MEETING of the GOVERNING BODY
held in public
Wednesday 25 March 2015 at 9:00 am
Council Chamber
Macclesfield Town Hall
Chair: Dr Paul Bowen

AGENDA
8.45
Time

9.00

Arrival and coffee/tea
Agenda
Title / Description
No.

Speaker

Delivery &
Decision

1.

PRELIMINARY BUSINESS

1.1

Welcome
absence

for Paul Bowen

Verbal

1.2

Declaration of any interests Paul Bowen
relevant to the agenda items

Verbal

1.3

Notes from previous meeting Paul Bowen
held in public – February 2015

&

apologies

9.15

1.4

Public Speaking Time

9.25

1.5

Chief Officer Report

Jerry Hawker

Paper attached
For approval

Paper attached
For information

9.40

9.55
10.10

2.

STANDING ITEMS

2.1

Finance & Performance Report
Month

2.2
2.3

Governing
Framework

Body

Sub Committee
Reports

Alex Mitchell

Paper attached
For information

Assurance Alex Mitchell

Paper attached
For approval

Minutes

and

2.3.1 Governance and Audit Committee – no report this month

-

2.3.2 Remuneration Committee
- No report this month

-

-

2.3.3 Clinical Quality and Performance Gill Boston
Committee - March 2015

Paper attached
For information
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Time
10.20

10.25

10:40

10:50
11:10
11.30
11.45
11.55
12.05

12.25

Agenda
Title / Description
No.
2.4
Advisory Committee Reports

Speaker

Delivery &
Decision

2.4.1 Locality Management Meeting
– 6 March 2015

Paul Bowen

2.4.2 Eastern Cheshire HealthVoice
- No report this month

-

-

BREAK

BREAK

Paper attached
For information

BREAK

BREAK

3.

ITEMS FOR DISCUSSION

3.1

NHS Eastern Cheshire CCG Matthew
Primary (General Medical) Care Cunningham
Joint Commissioning Committee
Terms of Reference – final sign off

Paper attached

NHS Eastern
Quality Strategy

Paper attached

3.2
3.3
3.4
3.5
3.6
3.7

Cheshire

CCG Neil Evans

2015/2016 Annual Plan – update

For approval

For endorsement

Alex Mitchell &
Neil Evans

Paper attached

Better Care Fund – Section 75 Guy Kilminster
agreement
& Alex Mitchell

Paper attached

Business Case for the Integrated Dr Ian Hulme
Digital Care Record
& Alex Mitchell

Paper attached

Improving Access to General Sally Larvin
Ophthalmology Services
Caring for Carers: A Joint Strategy Jacki Wilkes
for Carers of all ages in Cheshire
East 2015–2018

Paper attached

4. CLOSING REMARKS

Paul Bowen

For approval
For endorsement
For approval
For approval

Paper attached
For endorsement

Verbal

CLOSE OF MEETING

DATE AND TIME OF NEXT GOVERNING BODY MEETING held in public:
Wednesday 29th April 2015
6.00-8.30 pm
Bridestone Suite, Congleton Town Hall
Followed by informal question and answer session 8.30-9.00 pm

Page 2 of 2

MEETING OF THE GOVERNING BODY held in public
Wednesday 25 February 2015 –12.45–16.00
Poynton Civic Centre

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

PRESENT
PRESENT
PRESENT
PRESENT
PRESENT
PRESENT
PRESENT
PRESENT
PRESENT
PRESENT (from during item
1.4 onwards)

PRESENT

PRESENT
PRESENT
PRESENT

IN ATTENDANCE
Fleur Blakeman
Hazel Burgess
Matthew Cunningham
Neil Evans
Jacki Wilkes

Director of Strategy & Transformation
Note taker
Corporate Services Manager
Commissioning Director
Associate Director of Commissioning

1.

PRELIMINARY BUSINESS

1.1

Welcome and apologies for absence
Dr Bowen opened the meeting and asked that if anybody had difficulty
hearing they should make this known.
He referenced a document called “The Changing Role of CCGs within
General Practice” which will be circulated to Governing Body members
and mentioned the news that Greater Manchester Council is to take on the
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health budget to commission integrated health and social care. He said he
was proud of NHS Eastern Cheshire CCG’s relationship with the public
and its continuing commitment to address questions on a monthly basis.
In addition to the opportunity to submit questions monthly for formal
response at the meetings held in public, there are bi-monthly informal
question and answer sessions at the end of meetings.

1.2

Declaration of any new interests
No new interests were declared.

1.3

Notes from previous meeting held in private – 28 January
2015
With a correction to the spelling of Mr Trevor Lerman’s surname, the
minutes of the meeting held on 28 January 2015 were approved as an
accurate record.

1.3.1

Matters arising from the Minutes
2.2.3 – At the Locality Management meeting in February Dr Bowen raised
the opportunity for practices to engage with their patients through the
Patient Participation Groups.
3.3.3 – access to dermatology; transitional arrangements for residents of
Poynton and Disley are referenced in the Risk Framework.

1.4

Public Speaking Time
Questions raised in advance of the meeting and the CCG’s responses are
attached as Appendix A.

1.5

Chief Officer Report

1.5.1

A decision on the success of bids to the New Models of Care programme
is expected on 25th or 26th February. If successful in being shortlisted, a
team from Eastern Cheshire will go to London next week for a ‘dragon’s
den’ interview. Time has been set aside on Friday 27th for preparation.

1.5.2

The North West Commissioning Support Unit, which provides services
to CCGs in the area, did not gaining accreditation on the Lead Provider
Framework. The Cheshire CCGs are sharing initial thoughts on how the
services might be obtained in future; options include collaboration on
procurement with the other CCGs. The Governing Body’s attention was
drawn to the risks in terms of potential destablisation of business
continuity, and additional resource required by the CCG to plan and reprocure the services affected, as listed in the Chief Officer Report.

1.5.2.1

Clarification was sought on the implications of the failure of the North West
Commissioning Support Unit (NWCSU) to be included on the lead provider
framework as a provider for some services.
Jerry Hawker explained that the NWCSU will be wound up. There is a
significant potential for redundancy but CSU staff might be transferred
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under protected employment rules (TUPE1’d) to new providers (including
possibly other CSUs). The CCGs currently receiving services from
NWCSU are going through a process of deciding on the best approach for
obtaining these services in future, taking into consideration what others are
planning, economies of scale and compliance against running costs.
1.5.2.2

Paul Bowen highlighted that Information technology (IT) services are one
of the elements which will have to be re-procured. The current provider
covers a wide geographic area and several organisations, including East
Cheshire NHS Trust. In addition to provision for the CCG management
support staff, the CCG will hold the budget for primary care IT and when
seeking a new provider must take into account the level of provision
required by general practice and the potential impact on patient care of
destabilisation of the service. There may be opportunities look for
innovation in a new enhanced service offering more interaction with the
public.
The Governing Body

1.5.3



Noted the implications of the changes to the North West
Commissioning Support Unit



Noted the recommendation that a risk to business continuity is
added to the CCG Assurance Framework

Primary care co-commissioning
Jerry Hawker summarised the request that the Governing Body approve
four amendments in the Terms of Reference of the Joint Committee for
Primary Care Co-Commissioning in line with the latest guidance from NHS
England. The original requirement had been for acceptance of new
guidance by 20th February but must be approved by the Governing Body.
The recommendations were discussed individually.

1.5.3.1

There were questions about whether the casting vote/veto for NHS
England, as statutory body for responsibility for primary care, would apply
after the move to full delegated responsibility for primary care.
It was clarified that once the CCG has delegated budget authority for
primary care, provided there are no legal implications around the Care Bill,
sign-off by NHS England would not be required if commissioning changes
are made to the way primary care is provided; authorisation by NHS
England would only be required if changes were made to the way the
budget was spent.
Concern was registered about important decisions being made by casting
vote.
The intention is that the Joint Committee will work by consensus but

1

Transferred of Undertakings (Protected Employment) regulations
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national guidance is that the organisation with statutory accountability must
have the overall decision making power and this must be adhered to. This
was accepted.
1.5.3.2

There were queries about the proposals for appointment of an
independent Chair and Vice Chair of the Joint Committee. It was
confirmed that agreement has been secured that the posts will be jointly
funded by the CCGs and NHS England. The appointment process will be
brought to the Remuneration Committee for a perspective on its openness
and transparency. The stipulation that the posts not be held by clinicians
is to ensure there are no conflict of interest issues. Guidance is that the
Chair and Vice Chair must be fully independent but the revised policy
giving NHS England a casting vote means that this is now less of an issue.
Expressions of interest will be sought from the CCGs’ Lay Members as
well as externally, bearing in mind the need to find candidates with suitable
experience and lack of conflict of interest issues for the roles.

1.5.3.3

It was noted that the likelihood is that all CCGs are moving towards taking
on fully delegated responsibilities for commissioning of primary care, and
establishing the Joint Committee and how it will operate, with the
Committee’s Terms of Reference being reviewed and refined as the
process develops, helps the establishment of robust processes to take
forward.

1.5.3.4

It was noted that NHS England is providing conflicts of interest training
aimed at Lay Patient and Public Involvement Governing Body members.
Concern was expressed that understanding of conflicts of interest is
central to everything the CCG does, that it is necessary for the Governing
Body members to be comfortable in their understanding of the issues, and
there had not yet been progress on establishing the proposed CCG Task
and Finish Group. Jerry Hawker and Alex Mitchell said that Capsticks will
provide training, with a development session and the Task and Finish
Group to work on the outcomes. The timing has not yet been confirmed.
With the request that the appointment conditions for the Chair and
Vice Chair be clarified, The Governing Body agreed the four
proposed revisions to the Terms of Reference of the Joint Committee
for Primary Care Co-Commissioning:





Statement that the Joint Committee should seek consensus
decisions wherever possible
Where a consensus decision cannot be reached the casting vote
will be made by the organisation for which the decision to
exercise affects the statutory functions of that organisation
Greater clarity that the role of the lay chair and lay vice chair must
be exercised by a non-clinician
The Chair and Vice Chair should be appointed independently of
the CCG and NHS England and jointly funded, to ensure complete
independence
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1.5.4

In answer to queries on TRICE (Transport and Rural Integration in
Cheshire East), it is expected that the outcome of the bid will be made
know in the next week; if successful the implementation period will be two
years.
The Governing Body
 Noted the contents of the Chief Office Report

2.

