed reserves to freeze any remaining funds
which will help to offset any pressures being
experienced in other areas i.e. Continuing Health
Care
 Return of funding from NHS England associated with
CHC Restitution Claims has improved position.

GAPS IN ASSURANCE (What additional assurances should
we seek?

 Financial reports to the governing body show an
improving position.

 Volatility in forecasting always leaves a degree of
financial risk which cannot be identified. Will monitor
closely contract performance during the remaining
months

ACTION
PLAN

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

Assigned to

Action Detail

Progress-to-Date

AM

Establish new Finance Committee

AM

Section 19 Referral

ToRs have been written and
awaiting formal sign off and
confirmation of its membership.
Updated External Audit in Sept 14
and agreed review in December 14

Due
Date
Dec 14
Dec 14
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AM


Financial Surplus Forecast

Informed External Audit around the
CCG improving position. They are
reviewing re decision around Section
19 Referral.

Jan 15
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Objective: Investing Responsibly

Owner: A. Mitchell

Reviewed: 13/02/2015

GBAF 07

QIPP Roles & Responsibilities & Governance Risk
MIAA identified risks: QIPP Roles & Responsibilities & Governance Risk: Collaboration is key to
the success of QIPP and it is important that the CCG is able to demonstrate how it works both
internally and with its partners to drive forward the QIPP challenge across the local health
economy. Specific Risk – Ownership, roles and responsibilities are not clearly understood and/or
working effectively. Membership buy-in to plans may not be evident or achieved. QIPP
Governance Risk: – The CCG does not currently have any overarching governance arrangements
for QIPP, there is no mechanism for regular monitoring and holding schemes to account for
delivery. As the CCG does not have a Finance Committee and QIPP does not form part of the
remit of the Clinical Quality and Performance Committee there is a reliance on QIPP delivery being
scrutinised and monitored at the Leadership Team and / or Governing Body meetings.
Recommendation – The CCG needs to develop a mechanism through which there can be more
regular scrutiny and holding to account for delivery of QIPP either within the current committee/
programme management arrangements or through the development of an Integrated Finance and
Performance Committee

Risk Rating:

Risk History:
L x C = Level

Initial

5

5

25

Current

3

4

12

Appetite

3

4

12

Open Date
Target Date
Closure Date

20-05-14
None

Rationale for Current SCORE :

25
20
15
10
5
0

Initial

All but one of the
recommendations have been
implemented.

Current
Appetite Rationale for RISK APPETITE :
Apr

Jun Aug Oct Dec Feb

Standard risk appetite has
been set at 12 and below

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

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

 QIPP leads have been identified
 GP Practice packs have been initiated in July 14
outlining performance across a number of areas.
 Pathway redesign has commenced
 Specific services have been put out to tender i.e.
Wert AMD
 Reported routinely through the Finance Governing
Body report.
 The CCG has implemented a number of the
recommendations arising from the audit with the
exception of the Finance Committee

 QIPP monitoring has been implemented across each of
the schemes and reported to the Governing Body via the
Finance report.
 A balance has been retained within Reserves to offset
any potential slippage for 2014/15
 Return of CHC Restitution funding has improved
financial position.

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

GAPS IN ASSURANCE (What additional assurances should we
seek?

 QIPP monitoring template has been developed
and is being shared with the Governing Body on a
monthly basis

 Delivery success of QIPP is seen at a high level, but
further work required to try and quantify impact across
practices or specific area.
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Assigned
to

Action Detail

Progress-to-Date

Due Date

Partially Completed (see next tasks)

Complete

EI

Implement actions identified in
Audit
Roll out data packs to practices

Distributed July 14

Complete

AM

Create Finance Committee

Complete

EI

Refine reporting to chart progress
of QIPP

Draft ToR created now identifying
membership
Baseline to be set for 2015/16 QIPP
around reducing practice variations.

AM

Mar 15
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Governing Body Assurance Framework
Objective: Delivering Health Need

BAF 08

Priorities

Owner: Neil Evans

Reviewed: 13/02/2015

Delivery of the Operational Plan
Delivery of the Operational Plan There are some key performance related risks attached to the
delivery of the operational plan. The CCG has a range of indicators that it has committed to deliver
through the Operational Plan - this includes the NHS Constitution, "Everyone Counts" guidance and
national and local priority indicators.

Risk Rating:

Rationale for Current
SCORE :

Risk History:

L x C = Level
Initial:

5

5

25

Current:

5

3

15

Appetite

3

4

12

25

Initial

20

Current

15

Appetite

10
5

10-03-14
None

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

Open Date
Target Date
Closure Date

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 :

Standard risk appetite
has been set at 12 and
below
CONTROLS (What are we currently doing about the risk?)

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

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.

Investment in CWP IAPT and CAMHS services to improve
access for our population. It is however recognised that
the needs of our population (as defined by National
Indicators) are still greater than the level of investment
currently made. The CCG has used SRG to develop
investments into services to support winter pressures.
East Cheshire Trust have implemented a recovery plan
during 2014 using National financial support. The CCG
continues to monitor performance and encourages
maximum utilisation of private sector capacity. Where
HCAI occur detailed RCA is taking place. Stretch targets
are in place for both CDIFF and MRSA and whilst
performance continues to be good year on year, these
targets will not be met in 2014-15.

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

GAPS IN ASSURANCE (What additional assurances
should we seek?
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Governing Body Assurance Framework
SRG meets monthly and contract meetings monitor the
performance of all our main providers.

Assigned to

Action Detail

Progress-to-Date

IAPT recovery 2 approaches
(COMPLETE)

ACTION PLAN

Neil Evans / A
Binnie

Recurrent lack of IAPT capacity against demand requires
a long term solution developing. This is being developed
through 2014-15 Operational Plan

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 operational plan
Complete – now being
implemented. Development
of costings to meet demand
for current service
completed. An options
assessment is being
developed.

Due Date
Complete
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Governing Body Assurance Framework

GBAF 09

Objective: Working Together

Owner: M Cunningham

Reviewed: 13/02/2015

Co Commissioning of Primary Care (General Medical)
Co Commissioning of Primary Care: The risk is capacity and capability to adequately deliver the
requirements of joint commissioning from April 2015 and subsequently full delegated responsibility
from April 2016 (Subject to agreement) . This relates to co commissioning of primary care (general
medical). The specific risk is that there is insufficient capacity within senior management to
adequately manage the additional responsibilities involved in co-commissioning of primary care
medical services, which may lead to a reputational risk with the practices, NHS England, other key
stakeholders including the public.

Risk Rating:

Rationale for Current
SCORE :

Risk History:

L x C = Level

25

Initial

3

5

15

20

Current

3

5

15

15

Appetite

3

4

12

10

06-01-15
None

5

Current
Appetite

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

Open Date
Target Date
Closure Date

Initial

No arrangements in
place to cover the risk
at the time of writing
Rationale for RISK
APPETITE :

Standard risk appetite
has been set at 12 and
below

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

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

Corporate Services Manager is tasked with
managing the landing of co commissioning into the
CCG, with some support from the Executive
Committee.

Putting together a job specification for a Service
Delivery Manager - Primary Care, in order to recruit
the specific resource to manage Primary Care co
commissioning.

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

GAPS IN ASSURANCE (What additional assurances
should we seek?

ACTION PLAN

The job role specification has been assigned and is
expected to be completed in January for sign off by
the Executive Committee.




Assigned
to

Action Detail

Confirmation of budget for the post.

Progress-to-Date

Due Date
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Governing Body Assurance Framework

GBAF 10

Objective: Working Together

Owner: M Cunningham

Reviewed: 13/02/2015:

Co Commissioning Primary Care Services- Conflict of Interest
In 2015 the CCG will take on co commissioning of Primary Care Services (General Medical) with
full delegated responsibility for commissioning from April 2016 (Subject to agreement). These
additional responsibilities mean there is a greater risk of a conflict of interest arising when primary
care commissioning decisions are made. This may lead to potential reputational damage with our
practices, NHS England and Key Stakeholders, including staff and members of the public.

Risk Rating:

Rationale for Current
SCORE :

Risk History:

L x C = Level

25

Initial

4

4

16

20

Current

4

4

16

15

Appetite

3

4

12

10

06-01-15
None

5

Current
Appetite

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

Open Date
Target Date
Closure Date

Initial

In current political climate,
with the run up to the general
election, the NHS is at the
centre of media interest. It is
likely that Co Commissioning
will be a key point of focus.
Rationale for RISK
APPETITE :

Standard risk appetite
has been set at 12 and
below

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

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

Media monitoring by communications managers. Ongoing
discussions with key stakeholders around developments
of co commissioning responsibilities. Corporate services
manager working with area team of NHS England.

Continued communication with all key
stakeholders. Continued working with NHS
England to implement national guidance and
best practice.

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

GAPS IN ASSURANCE (What additional
assurances should we seek?

ACTION PLAN

There is a level of uncertainty over the level of
Corporate Service Manager attends area team leads
potential risk.
primary care meeting. Governing Body, Practices. Health
& Wellbeing Board and Health Voice are receiving regular
updates, as are staff via Chief Officer bulletins.



Assigned
to

Action Detail

Progress-to-Date

Due Date
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Governing Body Assurance Framework

GBAF 11

Objective: Working Together

Owner: M Cunningham

Reviewed: 13/02/2013

Co Commissioning - Joint Committee Membership
The guidance around co commissioning, indicates a requirement to set up a joint committee with
NHS England for making decisions around primary care co commissioning. When undertaking full
delegated responsibility the guidance stipulates the requirement to create a primary care joint
committee. Both committees will have a non-clinical majority membership and a non-clinical chair.
The current assessment of the risk relates to there not being sufficient clinical input, expertise,
capacity and experience amongst the existing lay membership and executive management to
support and comply with the Joint Commission and in particular the area around conflicts of
interest. This may lead to poor commissioning decisions of Primary Care.
Rationale for Current
SCORE :

Risk History:

L x C = Level
Initial

5

4

20

Current

5

4

20

Appetite

3

4

12

Open Date
Target Date
Closure Date

06-01-15
None

25
20
15

Initial

10

Current
Appetite

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

Risk Rating:

We have some primary care
experience within the existing
membership and executive,
which mitigates the likelihood,
but the impact of making
decisions without adequate
clinical input is high.

Rationale for RISK
APPETITE :

Standard risk appetite
has been set at 12 and
below

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

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

The Corporate Services Manager with the support of the
Executive Committee is working alongside NHS England to
implement the guidance around co-commissioning of Primary
Care and conflicts of interest, with regards to development of
the delegated functions and membership of the joint committee.

Conflicts of Interest guidance has been
published and is in the process of being
adopted within the organisation.
Guidance will inform the membership
structure.

Use the Joint Delegated arrangements
Executives are engaged with NHS England to understand what
for the next 12 months to enhance skills
role they will deliver in the future and what remaining gaps
and build capacity.
require additional investment i.e. staffing
ASSURANCES (How do we know if things are having a positive
impact?)

The Corporate Service Manager is attending regular meetings
with the NHS England Area Team, Executive Committee and
the Governing Body. Progress is being reported to the Health
and Wellbeing Board and Health Voice as well as staff and
stakeholders via CCG Communications infrastructure.

GAPS IN ASSURANCE (What additional
assurances should we seek?

Membership of the committee is still at
an early stage.
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Governing Body Assurance Framework

GBAF 12

Objective: Investing Responsibly Owner: A. Mitchell

Reviewed: 13/02/2015

North West CSU – Accreditation
North West CSU, which serves ECCCG and other CCGs in Cheshire, Merseyside and Greater
Manchester were unsuccessful in its bids for accreditation to provide the full range of end-to-end
support services on the Lead Provider Framework. Therefore, the NWCSU is no longer able to
operate in its current form and has to seek an alternative organisational form.
The risks to the CCG are the potential disruption in the provision of key services to the CCG as the
transitional arrangements are introduced and a longer term solution is identified.
Rationale for Current
SCORE :

Risk History:

L x C = Level
Initial

5

4

20

Current

5

4

20

Appetite

3

4

12

Open Date
Target Date
Closure Date

13-02-15
None

25
20
15

Initial

10

Current
Appetite

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

Risk Rating:

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

At this time the level of
uncertainty is high, as
the CSU have had little
time to respond to the
failure in accreditation.
Rationale for RISK
APPETITE :

Standard risk appetite
has been set at 12 and
below

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

Weekly on site meetings with the CSU HOCO, who is Senior CCG Officers are attending North West
providing situation reports to Senior Officers of the
emergency committees to review the situation and
CCG
define a course of action
Development of a Transition Board with membership
from ECCCG to work through the various stages of
securing a longer term solution.

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

GAPS IN ASSURANCE (What additional assurances
should we seek?

Monitor the monthly performance reports to ensure no
Transition board is not yet established.
drop in standards.
Transition of services undertaken smoothly to a new
form without interruption of service delivery.
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ACTION PLAN

Governing Body Assurance Framework

Assigned
to

Action Detail

Progress-to-Date

Due Date

AM

Member of Transition Board

Ongoing

March 15

Monitoring of monthly Performance
Reports from NWCSU

Reports received monthly in line with
normal contract reviews.

Ongoing
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GOVERNING BODY MEETING
25 February 2015
Paper Title

Agenda Item 2.3.1

Minutes of the Governance & Audit Committee
Meeting Held 28 January 2015

Purpose of paper / report
To provide an overview of the Governance & Audit Committee (GAC) by updating the
Governing Body on key issues and by the reporting of its minutes.

Key points
•
•
•
•

Quality Assurance in Care Homes risk was discussed in detail with the subject matter
expert lead in order to assure itself of the steps being undertaken.
Significant assurance was received on Key Controls Audit.
External Audit continues to monitor NHS Eastern Cheshire Clinical Commissioning
Group’s (ECCCG’s) financial position, but has agreed not to submit a Section 19 referral
based on the current forecast surplus.
Move to the use of nhs.net for all employees and partner organisations in line with
Information Governance requirements.

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 28 January 2015
1.

Executive Summary

1.1

The Governance & Audit Committee (GAC) meeting held on 28 January 15 discussed
and reviewed a number of areas.

1.2

Following recent discussions around NHS Eastern Cheshire Clinical Commissioning
Group’s (ECCCG’s) financial position, External Audit has confirmed that it will not be
submitting a Section 19 referral as the CCG is now forecasting a surplus. This situation
will be closely monitored and amended should the position deteriorate.

1.3

The GAC received an update around the Caring Together Risk Register which had
been restructured to reflect the risks that are defined by providers, commissioners or
are shared across the whole economy. In addition, a discussion was held around the
interaction with other formal committees of the Governing Body and how the risks are
escalated to the Risk Register and ultimately the Governance & Audit Committee. It
was assured that the Executive Committee acts as a conduit between the various
committees and to direct risks as required.

1.4

In line with the GAC’s previous request to review Assurance Framework risks, the
subject matter expert lead in Care Homes attended the meeting to provide a second
update around the Quality Assurance in Care Homes. Overall, 40% of homes have
been assessed with the remaining 60% planned to be reviewed by the end of February
2015. These reviews cover a range of areas including leadership, staffing, recruitment
and care. The monitoring is supported via a dashboard which is used to identify any
emerging trends.

1.5

The GAC also discussed the need for an escalation plan to be in place should a home
be temporarily or permanently closed. The development of the plan will be supported
and reviewed by members of the GAC.

1.6

Audit

1.6.1 Mersey Internal Audit Agency (MIAA) presented the findings of the Key Controls Audit
and reported Significant Assurance.
1.6.2 External Audit updated the GAC on their approach to the forthcoming year end,
highlighting that a key change is around the Value for Money assessment.
1.7

In line with Information Governance guidance, the GAC was advised around the need
to ensure all staff and partner organisations are using a secure email address by June
2016. The GAC agreed that ECCCG should use nhs.net and that we should set a six
month deadline for compliance (end of July 2015) in order to resolve outstanding
technical issues.
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1

Recommendation(s)

1.1

The Governing Body is asked to note for information:
• Appendix One; Minutes of the GAC meeting held on 28 January 15.

2

Reasons for recommendation(s)

2.1

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

3

Peer Group Area / Town Area Affected

3.1

Relates to all of NHS Eastern Cheshire geographical areas.

4

Population affected

4.1

Relates to all of NHS Eastern Cheshire population.

5

Context

5.1

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.

6

Finance

6.1

Not applicable.

7

Quality and Patient Experience

7.1

Related issues reviewed as part of the Assurance Framework.

8

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

8.1

Not applicable.

9

Equality

9.1

Related issues reviewed as part of the Assurance Framework.

10

Legal

10.1

Not applicable.

11

Communication

11.1

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

12

Background and Options

12.1

Not applicable.

13

Access to further information

13.1

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

14

Glossary of Terms

ECCCG
GAC
IG
MIAA

15

Alex Mitchell
Chief Finance Officer
13 February 15
01625 663456
Alex.mitchell@nhs.net

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

Appendices

Appendices Table
Appendix One

Minutes of the ECCCG GAC meeting held on 28 January 2015

Prior Committee Approval / Link to other Committees
Not applicable

CCG 5 Year Strategic Plan programme of work this report is linked to 
Caring Together

Quality Improvement

Mental Health & Alcohol

Other

CCG 5 Year Strategic Plan ambitions addressed by this report 
Increase the number of our citizens
having a positive experience of care
Reduce the inequalities in health
and social care across Eastern
Cheshire
Ensure our citizens access care to
the highest standard and are
protected from avoidable harm



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 our citizens with one or more long
term conditions, including mental health
conditions
Secure additional years of life for the
citizens of Eastern Cheshire with
treatable mental and physical health
conditions

Ensure that all those living in
Eastern
Cheshire
should
be
supported by new, better integrated
community services
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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
Working Together
Investing Responsibly

Innovation
Quality





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



Compassion
Improving lives
Everyone counts
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Appendix One
MINUTES
Chair:

Gerry Gray

Date/Time: 28 January 2015 @ 2.30pm – 4.30pm
Venue:

Meeting Room A, New Alderley House, Victoria Rd, Macclesfield, SK10 3BL

ECCCG Governance & Audit Committee Meeting
Attendees

Key

Title & Organisation

Present

Gerry Gray (Chair)

GG

Gill Boston

GBo

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

Melanie Lyman

ML

General Practice Representative, ECCCG

Bill Swann

BS

Lay Member, ECCCG Patient & Public Involvement





Apols

In Attendance (Regular)
Robin Baker

RB

External Audit Representative

No

Roger Causer

RC

Counter Fraud

No

Suzanne Crutchley

SC

Information Governance

No

Simon Davies

SD

MIAA Internal Audit Representative



Anne-marie Harrop

AMH MIAA Internal Audit Representative

No

Jerry Hawker

JH

Chief Officer, ECCCG

Alex Mitchell

AM

Mike Purdie

MP

Helen Stevenson

HS

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

 From
2.40pm





In Attendance (By Invitation)
Julia Curtis

JC

Service Delivery Manager (Quality), ECCCG

Sarah Richardson

Sri

Transformation Programme Co-ordinator

Sally Rogers

SR

ECCCG GB Registered Nurse Member

PP

PA to Chief Finance Officer, ECCCG

 For
AI3.1 Only
 For
AI2.2 Only
 For
AI2.2 Only

Minute Taker
Philippa Pearce

Page 90 of 212



Discussions took place out of Agenda Item order but have been
recorded in sequence for ease of reference.
Action
By
1.0

STANDING ITEMS

1.1

Apologies for Absence
Apologies for absences were noted as above.

1.2

Declarations of Interest
GBo declared an interest regarding Agenda Item AI3.1, Care Homes.

1.3

Minutes of the Previous Meeting – 12 November 2014
The minutes were agreed as a true and accurate record of the
meeting.
GBo highlighted that within Agenda Item AI3.1, two care homes had
been named. It was agreed to re-phrase this paragraph to remove the
names.

1.4

Action Log of the Previous Meeting – 12 November 2014
The Action Log was discussed with the following updates made:
GAC53 AI3.7 External Audit Update
AM had met with RB in December 14 in order to discuss ECCCG’s
forecast, which had included the potential return of Continuing
Healthcare (CHC) money and the potential Section 19 referral.
Subsequently NHS England had confirmed that ECCCG will be
receiving the CHC money which, combined with other changes had
enabled it to forecast a small yearend surplus. HS advised that RB
had considered the information and would not be issuing a Section 19
referral but would continue to monitor the position. Action completed
and removed from the Action Log.
GAC61d AI3.1 AOB Assurance Framework – MIAA Support
GG noted that Assurance Framework risks coming from the Exec
Team are scrutinised by the GAC with new risks and the removal of
any risks being endorsed by the Governing Body (GB). Criteria for
selecting risks to present to the GB for scrutiny were significant new or
changed risks, or themed risks topical with agenda items.
Discussions took place about processes for adding items to agendas,
the interplay between the different committees (GAC, GB and Quality &
Performance) and whether any protocols should be put in place.
JH advised that the Exec Team acts as a conduit between the
committees with there being appropriate representation on each.
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Within the Exec Team’s Terms of Reference (TORs) it has the
responsibility to look at the interplay between committees and to
provide recommendations and feedback regarding where things go.
Care Homes were used as an example, noting that quality issues
would be raised at the Quality & Performance meetings but that issues
pertaining to reputation, credibility and relationships with other partners
would be presented to the GAC and GB. GG noted that, if being
presented to a different committee, a brief explanation why would be
useful.
AM to formulate a year planner of Assurance Framework risks to be
presented to the GB, recognising that this would be based on what is
currently known and is subject to change.
GAC64a AI3.9 GAC Membership
Two new ECCCG Governing Body members had expressed an
interest in joining the GAC and had been verbally invited by GG. AM to
draft a letter on behalf of GG extending a formal invitation to join the
GAC.
GAC70 AI2.1 NHS England Guidance Updates
NHS England guidance notes had been circulated with the previous
minutes. Action completed and removed from the Action Log.
GBo raised the subject of the title “lay member”, advising that some
organisations use the title “independent members”. She queried the
low numbers of lay members sitting on committees and queried how to
entice other members to join.
GG questioned the potential impact of the upcoming general election
and guidance available. AM advised that the CCG had received a
significant uplift in its allocations but pointed out that there will be an
impact working with the LA due to purdah. JH noted that going into an
election provides challenges for CCGs being increasingly exposed to
attempts to influence what is said in public and the positioning of the
CCG. Any issues that arise will be escalated to the GB
GAC71 AI3.1 Assurance Framework Risks – Care Homes
Discussed under Agenda Item AI3.1. This action completed and
removed from Action Log.
GAC72 AI3.3 Information Governance Report 12 November 14
The summary of IG Spot Checks had been circulated to the GAC with
the previous minutes. Action completed and removed from Action Log.
GAC73 AI3.6 MIAA Audit Tracker
The Exec Team TORs had been circulated with the previous minutes.
Action completed and removed from Action Log.
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GAC74 AI3.7 External Audit Update
A GAC meeting had been scheduled for 27 May 15. Action completed
and removed from Action Log.
2.0

REGULAR ITEMS

2.1

NHS England Guidance Updates
AM raised salient updates as provided by NHS England.
• NHS England 5 Year Plan. Within the 5 year planning guidance
received assumptions had been made on PbR. It is anticipated that
there will be a delay in notification of changes to tariff until April
which makes the planning process difficult regarding agreement of
contracts. AM had met with Phil Wadeson, C&M Finance Lead for
NHS England and had requested clarity.

2.2

•

NHS England Re-organisation. Re-organisation had been
completed and Clare Duggan named as the Director of
Commissioning for Cheshire & Merseyside.

•

NHS England, Monitor and the TDA. A collaborative approach to
planning and five year view had been published.

•

CCG Allocations. NHS England had set aside £1b for investment
in Primary Care premises over the next four years with further
details expected to be released.

Caring Together Risk Register
Sarah Richardson, ECCCG Transformation Programme Co-ordinator
attended for this agenda item only.
JH advised that the CT Risk Register had been significantly
transformed to reflect changes in the structure of the CT programme,
with a stronger emphasis defining which risks sit with providers,
commissioning organisations or are whole economy shared risks. The
CCG retains the overarching administration responsibility for all risks
but the accountability is now sitting with the correct bodies.
JH talked through salient risks:
R-512 Primary Care Engagement. Following previous discussions,
this risk had been escalated and a programme of visiting GP practices
commenced to determine what transformation means to them and
what they would be prepared to sign up to. At the time the risk was
present in people’s perception but there was not a strong mitigating
plan in place. This was a forerunner to practices all coming together
for the Prime Minister Challenge Fund bid. JH advised that the rating
for this risk had remained high.
R-1303 Empowered Person Workstream. This risk had been closed
last year but subsequently reintroduced as a high risk due to not
having anyone accountable to progress the work. The Public Health
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team, led by Heather Grimbaldeston (HG), had since been made
accountable and tasked with producing a scoping document to
progress the empowered person work by the end of January 15.
JH and Lorraine Butcher, CEC, to meet with HG to re-inforce the
urgency for the document in order to reach agreement regarding the
level of resources to take the programme forward.
In response to a query from BS regarding how this had been
recognised, JH advised that the Transformation Team hold a weekly
operational meeting and had been aware that this had not been
progressed. It had been escalated to the PMG and subsequently
added to the Risk Log. The lead had been given to Public Health in
order to spread accountability for the CT programme and to ensure
that health economy issues are addressed as well as clinical issues.
R-1302 CT Implementation Plan. JH advised that he had stepped in
to take on the interim CT director role and is working towards
producing an effective implementation plan with clear milestones.
Work is ongoing to provide guidance and determine the direction in
order to ensure that the implementation plan has milestones and risks
that are closely orientated to the required end point.
JH confirmed that it is close now to being an implementation plan that
is more reflective of what is wanted to be delivered as a commissioning
organisation, recognising that it will be modified and that the end point
will change on the way. JH advised that the previous documentation
had been split into two to incorporate feedback and views, with the
public facing document being completely re-written to articulate steps
taken to get to the vision. The documents will be circulated prior to
publication.
3.0

ANY OTHER BUSINESS

3.1

Assurance Framework Risks
• Risk GBAF09 Quality Assurance in Care Homes
Julia Curtis (JC), Service Delivery Manager (Quality) and Sally Rogers
(SR), ECCCG GB Registered Nurse Member attended for this agenda
item only in order to provide an update regarding the review of care
homes.
JC reported that 40% of homes providing nursing care had been
assessed and 60% will have been by the end of February 15. Overall,
improvements have been seen but some repeated issues have been
observed. AM questioned whether the repeat issues were as a result
of not putting into action changes or something else. JC advised that
the issues can focus on leadership, staffing and recruitment alongside
basic care. The homes are working on finding solutions, eg, some had
undertaken recruitment drives, increased rates of pay, provided
transport and even staff accommodation.
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Staff shortages are a recognised national issue and many nurses
prefer to work in acute settings rather than care homes. GBo
questioned whether the staffing issues were a matter for the regulator if
basic needs were not being met. JC advised that the Care Quality
Commission (CQC) is involved in quality monitoring. Discussions then
focused on language barriers amongst nursing staff and care
concerns, including dehydration.
SR advised that as part of assurance, monitoring is taking place via a
dashboard to identify any particular trends. The CCG continues to
work with the Local Authority (LA) around contract monitoring, joint
quality visits, monitoring and holding local providers to account.
Regular meetings with the Safeguarding Team taking are also taking
place. It was confirmed that the visits currently undertaken take place
within standard office hours but not on evenings or weekends as yet.
Discussions took place regarding the different bodies carrying out visits
to care homes and the option of co-ordinating visits and sharing
intelligence. JC advised that the CQC carry out separate visits
because of the regulatory processes they have in-place. HealthWatch
attend a regular fortnightly meeting with the LA and CCG where
intelligence on the homes is shared and visits agreed. GBo advised
that Monitor has a role in monitoring business viability.
It was recognised that the current interventions are helping to improve
matters but noted that, in some cases, improvements had been made
but had tailed off. It is important to have long term improvements and
clarity regarding expectations.
Questions were raised about the option of having a risk prioritisation on
homes and whether there is any alignment of results with the CQC’s
ratings. JC advised that the CQC attend a fortnightly meeting with the
LA and CCG and generally the concerns raised have been aligned.
Discussions took place regarding contingency planning and escalation
routes to manage contracts in the event of a care home being closed,
particularly for homes with a high number of beds, and the potential
impact of a closure. AM suggested drafting a plan incorporating
contingency planning, escalation routes and confirming what is in place
or detailing a plan which will be put in place to address the situation.
BS and GG expressed an interest in assisting with reviewing this. JC
advised that this is specifically stated within the Care Home contracts.
JC advised that a number of care homes had been hit by the recent flu
outbreak which has had a significant impact on some of the smaller
providers particularly as they have to restrict admissions during the
infection period.
Concerns were expressed about the processes in place for families to
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raise issues which are currently via the CQC or social workers. This is
currently being reviewed. AM advised caution that the CCG should not
automatically become the default for all complaints if there is a more
appropriate route. He queried whether an independent view was
required and advised that it could be included within the Audit Plan for
next year if appropriate.
ACTIONS:
• SR and GBo to review national guidance.
• Risk rating process for Care Homes to be developed and
submitted to the Quality and Performance Committee initially
and then to the Governing Body.
• Review of all care homes to be completed and an update
provided to the Governing Body in six month’s time (Jul 15).
To remain on Action Log.
3.2

MIAA Progress Report Nov 2014
Simon Davies (SD) attended on behalf of AMH to present MIAA’s
agenda items.
SD presented the Key Control findings and advised that all areas had
received significant assurance, with no high level risks, seven medium
and one low level. An area discussed with ECCCG was with regard to
non-pay issues and the non-use of purchase orders which provide
risks re Value for Money and the potential to pay for goods that have
not been received.
All issues have been discussed, dates agreed for implementation and
will be subject to follow up reviews. AM confirmed that he was
satisfied that actions would be put in place to address the issues.
SD briefly talked through the work in progress and advised that
forthcoming events were detailed in Appendix D of the report.

3.3

MIAA Safe Nurse Staffing Briefing Note
SD advised that MIAA had been producing a series of briefing notes to
fit in with guidance issued from NHS England and other bodies.
The Safe Nurse Staffing briefing note referred to guidance issues from
the National Quality Board and NICE and focused on safe nurse
staffing and appreciation that capacity and capability can determine the
level of care for patients. It was noted that expectations contained
within the note should be detailed within contracts with providers. GBo
pointed out that the note does not make reference to the national
shortage of nursing staff.

3.4

MIAA Audit Tracker
AM talked through salient points of the Audit Tracker:
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SR/GBo
JC/SR

JC/SR

Committee Effectiveness Review (M001)
Outstanding actions have now been incorporated into the Deloitte’s
review of governance. AM is pulling together a plan which will be
presented at a future GAC meeting.
Data Quality Review (M004)
The SLA had been signed by the CCG and forwarded to the CSU on
16 January 15 for counter signature.
Personal Health Budgets (M007)
Work is ongoing with the CSU to ensure that all contract information is
in place for the 2015 contracts. This is over the original timeframe but
is on track to deliver to the new contractual arrangements. This relates
to operating effective Personal Health Budgets and will be put in place
for existing and any future contracts.
Quality of Commissioned Services (M009)
A strategic report had been sent to the Quality Committee on 7
January 15 for signature.
AM advised that overall progress had been made on the majority of
areas with some supportive reasons provided regarding when others
will be completed.
3.5

External Audit Progress Update
HS talked through the External Audit Progress Update advising that it
is a more detailed plan setting out this year’s work.
HS advised that a diagram had been included (pg 54) to summarise
the planning and delivery of work, ie, to review in order to understand
the key issues, focusing on and looking at key risks for the year, to
develop a plan to address the risks and focus work on testing the areas
that could potentially be problematic for the accounts.
Pages 52 and 53 set out what are considered to be the key issues,
focusing on responses and possible audit considerations around these
areas and outlining the key audit requirements.
Page 55 details the risks for this year, with two risks being specified by
auditing standards and being common across all audit places:
• Revenue is a presumed risk although HS advised that this was not
considered key for ECCCG.
• Manipulation of controls to get to a position within accounts is an
area that will be focused on with work and testing to be carried out
to examine controls in place.
Page 57 outlines Value for Money (VfM) and is based on set criteria by
the Audit Commission around financial resilience and prioritisation of
resources.
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Page 58 sets out interim audit work which is scheduled to begin week
commencing 2 February 15. This will look at the control framework
and include walk through tests looking at journals which will be a key
focus.
Key dates were set out on Page 60, working towards the deadline of
the end of May 15.
HS advised that there had not been any fundamental changes with the
exception of the VfM conclusion. She clarified that Grant Thornton is
independent in carrying out its audit work.
3.6

External Audit – Audit Plan
Discussed under Agenda Item AI3.5.

3.7

NHS.Net/Private Email Addresses
As a result of issues around Information Governance, MP explained
that ECCCG had received guidance advising that the CCG, along with
all partner organisations, would be required to have a secure email
system fully implemented by June 2016. MP advised that this also
affects external bodies that the CCG deal with and a process will have
to be implemented for communicating to these organisations.
AM sought assurance from the GAC about whether it would be
acceptable to begin to impose a system whereby only secure emails
are used, although noting that there would be exceptions.
Discussions took place about difficulties faced, particularly by lay
members, when working at home and accessing NHS.net via the
internet. It was recognised that consideration would need to be given
to investing in compatible equipment.
JH noted that the Remuneration Committee deals with personal
identifiable data (PID) and suggested only issuing this information to
NHS.net addresses or as a minimum precaution, password protecting
any documents being emailed.
All were in agreement that CCG employees would use NHS.net by
default for all communications with support given where appropriate for
those with technical issues and compatible equipment reviewed. A six
month deadline was imposed for all to be using NHS.net.

3.7

Information Governance Training
AM informed the GAC that ECCCG had achieved 100% compliance for
its IG training which is a requirement in order to retain the Accredited
Safe Haven (ASH) status.

3.8

Future Agenda Items
• Rebate Scheme (Graham Duce, Executive GP, and Mark
Dickinson, Head of Prescribing and Medicines Optimisation)
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•

(November 2014) – Deferred to March 2015
System Resilience Group plans (SRG). Jacki Wilkes to provide
overview at future meeting.

4.0

DATE, TIME & VENUE OF NEXT MEETINGS

4.1

25 March 15

2.30pm – 4.30pm, Meeting Room A, 1st Floor West
Wing, New Alderley House, Macclesfield, SK10 3BL
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GOVERNING BODY MEETING
25 February 2015
Paper Title

Agenda Item 2.3.3

Minutes of the Clinical Quality and Performance
Committee January and February 2015

Purpose of report
This paper seeks to provide the Governing Body with:
 The minutes and CCG performance Dashboard (Appendix A) from the most
recent Quality and Performance Committee which in turn highlight any current
concerns in relation to the quality of services being delivered to our population
 Assurance with regards to action being taken in relation to these concerns

Key points














A rolling plan of work has been agreed for the Committee to follow for 2015/16.
The CCG Quality and Safeguarding Strategy and “sign up to safety commitments”
was approved by the Committee and is awaiting approval from Governing Body in
March.
The Committee agreed that escalations from the Systems Resilience Group (SRG)
should come to future meetings for assurance. It was also agreed that Terms of
Reference need to be reviewed to ensure clarity relating to responsibilities
A Care Quality Commission (CQC) alert letter to East Cheshire NHS Trust concerning
soft tissue infections was presented to the Committee and it was agree that the CCG
should contribute to the action plan
The Committee were assured that the alert from the CQC for Cardiac Dysrhythmias to
East Cheshire NHS Trust had been actioned and the Trust accepted their findings.
Regular nursing home updates have been provided to the Committee, who were
assured that joint Quality Assurance visits with Local authority partners are continuing
An update on infection prevention was provided to the Committee and the CCG is
expected meet its current trajectory
The Committee were informed that, following extreme winter pressures, East
Cheshire NHS Trust, and consequently the CCG, will not attain the 4 hour Accident &
Emergency target
An update was also provided for the North West Ambulance Service metrics and the
Committee were informed that that CCG will fail these targets, although year to date
we have seen improvement. An update was also provided on a ‘deep dive’
undertaken by the Quality Analysts.
An update for 18 weeks Referral to Treatment was provided and this highlighted the
current backlog despite the concerted efforts to achieve the target through the recent
amnesty. The Committee were also made aware of the proposed amnesty offered by
the NHS Trust Development Authority to East Cheshire NHS Trust.
Dermatology services are struggling with capacity issues. Both the Salford and
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Minutes of ECCCG Clinical Quality and Performance
Committee held 7th January 2015
Name

Initials

Gill Boston

GB

Dr James Milligan

KM

Sally Rogers

SR

Louise Conway

LC

Quality & Improvement 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

Debbie Lowe

DL

Locality Lead, Cheshire and Merseyside CSU

Lindsay Ratapana

LR

Adult Safeguarding Clinical Manager, ECCCG

Duncan Matheson
(Deputy Chair)

DM

Secondary Care Doctor ECCCG Governing Body



Julia Huddart

JH

Executive GP for Clinical Team, ECCCG

Andrew Binnie

AB

Quality and Performance Manager, ECCCG

Jo Hughes

DW

PA to Associate Director of Commissioning (Minutes)





Present

Lay Board member (PPI), ECCCG Governing Body Chair
Executive GP for Business Management Team –
ECCCG
Registered Nurse Board member, ECCCG Governing
Body

Apologies

In
Attendance



 





















Action/
Date
1
1.1

Welcome, Apologies, Declarations of Interest
Apologies as noted above.
DM Chaired the meeting.

2

Minutes of Previous Meeting and Matters Arising

2.1

The minutes of the December meeting were accepted as an accurate record.
Following on from December’s meeting JH felt that as discussions were still
ongoing with regards to the overlapping of SRG and Quality and Performance
Committee meetings she would still attend to give feedback on SRG. The
group also felt it was beneficial to have another GP present, in addition to JM.
Also discussed was the discussion in relation to JC visiting residential homes.
It was confirmed this was no longer happening, unless it is on behalf of the
Local Authority and/or the home has given their permission.
Please see Action log for further updates. The actions below have been
closed.

12.2

Action 12.1 (Aug) CCG Quality & Safeguarding Strategy although this has
been closed there was a follow-on note:
With regards to the Governing Body agendas. In March the themed agenda
will be around Quality and the CCG Quality & Safeguarding Strategy will be
presented there.

Closed

12.3

5.6 (Nov) Local Colposcopy Service. There is positive progress. An

Closed
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application has been sent to CQC but as yet registration has not been
confirmed. All steps have been completed and the service will potentially be
retained. Lana Davidson is in regular contact with the Provider, CQC and
NHS England in order to monitor the relevant actions are completed. This
action is closed, should any issues emerge NE will escalate back to the
Committee.
12.4

2.1.1 (Dec) Minutes of November Meeting. – Closed

Closed

12.5

2.1.2 (Dec) Minutes of November – Closed

Closed

12.6

2.1.3 (Dec) Minutes of November Meeting Item - Closed

Closed

3
3.1

Nursing Homes Update on Performance Issues
This is next due in March - no exceptional issues were raised to the
Committee
Dashboard
In future the dashboard will be reviewed in detail on a quarterly basis with
exceptions only being presented monthly:

4
4.1

4.2

Highlights were:
 Potential Years of Life Lost. A discussion took place around drilling
down and obtaining further information.
Action: DF to look at the other measures and bring back a summary for
February and also ask Julie Sin for her interpretation.





4.3

4.4

AB/DF
04.02.15

IAPT – remains the same. Feedback from some patients is not
positive with comments around shortened appointments, some
appointments being cancelled. The group felt a survey for the patients
may be appropriate NE confirmed this would form part of the wider
external review required to inform our commissioning intentions.
Avoidable Admissions – at present the Trust is not breaching however
due to the current situation Dec/Jan data may deteriorate.
Medication Related Safety Incidents – Some trends are coming
through on Datix for example over prescribing Vitamin D.
Readmission – Green at the moment this may change with the current
pressured situation.

NHS Constitution
 18 weeks. The Trust had got numbers down to about 89, figures for
January may now hit 350+. A discussion took place around the use of
Private services.
Action: NE to escalate this to the Governing Body and following ABs
meeting with the Trust next week if the response is not felt to be
satisfactory then a formal letter to be issued requesting assurance that
the Trust are making full use of private sector elective capacity.

NE
04.02.15
AB
04.02.15

The SQS Data Report information was discussed and a couple of questions
were raised around:
 C-section rates are high and it was questioned whether patients were
being advised of the potential risks involved. It was however
highlighted that NICE now support choice of C Section being available
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to women.
Action: AB to benchmark against other peer areas and if still high the
CCG can ask the Trust what they are doing to mitigate this growth.
4.5



Cardiac Dysrhythmias - The group were assured that the CQC had
written to the Trust and accepted their findings. However a new area
of concern (soft tissue infections) has been highlighted. An update
should be available for February.

4.6



NWAS the deep dive has been completed and AM continues to work
through this data when complete will be brought to the group.
CDif – ECT have now recorded 15 cases for the year to date against a
trajectory of 14. These have all been unavoidable due to the
complexity of patients. Last year the Trust had recorded 36 cases.
MRSA – 1 case reported in November. As the patient in question had
visited different hospitals and received community support it was
difficult to assign the case to any party having been “at fault” so the
CCG was assigned the case.




4.7

DTOCs – AB updated the group on the recent workshops and lean review
that had taken place and what actions have come from that.

4.8

CWP – It is felt that the data received is not overly helpful in measuring
service quality. AB to attend the next CWP meeting to discuss and will
provide an update at February’s meeting.

5.

Other Providers

5.1

NWAS Deep Dive
Discussed earlier in item 4.6.

5.2

UHSM
No issues noted for escalation beyond involvement in MRSA case highlighyed
in 4.6.

5.3

Stockport
No specific issues noted for escalation.

5.4

CMFT
No specific issues noted for escalation.

5.5

Other providers
No specific issues noted for escalation.

6

Mortality Data

6.1

Due to be discussed at March 2015 meeting

7
7.1

Escalations and Reviews from Monitoring Committees/Meetings
SUI Group
No escalations to note. AB has written to CWP regarding the large number of
RCAs outstanding and a representative will attend the January SUI meeting
to support assuring the CCG as to the steps being taken to reduce this.

7.2

Complaints & Concerns
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No escalations to note.
8
8.1

9
9.1

10
10.1

CQUIN Update
The returns have been reviewed and a summary in relation to the shared
system CQUIN on “proactive care” will be presented at the next Executive
meeting.
An update will be provided to the next Quality and Performance
Committee. This will also highlight a draft set of schemes for 2015-16
Incident Reporting (complaints, concerns, serious incidents)
The group were provided with an update on bringing these services in-house.
 The team have now been recruited and training on systems will begin
during January.
 A question was raised around Datix and bringing this to the CCG. It
was felt that the processes needed to be reviewed and worked on first
then consideration given to moving forward with our system
requirements.

AB
04.02.15

CCG Safety
AB updated the group on a national campaign that is being run nationally
called “Sign up to Safety”. A draft document suggesting how the CCG
supports this campaign was shared and a recommendation was made that
the CCG and Trust will sign up to this pledge .
http://www.england.nhs.uk/signuptosafety/

11
11.1

Action: Members to read the documentation and send any feedback to
SR or AB
Safeguarding Children




AB/SR
04.02.15

No serious case reviews to note.
CWP Training figures had fallen in Q3 and a plan is in place to address
this.
A review is being undertaken by the Police on Children’s homes that
provide specialist care for complex needs due to a recent case of a 16
year old being detained for 24 hours.

12
12.1

AOB
Update on Waters Green Colposcopy Service. This was discussed within the
Action Log. Please see item 12.3

13

Dates for Future Meetings
04.02.15
Meeting room A NAH
04.03.15
Meeting Room A NAH

Circulation List
James Milligan (JM)
Julia Huddart (JH
Sally Rogers (SR)
Gillian Boston (GB)

Lindsay Ratapana (LR)
Neil Evans (NE)
Louise Conway (LC)
Anita Mottershead (AM)
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Cc: Debbie Lowe (DL) minutes
Jacki Wilkes (JW)
Duncan Matheson (DM)
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Andrew Binnie (AB)
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ON-GOING ACTIONS

Please Note: No actions will be allocated to non-attendees
Item

Agreed Actions

4.2 (Jan
15)

ECT Dashboard Data – Potential Years of Life Lost
DF to look at the other measures and bring back a summary for
February and also ask Julie Sin for her interpretation.

4.3 (Jan
15)

NHS Constitution – 18 weeks
NE to escalate to GB the potential increased to 350+ patients
AB to formally write to ECT and seek assurance that they are
making full use of private services

4.4

8.1 (Jan
15)

SQS Data Report – C-sections discussion
AB to benchmark against other peer areas and if still high the
CCG can ask the Trust what they are doing.

CQUIN Update
The returns have been reviewed and a summary in relation
to the shared system CQUIN on “proactive care” will be
presented at the next Executive meeting.

Actions by whom
and when required
DF 04.02.15

NE 04.02.15
AB 04.02.15

AB 04.02.15

AB 04.02.15

An update will be provided to the next Quality and
Performance Committee. This will also highlight a
draft set of schemes for 2015-16
10.1
(Jan 15)

CCG Safety Campaign
Members to comment on the document provided at the January
meeting and feedback to SR or AB

3.1
(Nov)

Nursing home update on performance issues: GP to GP
records

4.1
(Nov)

ALL 04.02.15

SR to raise at the next Practice Managers meeting.

SR 03.12.14

03.12.14 Defer to next meeting, no PM’s meeting held in interim

SR 07.01.15

JM to speak with Ian Hulme about the EMISS system.

JM 04.02.15

Dashboard – IAPT
NE to speak with Tori Bell around the possibility of producing a
local study around the success of IAPT in conjunction with the
Academy of Health Science.

NE 03.12.14

NE May 2015
03.12.14 Long term project – bring back to May meeting
2.2
(Dec)

Review of Committee Effectiveness Audit
NE/GB to contact Jerry Hawker & Paul Bowen to suggest a
meeting be arranged with the chairs of all the sub committees of
the governing body and the Chair/CO of the CCG to look at the
Terms of Reference of all groups and ensure there is no
duplication or lack of clarity.

07.01.15 Ongoing. Following December’s meeting NE has
th
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NE/GB 07.01.15

NE/JW/AB 04.02.15
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spoken with Paul Bowen who will look at the TOR. A
matrix will be created for both SRG and CQ&P.
2.3

2.3a

Schedule of CQ&P Committee Meetings
AB to make amendments to schedule as discussed and ensure
it is attached to the back of future agendas.

AB 07.01.15

07.01.15 ongoing

AB 04.02.15

Schedule of CQ&P Committee Meetings
All to consider the schedule and send comments to GB before
next meeting.