STANDING ITEMS

2.1

Finance & Performance Report
Month 10, as at 31 January 2015
Alex Mitchell highlighted the main points of the paper. This financial year
the CCG has spent just short of £193 million and is still in line to deliver a
small surplus of £190,000. There was no change to income this year. The
cash balance of £600,000 remains on target, and is expected to be less
than £150,000 by the end of the year, in line with national guidance.
The reserves for Local Delivery Implementation Plans and contract growth
have been released.

2.1.1

Alex Mitchell explained the technical constraints impacting performance on
the Better Payment Practice Code target and the steps being taken to
rectify this i.e. changing on the system the payment terms set at 0 days for
30–35 suppliers. If adjustment for this is made, the target of 98-99% is
being met.

2.1.2

There is a risk related to rescinding of funding allocated by NHS England
to reduce waiting lists. NHS England is reviewing results with a view to
seeking return of monies if results cannot be demonstrated. The targets
were achieved locally and Table Two-A in the report demonstrates where
just short of £1 million was spent. Performance is masked by the
postponement of planned operations due to recent pressures on Accident
& Emergency departments and delayed discharges. Discussions are
taking place with NHS England but the risk remains that some of the
funding may be withdrawn.

2.1.3

There was a query about rewards for general practices which had reduced
prescribing costs and appeals procedure for exceptional circumstances.
This scheme was constructed with the Local Medical Council on a Peer
Group basis; all practices in a peer group will receive payments if the peer
group has achieved target reductions overall. If the peer group did not
achieve the target overall, individual practices which did achieve
reductions will receive 50% of the payment. Neil Evans said that
exceptional cases such as a practice with a patient with very high cost
medication is written into the details of the scheme.

2.1.4

There was a query about the overspend against plan with the provider BMI
(Table Two-C). Neil Evans said that there was a significant increase in
referrals to private hospitals, driven by patients becoming more aware of
their right to the choice of being treated at a private hospital where waiting
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times are shorter.
The Governing Body noted
 The CCG is delivering a cumulative surplus of £137,000 as at
31 January 2015
 A year end surplus of £190,000 is forecast for year end
(31 March 2015)
 A review of Referral to Treat target achievement statistics
being undertaken by NHS England has a potential impact on
the forecast surplus

2.2

Governing Body Assurance Framework – February 2015
Alex Mitchell drew the attention of Governing Body members to the
updates to the Assurance Framework since the last meeting. Actions and
mitigations have been added to the risk on Caring Together, Dermatology
and Quality Assurance in care homes.
As mentioned during the Chief Officer Report, a new risk has been added :
potential disruption in the provision of key services to the CCG during
transition as a result of the failure of the North West Commissioning
Support Unit to gain accreditation on the Lead Provider Framework.
The Governance and Audit Committee tested out an approach to
monitoring risks on the framework by having two sessions on the risk on
quality of care in nursing homes during their recent meetings; committee
members found assurance of actions and mitigations provided by a subject
expert beneficial. The Committee has recommended this approach be
adopted at the Governing Body and requested a presentation by Jacki
Wilkes, Associate Director of Commissioning to present an overview of the
risks and mitigations of mental health services at today’s meeting.

2.2.1

Review of Mental Health Services Capacity Risk
Ms Wilkes showed a powerpoint presentation click here to view and began
by explaining that NHS Eastern Cheshire CCG inherited a historic
underfunding of mental health services. Over the past two years the CCG
has made ad hoc investments to alleviate pressures in the waiting lists in
response to concerns around self-harm and suicides. The CCG is now
working towards planning and commissioning a robust service.
The Child and Adult Mental Health Service (CAMHS) provided by Cheshire
& Wirral Partnership NHS Foundation Trust is divided into three parts:
services for 0–16 year-olds, 16–19 year-olds and assessment of Acute
Attention Deficit Hyperactivity Disorder (ADHD) and Autism Spectrum
Disorder (ASC).
0–16 service has been holding onto patients due to lack of capacity in the
service for 16–19 year olds and an unforeseen consequence of increasing
capacity was a further increase in referrals once it became known that
capacity in the 16–19 year old service was now available.
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There are 27 new referrals for autism assessment per year; 3
appointments are required to complete each assessment, meaning a
requirement for 90 contact sessions per year in addition to addressing the
backlog. It will cost £1/2 million over 2 years to catch up with the backlog.
£100,000 was invested in January 2013 to bring down the waiting time for
ADHD/ASC from 5 years to 2 years. A business case is being prepared
aimed at reducing the waiting time to 6-12 weeks.
Jacki Wilkes said that new risks will arise elsewhere if the risks in services
for children and young adults are not addressed.
Often difficulties are picked up first in school. Under the new SEND
(Special Educational Needs and Disability) arrangements 2; learning
disability arrangements go up to age 25. In the past children would
receive ‘statements’, now they will receive a plan devised jointly between
health, education and social care.
Paul Bowen thanked Jacki Wikes for the helpful ‘deep dive’ of the issues
within the risk and asked that anybody interested in further detail or getting
involved contact Jacki Wilkes directly.
The Governing Body was asked whether, having received the report, and
assurance of mitigating actions, they believed the risk should be reduced.
The opinion was expressed that an unmet need has been identified and
the rating should remain and be re-assessed once the business case and
its affordability has been reviewed.
It was agreed that the strategic risk be noted, and that the risk be
reworded to cite co-dependencies and unintended consequences of
addressing the initial risk focusing on the CAMHS service for 16–19-year
olds.
The Governing Body
 approved the list of Strategic Risks in the Assurance
Framework
 approved amendment to wording of the risk on mental health
capacity
 Noted the new risk to disruption of services associated with
North West Commissioning Support Unit’s failed bid for
accreditation to support end-to-end services

2.3

Sub Committee Minutes and Reports

2.3.1

Governance and Audit Committee – meeting held 28 January 2015
Gerry Gray said that excellent work had been done to turn around the
forecast financial deficit and the auditors had confirmed that there would
be no Section 19 referral to the Secretary of State.

2

https://www.gov.uk/schools-colleges-childrens-services/special-educational-needs-disabilities
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The Committee agreed that all staff should move to using encrypted
nhs.net email addresses within 6 months.
The Governing Body
 noted the minutes of the meeting held on 28th January 2015
2.3.2

Remuneration Committee
No meeting took place in January: no report this month.

2.3.3

Clinical Quality and Performance Committee
Gill Boston reported that the Terms of Reference for the Systems
Resilience Group were still in the process of being agreed. In future the
group would cover both urgent and elective care.
The Governing Body
 noted the minutes of the meetings held on 7th January 2015
and 4th February 2015 and the Performance Dashboard

2.4

Advisory Committees – summary reports

2.4.1

Locality Management Meeting – 6th February 2015
Dr Paul Bowen summarised the discussions which took place at the
meeting.
Following the paper on HealthVoice at last month’s Governing Body
meeting, in which it was said that HealthVoice would like more
participation from Practice Participation Groups (PPGs), Dr Paul Bowen
raised this at the Locality Management meeting of all practices.
Assurance was given by the practice managers of their support for the
efforts to use PPGs.
At the Locality Management meeting there was a discussion about cocommissioning of primary care. Practices have levels of anxiety about the
transformation agenda which will be addressed by working to create
stability through development of a framework to address funding and
provision variation issues.
Practices aired concerns about the difficulty of recruiting GPs.

2.4.1.1

Dr Bowen said that Caring Together has focussed on hospital and
community care and there is a need to engage with the public about their
expectations of general practice and general practitioners; i.e. on their visit
they may expect, but not need, a 10-minute appointment with a GP
because a nurse, a specialist nurse (e.g for diabetes) or other healthcare
assistant could meet their needs. It was suggested and generally agreed
that the amount of education necessary to convey this message and have
it fully accepted by the public should not be underestimated.

2.4.1.2

There is a shortage of nurses in general practice and there is an emerging
issue with increasing indemnity insurance for practice nurses, with a wide
variation in premiums being asked; Sally Rogers has raised this nationally
and with the Royal College of Nurses. She also highlighted that if practice
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nurses are to provide more care the CCG needs to assure itself that the
level of training and development available to them is good quality.
The Governing Body

2.4.2

Noted the summary and the notes of the discussions at the
Locality Management Meeting held on 6th February 2015

Eastern Cheshire Community HealthVoice
Bill Swann said that Trevor Lerman the Chair of HealthVoice was
encouraged by the response given to the paper presented at the last
meeting.
Dr Paul Bowen said he wished to put on record thanks to Rebecca Patel,
the CCG’s Patient Engagement Manager, who has worked hard and with
great effort and energy for the CCG for two years and is now moving on.
He said she would be very much missed and he wished her all the best in
her new role.
The Governing Body


Noted the summary and the notes of the discussions at the
HealthVoice Meeting held on 20th January 2015

3.

ITEMS FOR DISCUSSION

3.1

2015/16 Commissioning Plan
Neil Evans introduced the three papers describing the national planning
process, the CCG’s commissioning plans, and the finance plan for
delivery.

3.1.1

2015/16 Operational Planning
In setting its commissioning priorities, the CCG aims to address local
priorities and obligations, as well as complying with national mandates as
set out by NHS England in its planning guidance. Last year the CCG
developed a 5 year strategic plan3 and the Caring Together Plan; this year
it is moving into the second year of delivery.
The paper provided gave information on the NHS England template forms
to be completed by the CCG, and a link to the initial version of the planning
template submitted. At the next Governing Body meeting the final version
will be presented for approval. Through these completed forms NHS
England seeks assurance from CCGs that they have robust and welldeveloped plans. There are 50 areas in which NHS England expects
evidence that the CCG will deliver financial and operational measures and
it will be measured against the operational metrics. This process makes
sure CCGs have robust and well-developed plans.