ALL 07.01.15

07.01.15 AB to meet with GB and discuss further. It is felt that
there is too much to cover every month and some items, i.e. the
Dashboard can be discussed on a quarterly basis. Some
members of staff to attend to provide updates only.
3.1

7.2.1

10.2

12.1

12.1

AB 04.02.15

Quality Assurance in Care Homes
JC to distribute presentation to group

JC 07.01.15

07.01.15 SR to issue out

SR 04.02.15

Complaints & Concerns Policy
AB (via LC) Resubmit amended policy to February meeting

AB 04.02.15

Sign Up to Safety Agreement
AB to email Sign Up to Safety document around the group for
comment and sign off at January meeting

AB/ALL 07.01.15

Systems Resilience Group ToR
All members to review Terms of Reference and forward any
comments to GB and NE before next meeting.

ALL 07.01.15

Systems Resilience Group ToR
AB to invite GB to attend one or two future meetings of SRG.

AB 07.01.15

07.01.15 Ongoing

AB 04.02.15
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Minutes of ECCCG Clinical Quality and Performance
Committee held 4th February 2015
Name

Initials

Gill Boston

GB

Dr James Milligan

KM

Sally Rogers

SR

Louise Conway

LC

Quality & Improvement 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



Debbie Lowe

DL

Locality Lead, Cheshire and Merseyside CSU

Lindsay Ratapana

LR

Adult Safeguarding Clinical Manager, ECCCG




Duncan Matheson
(Deputy Chair)

DM

Secondary Care Doctor ECCCG Governing Body



Julia Huddart

JH

Executive GP for Clinical Team, ECCCG

Andrew Binnie

AB

Quality and Performance Manager, ECCCG

Chris Clegg

CC

Governance Officer





Julia Curtis

JC

Service Delivery Manager Quality, ECCG – Part
attendance

Tracey Firth

TF

Minute Taker

Present

Lay Board member (PPI), ECCCG Governing Body Chair
Executive GP for Business Management Team –
ECCCG
Registered Nurse Board member, ECCCG Governing
Body

Apologies

In
Attendance





















Action/
Date
1
1.1

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

1.2

AB checked TOR and confirmed the meeting was quorate.

1.3

No Declarations of Interest

2

Minutes of Previous Meeting and Matters Arising

2.1

The minutes of the January meeting were accepted as an accurate record.

2.2

Matters arising
4.5 Soft tissue infection concerns.
CQC written to Trust who have it on the agenda for their next meeting. Needs
sign-off from the Trust’s Board. Discussion around whether “we” need to
contribute to their action plan. JMi to check the draft response and detail any
concerns.
3.2 – Nursing home – record update.
Concern regarding quality assurance in care homes. Update on work around
care homes, maybe the best place to report this would be within system
resilience.
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12.1 Systems Resilience Group ToR

Discussion around committee effectiveness report. SRG discussed by NE.
Suggested further discussion with JW, GB, AB around TOR for SRG and
future ways of reporting and escalation to SRG rather than wait for wider
discussion as part of Governing Body Development Work.
AB confirmed that GB has asked to attend SRG meeting on the 3rd Thursday of each
month and details provided to her.

Please see Action log for further updates. The actions below have been
closed.
NHS Constitution – 18 weeks
This action has now been removed from the action log.
Complaints & Concerns Policy
This action has now been removed from the action log.
CQ & P forward planning

2.3
AB reported that GB had reviewed and was happy with the content of forward
planner (previous meeting).
Dashboard Exception Report monthly and detailed review quarterly on the planner.
NE also suggested SRG minutes should be shared with monthly papers.

AB

Action: AB to ensure full dashboard report quarterly and SRG minutes
circulated

3
3.1

Nursing Homes Update on Performance Issues
JC reported on nursing home situation. Home A in default - investigations
following a number of deaths over Christmas period ongoing. The local GP
assessed the cases but highlighted that the patients were particularly frail.
Home A had staffing issues. Home A is out of crisis but closed to admissions
whilst trying to get stable.
JC reported a number of homes that have improved. Home B has turned
around. Home C has improved but is still being monitored.
JC reported Home D – improvements but new manager so teething problems
being resolved still. Home D – proposal from ECT to use Home D to reduce
Delays in Transferring patients from within hospital as part of the SRG
monies.
JC also reported that Quality Assurance meetings (shared intelligence) a
fortnight with Local Authority representatives followed 2 days later by
Governance meeting planned to determine the way forward.

4
4.1

Dashboard
In future the dashboard will be presented on a quarterly basis and exemptions
will be presented if appropriate.
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4.2

Highlights were:
 Potential Years of Life Lost. A discussion took place around drilling
down and obtaining further information. – See Action Log


IAPT – Trend down. Discussion took place regarding the additional
funding injected into the service and the apparent lack of improvement
with achieving. AB expects these figures to move towards target but
won’t meet end of year performance target. Quality Premium will not
be achieved for this indicator.
Action – AB to discuss with LD re keeping an eye on the service
even though not going to meet end of year performance.



Infection Protection – The CCG is expected to meet the current
trajectory and there have been no lapses of care indicating that all Cdiff’s were unavoidable.



MRSA – 1 case but due to patient’s self-care.



Avoidable Admissions – January’s figures not available at time of
meeting. AB reported indictor on trend for year but off target for
previous month.

4.2.1

AB –
04.03.15

NHS Constitution
 18 weeks. AB talked about winter pressures. The Amnesty for RTT
from June to November saw the backlog reduced to 89. Since then
with D&V, shut wards and A&E, winter pressures and hospital
cancellations the backlog has now increased to 369. The projection for
end of year is currently 524.


4.2.2


TDA – A discussion around another Amnesty for 18 weeks RTT for
February has taken place between the the Trust and the TDA. This will
allow the Trust to fail Feb to enable them to get back on track with the
18 week RTT trajectory. Speaking to Trust – Steve Redfern (Director
of Operations) has been looking on an action plan which is reported
daily to the TDA to reduce the backlog down to 225 by end of Feb. AB
had email from Head of TDA – now trying to clarify if this amnesty is
approved by NHSE.
NE – to work on a new document to share with GP’s monthly. Looking
at average time to treatment (top 10 providers) and also diagnostic.

AB –
04.03.15

AM/NE
04.03.15

Action: AM to work on above document.
Acute Services – Discussion around Salford Royal, capacity issues with
neurology and dermatology. Neurology has been addressed but there are
still issues with dermatology in terms of patient access. Stockport Foundation
Trust also has capacity issues with dermatology. Both hospitals only treating
patients in the immediate area. NE has gone back to Stockport to try and
resolve the issue.
Discussion around the decision to only treat local patients and whether to
th
113
ECCCG Clinical Quality and Performance Committee Page
Meeting
heldof4 212
February 2015
Chair: Duncan Matheson

Page 3 of 8

4.2.3

complain to the Governing Body. Decided to accept the decision reluctantly.
ECT wish to cease to provision of dermatology services in the future. ECCG
are looking at utilising University Hospital North Midlands, from mid-July
2015.

4.3
Community Services – Adult diabetes services understaffed. Need an action
plan, CCG are looking at re-commissioning options.
4.3.1

NE : Need to review all care services.

4.3.2

CWP – Joint Quality and Contract meeting – AB & LD attended this meeting.
AB reported that the young ambassadors from CAHMS presented to the
group their experiences of the CAHMS services.

4.3.3

CWP – CAHMS Letter to GP’s - The amended letter concerning lack of
service provision for the CAHMS Service was discussed. This was the
second draft and has now been approved by the CCG Mental Health lead.
CWP – Zero Harm Strategy – AB showed slides from the meeting about
Quality Assurance v Continuous Quality Improvement work being undertaken
at CWP. AB reported that this is a positive development as QA is seen mainly
as a process exercise whilst using a QI strategy will give better locality
intelligence.
Colleagues from other CCG’s attended the meeting and they will also provide
feedback.
asap

Action. AB to send slides to team.
Other Providers

5.
5.1

NWAS Deep Dive
The results from the NWAS Deep Dive were presented to the Group; key
highlights discussed were:







5.2

5.3

Volume of Green 1 calls relating to Emergency Transfers from Red
Definition of the” NHSD\UCD Excl\Timescale Breach” category relating
to Green 3 calls
Increase in “HCP Admission” Green 4 calls
Number of jobs with a pick up location outside of ECCCG
Average times across a 3 year period for Red 2 calls and all Green
calls by pick up postcode location
Number and location of non-conveyed calls, by location. There is a
general increase in these calls for 2014-15

UHSM
No issued noted.
Stockport
AB attends quality meetings.
Action – AB to send hotspot report to team.
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asap
5.4

CMFT
No issues noted.

5.5

Other providers
No major issues reportable this month.

6

Mortality Data

6.1

Due March 2015

7
7.1

Escalations and Reviews from Monitoring Committees/Meetings
SUI Group
No issues.

7.2

Complaints & Concerns
No escalations to note. New CCG Governance team would be attending next
meeting.

8
8.1

CQUIN Update
AB presented current performance update for all provider CQUINS, including
CWP, ECT, Spire & Community.

9
9.1

AB informed the group that a workshop for 2015/16 CQUIN had taken place
and a follow on session was taking place during February.
Incident Reporting
NE stated that a new team consisting of Chris Clegg, Jo Hughes and Rosie
Kendrew will be picking up the complaints and incidents function moving
forward.
ACTION – Team to keep committee updated in future meetings as
policies and procedures are developed.

10
10.1

11
11.1

CCG Safety
SR and AB looked at the Sign Up to Safety Approach. This needs to go to
the board for ratification.
Action: DM requested RP to read and see section about engaging with
more public facing bodies including GP’s page 3, section 2.
Safeguarding Children
Not due until March

RK
06.05.15
AB/SR
04.03.15
AB/RP

04.03.15
12
12.1

12
12.1

Dementia Diagnoses
AB reported that the latest dementia diagnosis bulletin was published by
NHSE and forwarded to all practices by the CCG for information. DM queried
the Chelford practice figures being so low. AM reported that the reason for
this anomaly was mainly due to technical issues with uploading the data and
the Practice were resolving.
AOB
No other business

13

Dates for Future Meetings
th
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01.04.15
06.05.15

Meeting Room A NAH
Meeting Room A 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)
Chris Clegg (CC)

Moira McGrath (MM)
Cc: Debbie Lowe (DL) minutes
Jacki Wilkes (JW)
Duncan Matheson (DM)

ON-GOING ACTIONS

Please Note: No actions will be allocated to non-attendees
Item

Agreed Actions

4.5 (Jan
15)

Soft tissue infection.
AB to send draft plan from the Trust to JMi.

4.2 (Jan
15)

ECT Dashboard Data – Potential Years of Life Lost
AM was not clear what the action was. AM to work with Dave
Forrester and bring report to next meeting
SQS Data Report – C-sections discussion
AB sanctioned DF to liaise with Carol Seddon re NICE
guidelines. What is high rate/low rate.

4.4

10.1
(Jan 15)

CCG Safety Campaign
Members to comment on the document provided at the January
meeting and feedback to SR or AB

3.1
(Nov)

Nursing home update on performance issues: GP to GP
records

4.1
(Nov)

Actions by whom
and when required
AB – when receives

AM – 4.03.15

DF – 4.03.15

ALL 04.02.15

SR to raise at the next Practice Managers meeting.

SR 03.12.14

03.12.14 Defer to next meeting, no PM’s meeting held in interim

SR 07.01.15

JM to speak with Ian Hulme about the EMISS system.

JM 04.02.15

Dashboard – IAPT
NE to speak with Tori Bell around the possibility of producing a
local study around the success of IAPT in conjunction with the
Academy of Health Science.

NE 03.12.14

NE May 2015
03.12.14 Long term project – bring back to May meeting
2.2
(Dec)

Review of Committee Effectiveness Audit
NE/GB to contact Jerry Hawker & Paul Bowen to suggest a
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meeting be arranged with the chairs of all the sub committees of
the governing body and the Chair/CO of the CCG to look at the
Terms of Reference of all groups and ensure there is no
duplication or lack of clarity.

07.01.15 Ongoing. Following December’s meeting NE has
spoken with Paul Bowen who will look to arrange meeting
to discuss TOR. A matrix will be created for both SRG and
CQ&P.
4.02.15 NE to arrange potential date for TOR review of SRG and
Q&P committee with GB/JW and AB in advance of wider action
above.
3.1

12.1

2.2
(Feb)

04.03.15

Quality Assurance in Care Homes
JC to distribute presentation to group

JC 07.01.15

07.01.15 SR to issue out

SR 04.02.15

Systems Resilience Group
AB to invite GB to attend one or two future meetings of SRG.

AB 07.01.15

07.01.15 Ongoing

AB 04.02.15

CQ & P forward planning
AB to ensure full dashboard is reported quarterly.

4.2

IAPT

4.2.1

AB to discuss with LD re keeping an eye on the service even
though not going to meet end of year performance.
TDA


AB to clarify if amnesty is NHSE approved



AB 04.03.15

AB 04.03.15

AB 04.03.15
AM/NE 01.04.15

4.3.1

AM to work on new document to share with GP’s
highlighting waits for outpatient attendance, treatment
and diagnostics
CWP – Zero Harm Strategy
AB to send slides to team
Stockport

AB ASAP

5.2

AB to send hotspots report to the Group so they can see format
and content of report

AB ASAP

9.1

Incident, Complaints and FOI Reporting
Progress in developing policies and processes to be
brought back to future meeting.

.1

Rosie Kendrew
06.05.14

CCG Safety


Sign Up to Safety Approach – needs to go to Governing
Body in March for ratification.

AB/SR 04.03.15

DM requested RP to read and see section about engaging with

AB/RP 04.03.15
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more public facing bodies including GP’s – page 3, section 2.
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Quality
Premium

NHS
Constitution

Primary Care
Measures

Activity

5 Year
Trajectories

Potential Years of Lost Life - 15%

Requirements:
To achieve this portion of the quality premium, CCGs will need to:

a) agree with Health and Wellbeing Board partners and with relevant NHS England area team the percentage reduction in the potential years of lost life (adjusted for
sex and age) from amenable mortality for the CCG population to be achieved between 2013 and 2014 calendar years. This should not be less than 3.2% and based on
the Directly Standardised Rate;
b) demonstrate that, in developing the reduction to be achieved and its plans to deliver it, the CCG and its partners have taken into account:
i) the local causes of premature mortality for those living in areas of deprivation;
ii) other relevant needs set out in the local joint health and well being strategy.

Directly Standardised Years of
Lost Life

Potential Years of Lost Life - Eastern Cheshire CCG

Performance Comments:
2013 results have been published by the
HSCIC showing that the CCG achieved a
20.7% reduction against a target of 3.2% thus
achievieng the 13/14 element of the Quality
Premium.

2500
2000
1500
1000

The CCG now has the second lowest rate of
Potential Years of Lost Life for all the CCGs
nationally.

500
0
2009

2010

Current Performance

2011

2012

2013

2014

Trend
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Improving Access to Psychological Therapies - 15%

Requirements:
To earn this portion of the quality premium, CCGs will need to:
a) achieve IAPT access levels of at least 15% by 31 March 2015; and

b) if the CCG's IAPT access level was 13% or greater by 31 March 2014 to further increase access levels by 31 March 2015 to a n additional amount agreed by the CCG
with the relevant Health and Wellbeing Board and with the NHS England area team which should be no less than an additional 3% .
For a) and b), CCG's plans to increase access levels during 2014/15 should include plans to increase the proportion of indivi duals accessing IAPT services from

Access to Psychological Therapies - December 2014

Performance Comments:

Number of Patients

1000
Receiving
Therapies

800
600

Trajectory

We can see from the graph that the
increased funding provided to IAPT is
starting to have an effect on activity as the
number of in month activations for
December has increased.

400
Trajectory for
15%

200
0
Q1 2014/15

Q2 2014/15

Q3 2014/15

Q4 2014/15

Time Period
Quarter

YTD

Current Performance

Trend

The increase has not been as marked as
initially expected because the IAPT team,
based on their previous experience of
working with Sugarman (the provider of
the temporary staff), were very selective of
the therapists they would be working with.
Whilst this has meant a slight delay in the
increase of activity the therapists
employed have the skills the IAPT team
require and their work should be more
effective and therefore lead to higher
recovery rates.
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Avoidable Emergency Admissions - 25%

Requirements:
To earn this portion of the quality premium, there will need to be either:
a) a reduction, or a zero per cent change, in emergency admissions for these conditions for a CCG population between 2013/14 and 2014/15; or
b) the Indirectly Standardised Rate of admissions in 2014/15 at less than 1,000 per 100,000 population.
This is a composite measure of:
a) unplanned hospitalisation for chronic ambulatory care sensitive conditions (all ages);
b) unplanned hospitalisation for asthma, diabetes and epilepsy in children;
c) emergency admissions for acute conditions that should not usually require hospital admissions (all ages);

Avoidable Admissions

Number of Admissions

250

Performance Comments:

200
150

2014/15

100

2013/14

50
0

There has been a reduction in the number of avoidable
admissions in the first seven months of 2014/15 from
2013/14.
We can see from the data that these reductions have
been across the four categories that make the overall
measure of avoidable admissions with significant
reductions in the number of admissions for Ambulatory
Care Sensitive Conditions.
This reduction could be caused by the deflection of
patients with an ACS condition from A&E to the AAU
with the intention of avoiding hospital admissions.

Group
Ambulatory Care Con...

Paediatric Asthma, Di...

Paediatric Lower Resp...

Usually Not Requiring ...

Month/YTD
Month

YTD

Current Performance

Trend

There has been increased use of the Primary Care Urgent
Response services which has deflected patients from
A&E and has seen hospital avoidance over 90% in the
first few months of 2014/15. This service area forms a
key part of both Caring Together and the CCG
operational plan.
A range of schemes from the Caring Together program
have been implemented which focus on keeping this
cohort of patients out of hospital; e.g. Proactive Care
Scheme, Community Neighbourhood Teams
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Friends and Family Test - 15%

Requirements:
To earn this portion of the Quality Premium:

1. The CCG will need to:
a) agree a plan with their local providers with specified actions and milestones for addressing the issues that are identified from 2013/14 FFT results,
particularly where they highlight issues which relate to poor care, and for these actions to be achieved in line with the milestones.
b) obtain appropriate assurance and evidence that providers have taken action in response to FFT feedback.
c) support local providers to co-ordinate the roll out of FFT by the end of 2014/15 and to address roll-out issues as required.
Appropriate evidence
of advice and support being provided where this has been sought should be recorded by the GP.
and:
2. There is an improved average score achieved between 2013/14 and 2014/15 for one of the patient improvement indicators set out in the CCG Outcomes Indicator Set with
the specific indicator agreed by the CCG with the Health and Wellbeing Board, the NHS England area team and the relevant local providers. CCGs should be assured that NHS
providers have plans in place to reduce the proportion of people reporting a poor experience of care in line with the locally set level of ambition.

Performance Comments:

ECT A&E Friends & Family Test
70

30.00%
FFT Score 2014/15

60

FFT Score

20.00%

40
15.00%
30
10.00%

20
10

5.00%

0

0.00%

Current Performance

Response Rate

25.00%

50

Trend

FFT Score 2013/14

FFT Response Rate
2014/15
FFT Response Rate
2013/14

Whilst in 2013/14 East Cheshire Trust generally
had comparatively high response rates for the
A&E Friends and Family Test the net promoter
score for A&E was often in the 3rd quartile.
Therefore this was highlighted as an area to
address for 2014/15.
The Net Promoter Score has been down in the
first three months of the year from the
previous year but the latest data (December
2014) has demonstrated a dramatic increase
however the response rate has also decreased
due to the winter pressures that are being
exerted on the Emergency Department at
MDGH during this period.
We have seen over time that fewer patients
responding tends to improve the Net Promoter
Score so the baseline may be skewed. ECT is
promoting the use of a text messaging service
to improve response rates and this is being
prioritised in the A&E department.
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Medication Related Safety Incidents - 15%

Requirements:
A CCG will earn this portion of the quality premium if:
a) It agrees a specified increased level of reporting of medication errors from specified local providers for the period between Q4, 2013/14
b) these providers achieve the specified increase.

and Q4, 2014/15; and

The local measure may include improved levels of reporting from primary care. The measure should be agreed by the CCG with its local Health and Wellbeing Board and the NHS
England area team.
It has been agreed that the local measure will be to increase reporting in primary care, since ECT are amongst the highest reporters of medication safety incidents nationally (see
https://report.nrls.nhs.uk/explorerTool/default.aspx) Each general practice has been tasked to report at least 1 medication safety incident per 1000 patients on the practice list per
annum via the Datix system.

Performance Comments:

Medication Related Errors - December
160

There has been a downward trend in the
reporting of medication related errors at
the trust when looking back to the
beginning of 2012/2013. ECT however
remain as the highest reporter of
medication related safety incidents in our
Area Team footprint.

Medication Related Errors - ECT & Primary Care

140

120
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80
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Q1

Q1

Q2

Q2

Q3

Q3

Q4

The CCG objective is to achieve a level of
reporting of at least 1 Medicines safety
incident per 1000 patients registered (at
total of at least 204). Practices have a
history of reporting safety incidents via
Datix, and the level of reporting in Quarter
2 has increased from that in Quarter 1.
Eight practices are on track to deliver the
target level of reports, and the overall CCG
position is close to target (40% of the
required number have been reported in
the first half of the year). Other practices
are being reminded and supported by the
MMT to increase the level of reporting.

Q4
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Local Measure: Readmissions - 15%

Requirements:
The CCG has chosen as its local measure to produce a reduction in the number of readmissions for patients who were originally discharged from East Cheshire Trust by 5%
on the number of readmissions in 2013/14.

Readmissions - East Cheshire Trust

Performance Comments:

Number of Readmissions

250

The CCG is achieveing the 5% reduction after the first
5 months of the year with a 13.1% reduction on last
years numbers of readmissions.

200
150
100
50

2014/15

This can be put down to several reasons:

2013/14

The piloting of new proactive care admin role to
support people discharged with complex needs to
present readmission- early feedback very positive.

Target

0

Development of care plans following the
implementation of the risk stratification tool to assess
patients at risk of admission.
Network Orange (Previously LACE tool) risk tool went
live at ECT in July. Piloted in Knutsford for two wards
at present.

Time Period
Month

YTD

Current Performance

Trend

Bollington, Disley, Poynton Peer Group implemented a
piloted a "care administrator" scheme from July. This
model is being reviewed by other peer groups to
assess whether they also wish to roll out this model.
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GOVERNING BODY MEETING
25 February 2015
Report Title

Agenda Item 2.4.1

Locality Management Meeting 6th February 2015

Purpose of report
To provide an overview of the February 2015 Locality Management Meeting by the reporting
of its minutes to the Governing Body.

Key points
The focus of the February meeting was around primary care delivering the Caring Together
ambition.

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

Contributors

Corporate Services Manager

Date of report

18 February 2015
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ve Summ
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1.1

NHS Easttern Chesh
hire Clinical Commisssioning Group
G
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CG) Localitty Manage
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Group me
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es place bi-monthly. Attendeess are the G
GP leads frrom each o
of the
23 GP Pra
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anagers, th
he Executivve Team and Senior Manager o
of the
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1.2

Updates were
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 Challeng
ges and su
uccesses within
w
each peer group area
 Chief Offficer
 CCG Dirrectorate
 CCG Fin
nance
 Systemss Resiliencce Funding Group
 Enhance
ed Service
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 SEND
 Medicine
es Manage
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1.3

T
The worksh
hop focusssed on the CCG priorrities for 20
015-2016.