3

http://www.easterncheshireccg.nhs.uk/downloads/publications/Strategies/NHSECCCG5YearStrategic
Plan.pdf
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Noting that the CCG had to submit trajectories against 26 + 56 national
priorities, it was queried how this fitted with the move towards more
localised provision of services that CCGs were set up to deliver and how
many of the 56 national trajectories would have been on the CCG’s priority
list. Neil Evans stated that the CCG will set its own list of priority
measures, but is obliged to also deliver the nationally defined measures;
these will be mapped to the CCG’s programmes of work, which will identify
those which are most significant for Eastern Cheshire CCG.
It was emphasised that the CCG is part of a National Health Service and
although priorities may be different in different areas, there is some
opportunity to respond to local priorities whilst maintaining overall balance
nationally. A comment was made that 56 national measures is not a small
number to be obligated to deliver. The viewpoint was put forward that
nationally the NHS is still being judged on what can be measured in an unintegrated system. Neil Evans added that if the CCG deviates from
monitoring the national metrics set, a huge amount of CCG and provider
resource would then have to be devoted to regaining the trajectory.
The Governing Body
 Noted the approach taken in developing the CCG’s operational
plans and that work is ongoing to develop detailed
implementation plans and outcome measures
 Approved the approach taken in setting the national
performance trajectories, recognising that a final submission
will be presented for approval prior to 31 March 2015
3.1.2

Plan on a Page
Fleur Blakeman and Neil Evans presented the CCG’s draft ‘plan on a
page’ and explanatory powerpoint slides.
Fleur Blakeman reminded all that this is the second year of a five-year
plan. Preparatory and diagnostic work carried out in year one has enabled
identification of what key pieces of work are necessary. Integrated care
means empowering individuals to look after their own health and wellbeing
with the right support, taking account of care and treatment in acute
hospitals and specialist centres.
The Plan on A Page summarises the four proposed programmes of work
 Integrated care
 specialist and direct care
 quality improvement
 duty of care
The national measures will be mapped against these programmes of work.
If Eastern Cheshire is successful in the bid to the New Models of Care
Programme this will help accelerate the development of a commissioning
and contracting model for Eastern Cheshire. During 2015/16 other pieces
of work will be done co-produced with providers towards developing
integrated care, challenging the way services are configured now and
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going forward. Some of the work will be done in shadow form to start to
get providers to think and act differently and test for any unintended
consequences.
Neil Evans said that as part of the commissioning framework and
procurement there will be definition of the primary care offer going forward,
worked up with primary care colleagues.
A key theme is meeting the needs of carers, acknowledging the impact of
carers on health and wellbeing of patients; this work is moving into the
implementation stage
New services such as the Short Term Assessment Integrated Recovery
and Rehabilitation Service (STAIRRS) will be established.
There will be assessment of what is needed as regards workforce and
interfaces with other services.
3.1.2.1

Points raised during the discussion which followed included:



















compliments are due to those who have worked on the Plan on a
Page
the amount of work to shadow-run new services until there is full
confidence that everything is in place to provide quality services
should not be underestimated
it is necessary to ensure responsibility, risk, safety and legal
aspects of treating and caring for patients in their own home are
covered
change will not be achieved overnight; it is imperative to maintain
standards during transformation of the system; transitional services
will be required to keep the system performing well
other factors are involved in working to move away for the need for
people to access health services in the first place, e.g the provision
of suitable housing, avoidance of childhood obesity
Care at home is crucial to the Caring Together strategy; if the
person’s home is not suitable care at home is not possible
work could be done with other partners such as Housing
Associations which can create communities and structures where
people look after one another.
the CCG can only address factors that are within its sphere of
influence. The Health and Wellbeing Board will hold the CCG to
account for services it commissions.
significant investment and a significant shift in culture, working
together and a change in organisational form will be required
the CCG’s five year plan and Caring Together appear focused on
the elderly frail population and do not explicitly reference services
for children and young people.
There could be more explicit reference to the Health and Wellbeing
strategy in the Plan
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3.1.2.2

There was a discussion about the cultural change needed to bring about
the vision of Caring Together:


all providers should see themselves as working for the patient and
not for the organisation which pays their wages
 Success for the CCG will be measured by its ability to deliver what it
says it will deliver but also by how as an organisation it can help
and support and facilitate others to drive the change themselves.
 It is necessary to think at a system-wide level, influencing and
inspiring all partners and taking them along on the journey.
 Innovative ‘partnerships and marriages’ and outcome-based
ambitions will be necessary and will come through working
collaboratively.
The Governing Body
 Noted the approach taken in developing the CCG’s operational
plans and that work is ongoing to develop detailed
implementation plans and outcome measures
 Approved the approach taken in setting the national
performance trajectories
 Noted that the final submission will be presented for approval
prior to 31 March 2015
3.1.3

Draft 2015/16 Financial Plan
Alex Mitchell presented an overview of the financial plan, informing the
Governing Body that an initial plan was submitted to NHS England in
January, with the final plan to be approved before, and submitted by
10 April 2015.
NHS Eastern Cheshire CCG has received an uplift of 5.81% for 2015/16
compared to a minimum uplift of 1.94% for all CCGs. NHS England has
received £2 billion of additional funding for the financial year 2015/16
which has partly been used to increase the funding for those CCGs which
are furthest away from their national allocations (as determined by
Advisory Committee on Resource Allocation). In 2014/15 Eastern
Cheshire CCG was 5.49% below its notional target, in 2015/16 this has
reduced to 4.1% below its notional target. Eastern Cheshire CCG’s
allocation has been increased to circa £241 million.
NHS England has also provided notional budgets for 2016/17 onwards for
primary care funding (general practice, pharmacists and opticians) and
Specialised Commissioning which would add an additional circa
£93 million to the baseline for Eastern Cheshire CCG.
Table Five in the paper gives an analysis of how the additional resources
have been allocated when projecting expenditure from 2014/15 into
2015/16.
It was noted that any “spare funding” should be used to pump prime /
double run the transformation programme / schemes in line with the Caring
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Together strategy. It was noted that these figures are being refined in time
for the February submission.
A QIPP (Quality, Innovation, Productivity and Prevention) target of £1.2
million has been set. It was proposed that a higher QIPP target should be
set and the Governing Body discussed the merits of this approach,
recognising that there is a need to deliver significant savings in line with
our strategy, although some of the success will be dependent on the
availability of pump priming funding.
3.1.3.1

The Plan on a Page indicates investment in improving access to primary
care and community services, but the financial plan gives an uplift across
acute hospital and mental health services. The financial plan should be
explicit that the reserve is to be used for investment in services for
transformation.
Increased investment of 2.2% in contracts as displayed in Table Eleven
were queried; Alex Mitchell explained that the funding was set aside based
on historical performance of providers who over-perform against their
signed contract. The over-performance is driven by the acuity of patients
and what services they access, as most of the costs are driven by a tariff,
i.e. payment, for each treatment. This was not an uplift agreed with
Providers, but a reserve set aside by Eastern Cheshire CCG to cover any
potential future over-performance. In the future contractual mechanisms
may depart from unit price per treatment when the patients’ care moves to
the community. Contracts for 2015/16 have not yet been finalised.
Alex Mitchell cautioned that money to pump prime new initiatives is limited.
Paul Bowen said that it is hoped that investment in community-based
services will reduce hospital expenditure.
Work is being done to look at options on offsetting the cost if the
investment to deliver the programme is accelerated: what would be
decommissioned in order to recommission new services; what would be
the mitigating actions if a reduction in emergency admissions is not seen.

3.1.3.2

Comments made included:
 To give the Governing Body confidence about the delivery of plan
on a page, more options how to mitigate would be helpful
 Go for a bigger QIPP but make sure it is deliverable – offset it
against discretionary programmes in year 2
Alex Mitchell highlighted the challenge of delivering robust QIPP schemes
from 1st April 2015, highlighting that the likely return on the QIPP initiatives
would be forthcoming in the latter part of 2015/16, and in full in the
following year. The Governing Body agreed that it would be sensible to set
a realistic but challenging QIPP target, along with appropriate timescales
for delivery.
The plan will be refined further taking into account comments received.

17.3.15

The Governing Body:
 Noted the approach and methodology used in constructing the
2015/16 Draft Financial Plan
 Noted the planned delivery of a 1% surplus in line with NHS
England’s business rules for CCGs
 Noted on-going refinement of the Finance Plan, recognising
that this will impact on the level on non-recurrent resources
available for pump priming transformation
 Agreed that a higher QIPP target should be set and phased
over the next 1–2 years.

3.2

Shared Service Arrangements for Continuing Healthcare,
Complex Care and Funded Nursing Care
Neil Evans presented a locally adapted paper written by the CCGs
involved in withdrawing continuing healthcare, complex care and NHS
nursing funded care services from the North West Commissioning Support
Unit (NWCSU). On 1st February 2015 the staff involved were TUPE
transferred to the CCGs. He referred to the ‘Target Operating Model’
document to which there is a link in the paper; this was the initial
specification for how the processes in new service will operate on
commencement. A clinical redesign of the services is now underway, led
by Sally Rogers. A business case presenting any additional investment will
be presented in the summer. The staff TUPE’d across are involved in this
work. The challenge is to work with the growth in demand, making sure
the processes are efficient and that effective monitoring of appropriateness
of packages is carried out once packages of care are in place.
Sally Rogers mentioned some of the consultation events included in the
clinical redesign exercise, which involve staff in the services, providers and
wider stakeholders. She said that the intention was to establish very
clearly what the patients need from the service and design it accordingly.
It was commented that over recent years there had been uncertainty for
staff working in the services, and for those with whom they interact, as the
service moved from the old Primary Care Trust into the Commissioning
Support Unit. It was stated that the staff themselves have done excellent
work with quality initiatives; this work will be built upon in the next phase as
they are integrated with CCGs.
The aim is to design a patient-centred service and the redesign work is
being recognised nationally.
The Governing Body
 noted the formal transfer on 1st February 2015 of Continuing
Healthcare, NHS Funded Nursing Care and Complex Care
services from the NWCSU to the Cheshire and Wirral CCGs
 noted that NHS South Cheshire CCG is the host organisation
for all staff under TUPE agreements

17.3.15
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noted that the Target Operating Model has been approved by
the CCG’s Executive Committee
noted that development of the service is continuing and a
further report on the new service model will be shared with all
five CCGs (Wirral CCG, West Cheshire CCG, South Cheshire
CCG, Vale Royal CCG, Eastern Cheshire CCG) through the
Joint Committee later in 2015
Ratified the Terms of Reference for the Joint Committee

ANY OTHER BUSINESS
None on this occasion.
Dr Paul Bowen closed the meeting

5.

DATE AND TIME OF NEXT MEETING
Wednesday 25th March 2015 Macclesfield Town Hall 9–12.30

APPENDIX A
Points raised during Public Speaking Time during
NHS Eastern Cheshire CCG Governing Body meeting
held in public on 25 February 2015 at Poynton Civic Centre
[Note: Below is not a transcription, but a summary of the questions and answers.
Where appropriate, further clarifying commentary has been added to the verbal
answer given at the meeting]

HEALTH AND SOCIAL CARE BUDGET POOLING
Question – Considering we are now supposed to be having an integrated budget
and pooled resources with both health and care, why is the governing body
lacking social care representatives which could replace some GP/Lay
representation on the panel?
Response from the CCG – The CCG is a membership organisation governed by
the Constitution established and agreed by the member practices and in line with
guidance set out in the 2012 Health & Social Care Act. We are pleased to have
three Lay members on our governing body, which exceeds the guidance and brings
additional public representation. The CCG also has a senior Public Health
representative who is also a representative of Cheshire East Council.
Through the CCG’s Caring Together programme and our active participation on the
Cheshire East Health & Wellbeing Board we have a strong a commitment to working
with all partners to join up care in eastern Cheshire; we do not believe this is
influenced or governed by representation on our governing body.
Question – Are we not considering equally the provision of these services
which are being eroded by successive governments in favour of increasing
health centralisation? The issues facing your population of affordable and sufficient
quality care facilities which must include 24–7 provision to enable the end of "bed
blocking" are fundamental to a joined up system. I have the feeling that the NHS will
strongly resist any threat to its perhaps more obvious priority funding. I am given to
understand that social care funding for aged people to enter care homes is now
being reduced to the level that following assessment individuals are being auctioned
off to the cheapest provider, is this what we can look forward to if we have not
amassed wealth. With luck we will all become old, is that when our luck vanishes?
Response from the CCG – Pooling budgets is less important than Health and
Social care organisations working together to ensure services are delivered. As
partners in the Cheshire East Health and Wellbeing Board, CCG and Local Authority
representatives are focused on working together to improve the health and wellbeing
NHS ECCCG Governing Body Meeting held in public 26 February 2015
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of the local population. In Eastern Cheshire we also have the Caring Together
Programme, joining together health and social care; the Leadership Board comprises
representatives of the Local Authority, the CCG, GPs, providers, and members of the
public, all working collaboratively towards integrating health and social care. In this
area we have an inclusive approach and strong involvement from health and social
care respectively.

HOLLINS VIEW AND INTERMEDIATE CARE PROVISION
Question – Can the CCG confirm that from 31st March 2015 the provision of
Intermediate Care beds at Hollins View will no longer be available to the public? If
this is so, are you able to identify where the replacement beds will be? In particular
in Macclesfield?
Response from the CCG – We can confirm that no further intermediate care
placements will be made in Hollins View beyond this date. People on existing
placements will continue to receive their care at this site for the remainder of their
intermediate care package.
We currently commission 58 beds for intermediate care at a number of sites:
30 In Langley Unit – Macclesfield
28 in Aston Unit – Congleton
Additional beds have been commissioned through the Systems Resilience Group to
provide additional capacity through the winter period:
6 in a Care Home in Wilmslow
8 in two Care Homes in Knutsford
Our provider of intermediate care is also currently in negotiations with a Care Home
in Macclesfield to commission additional beds there.

Question – What processes are the CCG using to make decisions about the future
number and locations of Intermediate Care beds?
Response from the CCG – We commissioned a third party (clinical team who are
experts in older people’s care) to support us in assessing the current and future
needs of our population. This piece of work is now being used to support our
commissioning of services as part of the STAIRRS (Short Term Assessment,
Intervention Response and Recovery). This is being developed in collaboration with
Cheshire East Council and covers a range of health and social care services.
In terms of beds we are reviewing both the short-term and longer-term need for
beds. This includes consideration of the intensity of support requirements e.g. the
work mentioned above highlighted that we need more nursing-based intermediate
NHS ECCCG Governing Body Meeting held in public 24 February 2015
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care beds rather than residential ones going forward. We also need to consider that
at present our choice of locations is partially driven by availability, as we have seen
demand for beds in nursing homes exceed the supply available this winter.
Question – How many patients that are fit to leave are currently in hospitals?
Response from the CCG – The data as at the end of last week shows that at East
Cheshire NHS Trust (recognising hospitals serve communities beyond CCG borders
and some of these patients may have come from Derbyshire or Staffordshire) there
were 27 patients who met the national definition of ‘ready for discharge, delayed
transfer of care’. Of these,
The waiting times for many patients defined as ‘ready for discharge, delayed transfer
of care’ are less than 5 days.
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GOVERNING BODY MEETING held in public
25 March 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
NHS Change Day
Greater Manchester Announcement regarding Health & Social Care
Recent examples of how the CCG is promoting and supporting partnership Working in
Eastern Cheshire
MIAA Review of Governance arrangements

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

Contributors

Chief Officer

Date of report

18 March 2015
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Chief Officer Repo
ort

1.

N
New
Mod
dels of C
Care Prog
gramme (Vangua
(
rd)
The NHS h
T
has chosen
n the first 2
29 ‘vangua
ard’ geogra
aphies thatt will take fforward the
e new
m
models
of care programme acro
oss Englan
nd
IIn total 269 groups. including tthe Caring
g Togetherr partners a
across Easstern Chesshire,
p forward
put
d their idea
as for how tthey want tto redesign
n care in th
heir areas.
Unfortunattely Easterrn Cheshire was un
U
nsuccessfu
ul in beco
oming a V
Vanguard area,
w
which,
whilst disappo
ointing, will have no bearing
b
on
n progressiing our pla
ans to transsform
c
care
across Eastern Cheshire.

2.

N
NHS
Cha
ange Day
y and Caring Tog
gether pu
ublic-facing documents
NHS Chan
N
nge Day 2015 tookk place on
n Wednessday 11 M
March. Its purpose is to
e
encourage
e people to make a pledge to im
mprove the w
way in which the NHS
S works.
NHS Easte
N
ern Cheshiire CCG to
ogether with
h its Caring
g Togetherr partners marked the
e day
b holding a Stakeho
by
older eventt at which tthe program
mme’s new
w public-faccing docum
ments
w
were
launcched.
““Seizing th
he Opportu
unity: Contiinuing the Conversattion”, is a summary
s
b
booklet targ
geted
a the public. It expla
at
ains why th
he health a
and social care syste
em needs to change, and
g
gives
exam
mples of the
e move tow
wards integ
grated care
e.
The secon
T
nd docum
ment, “Cariing Togeth
her: A Fivve-Year F
Forward View”, is a
aimed
p
primarily
a
at the hea
alth and so
ocial care workforce
e. It detaills the bussiness casse for
s
seamless
sservice dellivery and cchallengess colleague
es to be age
ents for ch
hange.
Publicity arround the documents
P
d
s will be followed in a few weekks’ time by the unveiliing of
a four-minu
ute animattion using rreal-life exa
amples of the ways in which inttegrated ca
are is
s
starting
to impact pattients’ livess positivelyy. As with the docume
ents, the animation will
w be
p
promoted
w
widely acro
oss eastern
n Cheshire
e.

3.

N
NHS
111
All CCGs in England have a sta
A
atutory dutyy to commiission and promote th
he Nationa
al
N
NHS
111 sservice.
Further to recent Govverning Bo
F
ody briefing
gs I can co
onfirm that the reproccurement o
of the
N
NHS111
s
service
accross the Northwest which co
ommenced back in October 2
2014,
i
including
th
he required
d “standstilll” period, h
has now co
oncluded.
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NHS Blackkpool CCG
N
G, which accts as the lead comm
missioner on behalf off all North West
C
CCGs,
hass now conffirmed that the preferred provide
er is North West Amb
bulance Se
ervice
N
NHS
Trustt in partnersship with F
FCMS1 and
d Urgent Ca
are 24.
The North
T
h West NH
HS111 Pro
ogramme Board willl now worrk closely with the three
o
organisatio
ons to finalise the con
ntract to en
nable a mo
obilisation phase
p
to begin
b
from April,
l
leading
to a phased implementa
ation of the
e service during Octo
ober and No
ovember 2
2015.

4.