2.
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mendation
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2.1

T
The Goverrning Body is asked to
o:
 Note fo
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ndix One – the minuttes of the 6th Februarry 2015 Lo
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Manag
gement Meeting of the
e CCG

3.
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3.1
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ement Mee
eting is a formal advisory com
mmittee of the Gove
erning
B
Body of the
e CCG and
d under itss scheme of
o delegatio
on the Govverning Bo
ody receive
es the
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A
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A
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6.
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e
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LOCALITY MANAGEMENT MEETING
Friday 6th February 2015
Whittaker Room, The Heritage Centre, Macclesfield

NOTES

Practice

GP / Exec

Practice Manager /
other practice rep

Alderley Edge, George St Practice

-

M. Martin

Annandale Medical Centre

Dr Nicola Herd

-

Bollington Medical Centre

-

-

Broken Cross Surgery, Macclesfield

Dr Ian Collyer

-

Chelford Surgery

Dr Helen Thomas

Janet Tildsley

Cumberland House, Macclesfield

Dr Jeff Hodgson

Helen Bianchi

Handforth Health Centre

Dr A Kapoor

Apologies

High Street Surgery, Macclesfield

Dr Mike Clark
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Dr Rob Thornburn

Kenmore Health Centre, Wilmslow

Dr Julia Huddart

Dean Grice
Julie Sercombe
Lynne Garner
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Melanie Lyman

McIlvride Medical Centre, Poynton
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Chris White

Park Green Surgery, Macclesfield

Dr Graham Duce
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Park Lane Surgery, Macclesfield

Dr Louise Hastings

Chris Campbell-Kelly

Priorslegh Medical Centre, Poynton

Dr David Ward

Angela Wales

Readesmoor Group Practice

Dr Stuart Thomas

Nia George

Schoolhouse Surgery, Disley

Dr Andrew Maurice

-

South Park Surgery, Macclesfield

Dr David Cragg

-

Toft Road Surgery, Knutsford

Dr Jenny Lawn

Margaret Thornborrow

Vernova CIC

Apologies

Justin Johnson

Wilmslow Health Centre

Dr Amar Ahmed

-

Manchester Rd Medical Centre,
Knutsford
Meadowside Medical Centre,
Congleton
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IN ATTENDANCE
Whole Meeting
Whole Meeting
Part Meeting
Whole Meeting
Whole Meeting
Whole Meeting
Whole Meeting
Whole Meeting
Whole meeting
Whole Meeting
Part Meeting
Part Meeting

Dr Paul Bowen
Jerry Hawker
Alex Mitchell
Matthew Cunningham
Jacki Wilkes
Neil Evans
Jane Miller
Dawn Wayne
Janet Kenyon
Fleur Blakeman
Andrew Binnie
Sally Larvin

Chairman, ECCCG
Chief Officer, ECCCG
Chief Finance Officer, ECCCG
Corporate Services Manager
Associate Director of Commissioning
Director of Commissioning
Transformation Manager
PA (Minute taker)
Deputy Head of MMT
Strategy & Transformation Director
Quality & Performance Manager
Contracts Manager

COPIES TO
EC CCG Management Team

1

MEETING BUSINESS

1.1 Apologies for Absence
Dr Andy Coley, Helen Coley, Dr James Milligan, Joanne Morton and as noted above.

1.2

Declaration of interests
None noted.

1.3

Matters arising from Previous meeting
None noted.

2

Updates
Peer Group Updates:
CHAW
- Held local MDT meetings.
- Care Coordinator is in situ – fall in social services provision is creating increasing
social need assistance from practices.
- Trying to source funding for a wellbeing coordinator – BB advised that funding
has been sourced from various organisations (ECT has put money into Age
concern, also lottery funding) but there is a requirement for greater coordination
across the patch.
Poynton/Bollington/Disley
- Trialling pro-active GP working with nursing homes.
- Home administrators working well.
Congleton & Holmes Chapel
- Concern around new housing developments
- Not been formally notified yet but Social Care have given notice on
accommodation at Meadowside and will be moving out in the near future.

2
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Knutsford
- Neighbourhood Team Meetings being held regularly
- Care Coordinator is up and running
- Community Pharmacy is going well
Macclesfield
- Gone to advert for a Pro-active administrator.
- Practices doing own ??
Chief Officer Update
JH introduced Fleur Blakeman, the new Strategy and Transformation Director, to
the group. Part of Fleur’s remit will be to lead on the Caring Together
Programme and connect with the Greater Manchester ‘Healthier Together’
programme.
- Continuing Health Care has been brought into the CCG from CSU and we are in
the process of transferring the management of Complaints & Concerns, SUI’s etc
into the CCG. The provision of IT and HR will be re-procurred over the next 12
months.
- Specialised Commissioning – transfer of renal, bariatric, neurology and
wheelchair services to CCGs. NHS England have withdrawn the transfer of
renal and bariatric as a result of strong opposition. A 90 day consultation on the
future of specialised services is in progress.
- Clinical & Leadership Development – the CCG will start work in February with
APP who will be contacting practices for telephone feedback on how well the
CCG is working.
- Vanguard Process – the CCG will be submitting an application to NHS England
to become a Vanguard area. This would offer the opportunity to work more
closely with Monitor and the TDA and potentially access part of the £250m fund.
Decision expected by mid-March.
CCG Directorate Update
Finance – Alex Mitchell
In November 2014 CCG was reporting an expected £670,000 deficit at the end of the
financial year. This has moved on due to 2 specific events:
- Outstanding restitutional claims which it was anticipated would take about 3
years to reconcile - CCG contribution was £860,000. Not spent all of funds and
£540,000 has been returned, but money has to be used to improve financial
position. Deficit now projected at £140,000.
- CCG quality premium - estimated £630,000 to get in. Controversy about
assignment of a community MRSA issue now resolved, so achieving MRSA
target – now increased by £110,000.
Trying to achieve surplus of £190,000 for this year. If we hit surplus this year it gets
carried forward to next year – any deficit would need to be paid back.
Commissioning – Neil Evans/Sally Larvin
Email sent to practice managers confirming recent contract changes.
- Glaucoma contract starts 1st April, suppliers have to gain accreditation from
Cardiff University
- Cateract contract still a work in progress to include improvement in postoperative care in community.
- Virgin Care contract ending on 31st March – follow up care for glaucoma patients,
3
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-

trying to transfer patients where possible but may be sent back to GP for new
referral. Will affect approximately 300 follow up patients.
Spire Regency had also given notice to end contract on 1st June. CCG are trying
to get new providers on board
AMD update – Eyecare Medical have been signed up as of 1st February, by April
hope to get Mid Cheshire, ECT and BMI Alexander hospitals all signed up.
Dermatology – Salford Royal and Stockport only accepting referrals from
Salford/Stockport GPs. Contracts are in dialogue to try and get the block on
referrals lifted. Only options at present for East Cheshire GPs are the limited
resources at Vernova and East Cheshire Trust until another provider can be
sourced.

Transformation – Jerry Hawker
- Work continuing around shared care record. £3.5m investment across Cheshire
close to being confirmed by end of March. Benefit will give us a shared record
across the whole region – also has potential to link up with Manchester and
North Staffs. Records will initially be view only but will include information from all
organisations including Social Care.
- Ambulance Service targets, work still ongoing with NWAS to properly transform
service, will keep practices updated.
- Stability in Primary Care, transitional contracts – PMS practices have received
letter from NHS England which was not shared with CCGs prior to distribution.
The CCG is meeting NHS England and JH will confirm to practices what the
position will be following this meeting. GP’s requested any retraction to be in
writing to avoid any further destabilisation within practices.

3

Topic Updates

3.1 SRG (Systems Resilience Group) Funding – previously Urgent Care/Winter
Funding
- The SRG was formed from the Urgent Care Working Group and has been in
existence since the beginning of 2014
- Portion of the new money from the DoH must be spent with the Acute Trust
- Recovery Plan identified 4 key areas, 2 focus on admission avoidance and 2 on
delayed transfers of care.
- Working towards rapid reablement for social care,
increasing access to
therapies and 3rd sector involvement in A& E
3.2 Enhanced Service+ (Caring Together) Update
- Requirement to provide further assurance
- Communications sent to peer group leads to provide assurance to the Governing
Body showing achievement and value for money
- Additional information to be co-ordinated by peer groups by the end of March
- Shared learning event being organised in April
3.3 SEND Update
- Gill Pickford is our Designated Clinical officer for Special Educational Needs and
Disability (SEND)
- The changes are statutory as part of the Children and Families Act 2014 which
covers 0-25 years disabled children and young people and also those with
special educational needs. The process replaces School Action and School
Action Plus. It requires those with disability or special educational needs to have
a co-ordinated Health and Care Plan to ensure health, education and social care
are all working together to meet their needs.
- GPs may be asked to complete a medical information form as part of the overall
4
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4

plan and will have 6 weeks to complete it, currently there is no additional fee to
cover this work, the BMA are aware and have asked that a GP member from
ECCCG contact them to discuss further (Karen Burton has asked Ian Hulme to
do this for us)
The School Nursing service are redesigning and Peer Groups are encouraged to
invite their School Nurse Lead in to speak to them about services available as
often GPs under utilise their services.
GPs have a duty to inform the School Nurse if anyone with SEND moves onto
their list or anyone with a new diagnosis of school age.
Also to remember that Children's Centres have a 0-19 years remit and families
can self-refer for support.

Workshop

4.1 PB projected some slides to the group around ECCCG 2015-16 Priorities.

Plan on a page
2015-16 Locality Pres

4.2 Graham Duce presented an update to the group around Medicines Management in ECCCG
2015-16

MMT Locality
presentation 6 2 15.p

5

Any Other Business

5.1 HealthVoice
PB advised that Trevor Lerman, Chair of HealthVoice, had informed him that some PPG Leads
had met with resistance from their practices regarding their involvement with HealthVoice. PB
asked practices to support and encourage Patient Participations Groups to become involved in
HealthVoice wherever possible.

5.2 Patient Records
IH advised that practices would shortly be receiving formal explanation and notification about
patient access to records and the requirement, by the end of March, for practices to allow access
to patient records.

5.3 Nurse Practitioners Indemnity Insurance
There has been a change in the Nurse Practitioners indemnity insurance. Angela Wales raised
the issue at the practice managers meeting and Sally Rogers and Amanda Bell are aware of the
problem. Practices should note that they are responsible for their Nurse Practitioner’s indemnity
insurance and they need to speak to their NPs to clarify the situation.

6

Next Meeting

th
6.1 The next meeting will be held on Friday 6 March 2015, 08.45am, The Hall at Marthall, Chelford

5
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GOVERNING BODY MEETING
25 February 2015
Report Title

Agenda Item 2.4.2

Eastern Cheshire HealthVoice

Purpose of report
This report 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
Since the last report to the Governing Body, the group has met in January 2015 and
key discussions focused on the following:
 current performance of Macclesfield District General Hospital in light of increasing
pressure on A&E departments nationally
 an overview of the Patient Transport Services consultation being undertaken by Hadrian
Collier from Blackpool CCG on behalf of the North West
 an overview of the current financial situation for the CCG
 insight into the local contracting position including an overview of current contract
expenditure
 an update on the provision of Diabetes education.
Future Meeting Date:
Friday 20th March 2015, 10am-12pm at The Hall at Marthall

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

Contributors

Public Engagement Manager

Date of report

10 February 2015

Page 135 of 212

NH
HS ECCCG G
Governing Bo
ody Meeting 25 Februaryy 2015

Ag
genda Item 2.4.2

Easttern Che
eshire H
HealthV
Voice
1.

Access to furthe
er inform
mation

1.1

For furthe
er informatiion relating
g to this rep
port contacct:

Name
e
Desig
gnation
Date
Telephone
Email

2.

Rebecca Patel
Public En
ngagementt Manager
13th Febru
uary 2015
01625 66
63 864
rebeccap
patel@nhs.net

Append
dices

ble
Appendices Tab
ndix One
Appen

HealthVoice January 2015 meeting
Minuttes of the H
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Min
nutes 21
1

Tueesday 20
0th Januarry 2015
Capeesthorne Room, Macclessfield Town H
Hall
Atttendees Na
ame
Trrevor Lerma
an
An
ndrew Blain
n
Ba
arrie Towse
e
Ch
harlotte Petters-Rock
Ch
hris Campb
bell-Kelly
Cyyril Towse
De
ebbie Jamisson
Diiane Walton
n
Eiileen Talbot
Gill Barber
Ja
acquie Grinham
Jo
o Hawkins
Jo
o Rose
Milka Podsied
dlik
To
ony Firth
In
n Attendanc
ce
EC
CCCG
Allex Mitchell
An
ndrew Binnie
Ch
harles Makiin
Da
awn Wayne
e
Ja
acki Wilkes
Je
erry Hawkerr
Ka
aren Burton
n
La
ana Davidso
on
Ne
eil Evans
Re
ebecca Pattel
Sa
ally Larvin
Otther
Ha
adrian Collier

TL
AB
BT
CP
CC
CT
DJ
DW
ET
GB
JG
JHa
JR
MP
TF

Chair and H
Handforth H
Health Centrre PPG
Kenmore P
PPG
Macclesfie
eld Residentt
Deputy Cha
air and Che
eshire Area for Cheshire Action
Practice Ma
anager Parkk Lane Surg
gery
Macclesfield Resident
Knutsford R
Resident
VISYON
Senior Voicce for Maccclesfield
Senior Voicce for Maccclesfield
Citizens Ad
dvice Burea
au (CAB)
The Alzheimer’s Socie
ety Support Service Ma
anager
Annandale PPG
Pathways CIC
C
Holmes Ch
hapel PPG C
Chair

AM
ABi
CM
DaW
JW
JH
KB
LD
NE
RP
SL

Chief Finan
nce Officer
Quality & P
Performance
e Manager
Communiccations Manager
Notetaker
Associate Director of Commissioning
Chief Office
er
Clinical Pro
ojects Mana
ager
Senior Con
ntracts Manager
Commissio
oning Directtor
Public Engagement Manager
Contracts M
Manager

HC

Patient Tra
ansport Servvices
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Item
We
elcome and
d introduc
ctions
The Chair (TL
L) welcomed
d the group.

Action

Minutes of the last meetting
The minutes of the mee
eting held on
o 21st Novvember 201
14 were accepted as an accurate
e
reccord.
atters Arisin
ng
Ma
TL wished the
e group to no
ote the follo
owing:
He
ealthVoice S
Subgroups
All the subgroups met in early Decem
mber but no
o further me
eetings have
e taken placce due to the
e
Ch
hristmas bre
eak and illne
ess, thereforre there wass no furtherr progress to
o report.
of Practice M
Managers
Engagement o
Th
he item rela
ating to the ECCCG Chair, Pau
ul Bowen, taking the requirement for more
e
pro
o-active en
ngagement of some of
o the Pracctice Manag
gers with ttheir PPGss to Localitty
me
eeting was still outstan
nding and T
TL would continue
c
to request asssistance fro
om the CCG
G
witth this.
Ac
ction: TL to
o contact P
PB again on
n behalf of HealthVoic
ce memberrs
Cu
urrent Perfo
ormance of Macclesfiield District General H
Hospital (M
MDGH)
Ja
acki Wilkes (JW) and Andrew Bin
nnie (ABi) g
gave a pre
esentation to
o the group
p (attached
d)
wh
hich showed
d the curren
nt performa
ance of MDG
GH in the ta
arget areass of: Emerge
ency Care 4
ho
our wait, 18
8 Week Referral
R
to Treatment waits and North We
est Ambulan
nce Service
e
ressponse.
JW
W advised th
hat the Systtem Resilien
nce Group w
which has b
been re-scoped and reb
badged from
m
lasst year’s Urg
gent Care W
Working Gro
oup now had
d a much w
wider remit to
o cover elecctive care as
we
ell as urgen
nt care and was workin
ng very hard
d to find wa
ays to help the Trust co
ope with the
e
na
ationwide un
nprecedented rise in emergencyy activity. The
T
Group was inform
med that the
e
tarrget of a 4 h
hour maxim
mum wait in the Emerge
ency department at the
e hospital wo
ould be verry
un
nlikely to be met for thiss quarter, unlike
u
last ye
ear where tthe Trust wa
as one of th
he few in the
e
co
ountry who w
were able tto meet targ
get. The Syystem Resilience Group was workking with the
e
ho
ospital get as close as p
possible to tthe target.
A question w
was raised a
about wheth
her all elde
erly patientss who are a
admitted to the hospita
al
ave attende
ed the Eme
ergency De
epartment. JW replie
ed that mosst were bu
ut some are
e
ha
ad
dmitted direcctly through
h the Acute
e Assessme
ent Unit. Lattterly this unit has bee
en utilised to
o
takke overspill from the E
Emergency D
Departmentt as most patients were
e too ill to b
be moved to
o
Inttermediate Care beds. JW also a
added that, following th
he success of regular GP visits to
o
nu
ursing home
es, it was ho
oped that a similar sch
heme could
d be adopte
ed for reside
ential homes
wh
hich would a
also help to
o alleviate th
he pressure
e on the Em
mergency De
epartment b
by identifying
g
po
otential illnesss in the eld
derly before
e it becomess serious. T
The numbe
er of beds in the hospita
al
wo
ould be increased by approximately 15% to
o cover the winter crisis, partly byy converting
g
ele
ective surge
ery beds to non-elective
e but this ha
as a knock-o
on effect for the targetss for elective
e
su
urgery. The
e hospital a
also has plans to con
nvert day b
beds and to
o re-open closed
c
beds
folllowing a reccent recruitm
aign for extrra staff.
ment campa
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po
otential illnesss in the eld
derly before
e it becomess serious. T
The numbe
er of beds in the hospita
al
wo
ould be increased by approximately 15% to
o cover the winter crisis, partly byy converting
g
ele
ective surge
ery beds to non-elective
e but this ha
as a knock-o
on effect for the targetss for elective
e
su
urgery. The
e hospital a
also has plans to con
nvert day b
beds and to
o re-open closed
c
beds
folllowing a reccent recruitm
aign for extrra staff.
ment campa
A question wa
as asked ab
bout whethe
er there wa
as a case fo
or re-opening the interm
mediate care
e
be
n
eds in Knutssford hospita
al to help re
elease bedss being bloccked at MDG
GH. JW advised that in
mo
ost cases th
he patients were too ill to be move
ed to interm
mediate care
e beds or w
would have a
be
etter outcom
me if they we
ere cared fo
or in a comm
munity settin
ng rather tha
an in a hosp
pital.
JW
W also state
ed that the S
System Ressilience Gro
oup had eng
gaged a sub
bgroup to lo
ook at where
e
im
mprovementss can be ma
ade to delayed transfe
ers of care and
a they ha
ad also com
mmissioned a
“grreen car” ussing winter pressures
p
fu
unding, which would asssess non-u
urgent casess, freeing up
am
mbulance crrews and avvoiding subssequent tran
nsfers to the
e Emergenccy departme
ent.
A question wa
as raised ass to whethe
er the delay in completing assessm
ments had h
had an effecct
on
n availabilityy of hospita
al beds and
d what initia
atives were being take
en to address this? JW
W
ressponded that some co
ommunity sttaff had bee
en brought in to help d
do the assessments bu
ut
ass they were needed in the commu
unity too, this was unsu
ustainable. Some recrruitment had
d
takken place to
o ease the backlog an
nd staff from
m the Disch
harge Liaiso
on Team ha
ad also been
dra
afted in to trry and cope
e with the ve
ery high dem
mand for the
ese assessm
ments.
Heaalth Voice Hospitaal
Perrformance Updatee

Pa
atient Trans
sport Serviices
Ha
adrian Collie
er, Ambulan
nce Commissioner for non-emergency patien
nt transport services fo
or
the
e North We
est addresse
ed the group. He advissed that currently there
e were two providers of
o
d
no
on-emergency patient ttransport in
n the North West, Norrth West Am
mbulance Services
S
and
Arrriva Transp
port solution
ns. The currrent contract for non-e
emergency patient transport, which
exxpires in Ma
arch 2016, h
had previou
usly been drrawn up witth the old Primary Care
e Trusts and
d
we
ere only commission
c
ed for thrree years to cover the emerg
gence of the Clinica
al
Co
ommissionin
ng Groups.
Th
he group w
was asked to
t feedbackk to Hadria
an on a nu
umber of issues via questionnaire
e
(atttached) or verbally w
within the ne
ext two mo
onths to enable the te
ender docum
ments to be
e
dra
awn up and
d the Invitation To Tend
der (ITT) to be
b sent out this Summe
er.
Ac
ction: RP to
t send rou
und questio
onnaire for comments
s back to Hadrian asa
ap.
(U
Update: deta
ails below were circulate
ed on 21.1.15)

P atient Transportt
Serrvices Questionnair
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Bu
udgets & Funding
Ale
ex Mitchell, Chief Fina
ance Officerr at the CCG
G, tabled a document (attached) detailing the
e
EC
CCCG Fina
ancial Summary to 31 October 2014, including typess of incom
me received
d,
pla
anned spen
nd and presssures. The
e total amou
unt of fundiing available for Easte
ern Cheshire
e
CC
CG for 2014
4/15 was £2
230m. AM advised that funding targ
gets for CC
CGs had bee
en increased
d
bu
ut the increa
ase would b
be shown ovver a numbe
er of years,, every CCG
G had receivved an uplifft
of 2.14% for 2
2014/15 butt this is still below targe
et. The final budget figu
ure for 2014
4/15 shows a
2m deficit.
£2
his figure has
h
been agreed with NHS England and re
eflects the longer term
m vision fo
or
Th
inttegrated carre within Ea
astern Chesshire. Some funds will be
b clawed b
back through
h Continuing
g
He
ealthcare Restitutions etc.
e and it iis expected that CCGss who are furthest awa
ay from their
fin
nal funding ttargets will rreceive additional rewo
orked uplifts for next year. It is antticipated tha
at
the
e average uplift
u
for CC
CGs will be
e 1.94% but for ECCC
CG it will be
e nearer to 5.8%. The
e
ad
dditional sysstem resilien
nce funding is included in this figurre but overa
all it will movve us neare
er
to our target ffigure.
F inance Paper AM
M
Jan 15.pdf

Co
ommissioning Contra
acts Positio
on
La
ana Davidso
on, Senior Contracts M
Manager fo
or the CCG, updated tthe group o
on key factts
aro
ound curren
nt commissioning contrracts and wh
here the exp
penditure go
oes.
‐ Total prrojected spe
end for 14/15 for the CC
CG is £230 million
‐ Of this a
amount, £15
58million is assigned to
o “contractin
ng” to comm
mission urge
ent, planned
d,
community and Me
ental health services etcc.
million is spe
ent on Contiinuing Healtth Care with
h a further £
£5.2 million being spentt
‐ £13.5 m
on nursing supportt in care hom
mes. This iss a combine
ed total of over 8% of th
he total CCG
G
budget
er £2.1millio
on is spent o
on Primary C
Care schem
mes such ass minor surg
gery – this
‐ A furthe
lessenss the pressure on acute
e providers
‐ Of the £158million
£
contracting budget, a little over 4%
% (£7 million
n) is spent o
on
private/ccommerciall providers w
who provide
e planned ca
are in accorrdance with the nationa
al
tariff
ate providerrs operate o
on a cost and volume ba
asis – i.e. patient choicce is the main
‐ All priva
driver fo
or demand w
with these p
providers
‐ As patie
ents become
e more awa
are of the prresence of private
p
providers, dema
and has
increase
ed and priva
ate providerrs have help
ped to meett this deman
nd – growth between
13/14 and 14/15 is currently 17
7%
%
Hospicce care
0.29%
Local A
Authority
0.23%
NHS
9
94.73%
Optom
metrists
0.00%
Private
e providers***
4.44%
Volunta
ary
0.30%
‐

During 14/15 we le
ed 2 compettitive tenders for ultraso
ounds and W
Wet Age-related Macula
ar
eration (WAMD). Both were award
ded to a com
mbination off private and
d NHS
Degene
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providers
6 it is expeccted that we may tender for Ophtha
almology se
ervices due to a shortag
ge
In 15/16
in capaccity and Terrmination off pregnancie
es services in order to comply
c
with
h EU
regulatio
ons.
** It should be
e noted thatt Private Pro
oviders inclu
ude GP Pra
actices, Opth
halmologistss,
harmacies, Dentists,
D
etcc, but not alll private pro
oviders are profit-led orrganisationss, i.e.
Ph
Ve
ernova Heallthcare.
‐

A ccomment w
was made re
egarding the
e timing of E
ECCCG’s co
onsultation/p
procuremen
nt process a
as
reccent contraccts did not sseem to havve involved HealthVoice
e members at an early enough
sta
age and it was
w in dange
er of becom
ming a ‘talkin
ng shop’ with no influen
nce over deccisions. TL
sta
ated that rep
presentative
es from Hea
althVoice we
ere now reg
gularly involvved in the
co
ommissionin
ng intentionss process an
nd work was ongoing to
o work more
e closely with the CCG
G
fro
om a much earlier
e
stage
e in the proccess.
erry Hawker advised tha
at engagem
ment with the
e public of E
Eastern Che
eshire was vvital, be it
Je
du
uring the con
nsultation or procureme
ent processs. If the CCG
G wants to change the way service
es
are
e provided it
i has to go out to consultation and
d if a numbe
er of provide
ers are able to provide
tha
at service th
he CCG hass to abide byy EU Procurement Law
w and underrtake a prop
per
pro
ocurement process as in the case of WAMD. With regarrd to re-com
mmissioning stroke
se
ervices, this was driven by changess in the NIC
CE guidance
e and clinica
al need. No procuremen
nt
pro
ocess was undertaken
u
as there wa
as only a lim
mited source
e of provisio
on for the clinical
se
ervices required. The CCG were sttriving for co
ontinuous im
mprovementt and part off our
en
ngagement with
w the pub
blic is learning about what is succe
essful and w
which areas need furthe
er
atttention.
P advised th
hat HealthVoice was on
nly one of th
he engagem
ment processes used byy the CCG
RP
an
nd there is a need to strrengthen the
e involveme
ent of all gro
oups of people within E
Eastern
Ch
heshire. Co
onsiderable work had been and is ccontinuing tto be done iinvolve youn
ng people
an
nd a subgrou
up of Health
hVoice will w
work on incllusion and involvementt with minorrity groups.

Prrovision of Diabetes E
Education
A short prese
entation wa
as made to
o the group by Karen Burton to give an up
pdate on the
e
ommissionin
ng of an evidence ba
ased structu
ured educa
ation progra
amme for people with
co
dia
abetes. On
ne of the 15 essential sstandards th
hat Diabetess UK recom
mmends is th
hat diabeticcs
atttend an edu
ucation course. A projject group h
has been se
et up which
h has pulled
d together all
a
the
e health ne
eeds inform
mation and has consulted nationa
al guidance
e documentation. The
e
ou
utcome of th
he service w
will be to improve the kknowledge a
and skills off patients with
w diabetess.
Tw
wo options are
a currentlyy being worked into a b
business casse:
 To deve
elop a locall service, ussing skills a
and expertisse within ou
ur GP practtices - which
may takke practitioners away frrom their normal role
 To proccure a servicce from the wider market
DJJ expressed
d frustration
n at the la
ack of progress given that this w
was prioritissed over 12
2
mo
onths ago and other areas havve successsfully introd
duced educcation programmes fo
or
pa
atients. JH responded
d that in reality the CC
CG has to make difficcult decision
ns where to
o
invvest limited resources a
and try to prrioritise in areas of grea
atest need.
ction: DJ, JR
J and JH to discuss
s outside th
he meeting and reportt back
Ac
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DW
W enquired whether th
he Expert Patient
P
Prog
gramme was still in exxistence. It w
was advised
d
tha
at the EPP w
was now run from Cheshire & Wirral Partnersship Trust.
Ac
ction: RP to
t circulate
e details of the Expert Patient Programme tto the group.
(U
Update – dettails below w
were circula
ated on 21.1
1.15)
me
Exxpert Patient Programm
htttp://www.cw
wp.nhs.uk/pa
ages/2177-tthe-expert-p
patients-pro
ogramme-ch
heshire

An
ny Other Bu
usiness
ET
T complime
ented the C
CCG on the
e recent he
ealth-related articles w
which appe
eared in the
e
Ma
acclesfield a
and Wilmslo
ow Expresss. CM advise
ed that we a
are endeavo
ouring to incclude simila
ar
co
olumns in the
e Congleton
n Chronicle and Knutsfford Guardia
an in the near future.
PR noted th
hat similar publicity wou
uld be usefu
ul to promote
e the existe
ence of HealthVoice and
d
CP
TL
L advised th
hat this wou
uld be conssidered alon
ng with other promotio
on and marrketing ideas
wh
hen the Marrketing and Communica
ations sub-g
group next cconvened.
Da
ate and time of next m
meeting
Friday 20th Ma
arch, 10.00--12.00 10am
m-12pm at The
T Hall at Marthall
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Gove
ernance
e
Priorr Committtee Approval / Liink to oth
her Committees
al needed b
but link to tthe Govern
ning Body
No prior approva

CCG Health N
Needs Prriorities addresse
a
ed by this
s report – please
e indicate
e
To pro
otect our citizens from
m harm
To
make
care
more
e
integrate
ed
&
co



To pre
event alcoh
hol related harm

To
prevent
aturely
prema

people

dying

ordinated
To ensure
e high qu
uality and effective
mental health servicces are available to 
all
To addre
ess inequa
alities acrross our
ttowns and villages

CCG 2013/14
4 Annual Plan prrogramm
me of work this rreport is linked tto –
pleas
se indica
ate
Caring
g Togetherr
Q
Quality Imp
provement

Menta
al Health & Alcohol
O
Other

Key IImplications of th
his reporrt – pleas
se indicate
Strategic
Financce
Qualityy & Patientt Experiencce
Staff / Workforce
e



C
Consultatio
on & Engag
gement
E
Equality
L
Legal



CCG Values s
supporte
ed by this
s report – please indicate
e
Valuin
ng People
IInnovation

Workin
ng Togethe
er
Q
Quality

Investting Responsibly




NHS Constitu
ution Values supp
ported by
y this rep
port – ple
ease indicate
Workin
ng togethe
er for patien
nts
Compassio
on

Respe
ect and dignity
Improving lives

Comm
mitment to q
quality of ccare
Everyone counts
c
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GOVERNING BODY MEETING
25 February 2015
Paper Title

Agenda Item 3.1.1

2015-16 Operational Planning

Purpose of report
This paper seeks to provide the Governing Body with:
 An overview of the expectations of NHS England in relation to Operational Planning
for 2015–16.
 The progress being made by the CCG in meeting these expectations as well as the
draft operational plan submission content.

Key points









The CCG published a five year strategic plan in July 2014 this included a two year
operational plan which ran to the end of financial year 2015–16.
In December 2014 NHS England, in collaboration with other national health policy
regulators, published “The Forward View into Action: Planning for 2015–16”; this
document outlined the key areas which must be included in our 2015–16 CCG plans.
The CCG is required to submit template based returns showing the impact of our
plans on the nationally defined measures and our financial position with a requirement
for Governing Body approval before 31 March, in advance of a final submission to
NHS England by 10 April 2015.
The assumptions being used to develop these trajectories recognise the need to
maintain levels of performance where the CCG is already performing at expected
levels, or to improve performance where we are below expected levels of
performance. It is also recognised that improvements need to be realistic and
achievable within the operational and financial constraints.
A high level “plan on a page” based on four programmes of work has been
developed. The CCG is now producing the detailed operational plans required to
ensure delivery of these programmes within agreed timescales and resources.
A combination of national and local measures will be mapped against the CCG’s
2015–-16 four programmes of work to measure their impact and provide the
Governing Body with assurance as to progress during the year.

The Governing Body is asked to:
Approve

Ratify
Endorse

Decide
Note for information



Benefits / value to our population / communities
The CCG Operational Plans are designed to deliver improvements to the quality of
healthcare available to our population and improve patient outcomes and experience.
Effective planning will maximise the efficiency and effectiveness of our use of financial and
human resources.
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Report Author
Neil Evans

Contributors
Not applicable

Commissioning Director

Date of report

13 February 2014
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2015-16 Operational Planning
1.

Executive Summary

1.1

The CCG published a five year strategic plan in July 2014; this included a two year
operational plan which ran to the end of financial year 2015–16.

1.2

In December 2014 NHS England, in collaboration with other national health policy
regulators, published “The Forward View into Action: Planning for 2015–16”1,2 this
document outlined the key areas which must be included in our CCG plans for
2015–16.

1.3

There is a requirement for the CCG to demonstrate how our operational plans support
delivery of a range of nationally defined metrics. The CCG needs to submit
trajectories against twenty six nationally defined measures, as well as ensure our
plans will support delivery of a further thirty measures. In addition to this the CCG is
developing local priorities and outcome measures.

1.4

The CCG is required to assure NHS England of our plans through submission of a
number of documents:




Activity and Finance template
Operational Plan measures template
A plan on a page with a supporting narrative

This paper focuses on the second of these requirements, with agenda items 3.1.2
(Plan on a Page) and 3.1.3 (Draft 2015/16 Financial Plan) on the Governing Body
meeting agenda for 25 February 2015 focusing on the other two areas.
1.5

The CCG template returns, and supporting commentary, follow a process of iterations
and are required to be submitted at the end of January and February with a
requirement for Governing Body approval before 31 March 2015, in advance of a final
submission to NHS England by 10 April 2015.

1.6

The assumptions being used to develop these trajectories recognise the need to
maintain levels of performance where the CCG is already performing at expected
levels, or to improve performance where we are below expected levels of

1

http://www.england.nhs.uk/wp-content/uploads/2014/10/5yfv-web.pdf

2

http://www.england.nhs.uk/wp-content/uploads/2014/12/forward-view-plning.pdf
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performance. It is also recognised that improvements need to be realistic and
achievable within the operational and financial constraints we must operate within.
1.7

A high level operational plan based on four programmes of work has been developed
and is represented as a “plan on a page”. The CCG is now producing the detailed
operational plans required to ensure delivery of these plans.

1.8

A combination of national and local measures will be mapped against the CCG’s
2015–16 four programmes of work, to measure their impact and provide the
Governing Body with assurance as to progress during the year.

2.

Recommendations

2.1

The Governing Body is asked to:



Note for information the approach taken in developing our operational plans and
that work is ongoing to develop detailed implementation plans and outcome
measures.
Approve the realistic and measured approach taken in setting the national
performance trajectories recognising that a final submission will be presented to
the Governing Body for approval prior to 31 March 2015.

3.

Reasons for recommendations

3.1

The operational plans are based on a combination of the already approved CCG Five
Year Plan and those areas identified as priorities in the national planning guidance.

3.2

The CCG is working within a range of financial and operational constraints meaning
that plans need to be realistic and achievable.

4.

Peer Group Area / Town Area Affected

4.1

All

5.

Population affected

5.1

All

6.

Context

6.1

In December 2014 NHS England issued the document The Forward View into Action:
Planning for 2015/16 which included the expectations of CCGs in developing and
submitting operational plans. In summary the expectations are that the CCG has
plans to ensure:
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delivery of NHS Constitutional Standards
financial and activity assumptions support delivery of NHS business rules and
align with the plans of our providers
plans are aligned with Better Care Fund and the Five Year Forward View
delivery of the second year of the CCG (Unit of Planning) five year strategic plan



6.2

To demonstrate how the CCG has done this plans are assured by NHS England using:




6.3

Activity and Finance template
Operational Plan measures template
A plan on a page with a supporting narrative

This paper focuses on the second of these requirements with agenda items 3.1.2 (Plan
on a Page) and 3.1.3 (Draft 2015/16 Financial Plan) on the agenda for the Governing
Body meeting on 25 February 2015 covering the other two areas.

7.

Finance

7.1

A separate Financial Plan paper (Agenda item 3.1.3) is being presented to the
Governing Body

8.

Quality and Patient Experience

8.1

There are a range of existing, new, or revised, national priorities which the CCG must
focus on achieving with our Operational Plans for 2015-16; these include:





8.2

9.

Compliance with the NHS Constitutional Standards
Continued reduction in rates of C.Difficile infection
A revised set of measures to improve access and quality to Mental Health
Services
Satisfaction with Primary Care

At the time of writing this report NHS England have not yet issued guidance in relation
to the NHS Quality Premium in 2015–16. When this guidance is issued the CCG will
need to amend our plans to respond to requirements

Consultation and Engagement (Public/Patient/Carer/Clinical/Staff)
The CCG Operational Plans are derived from the Five Year Plan we developed during
2014–15 with some modification to reflect requirements of the 2015–16 planning
guidance. The plans have been developed through a wide range of Consultation
through Caring Together and separate events e.g. development of a Carers’ Strategy.
The CCG is committed to working inclusively with partners, including our population,
as the more detailed implementation plans are developed.
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10.

Equality

10.1

A specific requirement is included within the planning guidance in relation to
organisational compliance with race equality.
The parity of esteem for mental health is a key theme running through national
planning guidance and local operational plans.
When developing our local CCG plans we place a key priority on reducing inequalities
and this is one of the criteria used to prioritise our plans.

10.2
10.3

11.

Legal
The CCG has a duty to develop plans which implement the NHS England Planning
Guidance

12.

Communication

12.1

The draft “plan on a page” has been shared with key stakeholders, including, Member
Practices, Eastern Cheshire Community HealthVoice, CCG staff, commissioning
partners and our main provider partners within Caring Together. This plan on a page
reflects, at a summary level, the contents of our operational plans.
As further detail is developed to show how the plan will be implemented this will
continue to be communicated with the stakeholders listed as well as wider
communications with our public.

12.2

13.

Background and Options

13.1

In July 2014 NHS Eastern Cheshire CCG published a Five Year Strategic Plan.
Within this document the first two years were detailed in an Operational Plan.

13.2

The Five Year Plan included a range of schemes which were described under the
headings:
 Proactive and Urgent Care
 Mental Health
 Learning Disabilities
 Improving Quality of Services and Care Pathways
 Children, Young People and Transition

13.3

In December 2014 NHS England, in collaboration with other national health policy
regulators, published “The Forward View into Action: Planning for 2015–16” this
document outlined the key areas which must be included in our CCG plans for 2015–
16. This document includes the need for the CCG to submit two main planning
documents:
 Financial Plan, including secondary care activity assumptions
 Operational Plan covering the areas outlined in section 8 of this paper
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13.4

The CCG commissioning intentions have been developed using these two documents,
as well as any other quality improvements which have been prioritised locally as further
information regarding existing performance is assessed. The CCG commissioning
intentions for 2015-16 have been displayed in a “plan on a page” and shaped to create
four main programmes of work:





Integrated Care
Specialist and Direct Care
Quality Improvement
Duty of Care

In addition, work will continue to develop the Local Health Economy approach to
commissioning as part of our Caring Together plans.
Further information on this plan will be included under agenda item 3.1.2 (Plan on a
Page) on the agenda for the Governing Body meeting on 25 February 2015.

The Draft “Clinical Commissioning Groups – Planning Template for 2015-16 Functional V1.0
(Submitted January 28th 2015)”,
13.5

Click here to view the first of three iterations required to demonstrate how the CCG will
maintain, or achieve performance against a set of nationally defined “measures” which
are listed in Appendix 1.
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13.5.1 The approach taken to developing the trajectories has been to review our historic,
and current, performance against these indicators and then set a realistic trajectory
for the coming year. Where performance is good we have looked to maintain this
performance, where we are not currently achieving the targets we have set realistic
trajectories to reflect the operational and financial challenge in moving our
performance nearer to national expectations e.g. mental health access standards
13.6

Whilst these twenty six nationally defined measures will require trajectories monitoring
during 2015–16, within their guidance3 NHS England have highlighted a further thirty
measures which need to be considered within Operational Plans and against which
performance needs to be monitored.

13.7

Within the nationally defined measures there are a small number of measures which
could be considered as “outcome measures” however the majority are still “process
measures”. In light of the CCG commitment to move to a commissioning-based
approach based on outcomes, work is underway to identify appropriate measures which
can be used to measure the effectiveness of our plans, and assure our Governing
Body.

13.8

Under Governing Body Agenda item 3.1.2 (Plan on a Page) further information is
provided as to how the CCG can monitor the 2015–16 plans using this combination of
nationally mandated and locally defined measures.

13.9

The CCG will be required to achieve a range of Quality Premium priorities. The
Governing Body will be aware that this is a national incentive scheme which combines
delivery of nationally and locally defined performance and quality improvement
trajectories. At the time of writing this report the national guidance on how the scheme
will operate in 2015–16 had not been issued by NHS England.

13.10 Similarly the guidance on how the CQUIN (Commissioning for Quality and Innovation)
guidance had not been released. CQUIN are schemes, contained within all NHS
Standard Contracts, used to incentivise quality improvements through our providers.
13.11

The CCG template returns, and supporting commentary, follow a process of iterations
and are required to be submitted at the end of January and February with a
requirement for Governing Body approval before 31 March 2015, in advance of a final
submission to NHS England by 10 April 2015.

14.

Access to further information

14.1

For further information relating to this report contact:

3

http://www.england.nhs.uk/wp-content/uploads/2014/12/6-tech-defi-comms.pdf
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Name
Designation
Date
Telephone
Email

15.

Neil Evans
Commissioning Director
13 February 2015
01625663469
neilevans@nhs.net

Glossary of Terms
CCG
CQUIN
IAPT
RTT

16.

Clinical Commissioning Group
Commissioning for Quality and Innovation
Improving Access to Psychological Therapies
Refer to Treat

Appendices

Draft “Clinical Commissioning Groups – Planning Template for 2015-16
Document
embedded at item Functional V1.0 (Submitted January 28th 2015
13.5
Planning Trajectories required by NHS England for 2015-16
Appendix 1
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Prior Committee Approval / Link to other Committees
Governing Body Meeting held in private, 25 January 2015
Executive Committee Meetings February 2015
Locality Management Meeting 6 Feb 2015

CCG 5 Year Strategic Plan programme of work this report is linked to 
Caring Together
Quality Improvement




Mental Health & Alcohol

Other



CCG 5 Year Strategic Plan ambitions addressed by this report 
Increase the number of our citizens 
Increase the proportion of older people 
having a positive experience of care
Reduce the inequalities in health
and social care across Eastern
Cheshire



Ensure our citizens access care to
the highest standard and are
protected from avoidable harm



Ensure that all those living in
Eastern
Cheshire
should
be
supported by new, better integrated
community services



living independently at home and who
feel supported to manage their condition
Improve the health-related quality of life
of our citizens with one or more long
term conditions, including mental health
conditions
Secure additional years of life for the
citizens of Eastern Cheshire with
treatable mental and physical health
conditions





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
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APPENDIX 1

Planning Trajectories required by NHS England for 2015–16
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Table 1 – Planning
g Trajectorries requirred by NHS
S England
d for 2015--16
Ref

Se
ection

E.B.1

NHS
Co
onstitution

Measure
e
Heading
g
RTT –
Admitted

E.B.2

NHS
Co
onstitution

RTT –
Non – Admitted
A

E.B.3

NHS
Co
onstitution

RTT –
Incomp
plete

E.B.4

NHS
Co
onstitution

Diagnosstics

E.B.6

NHS
Co
onstitution

Cancer Waiting
Times –
2 week wait

E.B.7

NHS
Co
onstitution

E.B.8

NHS
Co
onstitution

E.B.9

NHS
Co
onstitution

E.B.10
0

NHS
Co
onstitution

Cancer Waiting
Times 2 week (breast
symptom
ms)
Cancer Waiting
Times –
31 Dayy First
Treatme
ent
Cancer Waiting
Times –
31 Day Surgery
Cancer Waiting
Times - 31 Day
Drugs

E.B.11
1

NHS
Co
onstitution

Cancer Waiting
Times –
31 Day
Radiotherapy

Descriptio
on
RTT - The
e percentag
ge of admittted pathways
within 18 w
weeks for a
admitted patients who
ose
clocks stopped durin
ng the perio
od, on an
adjusted b
basis
RTT - The
e percentag
ge of non-a
admitted
pathways within 18 w
weeks for n
non-admitted
patients w
whose clockks stopped
d during the
e
period.
RTT - The
e percentag
ge of incom
mplete
pathways within 18 w
weeks for p
patients on
n
incomplete
e pathwayss at the end of the pe
eriod.
The perce
entage of patients waiting 6 wee
eks
or more fo
or a diagno
ostic test (in
ncluded in the
Diagnosticcs Waiting Times and
d Activity D
Data
Sets fiftee
en key diag
gnostic testts) at the en
nd of
the period
d.
Two weekk wait (urge
ent referral) services
(including cancer).
Percentag
ge of patien
nts seen within two weeks
w
of an urge
ent GP refe
erral for susspected ca
ancer
and perce
entage of patients see
en within tw
wo
weeks of a
an urgent rreferral for breast
symptomss where cancer was not
n initially
suspected
d
Percentag
ge of patien
nts receivin
ng first
definitive ttreatment w
within one month (31days) of a cancer dia
agnosis (m
measured frrom
‘date of de
ecision to treat’)
Percentag
ge of patien
nts receivin
ng subsequ
uent
treatment for cancerr within 31--days, where
that treatm
ment is a Surgery
Percentag
ge of patien
nts receivin
ng subsequ
uent
treatment for cancerr within 31--days, where
that treatm
ment is an Anti-Cance
A
er Drug
Regimen
Percentag
ge of patien
nts receivin
ng subsequ
uent
treatment for cancerr within 31--days, where
that treatm
ment is a Radiotherap
R
py Treatme
ent
Course
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Ref

Se
ection

E.B.12
2

NHS
Co
onstitution

E.B.13
3

NHS
Co
onstitution

E.B.14
4

NHS
Co
onstitution

E.B.15
5.i

NHS
Co
onstitution

E.B.ii

NHS
Co
onstitution

E.B.16
6

NHS
Co
onstitution

E.B.5

NHS
Co
onstitution

E.A.S.5

Pllanning forr
20
015-16
Pllanning forr
20
015-16

E.A.S.1

E.A.3
E.A.S.2
E.H.1.. A.2

Pllanning forr
20
015-16
Pllanning forr
20
015-16

Measure
e
Heading
g
Cancer Waiting
Times 62 Day GP
Referral
Cancer Waiting
Times 62 Day
Upgrade
e
Cancer Waiting
Times –
62 Day
Screening
Ambulance
Perform
mance
Red 1 Cat
C A
calls
Ambulance
Perform
mance
Red 2 Cat
C A
calls
Ambulance
Perform
mance
Cat A 19
9 calls
A&E
Perform
mance
Provider 1
C.Difficile

Descriptio
on

Dementtia –
Estimate
ed
Diagnossis
Rates
IAPT Acccess

% diagnossis rate

Percentag
ge of patien
nts receivin
ng first
definitive ttreatment ffor cancer w
within two
months (6
62 days) of an urgent GP referra
al for
suspected
d cancer.
Percentag
ge of patien
nts receivin
ng first
definitive ttreatment ffor cancer w
within 62-d
days
of referral from an NHS Cancer Screening
Service.
Percentag
ge of patien
nts receivin
ng first
definitive ttreatment ffor cancer w
within 62-d
days
of a consu
ultant decission to upgrade their
priority sta
atus.
Category A calls resulting in an
n emergency
response arriving witthin 8 minu
utes – Red 1

Category A calls resulting in an
n emergency
response arriving witthin 8 minu
utes – Red 2

Category A calls resulting in an
n ambulancce
arriving att the scene
e within 19 minutes
Patients should be a
admitted, trransferred or
discharged
d within 4 hours
h
of th
heir arrival a
at an
A&E depa
artment
Number of C. difficile
e infectionss

IAPT Re
ecovery

IAPT acce
ess proporttion compa
ared to
estimated “need”
IAPT reco
overy rate

Mental H
Health
Access – IAPT
treatment within
18 Wee
eks
(% of to
otal)

The propo
ortion of pe
eople that w
wait 18 wee
eks
or less from referral to entering
g a course of
IAPT treattment against the num
mber of pe
eople
who finish
h a course of
o treatmen
nt in the
reporting p
period (95%
% by April 2016)
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Ref

Se
ection

Descriptio
on

Pllanning forr
20
015-16

Measure
e
Heading
g
Mental H
Health
Access – IAPT
course
commen
nces
within 6 Weeks
(% of to
otal)
Satisfacction at a
GP Pracctice

E.A.H.2.A.1

Pllanning forr
20
015-16

E.D.1

E.D.2

Pllanning forr
20
015-16

Satisfacction at a
Surgeryy

Satisfactio
on with the overall care received
d at
the surgerry

E.D.3..