Mersey Internall Audit Agency
M
y (MIAA
A) Revie
ew of Governa
ance
A
Arrangem
ments

4.1

Mersey Intternal Audit Agency (MIAA) ha
M
as recently undertake
en a review
w across a
all the
C
CCGs
in Cheshire and Mersseyside to evaluate current G
Governing Body repo
orting
a
arrangeme
ents so ass to see if these a
arrangeme
ents reflecct best pra
actice and
d the
p
principles
o
of the ‘Intelligent Boa
ard’. The sccope of the
e review co
onsidered:



4.2

review of Governing Body reports
r
for coverage, linkage to
o achievem
ment of stra
ategic
objectivves, statuto
ory duties a
and risk rellated assurrances
assessment of the
e content of
o reporting
g received by the Govverning Bo
ody againstt best
e
practice

For NHS E
F
Eastern Ch
heshire CC
CG, MIAA reported tthat they b
believe we have provvided
S
Significan
nt Assuran
nce that ou
ur reporting
g arrangem
ments do re
eflect best practice. MIAA
M
d identifyy some we
did
eaknessess in the de
esign and//or operation of our controls w
which
c
could
impa
air the ach
hievement of the obje
ectives of the system
m, function
n or processs for
G
Governing
Body repo
orting, how
wever eithe
er the impact would be minima
al or unlike
ely to
o
occur.
The full re
T
eport will b
be reviewe
ed by the Governan
nce and Audit
A
Comm
mittee inclu
uding
c
considerat
ion of actio
ons and inittiatives to a
address the areas of improvement identifiied.

4.

N
New
Parttnership for Heallth & Soc
cial Care in Greatter Manchester

4.1

At the time
A
e of the lasst Eastern Cheshire C
CCG Gove
erning Bod
dy meeting,, news wass just
b
being
released rega
arding a potential ne
ew partnerrship for h
health and social ca
are in
G
Greater
Ma
anchester.
This is clea
T
ortunity to improve ca
are acrosss Greater M
Manchester and
arly an excciting oppo
a
address
the significan
nt inequalitties and po
oor outcom
mes across the region
n.
There has been mucch in the me
T
edia aboutt this annou
uncement, therefore it is approp
priate
t clarify th
to
he announ
ncement an
nd conside
er the impliications forr the residents of Ea
astern
C
Cheshire.

1

http://w
www.fcms‐nw.co.uk/about//
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There is a potentiial for a ground-breaking agreement
T
a
t between
n the 10 local
a
authorities
s, 12 Clinical Comm
missioning
g Groups, 14 NHS p
providers,, NHS Eng
gland
a
and
the go
overnmen
nt regardin
ng future c
commissio
oning and provision
n of health
h and
s
social
care
e.
4.2

IIt is importtant to reccognise tha
at the anno
ouncementt builds on
n well-estab
blished wo
orking
p
partnership
ps in Mancchester, tyypified by tthe approa
ach alreadyy taken arround transsport,
a more recently th
and
he united approach
a
to
o the Healtthier Togetther progra
amme, in w
which
E
Eastern
Ch
heshire CC
CG was an active asssociate.

4.3

NHS Engla
N
and has stated clearly that the
e potentiall partnersh
hip would not change
e the
f
founding
p
principles
th
hat NHS care
c
will remain free for patients, that nattional stand
dards
o care willl continue to
of
t apply to all NHS se
ervices, an
nd that the local NHS will contin
nue to
m
meet
or exxceed servvice improvvements se
et in the an
nnual Man
ndate agree
ed between the
G
Governme
nt and NH
HS England
d. This is an importtant safegu
uard for the population of
E
Eastern
Ch
heshire, wh
ho regularlyy access sservices in Greater Manchester..

4.4

Eastern Ch
E
heshire CC
CG has a long trackk record off working cclosely with
h its health
hcare
p
partners
in
n Greater Manchester and wh
hilst the G
Governing Body shou
uld continu
ue to
m
monitor
de
evelopmen
nts closely,, it is too early to speculate
s
o
on the full impact o
of the
i
initiative.

4.

P
Promotin
ng Partne
ership working
w
The CCG has a strrong comm
T
mitment to encouragiing partnership workking acrosss the
w
whole
of the public sector. Wh
hilst this iss perhaps most wide
ely recogniised in its work
t
through
th
he Caring Together programm
me, it is pleasing to
t report on two re
ecent
e
examples
o
of how the
e CCG is le
eading and
d supportin
ng partnersship workin
ng across itts full
r
range
of sttatutory dutties

4.1

Mental Capacity A
M
Act (MCA
A) and De
eprivation of Liberty Safeg
guards (D
DoLS)
C
Conferenc
ce. On 10tth March th
he CCG co
o-hosted w
with NHS S
South Che
eshire and Vale
R
Royal
CCG
Gs, a major conference on the Mental
M
Capacity Act (MCA) and
d Deprivatiion of
L
Liberty
saffeguards (D
DoLS).
Whilst the
W
e Mental C
Capacity Act
A and Deprivation of Libertyy Safeguards have been
l
legislation
since 2005
5 and 2007 respectivvely, it wass not until a recent Case
C
judge
ement
i West Ch
in
heshire tha
at National attention was
w drawn
n to the facct that man
ny professio
onals
w
were
not a
acting with
hin the law
w, and, as a conseq
quence, pe
eople in ca
are were being
b
d
deprived
of their liberrty.
The seminar on 10th March organised by the CCGs aimed to rraise furthe
T
er awarene
ess of
o legal re
our
esponsibilities and answer som
me of the difficult
d
que
estions thatt can contrribute
t some off the contin
to
nued confussion.
A expert panel
An
p
of sp
peakers wa
as in attend
dance inclu
uding:
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Niall Frry, policy le
ead from th
he Departm
ment of Hea
alth
Bill Nico
ol, Head off Adult Saffeguarding from Derb
byshire CCG
Gs
Joseph
h O’Brien a barrister, w
who provid
ded legal in
nsight into Deprivation of Libertyy and
clarified
d and re-em
mphasised partners’ responsibil
r
lities
Detectivve Inspector Kate Woods
W
from the police
e shared infformation a
about the highly
h
successsful ‘Streett Triage’ initiative laun
nched in Cheshire.
C

The audie
T
ence of 190 wass multi-dissciplinary and multi-agency and inclluded
r
representa
atives from
m health, social
s
care
e and the third secttor, all of whom ha
ad an
o
opportunity
y to networrk and view
w various in
nitiatives in
n the Marke
et Place.
Feedback has been very posittive and th
F
he CCGs a
are conside
ering making it an an
nnual
e
event.
Sp
pecial recognition sshould be
e given tto Lindsayy Ratapana, our Adult
ing Lead, and Rebe
S
Safeguard
ecca Patel,, our Patie
ent Engage
ement Manager, for their
e
efforts
in developing the event.
4.2

Cheshire End of L
Life Partne
ership. The
e Cheshire
e End of L
Life Partne
ership startted in
llate 2013, bringing ttogether partners
p
accross primary care, hospices, hospitals, care
h
homes
and
d patients and carers to deve
elop a new
w approacch to end of life care
e. It
to receive
approach, with a strong
c
continues
e National recognitio
on for its pioneering
p
s
e
educationa
al theme. T
The partnerrship has re
ecently bee
en recogniised by the
e Nursing T
Times
f its inno
for
ovative app
proach and
d it is a plleasure to attach the
e article (A
Appendix A) to
r
reflect
the excellent w
work taking
g place herre in Chesh
hire.

5.

C
Cheshire
e East He
ealth and
d Wellbeiing Boarrd

5.1

T
The next m
meeting of the Board is Tuesda
ay 24th Ma
arch and th
he followin
ng topics w
will be
ccovered:








Bettter Care Fu
und – Section 75 Parttnership Ag
greementss
NHS
S Social Ca
are Allocattion 2014/15
Che
eshire Eastt Pharmace
eutical Nee
eds Assesssment
Join
nt Health a
and Socia
al Care Le
earning Dissability Se
elf-Assessm
ment 2014
4 and
Actio
on Plan 20
015/16
Con
ntinuous Im
mprovemen
nt in Comm
missioning ffor Better Outcomes
O
Cariing for Carrers: A Join
nt Strategyy for Carerss for all age
es in Chesshire East 2
20152018
8 (NB also
o on today
y’s Govern
ning Body agenda – item 3.7)
Care
e Act Upda
ate

T
The agend
da and papers for thiss meeting ccan be foun
nd at:
http://m
moderngov..cheshireea
ast.gov.uk//ecMinutess/ieListDoccuments.asspx?MId=5341&x=1&
&

7.

A
Access tto furtherr informa
ation

7.1

F
For further information relating tto this repo
ort contact::
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Name
e
Desig
gnation
Telephone
Email

Jerry Haw
wker
Chief Offiicer
01625 66
63764
Jerry.haw
wker@nhs.net

Appen
ndices
ndix A
Appen

Nursing Times A
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Goverrnance
Prior Committee Approva
al / Link to
o other Co
ommittees
Execu
utive Comm
mittee Meettings in Ma
arch 2015
CCG 5 Year Strategic Pla
an program
mme of wo
ork this report is link
ked to 

Caring
g Togetherr
Q
Quality Imp
provement
Menta
al Health & Alcohol



O
Other

CCG 5 Year Strategic Pla
an ambitions addres
ssed by this report 

Increa
ase the num
mber of ou
ur citizens
IIncrease th
he proportion of olde
er people
having
g a positive
e experiencce of care
living independently at home and who
ffeel supporrted to man
nage their condition
Reducce the ine
equalities in health
IImprove th
he health-re
elated qua
ality of life
and ssocial carre acrosss Eastern
o
of our citizzens with one or m
more long
Chesh
hire
tterm conditions, inclu
uding mental health
cconditions
Ensure our citizzens accesss care to 
S
Secure ad
dditional ye
ears of life
e for the
h
s
standard
ccitizens o
of Easterrn Chesh
hire with
the highest
and are
proteccted from a
avoidable h
harm
ttreatable m
mental an
nd physica
al health
cconditions
Ensure that a
all those living in 
Easterrn
Chesshire
sho
ould
be
suppo
orted by ne
ew, better integrated
comm
munity services
Key Im
mplication
ns of this report
r
– pllease indic
cate 

Strategic
C
Consultatio
on & Engag
gement

Financce
E
Equality

Qualityy & Patientt Experiencce
L
Legal

Staff / Workforce
e
CCG V
Values supported by this repo
ort – pleas
se indicate
e

Valuin
ng People
IInnovation

Workin
ng Togethe
er
Q
Quality

Investting Responsibly
NHS Constitutio
C
on Values supporte
ed by this rreport – pllease indic
cate 

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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Appe
endix A

Nu
ursing Times
T
A
Article
On the Ch
heshire
e End off Life Pa
artnersh
hip

Nursing Practice
Innovation
End-of-life care

Keywords: End-of-life care/Liverpool
Care Pathway/Five priorities
●This

article has been double-blind
peer reviewed

Across Cheshire, health professionals and patients have come together to create local
end-of-life care plans, aligned with the recently five priorities for care

Working together on a
new end-of-life care plan
In this article...
 eveloping a local replacement for the Liverpool Care Pathway
D
The importance of partnership with professionals and patients
Author Annamarie Challinor is head of
service development, Cheshire End of
Life Partnership.
Abstract Challinor A (2014) Working
together on a new end-of-life care plan.
Nursing Times, 111, 8, 21-23.
Replacing the Liverpool Care Pathway is
not easy. Involving professionals and the
public in developing local care plans is
crucial in order to build confidence. This
article outlines how the Cheshire End of
Life Partnership developed a local care
plan aligned with the five priorities for
care of dying people.