Pllanning forr
20
015-16

Satisfacction
with acccess to
primary care

Satisfactio
on with acccessing prim
mary care

The propo
ortion of pe
eople that w
wait 6 weekks or
less from referral to entering a course of IAPT
treatment against the
e number o
of people who
w
finish a co
ourse of tre
eatment in tthe reportin
ng
period (75
5% by Aprill 2016)
Satisfactio
on with the quality of consultatio
on at
the GP pra
actice
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Eastern Cheshire 5 year rolling transformation plan –from vision to delivery
Case for Change (public)
Leadership (V&V)

Principles & Ambitions

Commissioning Framework ‐
Procurement

Case for Change (internal)
CI ‐ Phase 1

Community
Services
(£18.7M)

All Hospital
Services
(127.1M)

Demand &activity modelling

Providers – Direct Care (local or
Specialist Centre)
Provider – Integrated Care system
(Organisational form)

System
Leadership

Workforce & Cultural Transformation
System Enablers

Social Care
Services
(£55M)

Public Engagement & Consultation
Continuous improvement in operational productivity & delivery

2013

Empowered Person

Provider
Leadership

Derogation
Standards & Outcomes

Public health
(£2M)

CI ‐ Phase 3

Care Model Components

Mental Health
Services
(£15.3M)

Other
Healthcare
(£36.8M)

CI ‐ Phase 2

Integrated care services

Primary Care
plus
(£2M)

Commissioning
Leadership

Commissioning Framework ‐
Outcomes

Primary Care
(GMS/PMS)

(£45M)

Future Care
Model

Direct Care services
(local or specialised)

Current Care
Model
Prescribing
(£31.7M)

2014

2015
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2016

2017

2018

Vision: “Inspiring better health and Wellbeing”
Values: Working Together : Innovation : Quality : Investing Responsibility

New technologies
New 24/7
standards of care
Investment in
care closer to
home
Financial deficit
2013 Care Act
Co‐commissioning
of Primary Care
and Specialised

High Quality
Care
Integrated
care
Planned
pathways
Rapid
response
Appropriate
time in
hospital

•
•
•
•

How we will make a difference

Inequalities

Ambitions

Case for Change

Growing demand
for care services

Approach

Support for
Carers

Integrated Care

Easy Access

Specialist &
Direct Care

Delivering the
Caring Together
Ambitions

Quality Improvement

Empowered
person

•

•
•
•

•

•
•
•
•
•
•

•

Duty of care

Ageing population

Programmes

NHS 5 Year view

Development of Commissioning and Contracting Framework
Implementation of Caring Together Standards and Outcomes
Investment in Primary Care, Community & Mental Health Services
Quality, Innovation, Prevention and Productivity
Develop the capability of our CCG workforce and promote healthy lifestyles

•

•

•
•

Develop community team working, providing proactive case management, urgent rapid response
and specialist team/function for stroke rehabilitation and diabetes
Procure a range of enabling technologies to support the delivery of our ambitions (shared care
record, IP networking infrastructure, risk stratification tool and assistive technology to support
independence and self management)
Promote empowerment of the local population through improved information, communication and
self‐management techniques
Joint Implementation of Carer’s Strategy with Cheshire East Council and partners
Improving access to Primary Care Services
Development of community based ambulatory care sensitive services, including point of care
testing for Deep Vein Thrombosis and Community Pneumonia
Aligned with the NHS 5 year view models, and latest NICE guidance, undertake a formal review of
Maternity & Obstetric services
Complete a review of paediatric services to determine whether they meet best practice standards
Work collaboratively with the Greater Manchester Commissioners to progress the implementation
of Healthier Together programme ensuring the needs of the local population are met

Improve access to mental health services and patient outcomes with a specific focus on Child and
Adolescent Mental Health Services (CAMHS), Primary Mental Health, Dementia and Acute Mental
Health Services.
Promote appropriate access to emergency ambulance and Patient Transport Services
Continuously improve system efficiency and compliance against the NHS Constitution through an
active and innovative System Resilience Forum (SRG) including 7 day working
Introduce new standards to improve outcomes for patients with Sepsis and Acute Kidney injury
Continue work to reduce inappropriate antibiotic prescribing
Ensure our population can access best practice cancer care
Implement options to improve access to Ophthalmology, Dermatology, Gastroenterology, ensuring
care is delivered as locally as possible whilst meeting best practice standards.
Joint project with Cheshire East Council and NHS South Cheshire CCG to improve Learning Disability
services
Redesign and improve Funded Nursing Care, Continuing Healthcare and Complex Care services,
including supporting our care homes and domiciliary care providers to deliver the very best
standards of care
Expand our offer of Integrated Personal Commissioning (including Personal Health Budgets and
SEND Personal Budgets)
Improve our processes to ensure we maximise learning from patient and professional experiences
of services

Demonstrating our commitment to improving the experience, quality and outcomes of care for our local population
National Measures
Use Quality Premium Measures and
Constitutional Access Criteria
‐Mental Health
‐Sepsis & acute kidney
‐Antibiotic prescribing
‐Avoidable admissions

Local Priority Measures
• Use Quality Premium
‐Ambulatory Care sensitive conditions
‐Recovery from stroke
‐SRG: Delayed Transfers of Care
‐Cancelled Operations?
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Other local measures
• QIPP – (activity rates e.g. for Avoidable NEL)
‐ Access to screening and diagnostic services (parity of
esteem
‐Health related quality of life for people with long term
conditions.

Our Approach in 2015/16
• Development of a commissioning and contracting model for Eastern
Cheshire (NHS New Models of Care Programme)
–
–
–
–

How do we work with partner commissioners?
How do providers align themselves to deliver integrated care?
How do we contract for services?
What measures do we use to determine success and/or reward
providers – outcomes, activity levels, payment criteria etc

• Development of Primary and Community Care
– Reset our care system to be more community focused

• Using a process of shadow running where we use new ways of
commissioning/monitoring to assess the impact of our changes
• The need to focus on ensuring care is both effective and efficient
(QIPP)
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(£329.7M +/‐)

Integrated Care System – from vision to delivery
(Commissioning)
(£153.3 M +/‐)

Prescribing
(£31.7M)
Primary Care
(GMS/PMS)

(£24M)

Prescribing
(£31.7M)
Ambitions
& quality
standards

Other Primary
Care
(£21M)

(£24M)

Community
Services
(£16.5M)
Service
Mapping

ECT Urgent &
Medical Care
(£31.2M)

Other
Healthcare
(£34.9M)

ECT Out‐
patients
(medical)
(£15.3M)

Public health
(c£2M)

Demand &
activity
Modelling

New ICS Standards

Mental Health
Services
(£13.6M)

All Hospital
Services
(£127.1M)

Social Care
Services
(c£55M)

Permissions
Leadership
Transition stages

Other Primary
Care
(£21M)

Community
Services
(£18.7M)
Mental Health
Services
(£15.3M)

Primary Care
(GMS/PMS)

(£148M*)

Social Care
Services
(£TBC)

Caring
Together
Contract
(includes
preventative,
proactive, routine
and urgent care
across medical
specialties and
generalist/communi
ty settings)
(£81M)

Commissioning
Framework –
Outcomes
+/‐ Prescribing
(£31.7M)
+/ ‐ Primary Care
(GMS)
Commissioning
framework ‐
procurement

(£40M*)
* Based on investment &
Decommissioning assumptions

Public health
(£TBC)

2014/15

2015/16
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2016/17

Integrated Care
• Commissioning services which provide integrated
health and social care
• Carers Strategy implementation
• Start commissioning Services against a new “Caring
Together” community specification
– Stroke rehabilitation
– Short Term Assessment Integrated Recovery and
Rehabilitation Service (STAIRRS)
– Redesign and commissioning of diabetes care
– Ambulatory Care in the community

• Development of Primary Care services
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(£329.7M +/‐)

Direct Care System – from vision to delivery
(Commissioning)

Prescribing
(£31.7M)
Primary Care
(GMS/PMS)

(£92.9Mplus)
Ambitions &
quality
standards

Community
Services
(£2.2M)

Consultation
(SSCHE / HT)

£24M
Mental Health
Services (1.7M)

Primary Care
plus
(£21M)
Community
Services
(£18.7M)

Service
Mapping

Standards
compliance

Other
Healthcare
(£34.9M)
Social Care
Services
(c£55M)
Public health
(c£2M)

Other acute
Urgent &
Medical Care
(£19.7M)

Direct care – Local
provision
(£?)
Commissioning
Framework –
Outcomes

Other
Healthcare
(£53.2M)
Social Care
Services
(£TBC)

Demand &
activity
Modelling

Public health
(£TBC)

2014/15

Direct Care –
Regional Specialist
Centres
(£?)

Derogation process

All Acute
elective & Day
case
(£16.1M)

Mental Health
Services
(£15.3M)
All Hospital
Services
(127.1M)

(£105M*)

Commissioning
framework ‐
procurement

2015/16
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Other Health & Social
Care services
(£35‐50 M)
* Based on PBR tariff or
local tariff

2016/17

Specialist and Direct
Care
• Completion of the assessment of our local
services against best practice standards
• Development of our commissioning plans to
address any “non‐compliance” against these
standards
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Quality Improvement
• System Resilience – ensuring we deliver our statutory
duties
• Finalise completion of our mental health strategy:
– Primary/Community Mental Health
– Parity of Esteem
– Crisis Care Concardat

• Improving access to services
• Deliver national and locally defined patient care
quality/safety schemes
• Development of cancer services to continuously
improve patient outcomes
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Duty of Care
• Implement the regional procurement of NHS 111
• Improve the CCG capability in relation to
managing patient and professionals feedback
• Development of Continuing Healthcare processes
and Care standards in care home domiciliary
settings
• Progress our approach to Integrated Personal
Commissioning
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Next Steps
• Develop detailed project/ programme plans
for 2015‐16, to include:
– Programme/project content
– Key milestones
– Resource implications
– Identify key outcome and process measures to
assess progress
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GOVERNING BODY MEETING
25 February 2015
Paper Title

Agenda Item 3.1.3

Draft 2015/16 Financial Plan

Purpose of paper / report
To provide the Governing Body with an overview of the Draft 2015/16 Financial Plan
and seek their endorsement on the approach and methodology used in constructing
the Plan.

Key points
•
•
•
•
•

NHS Eastern Cheshire Clinical Commissioning Group (ECCCG) has received an uplift to
its allocation of 5.81%.
Covers all recurrent costs and identified pressures (recurrent and non recurrent).
Delivers NHS England’s business rules in full.
Key risks with the most notable being the national delay on the 2015/16 tariff for
providers.
Availability of limited non recurrent funding which can support the pump priming of
transformation initiatives.

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
Elizabeth Insley
Finance Manager

Date of Report

Niall O’Gara
Technical Accountant
13 February 2015
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1.

Executive Summary

1.1

This paper provides an initial overview of Eastern Cheshire Clinical Commissioning
Group’s (ECCCG’s) Draft Financial Plan for the 2015/16 financial year.

1.2

It is acknowledged that this Financial Plan is work in progress and that the information
contained within this report is deemed as draft. NHS England’s planning guidance
requires Clinical Commissioning Groups (CCGs) to submit a final plan on 10 April
2015 following ECCCG Governing Body approval at the March 2015 meeting.

1.3

The financial position reflects a number of key assumptions, including publications that
have been released by NHS England during the previous 4-6 weeks:
• Uplift in allocation of 5.81%.
• Delivery of “Business Rules”.
• NHS England’s Operational Planning Guidance.

1.4

Table One provides an overview of the Draft 2015/16 Financial Plan.

Table One: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) Copy of
Table Three Draft 2015/16 Financial Plan
Recurrent
£000s
Allocation
Programme
Running Costs
BCF
2014/15 Surplus (To be Confirmed)
Sub Total
Expenditure
Programme
Running costs
BCF
Contingency
CHC Restitution
Programme Reserve
Sub Total
Surplus
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227,418
4,400
3,466
235,284

Non
Recurrent
£000s
5,831

£000s

191
6,022

233,249
4,400
3,466
191
241,306

1,203
1,209
1,171
3,583
2,439

226,793
4,400
3,466
1,203
1,209
1,796
238,867
2,439

226,793
4,400
3,466

625
235,284
-

Total

1.5

In creating the Financial Plan, the following approach has been adopted and will be
subject to refinement over oncoming months:
• 2014/15 Forecast Outturn
• Remove Non Recurrent Allocations/Expenditure
• Remove Non Recurrent Expenditure
• Recurrent Pressures/Developments
• Non Recurrent Pressures/Developments
• Business Rules (inc surplus of 1%)
• Tariff Deflator
• Growth Assumptions
• Quality, Innovation, Productivity and Prevention (QIPP)

1.6

Contained within the Financial Plan are some inherent risks and potential benefits to the
planning assumptions which, following clarification, may impact either positively or
adversely on the draft position. These are detailed within the report, although the most
significant risk is associated with the delays in agreeing the 2015/16 tariff changes for
providers.

1.7

Currently, this is factored in as per NHS England’s guidance of last year at a net
deflation of -0.8%. Whilst the outcome is not expected until April at the earliest, it does
add a degree of complexity in agreeing contracts with providers as well as ECCCG’s
Financial Plan.

1.8

The materiality is significant as for every 0.1% change to the net tariff, the plans would
need to be adjusted by +/-£180k. This would inevitably increase or decrease the
funding available for pump priming transformation as this is the only element that is
currently uncommitted, ie, a 0% deflator would add circa £1.4m to our costs.

2.

Recommendation(s)

2.1

The Governing Body is asked to consider and endorse:
• The approach and methodology used in constructing the 2015/16 Draft Financial
Plan
• The delivery of a 1% surplus in line with NHS England’s business rules for
CCGs.
• Ongoing refinement of the Finance Plan, acknowledging that this will impact on
the level of non recurrent resources available for pump priming transformation.

3.

Reasons for Recommendation(s)

3.1

The recommendations are aimed to seek the Governing Body’s support for refining
the 2015/16 Draft Financial Plan and agreeing the underpinning methodology that
supports its creation.
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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 draft Financial Plan is prepared by the Chief Finance Officer to ensure the
Governing Body is engaged and influences and informs how it prioritises and allocates
ECCCG’s available resources within the 2015/16 financial year.

7.

Finance

7.1

Not applicable.

8.

Quality and Patient Experience

8.1

Not applicable.

9.

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

9.1

Not applicable.

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 this
report and the future publication of the final 2015/16 Financial Plan 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
13 February 2015
01625 663456
Alex.mitchell@nhs.net
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15.

Glossary of Terms

BCF
CAMHS
ECCCG
GPIT
JSNA
LDIP
QIPP

16.

Better Care Fund
Child & Adult Mental Health Service
NHS Eastern Cheshire Clinical Commissioning Group
GP Information Technology
Joint Strategic Needs Assessment
Local Delivery Improvement Plan
Quality, Innovation, Productivity & Prevention

Appendices

N/A

Prior Committee Approval / Link to other Committees
Not applicable.

CCG 5 Year Strategic Plan programme of work this report is linked to 
Caring Together
Quality Improvement


Mental Health & Alcohol

Other

CCG 5 Year Strategic Plan ambitions addressed by this report 
Increase the number of our citizens 
Increase the proportion of older people 
having a positive experience of care
Reduce the inequalities in health
and social care across Eastern
Cheshire
Ensure our citizens access care to
the highest standard and are
protected from avoidable harm



Ensure that all those living in
Eastern
Cheshire
should
be
supported by new, better integrated
community services



living independently at home and who
feel supported to manage their condition
Improve the health-related quality of life
of our citizens with one or more long
term conditions, including mental health
conditions
Secure additional years of life for the
citizens of Eastern Cheshire with
treatable mental and physical health
conditions

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

Finance
Equality

Quality & Patient Experience
Staff / Workforce

Legal
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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
Respect and dignity
Commitment to quality of care



Compassion
Improving lives
Everyone counts
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Draft 2015/16 Financial Plan
1.

Clinical Commissioning Group (CCG) Allocations

1.1
1.1.1

NHS England Funding
Following the announcement in the Autumn (2014) Statement, £1.98bn of additional
investment has been identified for NHS England in 2015/16.

1.1.2

The funding not only covers CCGs but also Primary Care and Specialised
Commissioning. The deployment of the additional investment is aimed to deliver the
following objectives:
• £200m Transformation Fund – help gain momentum in the implementation of
the 5 Year Forward View Strategy.
• £250m Primary Care investment programme – first year of £1bn investment in
primary and community infrastructure covering 4 years.
• £80m Parity of Esteem between Mental Health and Physical Health.
• Support pace of change options for CCGs which are more than 5% away from
their target allocation.
• Eliminate the structural deficit within Specialised Commissioning.
• £400m for Systems Resilience.

1.2
1.2.1

CCG Uplifts
The funding formula adopted by NHS England in 2013 remains in place with the
2015/16 allocations based on the following three principles:
• No CCG should receive less funding than was previously agreed in December
13 for the 2015/16 financial year.
• All CCGs should receive an uplift of at least 1.4% plus an allocation for Systems
Resilience funding.
• Remaining funding should be applied to accelerate the pace of change towards
target allocations (in particular those CCGs that are significantly under the
target).

1.3
1.3.1

CCG Future Responsibilities
Table One supports the current policy direction concerning the development of
Primary Care co-commissioning and the future devolution of Specialised
Commissioning to CCGs. Overall, it provides an overview of the potential size of the
CCG budget from 2016/17 onwards.
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Table One: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's)
Indicative Future Recurrent Allocations
Indicative Future Recurrent Allocations

2014/15
Recurrent
Allocations
£000s
220,441
4,907

Programme Spend
Running Costs
BCF Funding
CCG Funding
Primary Care - GPs *
Primary Care - Pharmacists, Opticians *
Specialised Commissioning*
Total Future Allocation
* Notional Allocations

1.4
1.4.1

225,348

225,348

2015/16
Recurrent
Allocations
£000s
233,249
4,400
3,466
241,115
24,367
21,041
48,133
334,656

ECCCG Allocation 2015/16
In line with the CCG allocation methodology approved by NHS England’s board in
December 2014, Table Two is an extract of ECCCG’s notified allocation relating to the
Programme Spend only.

Table Two: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) 2015/16
Allocations for Programme Spend
Year

2014/15

Population

000
205,423

Uplift
2015/16

Programme
Allocation
£000s
220,441

Allocation
Per
Head
£'s
1,073

Target
Allocation

Distance
From
Target

£'s
1,145

-5.49%

1,178

-4.10%

5.81% (12.8M)
206,440

233,249

1,130

1.4.2 Table Two summarises the uplift awarded for 2015/16 and the corresponding impact
on our Distance from Target to our notional allocation. Whilst ECCCG has benefited by
the accelerated pace of change, it still remains 4.1% below its notional target allocation
which equates to circa £9.6m on the 2015/16 baseline. It is unclear on the approach to
be adopted by NHS England in future years to close this gap and will be dependent
upon future funding settlements for NHS England.
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1.4.3 The minimum uplift received by approximately one third of all CCGs was 1.94% which
covered both the previously notified minimum uplift of 1.4% and circa 0.54% for
Systems Resilience.

2.

2015/16 Financial Plan Headlines

2.1
2.1.1

Timescales
The 2015/16 planning process follows a strict timetable that has been published by
NHS England. The key submission dates are as follows:
• 13 January 15 – Headline Plan
• 27 February 15 – Full Draft Plan
• 25 March 15 – Plan to ECCCG Governing Body
• 10 April 15 – Final Plan

2.2
2.2.1

2015/16 Financial Summary
The draft Financial Plan for 2015/16 is built up from existing commitments plus
anticipated growth on contracts and other areas of spend for next year. Table Three
provides an overview of ECCCG’s Draft Financial Plan for 2015/16.

Table Three: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) Draft
2015/16 Financial Plan
Recurrent
£000s
Allocation
Programme
Running Costs
BCF
2014/15 Surplus (To be Confirmed)
Sub Total
Expenditure
Programme
Running costs
BCF
Contingency
CHC Restitution
Programme Reserve
Sub Total
Surplus
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227,418
4,400
3,466
235,284

Non
Recurrent
£000s
5,831

£000s

191
6,022

233,249
4,400
3,466
191
241,306

1,203
1,209
1,171
3,583
2,439

226,793
4,400
3,466
1,203
1,209
1,796
238,867
2,439

226,793
4,400
3,466

625
235,284
-

Total

2.2.2 Overall, the financial position has improved, although it is acknowledged that ECCCG
still remains below its notional target allocation. Overall, the settlement for 2015/16
enables ECCCG to deliver its recurrent expenditure 1, deliver the business rules and
have a small reserve available for pump priming any transformation initiatives.
2.2.3 As a reminder, the business rules set for CCGs are as follows:
•
•

Recurrent Expenditure
Business Rules
o Surplus
o Non Recurrent Headroom
o Contingency

Percentage of Allocation
97.5%
1.0%
1.0%
0.5%

2.3
Increase in Planned Expenditure from 2014/15 – 2015/16
2.3.1 In preparing the headline Financial Plan for 2015/16, Table Four highlights the increase
in planned expenditure (including surpluses and contingency) when comparing the
2014/15 forecast outturn with the 2015/16 Draft Plan.

Table Four: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's)
Increase from 2014/15 to 2015/16
£000s
229,632

2014/15 Forecast Outturn
Increase

11,674

Draft 2015/16 Financial Plan

241,306

2.3.2 Table 5 highlights the key areas that make up the overall increase of £11,674k in
setting the Draft 2015/16 Financial Plan. This is based on the approach outlined in
Section 3.0 and builds on the information utilised from the 5 Year Financial Plan
previously approved by the Governing Body. The assumptions also take into account
the latest NHS England planning guidance issued in December 14.

1

Based on 2014/15 forecast outturn and then revised in line with the methodology outlined within this paper.
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Table Five: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) Analysis of Increased Expenditure
from 2014/15 to 2015/16
£5m

£4m

Decrease
£3m
£2m

£1m

£1m

Increase
£2m
£3m

£4m

£5m

Non Recurrent Allocations / Spend
Non Recurrent Spend
Tariff Deflator (0.8%)
Demographic Growth
Non Demographic Growth
Recurrent Investments
Running Costs
QIPP
BCF
Non Recurrent Investments
Recurrent Reserves
Surplus

2.3.4 Included within the Draft 2015/16 Financial Plan are a number of resources that would
be available to support the delivery of the 2015/16 programmes of work. This is on the
assumption that the other budget headings would remain within their budget allocations
for the oncoming year, subject to finalising the plan based on latest information.
2.3.5 An overall approach is to align the majority of available funding to support the wider
transformation programme, recognising that all proposed transformation schemes will
have to be funded from this source. In particular, the Better Care Fund (BCF)
performance fund is dependent on the achievement of the performance metrics which
includes a 3.5% reduction in non-elective activity. It is more realistic that the wider
transformation programme will deliver a sustainable reduction in non-elective activity
and as such it would be sensible to utilise the funding as part of the wider
transformation initiatives. This is subject to agreement with Cheshire East Council in
adopting this approach.
2.3.6 Included in the recurrent investments within the Financial Plan is £600,000 relating to
the re-balancing of the Mental Health contract between Cheshire and Wirral Partnership
and the three CCGs which formerly were part of Central and Eastern Cheshire Primary
Care Trust. The investment in 2015/16 follows a funding shift between CCGs of
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£200,000 in 2014/15. This additional funding re-balances the funding to Cheshire and
Wirral Partnership from the three CCGs; it does not increase the overall level of funding
into the Mental Health Trust, nor does it increase the level of service provision available
to ECCCG patients.
2.3.7 Table Six summarises the funding streams within the Draft 2015/16 Financial Plan that
could be used to support any transformation pump priming initiatives that will be agreed
by ECCCG’s Governing Body.
Table Six: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) Potential
Funding Streams Available for Delivery of 2015/16 Programmes of Work
Recurrent
£000s
625

Reserves
Non Recurrent Reserves
Contingency
Sub Total

625

BCF Performance Fund
Slippage on:
CHC Restitution
Recurrent Pressures
Tariff Deflator
Internal Pressures
Total

625

Non
Recurrent

Total

£000s
1,086
1,203
2,289

£000s
625
1,086
1,203
2,914

1,114

1,114

Gain
Gain / Pressure
Pressure
Pressure
3,403

?
?
?
?
4,028

2.3.8 Within the Financial Plan are some inherent risks and benefits to the planning
assumptions which, following clarification, may impact either positively or adversely on
the funding available for transformation. These are detailed below and are primarily
due to uncertainty around:
• Finalising the opening baselines (based on 14/15 final outturn).
• Delays from NHS England and Monitor around tariff changes.
• Assumptions/approach being agreed by ECCCG’s Governing Body.
2.3.8.1

CHC Restitutions: The value reflected in the Financial Plan is based on the notified
2015/16 contribution levels plus the returned element from 2014/15. If the events in
2014/15 are repeated then this contribution may well decrease if the progress on
processing claims is not as planned.
•

Therefore, likely outturn would increase the Non Recurrent Reserve.
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2.3.8.2

Recurrent Pressures/Developments: It may be likely that the investment areas will
slip or be refined following Governing Body approval which reduces our
commitment.
•

2.3.8.3

Therefore, likely outturn would increase or decrease the Non Recurrent
Reserve.

Tariff Deflator: The current NHS England and Monitor guidance agrees the future
tariff adjustments for providers covering those procedures paid under Payment by
Results as well as blocked elements.
Monitor has recently undertaken a
consultation around the proposed 2015/16 changes to tariff; the outcome of which
was due in February 2015 but has now been delayed. This would have enabled
both commissioners and providers to plan accordingly and reflect the changes
within their financial plans.

2.3.8.3.1

Latest intelligence suggests that the tariff guidance is expected in April 2015; the
absence of any national guidance requires CCGs to agree an interim position
with their providers. It is anticipated that this will reflect the 2014/15 tariff
adjusted for a -0.8% reduction in line with original guidance.

2.3.8.3.2

The risk around this area is significant. If, for example, the tariff assumes no
reduction of -0.8%, ie, a status quo, then this would have a material impact on
our financial plans by increasing our recurrent expenditure with Providers by
circa £1.4m. The materiality is significant as for every 0.1% change to the net
tariff, the plans would need to be adjusted by +/-£180k.
•

2.3.8.4

Internal Pressures: It is difficult to accurately project forward all known pressures,
ie, flu epidemic, major incident, severity of next winter etc and as such it may be
prudent to retain some funding to cover such events.
•

2.3.8.5

Therefore, likely outturn would decrease the Non Recurrent Reserve.

Therefore, likely outturn would decrease the Non Recurrent Reserve.

Final 2014/15 Outturn: The 2015/16 contracts are proposed to be based on the
2014/15 final position. Therefore, there may be movement from the forecast outturn
position compared to the final position which would need to be reflected in the
Financial Plan.
•

Therefore, likely outturn would either increase / decrease the Non
Recurrent Reserve.
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3.

Methodology

3.1

The following key bullet points outline the methodology adopted in preparing the Draft
2015/16 Financial Plan. It is recognised that more information will be available for the
detailed 2015/16 Financial Plan due to be submitted at the March 2015 Governing
Body meeting.

3.2
Question:
The Governing Body is asked to consider if the following methodology is appropriate
in preparing the Draft 2015/16 Financial Plan?
3.3

Approach to Creating the Draft 2015/16 Financial Plan

3.3.1 2014/15 Forecast Outturn: Used to create the 2015/16 opening position for the
majority of expenditure. Notable exceptions are Running Costs and potentially
Prescribing.
3.3.2 Reduce Forecast Outturn: Adjust to reflect recurrent (ongoing) expenditure level.
3.3.2.1

Non Recurrent Allocations: During 2014/15, the following income was received by
ECCCG non recurrently (ie, one off). Within Table Seven, GP IT* is the exception
in that the GP IT budget transfer is permanent in nature, yet the income for ECCCG
has only been awarded non recurrently. It is expected that NHS England will correct
this in the future but for the moment the reduction in spend equals the reduction in
allocations.

Table Seven: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) Non
Recurrent Allocations
Non Recurrent Allocations Received in 2014/15
Systems Resilience Tranche 1
Systems Resilience Tranche 2
Systems Resilience Mental Health
Charge for Overseas Visitors
GP IT *
Referral to Treatment
Quality Premium
13/14 Surplus
Total

£000s
1,198
1,256
100
(174)
516
636
740
203
4,475

*See Section 3.3.2.1

3.3.2.2 Non Recurrent Expenditure: During 2014/15, the expenditure shown in Table Eight
was non recurrent in nature and on the whole will not be repeated next year, unless
approved as part of this Financial Plan.
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Table Eight: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) Non
Recurrent Expenditure
Non Recurrent Expenditure in 2014/15
Caring Together
Big White Wall
IAPT
Proactive Care Coordinators
Visyon
CAMHS
LDIP
Total

£000s
1,441
35
120
100
64
128
133
2,021

3.3.3 Recurrent Pressures/Developments: Table Nine shows a mixture of all known issues
along with NHS England’s mandatory requirements as part of the allocation settlement.
Table Nine: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's)
Recurrent Pressures
Recurrent Pressures
Local Requirement - New
Primary Care Pressure
Transfers from NHS England
Non Programme Costs re CHC staffing
Clinical Network Re-establishment

£000s
161
185
334
150

Local Requirement - Existing
NHS Property Services
CAMHS
NHS 111
Stroke Pathway
Stroke Early Supported Discharge
IAPT
IDVA in CEDAP
Autisms (ADHD)
IAPT Veterans
BIG White Wall
CWP - Increase contract to reflect usage
Sub Total

145
170
178
253
200
120
20
190
20
35
600
2,761

National Requirement
BCF performance fund
Systems Resilience
Sub Total

1,114
1,198
2,312

Total

5,073
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3.3.4 Non Recurrent Pressures/Development: This is a mixture of local issues along with
NHS England’s mandatory requirements as part of the planning guidance as outlined in
Table Ten. Any remaining balance is consolidated into the Transformation Reserve.
3.3.4.1

Note: The previous fund known as the Local Delivery Improvement Plan (LDIP)
is no longer identified separately. This is on the basis that the areas of
investment agreed in 2014/15, ie, Child and Adult Mental Health Services
(CAMHS), are being made recurrent in nature with the balance consolidated into
the Transformation Reserve.

Table Ten: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) Non
Recurrent Funding
Non Recurrent Funding
Local Requirement
Visyon
Transformation Reserve
Sub Total

£'000s
85
1,086
1,171

National Requirement
CHC Restitution
Contingency (Part of Business Rules)
Sub Total

1,209
1,203
2,412

Total

3,583

3.3.5 Surplus: Following receipt of an uplift of 5.81%, NHS England guidance is expecting
ECCCG to comply with the business rules which includes a delivery of a 1% surplus.
3.3.5.1

Current policy is that this surplus is returned to the CCG in the following year to
spend on non recurrent areas.

3.3.5.2

The key question is whether ECCCG should either:
a) Deliver a 1% surplus?
b) Negotiate a reduced surplus in order to enhance its transformation
fund (dependent on tariff settlement and Vanguard application)?

3.3.6 Tariff Deflator: Based on existing NHS England planning guidance of a net deflator of
-0.8% (efficiency of -2.7% with inflation of 1.9%).
3.3.6.1

The key question is whether ECCCG should be more pessimistic around the
settlement in that it is likely to reduce. Therefore, should we assume a 0%
deflator or delay any investment decisions until the outcome is known?
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3.3.7 Overall Growth Assumptions: In line with ECCCG’s 5 Year Plan the growth
assumptions in Table Eleven have been extracted and utilised to predict future growth.
The assumptions cover two key areas and would be applied to the final opening
2015/16 plans.
• Demographic Growth 0.8% per annum (population increase as per NHS England
and Joint Strategic Needs Assessment (JSNA) projections).
• Non Demographic Growth 1.4% per annum (increase in costs arising from
changing demand, complexity of illness, contractual changes etc).
3.3.8 Table Eleven outlines the assumptions used across the following headings.
Table Eleven: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's)
Growth Assumptions
Area of Spend

Acute Contracts
Community Services
Mental Health Contracts
Continuing Healthcare
Funded Nursing Care
Prescribing*
Equivalent Budget £000s

Demographic
Non
Growth
Demographic
Growth
0.8%
1.4%
0.8%
1.4%
0.8%
1.4%
0.8%
5.0%
0.8%
5.0%
0.8%
3.0%
£1.638m
£4.562m

Total

2.2%
2.2%
2.2%
5.8%
5.8%
3.8%
£6.200m

Note * Under review and likely to reduce based on latest information to 3% overall

3.3.9

QIPP: In line with the initial 5 Year Plan we have utilised the original QIPP target of
£1.850m. This has been reduced by £0.6m based on the reduction of the Prescribing
non demographic uplift which was previously set at 5% per annum, and exceeded
expected increases in costs over oncoming years. This avoids the unnecessary step
of offsetting the 2% reduction against an artificially inflated QIPP target.

3.3.10 The resulting target of £1.25m remains a challenging QIPP target but one that focuses
on those opportunities that are not dependent on the wider system transformation, ie,
contract monitoring, reducing variations in referrals etc.
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GOVERNING BODY MEETING
25 February 2015
Paper Title

Agenda Item 3.2

Shared Service Arrangements for
Continuing Healthcare, Complex Care
and Funded Nursing Care

Purpose of paper / report
The purpose of the report is to provide the CCG Governing Body with an update on the
arrangements agreed by the CCGs of Cheshire and Wirral for the shared management of
Continuing Healthcare (CHC), Complex Care and Funded Nursing Care (FNC) Services.

Key points









The five CCGs of Cheshire and Wirral agreed to work collaboratively together to form a
new shared management arrangement for Continuing Healthcare (CHC), Funded
Nursing Care (FNC) and Complex Care services. This followed a due diligence process
which identified ongoing clinical and performance concerns related to the existing service
delivery from North West CSU (NWCSU).
A detailed transitional project has been managed by the CCGs, supported by Integral
Health Solutions, which has managed the transfer of this service from NWCSU. This
transfer was successfully completed on 1 February 2015. As part of this work a Target
Operating Model (TOM) was developed to describe the way the service will operate.
The TOM has been approved by the CCG’s Executive Committee and uploaded to the
CCG’s website.
A “Joint Committee” has been formed to manage the service and Terms of Reference
which comply with revised legislation allowing the formation of joint committees.
Whilst the service is now being managed by these joint CCG arrangements, there is a
considerable amount of ongoing work required to review and redesign existing policies
and procedures to improve the patient experience and support new workforce models.
A key aspect of the redesign work stream will be to engage and consult with
stakeholders, including service users, carers, CCG staff (including CHC staff) and other
interested stakeholders e.g. Cheshire East Council.

The Governing Body is asked to:
Approve
Ratify
Endorse



Decide
Note for information



Benefits / value to our population / communities
As the local population ages demand for Continuing Healthcare, Funded Nursing Care and
Complex Care increases and therefore improving the policies, procedures and workforce
capacity and capability becomes ever more important.
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Report Author
Neil Evans

Contributors
Sally Rogers

Commissioning Director

Lead Nurse Community and Safeguarding

Date of report

10 February 2015

Page 190 of 212

NHS ECCCG Governing Body Meeting 25 February 2015

Agenda Item 3.2

Shared Service Arrangements for
Continuing Healthcare, Complex Care
and Funded Nursing Care
1.

Executive Summary

1.1

As has been reported at previous Governing Body meetings, the five CCGs of
Cheshire and Wirral agreed to work collaboratively together to form a new shared
management arrangement for Continuing Healthcare (CHC), Funded Nursing Care
(FNC) and Complex Care. This followed a due diligence process which identified
ongoing clinical and performance concerns related to the existing service delivery
from North West CSU (NWCSU).

1.2

A detailed transitional project has been managed by the CCGs, supported by Integral
Health Solutions, which has managed the transfer of this service from NWCSU. This
transfer was successfully completed on 1 February 2015. As part of this work a
Target Operating Model (TOM) was developed to describe the way the service would
operate on 1 February. This model includes operational process and the relationship
between the five CCGs, including the role of the individual CCGs and that of the host
CCG: NHS South Cheshire CCG.

1.3

A “Joint Committee” has been formed to manage the service and Terms of Reference
developed which comply with revised legislation allowing the formation of joint
committees. This committee has commenced during February 2015 to oversee the
management of the new service. A robust operational management process is in
place to monitor performance of the service and respond to issues in an effective and
timely manner.

1.4

Whilst the service is now being managed by these joint CCG arrangements, there is
a considerable amount of ongoing work required to review and redesign existing
policies and procedures to improve the patient experience and support new
workforce models. NHS Eastern Cheshire CCG, through Sally Rogers, is leading a
project charged with developing the Vision and Future Model for the CHC service.
This Project will be running through to the summer of 2015.

1.5

A key aspect of the redesign work stream will be to engage and consult with
stakeholders, including service users, carers, staff and other interested stakeholders
e.g. Cheshire East Council.
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2.

Recommendation(s)
The ECCCG Governing Body is asked to:

2.1

Note the formal transfer on 1st February 2015 of CHC, FNC and Complex Care
Services from North West CSU to the Cheshire and Wirral CCGs.

2.2

Note that NHS South Cheshire CCG is the host organisation for all CHC, FNC and
Complex Care Staff under TUPE agreements.

2.3

Note that on-going development of the services continue to be led by the CCGs and
a further report on new service model will be shared with all five CCGs through the
Joint Committee later in 2015.

2.4

Ratify the Terms of Reference for the Joint Committee across the five CCGs (Wirral
CCG, West Cheshire CCCG, South Cheshire CCG, Vale Royal CCG and Eastern
Cheshire CCG) (Appendix 1).

2.5

Note that the Target Operating Model (TOM) click here to view has been approved
by the CCG Executive Committee.

3.

Reasons for recommendations
The above recommendations are made on the basis of the following:
 The transfer of both CHC and Complex Care Services to CCGs took place
on 1st February 2015. The new shared management arrangements have been
described in the Target Operating Model which was developed by the five CCGs.

4.



All 5 CCGs will use and develop their skills to co-manage a joint service through
the new governance arrangements in place.



Further work is already underway to take develop the new “in-house” model. This
will be done on a pan-Cheshire and Wirral footprint to ensure consistency, high
clinical standards and application of best practice national protocols and practices
whilst recognising the need for a degree of local flexibility

Peer Group Area / Town Area Affected
All

5.

Population affected
All
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6.

Context

6.1

In the summer of 2014, Integral Health Solutions was commissioned by the CCGs of
Cheshire and Wirral to undertake a Due Diligence Review of the operation by North
West Commissioning Support Unit (NWCSU) of Continuing Healthcare (CHC), Funded
Nursing Care (FNC) and Complex Care services. This confirmed the concerns of all
Cheshire and Wirral CCGs that there were significant risks with the CHC, FNC and
complex care services provided by NWCSU. It was determined that services were not
delivering to the required national standards. CCGs therefore agreed that there was
an urgent need to re-commission the CHC service. Despite efforts by all CCGs to
invest in additional resources (staff members), the services had continued to
underperform resulting in a deterioration of the service offered to the CCGs’
populations.

6.2

Collectively the five CCGs across the Cheshire and Wirral footprint formally agreed to
jointly manage the services with staff hosted by NHS South Cheshire CCG.

6.3

Following the production of the Due Diligence Review in summer 2014, discussions
were held between the CCGs, NWCSU and NHS England with due regard to the
process set out in NHS England Guidance in relation to the requirement to produce a
business case to support the transfer of services from CSUs to an in-house (CCG)
model.

6.4

Having reviewed this requirement at length, the CCGs concluded that in this situation,
because of the level of risk identified with the current service, the requirement to
produce a business case would be negated. The Due Diligence Review clearly set out
the case for change and the level of risk associated with the current service provision.
Therefore, as a result of the findings of this work, CCGs had no option other than to
re-commission CHC, FNC and complex care services to an in-house model that would
enable them to stabilise the service and address the issues of risk highlighted in the
report.

6.5

On 24th September 2014, and again on 10th October 2014, the North West CSU was
formally notified of this intention, based on service failure, and lack of executive
strategic and clinical leadership. In October 2014 NHS England was formally notified
of the intention of all five CCGs.

6.6

Following further correspondence with NWCSU and NHS England, a further meeting
was held with NHS England on 19th January 2015. Subsequent to this discussion,
documentation was supplied to NHS England to provide assurance about the process
undertaken by CCGs to inform NWCSU about service failure of the CHC, FNC
and complex care services, and the intention to transfer these services on
1st February 2015. The Due Diligence Review report, the Target Operating Model
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and the Terms of reference for the Joint Committee were supplied to the NHS England
Director of Commissioning and the Director of Finance during the week of
19th January 2015.
6.7

A further challenge to this process was received, following further guidance from
NHS England. CCGs carefully considered whether to issue a formal breach of
contract notice to the CSU. At an Executive-to-Executive meeting with the CSU in
October 2014 this was discussed with the CSU team. We were alerted to the fact
that issuing such a notice could have a detrimental effect on the CSU’s Lead
Provider Framework (LPF) status. Following further discussion between the CCG
Accountable Officers, it was agreed, as an act of good faith, that a breach of contract
notice would not be issued so as not to jeopardise the CSU’s LPF status, but that the
process to transfer the services to the CCGs would continue.

6.8

On 23rd January 2015 NWCSU were informed that they had been unsuccessful in
securing a place on the Lead Provider Framework. Whilst the CSU had been
successful on Lot 2b (Continuing Healthcare) they were unsuccessful on Lots 1 and
2a which represent over 90% of the work they currently do. In effect, this means that
the CSU will be unable to bid for work through the NHS England Lead Provider
Framework so will ultimately need to find alternative arrangements for the delivery of
the commissioning support they currently provide.
It is the view of the CCGs that this decision further supports the case for the transfer
of these services from the CSU to an in-house model. We will need to understand,
over the coming weeks, the implication of this decision for those services that remain
within the CSU and also the implications for those staff.

6.9

Since October 2014, the comprehensive task of transferring these services has been
under way across Cheshire and Wirral utilising clinical leadership across the CCGs
and the expertise of Lead Officers. For NHS Eastern Cheshire CCG the operational
work has been led by Neil Evans, the clinical work by Sally Rogers and the financial
work by Niall O’Gara.
6.9.1

CHC Steering Group – this group was established in July 2014 including
representatives from all Cheshire and Wirral CCGs. This will iterate into the
Joint Committee from 1st February 2015. Terms of Reference are attached
(Appendix 1); the Steering Group is currently chaired by NHS Eastern
Cheshire CCG but a new Chair will be nominated at the inaugural meeting
on 11th February 2015.

6.9.2

Operational and Transitional Group – this group was established to
manage CHC operational issues across the Cheshire and Wirral
footprint and to manage any transitional issues prior to service transfer
on 1st February 2015. It is currently chaired by NHS South Cheshire CCG
and attended by representatives from all five CCGs and NWCSU. This will
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iterate into an Operational Group from 1st February 2015 and will be chaired
by NHS South Cheshire CCG as host for the new service.
6.9.3

HR and TUPE sub-group – this was established to ensure all HR and legal
requirements for the transfer of staff were completed. This included the
management of all staff engagement and formal consultation processes.
This group is chaired by NHS South Cheshire CCG and is supported by
NWCSU. It is expected that this group will cease to exist post 1st
February 2015.

6.9.4

Clinical workforce redesign sub-group – this group is chaired by Fiona Field
from NHS South Cheshire CCG, and supported by Integral Health Solutions
(IHS). The remit of this group is to shape and provide subject matter
expertise around the evolving interim workforce model and opportunities for
workforce redesign. The remit of this group will conclude during
February 2015.

6.9.5

Finance sub-group – this group is chaired by NHS South Cheshire CCG and
has been established to consider the current costs of running the existing
CHC service and forecast the probable reduced costs of taking the services
“in-house”. This work will also incorporate the potential costs of the transfer
including stranded costs with NWCSU. This work will continue for a short
time post transfer but should become subsumed into the on-going Joint
Committee and Operational Group.

6.9.6

Clinical and quality service redesign group – this has been established to
ensure the transfer of a clinically safe service and lead the development of a
future model of CHC and Complex Care for all CCGs. This has continued
“post transfer” into implementation of new ways of working. It is clinically led
by all CCGs, (chaired by Sally Rogers from NHS Eastern Cheshire CCG) and
attended by the Lead and Executive Nurses from the CCGs, Head of Service
and Locality Leads and supported by IHS. Work is being undertaken to:







Address current service deficiencies identified in the Due Diligence
Review
Incorporate examples of existing national good practice which have been
captured., To date the team has spoken to 15 other CHC providers to
learn from their experience and gain further insight into ”what a good CHC
service looks like”
Revise policies and procedures to ensure they are currently fit for
purpose; work continues to ensure they evolve in line with future needs.
Develop a competency framework to ensure a common and consistent
approach to professional development.’
Developa project plan; a high level version is attached (Appendix 2)
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6.9.7 Target Operating Model (TOM) sub-group – This group is led and chaired by
NHS South Cheshire CCG together with IHS. All five CCGs have participated
in the development of the interim TOM together with representatives from
NWCSU and the Head of Service. The TOM click here to view was formally
signed off by the CHC Steering Group on 23rd January 2015 and by NHS
Eastern Cheshire CCG’s Executive Committee on 18 th February 2015. The
TOM ensures a safe operating model and describes the new governance
arrangements for the transferred services for all CCGs.