E

nd-of-life care requires a concerted approach to ensure that
patients and their families and
carers receive high-quality, seamless care. In Cheshire, organisational
leaders have come together to create a
replacement for the Liverpool Care
Pathway in partnership with patients.

Alamy

Replacing the LCP

An independent review of end-of-life care
recommended that the use of the Liverpool
Care Pathway should cease by July 2014,
and that dying patients should instead
have individualised care plans (Neuberger,
2013). Department of Health guidance also
recommended a more localised approach
rather than a national template (DH, 2013).
In August 2013, the Cheshire End of Life
Partnership (EoLP) began to design a
system-wide approach to care during the
last days of life, working across three local
clinical commissioning groups.
The EoLP led on the development of a
locality-wide action plan, with support
from GPs, district nurses, Macmillan
nurses, hospital consultants, care home
managers and hospice staff. There were

also representatives from specialties such
as learning disabilities, dementia and safeguarding. A member of the public also participated to represent the views of carers.
Fifteen priority areas for local action
were identified, including the development
of a care plan to replace the LCP, and comprehensive education and training packages to support its use in everyday practice.
Two sub-groups were formed: one to lead
on development of the new documentation, and one to lead on education and
training (Table 1).
The draft care plan was informed by the
recommendations of the Neuberger review,
alongside interim guidance provided by
the Leadership Alliance for the Care of
Dying People (LACDP), outlining what are
known as the “five priorities” for care of the
dying (NHS England, 2014) (Box 1).
The structure and format of the new
care plan differs from the LCP because it
focuses around prompt boxes with open
directed questions as opposed to ‘tick
boxes’. The documentation is made up of
six sections:
» Assessment and communication;
» Management plan;
» Preferences and choices;
» Family and significant others;
» Symptom control;
» Ongoing assessment.
Each section seeks to address the key
areas of concern raised within the LCP
review, including hydration and nutrition,
communication with the patient and significant others, timely recognition of
dying, eliciting patient preferences and
choices, and regular review by a senior clinician. Each section of the care plan has a
tab to identify which professional disciplines are responsible for completing the
questions, and there is a doctors-only
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5 key
points

1

Individualised
care planning
aligned with five
key priorities has
now replaced the
Liverpool Care
Pathway
The five
priorities cover
decision-making,
communication
and care planning
and apply to all
settings
Local
approaches to
care planning are
now recommended
Clinical leaders
and the public
should be involved
in creating local
guidance
Education and
training for
staff are essential
for success

2
3

4
5

For a Nursing Times Learning unit
on clinical record keeping, go to
nursingtimes.net/clinicalrecordkeeping

Table 1. Timeline for care plan development
August 2013

Project steering group established to develop action plan

February 2014

Sub groups formed to develop new documentation, an
education and training plan and supportive resources

April 2014

Care plan out for professional and public consultation

May 2014

Review of consultation feedback, amendments made

June 2014

Consultation statement published to acknowledge the feedback
received and to detail the responses made

July 2014

Care plan launched across two acute hospitals, two hospices,
care homes, and within primary care

Autumn 2014

Review of care plan and creation of supporting documents

January 2015

Evaluation of the care plan

section, one for doctors and nurses only,
and multiprofessional sections (Fig 1).

Consulting on the draft plan

We made the draft available for three weeks
in April 2014, to local professionals, carers,
members of the public, faith and other
community groups, with feedback facilitated via an online questionnaire. Media
such as Twitter, local press and patient user
forums were used to raise awareness of the
consultation period and to gain widespread
feedback. Public and patient participation
was essential in order to gain the support
and confidence of local people, particularly
as the national media coverage around the
LCP demonstrated increased public anxiety
in relation to end-of-life care.
Open comments were welcomed and
were thematically analysed. The questionnaire resulted in 52 online responses, with
an additional 10 email responses.
Of the 62 responses received, nine were
from members of the public, one from a
patient user group, and one from a hospital
chaplaincy team. In total, we received 51
responses from local health and social care
professionals, half of whom were working
within an acute hospital setting. The main
themes identified were:
» A need for more explicit patient and
family involvement at the point the care
plan is commenced, with the names of
professionals involved in making the
decision that the person is dying;
» Language used needed to be understood
by patients, families and carers;
» The term ‘potential’ to die was deemed
inappropriate;
» Details of lasting power of attorney for
health and welfare, where relevant,
needed to be clearer so that staff know
who to consult;
» Members of staff, patients, families
and carers needed more information to

guide and support the delivery of the
care principles set out within the plan.
» Elements of the care plan were
duplicating information that is already
recorded elsewhere within medical/
nursing notes;
» Concern about the length of the care
plan, and suggestions to reduce the
amount of writing and adopt a more
structured format;
» Reservations about the daily assessment
format, which gave no indication of
how to evaluate the effectiveness of
interventions such as pain relief;
» The symptom control algorithms used
within previous end-of-life care
documentation provided a useful
reference point and should therefore
remain within the new care plan;
» Training was considered essential to
ensure the plan is used appropriately.
The results of the consultation were
used to inform the final version of the local
care plan and it was launched in July 2014.

Education, facilitation, evaluation

Facilitators within the EoLP’s service development team have led presentations and
updates within hospitals, hospices, care
homes, community and primary care. This
work has involved presenting at board
meetings, attending departmental meetings, running drop-in sessions in the workplace, and working with individuals to
facilitate the use of the care plan within
clinical practice. A statement to support
the launch of the care plan was published
by the Health and Wellbeing Board for local
people and professionals.
Events were hosted to listen to public
views using the networks built by the
public health arm of the EoLP. These
include dedicated groups within The
Cheshire Living Well, Dying Well Partnership which reflect a wide range of

Box 1. Five priorities
for care of the dying
● The possibility that a person may die
within the next few days or hours is
recognised and communicated clearly,
decisions made and actions taken in
accordance with the person’s needs
and wishes, and these are regularly
reviewed
and decisions revised accordingly.
● Sensitive communication takes place
between staff and the dying person, and
those identified as important to them
● The dying person, and those
identified as important to them, are
involved in decisions about treatment
and care to the extent that the dying
person wants
● The needs of families and others
identified as important to the dying
person are actively explored, respected
and met as far as possible
● An individual plan of care is agreed,
co-ordinated and delivered with
compassion

Source: Leadership Alliance for the Care of Dying
People (2014)

community representation. The research
and evaluation work stream played a role in
devising the consultation questionnaire
and in future will provide advice for audit
and evaluation of the care plan.
One of the key strengths of the EoLP
approach has been the ability to support
the launch of the care plan with blended
learning devised by the education and
practice development team. Training on
the five priorities for care of the dying is
covered within academic programmes,
study days, and statutory and mandatory
training events, as well as being available as
part of bespoke education packages. Supportive learning resources are also under
development to include e-learning, podcasts, DVDs and paper resources that can
be downloaded via the Cheshire Electronic
Prognostic Assessment and Information
Guide for End of life care (ePAIGE) website
(tinyurl.com/EPAIGE).

Care planning now and in future

During the consultation period, a member
of the public suggested that a care plan was
not needed because good-quality end-oflife care should not be centred on one piece
of paper. While the project steering group
agreed with this in principle, evidence
from repeated clinical audits across partner
organisations presents a convincing argument that without a framework to guide
delivery and documentation of end-of-life
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care, many important elements can be
unintentionally missed. This is important
when patients move between care settings,
as staff knowledge, confidence and experience in end-of-life care may vary. However,
education and training around use of the
new care plan will centre around achieving
the five priorities for care, as opposed to the
completion of a document.
One of the major criticisms of the LCP
was the reliance on tick boxes and therefore
the inability to hold professionals accountable for precise elements of their decisionmaking and care provision. While some
practitioners used free text to expand on
the decisions made and the care provided,
this practice was largely inconsistent and
variable across care settings. The new care
plan will place an onus on the individual
who is providing the care and/or making
the decisions to provide explicit documentation that will reduce the risk of misinterpretation. Care must be taken to ensure the
documentation is individualised to the
patients and their families or carers.
All EoLP partners understand the value
of using a common framework for last days
of life across the locality, and recognise the
positive impact this will have on continuity
of care as patients traverse different professional and organisational boundaries. For
example, a patient discharged from a hospital ward will now go home with the new
care plan, explicitly detailing the agreed
care and associated communication with
the patient and family/carers. This documentation will then be continued by community-based professionals.

Further activity and evaluation

In autumn 2014, the two original subgroups
reconvened to plan further work, aligning
all local education and training to recommendations made by the LACDP (2014), and
to develop supporting resources alongside
the care plan. These include professional
guidance notes, patient and carer information, and specialist inserts for staff in intensive care and those caring for people with
dementia or learning disabilities.
The executive boards of all relevant partners have signed up to the new care planning approach and await feedback following evaluation in January 2015. The
EoLP has been asked to provide specific
feedback on progress with educating local
care homes around use of the care plan.
Continuous feedback will inform the
future direction of education and training.

Commitment and engagement

Replacing the LCP is not easy. It is important to adopt a new approach that sees the

fig 1. sample page from the new care plan
Before commencing this care plan and during reassessment please refer
to the criteria below. Part 2 to be completed on 1st initiation:
Part 1
Theteam
teamcaring
caringfor
forthe
the
The
personagree
agreetheir
their
person
conditionisis
condition
deteriorating,and
anddeath
death
deteriorating,
likelywithin
withinhours
hoursor
oraa
isislikely
smallnumber
numberof
ofdays
days
small

Part 2

1.	Look for and treat reversible causes of symptoms if it would
benefit the patient at this time
2. 	If uncertainty exists, or expertise is required, obtain specialist
opinion from consultant team experienced in the person’s
condition
3.	If complex and/or uncontrolled symptoms, obtain advice
from the Specialist Palliative Care Team
4.	Where applicable inform the individual’s GP
5.	Check for an Advanced Care Plan or Advanced Decision to
Refuse Treatment, and use it to guide care approximately
6.	Check for a Lasting Power of Attorney (LPA) for health &
welfare who has the right to make decisions relating to
life-sustaining treatment. See www.cheshire-epaige.nhs.uk
for further guidance on LPA’s

MULTIDISCIPLINARY TEAM INITIAL ASSESSMENT:
Date of initial assessment:________________ _Time (24hr clock)______________ Place:
Lead Clinician (must be complete a Senior Doctor. ST3 or above)
Name_____________Signature______________ Role___________________________
Details of other clinicians involved in the initial assessment where a decision has been
made to commence the Care Plan:
Name_____________Signature______________ Role___________________________
Name_____________Signature______________ Role___________________________
Name_____________Signature______________ Role___________________________
Name_____________Signature______________ Role___________________________

INVOLVEMENT OF THE INDIVIDUAL & THEIR FAMILY AND/OR
SIGNIFICANT OTHERS DURING INITIATION OF THIS CARE PLAN:
Is the individual aware of this plan of care? Yes/No (if no explain reason. If the individual
lacks capacity then this should be expanded upon on Section 1____________________
______________________________________________________________________
Are the family and/or significant others aware of the plan of care? Yes/No
(Details of conversations including names of people involved can be documented
elsewhere). Where the family/significant others have not been informed or involved, a
clear rationale MUST be given elsewhere.

care plan not as a document to be filled in
but as an integral part of a process of needs
assessment, information and communication, and person-centred care. The importance of sensitivity to local needs and contexts cannot be underestimated. Patient
and public involvement plays a central role
in all aspects of this work.
Long-term committed leadership from
clinicians, managers and organisations
providing care is essential, and can be further enhanced by leaders from patient
groups and voluntary organisations. Genuine partnership, such as through the
EoLP, facilitates implementation and
agreement
for
cross-organisational
working. We also feel it was important that
our small team could move the work forward both strategically and operationally,
maintaining momentum throughout.
To have a system like e-PAIGE, which
provides access to topical information and
supports ongoing learning, is invaluable.
Training and continuing professional
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development are crucial. The right support
and encouragement at an organisational
level will help ensure the acquisition of key
knowledge and skills among the workforce.
It is through active engagement with
learning that individuals gain the understanding and confidence to apply their
skills and knowledge. NT
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Finance & Performance Report Month 11
as at 28 February 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 28
February 2015, ECCCG is underspent by £174k with a revised forecast underspend of
£193k.

Table One-A: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) 2014/15 Financial
Summary to 28 February 2015
Annual
Plan

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

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

Revised
plan
(Budget)
£000's
(230,027)

Budget
YTD

Actual
YTD

£000's
(210,857)

£000's
(210,857)

223,791
5,576
2,308
231,675

205,140
5,111
2,115
212,366

206,032
4,141
510
210,683

1,648

1,509

(174)

Variance
YTD
£000's
0
573
(970)
(1,606)
(2,003)
(2,003)

Forecast
for
Year
£000's
(230,027)
224,824
4,450
560
229,834
(193)

1.2

Cash Management. ECCCG is successfully managing within its cash allocations for
the year with a closing bank balance of £1.982m as at 28 February 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 28 February 2015.

1.5

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

1.6

Continuing Health Care (CHC). Discussions are ongoing with Cheshire East Council
(CEC) concerning CHC claims.

1.7

Quality, Innovation, Productivity & Prevention (QIPP). ECCCG remains on target
to deliver circa £2.3m of its QIPP schemes in year.
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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 schemes
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 £174,000 as at 28 February 2015.
• Forecasting a year end surplus of £193k surplus.
• Received an additional two allocations for Referral to Treatment Improvement and
GP Project Support.

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
18 March 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 11 as at 28 February 2015

Prior Committee Approval / Link to other Committees
Not applicable.
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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 11
as at 28 February 2015
1.

Financial Position

1.1

As at 28 February 2015 the cumulative position for NHS Eastern Cheshire Clinical
Commissioning Group (ECCCG) is an underspend of £174k against a planned level of
income of circa £210.9m. Table One-A shows the current financial position by key
expenditure type.

Table One-A: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) 2014/15 Financial
Summary to 28 February 2015
Annual
Plan

Income
Expenditure
Programme costs
Running costs
QIPP
Caring Together
Sub Total

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

2014/15 Deficit/(Surplus)

1,978

Revised
plan
(Budget)
£000's
(230,027)

Budget
YTD

Actual
YTD

£000's
(210,857)

£000's
(210,857)

223,791
5,576
2,308
231,675

205,140
5,111
2,115
212,366

206,032
4,141
510
210,683

1,648

1,509

(174)

Variance
YTD
£000's
0
573
(970)
(1,606)
(2,003)
(2,003)

Forecast
for
Year
£000's
(230,027)
224,824
4,450
560
229,834
(193)

2.

Forecast Outturn

2.1

As at 28 February 2015, ECCCG is forecasting a slightly improved estimated surplus of
£193,000 compared to the previous reported surplus of £190,000. It is recognised that
ECCCG’s small surplus remains a challenging position and could be impacted by any
significant event.

2.2

Running Costs. The annual revised plan (budget) for running costs has been
increased in February 15 as a result of specific guidance issued to CCGs around how it
should account for the receipt of the CCG Quality Premium.

2.3

In December 14, ECCCG received £740k in relation to its 2013/14 Quality Premium.
This was coded in the financial ledger under Programme Costs and offset a number of
schemes in accordance with the guidance, and was a reasonable assumption on how
best to report. Latest guidance from NHS England has defined how this should be
reported within the national controlled finance ledger codes, which has resulted in the
retrospective change in month.
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2.4

In terms of the forecast outturn, Running Costs will underspend by an additional £740k
which will be used to offset the over spend on Programme Costs.

2.5

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

Table Two-A: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) 2014/15 Financial Summary to 28 February 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) (224,917) (209,580) (209,580)
(4,907)
(4,907)
(1,227)
(1,227)
(203)
(203)
(51)
(51)
(225,551) (230,027) (210,857) (210,857)

£000s
-

£000s

Plan
Cost
Per
Head
£'s

(224,917) (£1,073)
(4,907)
(£24)
(203)
(£1)
(230,027) (£1,098)

Forecast
Cost
Per
Head
£'s
(£1,103)
(£24)
(£1)
(£1,128)

155,712

114,216
14,891
18,775
6,323
4,292
609
159,106

104,698
13,652
17,210
5,796
3,934
558
145,848

105,083
14,378
17,205
5,592
5,219
574
148,051

385
726
(5)
(204)
1,285
16
2,203

115,807
14,356
18,859
6,311
5,776
598
161,707

£560
£73
£92
£31
£21
£3
£780

£568
£70
£92
£31
£28
£3
£793

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

9,533
12,254
5,251
2,081
920
32,071
2,575
64,685

8,738
11,233
4,813
1,908
842
29,398
2,360
59,292

9,372
12,810
4,619
1,949
29,231
57,981

314
1,578
(194)
41
(842)
(167)
(2,360)
(1,630)

10,305
13,817
5,051
2,129
31,815
63,117

£47
£60
£26
£10
£5
£157
£13
£317

£51
£68
£25
£10
£0
£156
£0
£309

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

4,907
(3,168)
2,278

5,576
2,308

5,111
2,115

4,141
510

(970)
(1,606)

4,450
560

£27
£0
£11

£22
£0
£3

231,675

212,366

210,683

(2,003)

229,834

£1,136

£1,127

£8

(£1)

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

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

Variance Forecast
YTD
for
Year

227,529
1,978

1,648

1,509

(174)

(2,003)

(193)
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2.9

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

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

Annual
Contract

%

Revised
Annual
Budget
£000s

Budget
YTD

Actual
YTD

£000s

£000s

133
102
934
6,124
203
73,361
32
4,175
457
284
319
972
1,583
361
79
10,368
1,787
10,998
325
150
641
828

121
93
856
5,613
186
67,247
29
3,827
419
261
293
891
1,451
331
72
9,504
1,638
10,082
298
138
588
759

100% 114,216

104,697

£000s
Aintree Hospital NHSFT
Alder Hey Childresn 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%

76
110
1,120
5,285
146
67,006
29
3,775
295
267
266
921
2,597
270
52
9,287
1,568
10,912
359
141
630
(30)
105,082

Variance Forecast
YTD
Outturn
£000s

£000s

(45)
16
264
(328)
(40)
(241)
(52)
(123)
7
(26)
31
1,146
(61)
(21)
(218)
(69)
831
61
3
42
(789)

83
120
1,222
5,804
159
74,068
32
4,125
323
292
290
1,002
2,833
295
57
10,133
1,690
11,940
387
154
687
112