6.10

Weekly teleconferences were held throughout October and November 2014 and
subsequently changed to meetings of working groups throughout November and
December. These ensured robust communications across the CCGs and hugely
assisted the required joint working across all five CCG’s.

6.11

The purpose of the TOM is to describe the way in which the service will function from
the 1st February 2015 and to create an interim Target Operating Model which has:






6.12

Described the ‘Transition’ of Services from NWCSU to CCGs on 1st February 2015
Informed the development of ‘Efficiency Opportunities’ and initial ’Workforce ReDesign’
Ensured ‘Service Stabilisation’ prior to full scale service re-design in stage three of
this transformation process
Acted as a focus for full scale ‘Service Improvement and the re-design of CHC and
Complex Care Services’ once the services have transferred
Enabled the CCGs to measure the success of the services that they have
transferred and the CHC and Complex Care service as a whole.
The TOM identifies the following success factors within it:









All CHC National Framework requirements will be met (and exceeded)
Each patient in receipt of a CHC package of care can be assured there is robust
quality and safeguarding in place such that they are protected and provided with
the optimum level of care possible.
All providers should have a robust commercial contract underpinning the services
commissioned for individual patients.
All staff will receive and undertake all statutory and mandatory training deemed
necessary and ensure effective Continuous Professional Development is regularly
assessed.
The costs of providing the CHC service across the footprint will be less than or
equal to the existing cost of the NWCSU service provided.
Clinical governance will be effectively deployed across the localities and robustly
managed.
Efficiencies and synergies through the locality-based model in the way CHC
services are delivered. Savings made will be reinvested in the frontline services if
at all possible.

Page 196 of 212

NHS ECCCG Governing Body Meeting 25 February 2015

Agenda Item 3.2



The basic service components of a CHC and Complex Care Service (children’s,
mental health, learning disability and physical disability) consists of the three key
service areas highlighted, underpinned by the 4 governance and control areas.

6.12

Cheshire and Wirral CCGs collectively share the responsibility for CHC, FNC and
Complex Care Services, from 1st February 2015, via a formal Joint Committee of the
CCGs. The Joint Committee will be accountable to individual CCGs for the
performance and delivery of the service through the CHC management team,
transferred to CCGs as part of the new arrangements. It is expected that the
accountability by the Joint Committee will support the stated ambition to manage the
service as a collective with consistent policies, standards and protocols across the
footprint.

6.13

The component parts of the end-to-end CHC and Complex Care commissioning
support service will be provided by:




6.15

A CHC and Complex Care Senior Management Team, including the transferring
Head of Service, who will be directly accountable to the proposed CCG Joint
Committee
The Host CCG (NHS South Cheshire);
An Individual CCG locality level (Eastern Cheshire, South Cheshire / Vale Royal
combined, West Cheshire and Wirral).

NHS South Cheshire CCG, as the host of the service, will:


employ all of the staff transferred to CCGs as part of the new service. This will
include managing all of the statutory responsibilities expected as an employer e.g.
contract management and payment of salaries, sickness absence, training and
personal development, line management and supervision, health and safety. NB
Currently South Cheshire CCG obtains HR support through NW CSU



manage the transferring Head of CHC/ Complex Services who in turn will be
responsible for the management of the Cheshire & Wirral, CHC and Complex Care
Commissioning Support Service



co-ordinate the co-production of performance/ management reports, new policies,
internal/ external communication, etc. by the CCGs and NWCSU



manage all assets - with explicit agreement of budget contributions from CCGs and
risk share included in TOR for Joint Committee – as will be the case for all aspects
of the hosting arrangements



manage any (CCG) pooled budgets that will be required to operate the service
model. The absolute minimum requirement will be for a pooled budget to cover
staff costs and their HR management. Other pooled elements would depend on the
final operating model and South Cheshire CCG’s finally defined role. The CHC
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Finance Leads Group will be responsible for determining the financial adjustments
and pooled budget arrangements that will be required to support this decision.
6.16

The locally based CHC teams in the CCGs will be line managed by the senior
management team, reporting directly to the Joint Committee. The teams will work to
consistent policies, standards and protocols to provide the following component parts
of the service:
 Administration of referrals
 CHC-led Case Management and participation in Multi Disciplinary Team
Meetings
 Co-ordination of CHC / FNC Panel and Decision on Eligibility
 Commissioning of Care for Individual Patients
 Personal Health Budgets (PHB): Devising of Care Plan and Budget
 PHB: Brokerage of Care, alongside a service level agreement with the
Cheshire Centre for Independent Living
 Clinical Review of Continued Eligibility for Care
 Accounting and Financial Control
 Management of key stakeholders in order to establish common ways of
working with respective colleagues in a separate locality who may have the
same or similar interfaces – in order to achieve consistency in approach.

6.17

On behalf of all the CCGs, NHS South Cheshire CCG will manage one service level
agreement with NWCSU for a limited number of retained services (NB subject to
further developments following the Lead Provider Framework announcement):




6.18

It has been agreed that the additional services in the TUPE transfer arrangements
that support CHC and Complex Care are:




6.19

Commercial Contract Management;
Patient Data Systems – Broadcare;
Pre 1/4/2013 Previously Unassessed Periods of Care Case Management.

Quality and Safeguarding – to be ‘divided’ to reflect CCG boundaries and
Local Authority area. The redesign will link into current CCG quality teams
and arrangements with local authorities for safeguarding and will be based on
“fair shares”;
Complaints and Disputes Resolution – The two existing complaints and
resolution posts have been transferred to the shared service and will continue
to directly support the CHC and Complex Care teams

Complex Care Teams will be provided across the Cheshire and Wirral footprint and
the siting of the various disciplines (Mental Health, Learning and Development,
Physical Disability, Children’s) will be based in different sites depending on the
demand / volume of activity for each area of specialism. Numbers and contact points
will be communicated across the footprint for any referrals (both in and out of area)
for a specific area of complex specialism.
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7

Finance

7.1

The financial impacts of the service transfer are still being negotiated with NWCSU
as part of the application of NHS England rules in relation to CSU “stranded costs”.

7.2

The new service is being designed to fall within the existing cost envelope and any
additional costs of managing the service would follow a business case approval
process in line with the existing CCG governance arrangements

8.

Quality and Patient Experience

8.1

The TOM contains a range of measures designed to measure and improve the care
received by service users.

8.2

The Clinical and Quality Service Redesign work stream is in the process of
undertaking a review of best practice evidence in order to implement improvements
to the existing delivery model. This includes a full review of workforce and also the
delivery model. Any future service will be modelled around the patient.

8.3

The cross-CCG work includes development of more robust strategies and policies to
clarify how services are commissioned, including the effective use of Personal Health
Budgets to commission care.

9.

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

9.1

All CHC, FNC and Complex Care teams across the 5 CCGs have been closely
involved and are participating in engagement / development workshops and working
groups with CCG Leads from November 2014 to present day.

9.2

The planning for the Clinical and Quality Service Redesign includes mapping of
stakeholders who need to be consulted, this includes public, patients, carers, existing
staff, voluntary sector services and Local Authority staff who interface with CHC and
complex care services. A variety of involvement methods will be used in order to
maximise engagement of all stakeholders to include graphics and video recordings.

10.

Equality
As existing processes and policies are developed to adjust the current operating
model, equality impact assessments will be completed

11.

Legal

11.1

The CCG has engaged widely with NHS England in order to ensure compliance with
expectations in relation to decommissioning CSU services. The CCGs have assessed
that the due diligence process and findings comply with this requirement.

11.2

As part of the transfer the CCGs have fully engaged with staff in order to ensure
compliance with TUPE legislation
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12

Communication

12.1

As part of the transition plan stakeholders have been informed of the change in
management arrangements. As the actual teams delivering the service have not
changed, the materiality of the change to service users and stakeholders is currently
limited.

12.2

The Clinical and Quality Service Redesign work stream will widely communicate the
outcomes of consultation with stakeholders and ensure robust communication of
changes to policies and procedures

13

Access to further information
For further information relating to this report contact:

Name
Designation
Date
Telephone
Email

14.

Glossary of Terms
CCG
CHC
CSU
FNC
HR
IHS
IT
NWCSU
PHB
TOM
TUPE

1
2

Neil Evans
Director of Commissioning
10 February 2015
01625663469
neilevans@nhs.net

Clinical Commissioning Group
NHS Continuing Health Care1
Commissioning Support Unit
NHS Funded Nursing Care2
Human Resources
Integral Health Solutions
Information Technology
North West Commissioning Support Unit
Personal health Budget
Target Operating Model : description of the way the service will
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Prior Committee Approval / Link to other Committees
Governing Body Meeting 26 November 2014 – Item 2.4

CCG 5 Year Strategic Plan programme of work this report is linked to 
Caring Together
Quality Improvement

Mental Health & Alcohol

Other

CCG 5 Year Strategic Plan ambitions addressed by this report 
Increase the number of our citizens 
Increase the proportion of older people 
having a positive experience of care
Reduce the inequalities in health
and social care across Eastern
Cheshire



Ensure our citizens access care to
the highest standard and are
protected from avoidable harm



living independently at home and who
feel supported to manage their condition
Improve the health-related quality of life
of our citizens with one or more long
term conditions, including mental health
conditions
Secure additional years of life for the
citizens of Eastern Cheshire with
treatable mental and physical health
conditions





Ensure that all those living in
Eastern
Cheshire
should
be
supported by new, better integrated
community services

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
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Cheshire & Wirral CCGs
Joint Committee for Continuing Health Care,
Funded Nursing Care & Complex Care
Final Terms of Reference

Agreed by Cheshire & Wirral CCGs CHC, FNC & Complex
Care Steering Group on 23 January 2015
Version 1.3
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Introduction
1. Due to the passing of a Legislative Reform Order (2014/2436) (“LRO”), by parliament (1/10/14), CCGs can now
form a Joint Committee with one or more CCGs - see (www.england.nhs.uk/wpcontent/uploads/2014/09/lett-on-lro.pdf).
2. The National Health Service Act 2006 (as amended) (“NHS Act”) provides, at section 14Z9, that a CCG’s
functions may be exercised jointly with other CCGs, and that functions exercised jointly in accordance with
that section may be exercised by a joint committee of the CCGs concerned. Section 14Z9 of the NHS Act
further provides that arrangements made under that section may be on such terms and conditions as may be
agreed between the CCGs involved in the Joint Committee.
3. The following CCG Governing Bodies have amended their Constitutions to allow the formation of a Joint
Committee to cover their ‘commissioning arrangements for Continuing Health Care (CHC), Funded Nursing
Care (FNC) & Complex Health.






Eastern Cheshire CCG
South Cheshire CCG
Vale Royal CCG
West Cheshire CCG
Wirral CCG.

4. The liability of each CCG to carry out its functions will not be affected where they enter the joint
commissioning arrangements described above. The Joint Committee will be responsible for overseeing the
management of the Cheshire & Wirral CHC, FNC & Complex Care Commissioning Service Function. It will not
be responsible for setting or managing individual CCG allocations/ budgets for these service areas.
5. The Terms of Reference and scheme of delegation described in this document are based on NHS England
guidance (November 2014) to CCGs on the establishment of primary care co-commissioning arrangements
(www.england.nhs.uk/commissioning/pc-co-comms/), which included standard template documents for the
implementation of Joint Committees, developed in conjunction with NHS England Lawyers - Capsticks
Solicitors.

Role & Function of the Cheshire & Wirral CCGs Joint Committee for CHC, FNC & Complex Care
6. The role of the CCG Joint Committee shall be to carry out the functions relating to the commissioning of
Continuing Health Care, Funded Nursing Care and Complex Health Care identified in the National Health
Service Act 2006 (as amended) under the Legislative Reform Order (2014/2436) passed by parliament and in
line with the National Framework for NHS Continuing Healthcare and NHS-funded Nursing Care (2012)1.
7. This includes the following activities for CHC, FNC and Complex Care (Children’s, Mental Health, Learning
Disability and Physical Disability):




1

Referral Management, Clinical Assessment, Eligibility for Care and Case Management including review of
packages of care previously commissioned by the service
Individual Patient Commissioning including Personal Health Budgets (PHBs)
Provider Contract Management.

Delayed discharges directions added 1/11/2013 and Equality Analysis document added 12/4/13
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8. Four governance and control functions support the full service:





Clinical Governance including Quality Assurance, Safeguarding and Provider Monitoring
Data Assurance and Data System Management
Performance Management, Professional Development and Reporting
Accounting and financial control.

9. In addition, three discrete activities – ‘Disputes on Eligibility Decisions’, ‘Previously Unassessed Period of Care’
(PUPoC - post 1/4/13) and ‘Complaints’ have been factored into the Target Operating Model that details the
key components of this service.
10. In performing its role the CCG Joint Committee will exercise its management of all the service components
identified in paragraphs 13, 14 and 15 in accordance with the Target Operating Model, which will sit alongside
these terms of reference. The functions of the Joint Committee will therefore include the following elements:


Agreeing the planning assumptions that will be used to underpin the management of the service including
quality, financial, workforce, training, supervision, scope of activity and operating model considerations



Agreeing and reviewing operating policies and procedures



Reviewing and updating how the parties will work together in the operating model to carry out the
commissioning of these services including:
o The duties and responsibilities of the parties
o How risk (clinical, financial, reputational) will be managed and apportioned between the parties
o Financial arrangements, including, payments towards the pooled fund2 that will be used to
support this service and management of that fund
o Contributions from the CCG parties, including details around assets, employees and equipment to
be used under the joint working arrangements



Carrying out needs assessments relating to the commissioning of CHC, FNC and Complex Care Services for
the geographical area in question



Undertaking service reviews and re-design as appropriate



Co-ordinating a common approach to the commissioning of CHC, FNC and Complex Care across the
geographical area in question as appropriate



Managing the CCG Pooled Budget for this service



Determining the Future Model for the Commissioning of CHC, FNC and Complex Care services
in Cheshire & Wirral, for implementation in the summer of 2015. Agreeing Future Model plans
and overseeing their implementation.



Making decisions to satisfy any legal requirements associated with the commissioning of CHC, FNC and
Complex Care Services and ensuring that Cheshire & Wirral CCGs are meeting the statutory requirements
of the National framework for NHS Continuing Healthcare and NHS Funded Nursing Care (2012)3.

2

The CCGs are establishing a pooled fund made up of contributions from the participating CCGs. This pooled fund will be used to make payments towards
expenditure incurred in the administration and management of this service.
3
Delayed discharges directions added 1/11/2013 and Equality Analysis document added 12/4/13.
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Geographical Coverage
11. The Joint Committee will comprise the following CCGs:






Eastern Cheshire CCG
South Cheshire CCG
Vale Royal CCG
West Cheshire CCG
Wirral CCG.

12. In effect it will jointly undertake NHS CCG functions for the commissioning of Continuing Health Care, Funded
Nursing Care and Complex Care services across Cheshire & Wirral.

Membership
13. The voting members of the Joint Committee shall comprise two Governing Body representatives from each of
the participating CCGs. For the avoidance of doubt the Joint Committee shall consist of voting representatives
as follows:






X2 Representatives (with at least one clinician) from Eastern Cheshire CCG Governing Body
X2 Representatives (with at least one clinician) from South Cheshire CCG Governing Body;
X2 Representatives (with at least one clinician) from Vale Royal CCG Governing Body
X2 Representatives (with at least one clinician) from West Cheshire CCG Governing Body
X2 Representatives (with at least one clinician) from Wirral CCG Governing Body.

14. The membership as set out above will meet the requirements of each member CCG’s constitution.
15. Any other individual may deputise for any Joint Committee Member provided that the relevant CCG has sent
a completed authorisation form to the Chair of the Committee in respect of such individual’s attendance to
arrive no later than the day before the relevant meeting. Any individual so authorised must be a member of
the CCGs Governing Body.
16. The Chair of the Joint Committee shall be a member of one of the Joint committee of CCGs. This role will be
rotated annually between CCGs to reflect the collaborative approach of the CCGs on the Joint Committee. The
Joint Committee will select a Chair and Vice-Chair at the first formal meeting of the Joint Committee
scheduled to take place on 11 February 2015. Due to their responsibilities as ‘Host CCG’ (see Target Operating
Model), the Chair of the Joint Committee will not be a member of South Cheshire CCG.
17. Membership of the Joint Committee will combine both Voting and Non-Voting members. Non-Voting
members of the Joint Committee represent other functions/parties/organisations or stakeholders who are
involved in the CHC, FNC & Complex Care service and will provide support and advice to the Voting members
on any proposals. Initially the Joint Committee shall also consist of Non-Voting representatives as follows:




Head of the Cheshire & Wirral CHC, FNC & Complex Care Service
Two Locality Manager Wirral CHC, FNC & Complex Care Service
A representative from the Cheshire, FNC & Wirral CHC & Complex Care Finance Leads Group.

18. A standing (Non-Voting) single invitation per organisation will be available to the three Local Authorities
providing Social Services in the Cheshire & Wirral area – with invitations to be facilitated by the geographically
relevant CCG organisation.
19. A standing (Non-Voting) single invitation will also be available for each of the three local Healthwatch
organisations – with invitations to be facilitated by the geographically relevant CCG organisation.
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20. Each CCG will consult their Local Authority, local Healthwatch organisation and providers on relevant matters
relating to the operation of the CHC, FNC & Complex Care Services commissioning support service overseen
by the Joint Committee.
21. The membership as set out above will meet the requirements of all of the CCG’s constitutions.

Meetings & Voting
22. The Joint Committee shall adopt the Standing Orders of South Cheshire CCG, as the ‘Host’ CCG as defined in
the Target Operating Model, insofar as they relate to the:






Notice of meetings
Handling of meetings
Agendas
Circulation of papers; and
Approach to Conflicts of Interest (in line with national guidance issued by NHS England).

23. The Joint Committee will make decisions within the bounds of its remit. The following decisions of the Joint
Committee shall be Category 1 Decisions:


To endorse the Business Case for the Future Model Cheshire & Wirral CHC, FNC & Complex Care
Commissioning Support Service, planned for implementation during the summer of 2015;



To reach a decision, following engagement with CCG Governing Boards and local stakeholders, on the
preferred option.

24. All other decisions of the Joint Committee shall be Category 2 Decisions, unless the Joint Committee
specifically and unanimously agrees that another issue should be considered as a Category 1 Decision.
25. Each member of the CCG Joint Committee shall have one vote. The CCG Joint Committee shall reach decisions
by (a simple majority of members present, but with the Chair having a second and deciding vote, if
necessary).The decisions of the Joint Committee shall be binding on all CCGs and will be published by the
CCGs in accordance with their local protocols and policies.
26. The quorum for a meeting of the Joint Committee shall be:


For a meeting at which a Category 1 Decision will be made, all of the voting members of the Joint
Committee must be in attendance or able to participate virtually by using video or telephone or web link
or other live and uninterrupted conferencing facilities.



For a meeting at which no Category 1 decisions will be made, as close to 75 % (in terms of whole
numbers) of the voting members of the Joint Committee (therefore 8 out of 10) are required to be in
attendance or able to participate virtually by using video or telephone or web link or other live and
uninterrupted conferencing facilities.

27. In the first month following the transition of the service from NW CSU (February 2015) two meetings of the
CCG Joint Committee will be held, thereafter they will be scheduled to take place on a monthly basis. Whilst
this is the case the Joint Committee shall meet at such times and places as the Chair may direct on giving
reasonable written notice to the members of the Joint Committee. Meetings will be scheduled by the
secretariat to ensure that they do not conflict with respective CCG Boards.
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28. Meetings of the Joint Committee shall not be open to the public unless the Joint Committee considers that it
would be in the public interest to permit members of the public to attend a meeting or part of a meeting.
29. Members of the Joint Committee have a collective responsibility for the operation of the Joint Committee.
They will participate in discussion, review evidence and provide objective expert input to the best of their
knowledge and ability, and endeavour to reach a collective view.
30. The Joint Committee may call additional experts to attend meetings on an ad hoc basis to inform discussions.
31. Members of the Joint Committee shall respect confidentiality requirements as set out in the Standing Orders
of South Cheshire CCG, referred to above, unless separate confidentiality requirements are set out for the
joint committee in which event these shall be observed.
32. In line with the Target Operating Model, South Cheshire CCG will be responsible for providing administrative
support to the Joint Committee. As such the secretariat to the Joint Committee will:







Co-ordinate the preparation of papers for each meeting which will be sent to Joint Committee members
no later than one week prior to each meeting. By exception, and only with the agreement of the Chair,
amendments to papers may be tabled before the meeting. Every effort will be made to circulate papers
to members earlier if possible.
Circulate the minutes and action notes of the committee with 5 working days of the meeting to all
members.
Co-ordinate the production of a monthly CHC, FNC & Complex Care Executive Summary Report which will
be circulated to each CCG’s Governance & Audit Committee for information. This should include Clinical
Quality information and as such should also be received by Quality & Performance Committees at each
CCG.
Co-ordinate the production of a CHC, FNC & Complex Care Annual Report for formal presentation to each
CCG’s Governing Board.

33. These terms of reference will be formally reviewed by the Joint committee after the first six months of its
operation and thereafter on an annual basis -from time to time they may also be amended by mutual
agreement to reflect the experience of the Joint Committee in fulfilling its functions and the wider experience
CCGs in the commissioning of CHC, FNC and Complex Care services.
[Signature provisions – to be inserted for formal signing at 1st meeting of the CCG Joint Committee, scheduled
for 11 February 2015]
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CHC Stage 3 – High Level Overview of Work stream Interdependencies
From Jan ‘15
January
‘15

February

Staff
TUPE

March

April

May

June

July

August

September

October

November

December

31/1

HR & Ops
Group

Ongoing Operational Issues and ‘Transition Activities’ & BAU Performance Monitoring
Consult
ation 15/10

Workforce

St. Grp Approved
Workforce
Redesign 11/2
Report

‘Critical Few’
Measures

TOM

TOM/Gov
Approved

23/1
Service Stabilisation Planning & Implementation (P1)
(Quick Wins & Priority Workforce/Clinical Recommendations)

Future Model
Option
Review &
Analysis
y

Future Vision & Model
Development
Engagement/Design
31/5
Events – High Level Plan

11/2

Business Case
Development

15/7

Informal BC
Reviews

Formal
Approvals

31/10

30/9

Plan &
31/10
Mobilise

Implementation
(P2 onwards)

Future
Model
Priority Policy changes
agreed in principle
Desktop TNA & Immediate
needs Delivered

Policy and Procedure Changes and Development – (impact of Model Changes and known gaps)

11/2

Intermediate Training Needs Delivered

Competency Framework Developed

Comms/
Engagement

30/6

31/3
31/5

Framework and Policy
Approvals

31/7

Ongoing consultation, engagement & involvement of CHC staff & key stakeholders as fundamental to
transitioning & improving the service
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Competency Framework Implemented &
Training Plans refreshed