388

115,808

Table Two-C: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) Mental Health Contracts
Annual
%
Revised Budget Actual Variance Forecast
Mental Health Contracts
Contract
Annual
YTD
YTD
YTD
Outturn
Budget
£000s
£000s
£000s
£000s
£000s
£000s
Cheshire & Wirral MH Partnership NHSFT
12,524
87.5% 12,763 11,700 11,981
282
12,053
North Staffordshire Combined Healthcare NHST
75
0.5%
75
69
38
(31)
41
Other
1,711
12.0%
2,053
1,883
2,358
475
2,261
Total
14,310
100% 14,891 13,652 14,377
726
14,355
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Table Two-D: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) Community Contracts
Community Contracts
Annual
%
Revised Budget Actual Variance Forecast
YTD
YTD
Outturn
Contract
YTD
Annual
Budget
£000s
£000s
£000s
£000s
£000s
£000s
Derbyshire Community
132
0.7%
132
121
121
132
East Cheshire NHST
17,735
99.3% 18,008 16,507 16,653
145
18,165
Rent subsidy for community buildings
0.0%
240
220
408
188
446
Other
0.0%
395
362
23
(339)
116
Total
17,867
100% 18,775 17,210 17,205
(6)
18,859

Table Two-E: 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
5,764
5,652
(111)
6,163
Other incl ERS Medical Patient Transport
35
0.6%
35
32
(61)
(93)
147
Total
6,323
100%
6,323
5,796
5,591
(204)
6,310

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 28 February 2015
which outlines the receipt of two additional allocations:
• GP Project Support £30k
• Referral To Treatment (RTT) Improvement £173k
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Table Three-A: NHS Eastern Cheshire Clinical Commissioning Group's
(ECCCG's) Reconciliation of Allocation
Governing
Body
Updated
(Financial
Report)

£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
GP Project Support
Funding for Referral Treatment Improvement
Total

Allocation

Jun 14
Aug 14
Sept 14
Oct 14
Oct 14
Dec 14
Dec 14
Feb 15
Feb 15

516
637
1198
(174)
1,256
740
100
30
173
230,027

3.3

GP Project Support £30k. To support the ongoing progress around GP development,
the Primary Care function of the Cheshire and Merseyside Sub Regional Team (NHS
England) has agreed to provide additional support towards the project. The funding will
cover the continuation of additional resources to support the project as it leads into its
next phase.

3.4

Referral to Treatment Improvement (RTT) £173k. The Governing Body will recall, in
last month’s report, that NHS England was undertaking a review of the funding
assigned to CCGs for RTT. Its aim was to realign the resources already allocated to
CCGs to match expenditure collated on actual performance against the RTT directive.

3.5

The outcome for ECCCG was positive and reflected our position around RTT as
reported previously, resulting in an additional £173k being awarded to the CCG. This
will contribute towards the forecast outturn for providers in which the RTT has been
included.

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.
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4.2

As at 28 February 2015, ECCCG had a cash balance of £1.982m 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
£000s

May
£000s

Jun
£000s

Jul
£000s

Aug
£000s

Sep
£000s

Oct
£000s

Nov
£000s

Dec
£000s

Jan
£000s

Feb
£000s

Mar
£000s

20,000

20,000

15,000

18,000

17,000

15,000

14,500

17,600

17,200

15,900

13,600

18,660

14,366

22,913

16,991

15,516

17,569

16,280

15,844

16,832

16,026

17,178

12,302

20,492

5,634

2,721

730

3,214

2,644

1,364

20

788

1,962

684

1,982

150

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

11

12

Months
Cash Drawdown

Less Payments

Balance

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.
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5.3

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

Table Five-A NHS Eastern Cheshire Clinical Commissioning Group's
(ECCCG's) Better Payment Practice Code (BPPC) Summary Analysis
Months
Apr-14
May-14
Jun-14
Jul-14
Aug-14
Sep-14
Oct-14
Nov-14
Dec-14
Jan-15
Feb-15
Total

No. of Invoices
Received Paid
Passed
509
949
820
950
713
966
949
834
947
947
751
9,335

474
827
735
855
637
744
815
746
850
850
670
8,203

Value of Invoices
Received
Paid

93%
13,179,732
87%
23,948,602
90%
16,916,723
90%
15,585,470
89%
17,462,854
77%
16,178,923
86%
16,167,723
89%
16,522,125
90%
16,397,442
90%
16,397,442
89%
12,415,027
88% 181,172,063

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
15,993,863
11,889,972
169,686,430

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

Months
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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 as outlined in Table Six-A.

Table Six-A: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's)
Commissioning and Investment Reserves
Balance Available
£000s
LDIP
665
Commissioning Reserve
1,202
Growth Assumptions
1,457
Sub Total
3,324
Released to Support Position
3,324

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 28 February 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

To mitigate any slippage, Section 6 has highlighted the intended use of its
Commissioning and Investment Reserves.

8.

Continuing Health Care (CHC)

8.1

CEC has raised with ECCCG some outstanding costs around clients from the former
Learning Disabilities Pool which are assumed eligible for CHC. ECCCG continues to
account for its CHC liability as a whole within its forecast position.

8.2

ECCCG and South Cheshire Clinical Commissioning Group are continuing to work with
CEC to identify an agreed solution on how to resolve the outstanding costs.
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GOVERNING BODY MEETING
25 March 2015
Paper Title
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Governing Body Assurance Framework – March
2015

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 02 Mental Health Capacity
o 04 Quality Assurance in Care Homes
o 05 Business Information Systems
o 06 Financial Deficit
o 07 QIPP Roles & Responsibilities
o 08 Delivery of Operational Plan
o 09 Co-Commissioning Primary Care - General
o 10 Co-Commissioning Primary Care – Conflict of Interest
o 11 Co-Commissioning – Joint Committee Membership
o 12 North West CSU - Accreditation
• No risks have been deleted or added to the register.

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
18 March 2015
Date of Report
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Governing Body Assurance Framework
March 2015
1.

Executive Summary

1.1

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

1.2

The Assurance Framework is reviewed on a monthly basis by the Executive
Committee, who finalise the list of strategic risks, confirm actions being undertaken
and check assurances. These risks are then added to/amended on the Corporate
Risk Log which contains all operational and strategic risks.

1.3

The Governance and Audit Committee (GAC) is considering a proposal at its next
meeting on 25 March 15 that outlines which of the risks will be presented to the
Governing Body over the oncoming months. Naturally, this will represent a guide and
may be subject to change should a new significant risk be identified. The attendance
of a subject matter expert will commence in April in line with the agreed list from the
GAC.

1.4

As the next GAC meeting is scheduled for 25 March 2015, following on from the
Governing Body meeting being held on the same day, the Co Commissioning Joint
Committee Membership Risk has been selected and will be discussed under Agenda
Item 3.1 of the March Governing Body meeting.

2.

Risk Updates

2.1

Overall, the identified strategic risks have remained consistent as per the previous
month with only minor updates. The following summary highlights the minor updates
from the previous report. The detail can be found in each of the individual risks:
• 01 Caring Together Delivery – Full revisions of controls, mitigating actions.
• 02 Mental Health Capacity – Updated general risk and actions.
• 04 Quality Assurance in Care Homes: Mitigating actions revised to reflect a
generally improving picture.
• 05 Business Information Systems: Actions updated.
• 06 Financial Deficit: Update of mitigating actions.
• 07 QIPP Roles & Responsibilities: Actions updated.
• 08 Delivery of Operational Plan: Comments updated.
• 09 Co-Commissioning Primary Care – General: General risk update, including
mitigation, assurances and actions.
• 10 Co-Commissioning Primary Care – Conflict of Interest: General risk update,
including mitigation, assurances and actions.
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•
•

11 Co-Commissioning – Joint Committee Membership General Risk update,
including mitigation and assurances.
12 North West CSU – Accreditation: Updated controls, mitigation and actions.

3.

New Risks / Risks Considered for Removal

3.1

None

4.

Recommendation(s)

4.1

The Governing Body is asked to:
• Review and approve the list of Strategic Risks for ECCCG (Appendix 1).

5.

Reasons for recommendation(s)

5.1

The reviewing the recommendations, the Governing Body will be approving updates to
the Assurance Framework as described. This will ensure that the current risks and
associated scores are reflected to provide a current overview of the key strategic risks
for ECCCG.

6.

Peer Group Area / Town Area Affected

6.1

All

7.

Population affected

7.1

All

8.

Context

8.1

N/a

9.

Finance

9.1

N/a

10.

Quality and Patient Experience

10.1

N/a

11.

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

11.1

N/a

12.

Equality

12.1

N/a

13.

Legal

13.1

N/a

14.

Communication

14.1

n/a
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15.

Background and Options

15.1

n/a

16.

Access to further information

16.1

For further information relating to this report contact:

Name
Designation
Date
Telephone
Email

17.

Glossary of Terms

ECCCG

18.

Mike Purdie
Corporate Programmes and Governance Manager
18 March 2015
01625 663470
mike.purdie@nhs.net

NHS Eastern Cheshire Clinical Commissioning Group

Appendices

Appendices Table
Appendix One
Appendix Two

Governing Body Assurance Framework
GBAF - Co Commissioning Risks

Prior Committee Approval / Link to other Committees
Been reviewed by Executive Committee

CCG 5 Year Strategic Plan programme of work this report is linked to 
Caring Together
Mental Health & Alcohol

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

Increase the proportion of older people
living independently at home and who
feel supported to manage their condition
Improve the health-related quality of life
of 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
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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
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
Governing Body Assurance Framework
March 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

Very High Risk

Residual
Risk

Governing Body Assurance Framework
Owner: Fleur Blakeman Reviewed: 13/03/2015

Caring Together Delivery
The ability of the health and social care economy to deliver the Caring Together (CT) Programme
is integral to the delivery of Eastern Cheshire CCG (ECCCG)’s five year strategic plan on which it
is based.. . This Programme, if delivered in full, would enable ECCCG to achieve its statutory
financial duty year on year as well as improve the health and wellbeing and health outcomes of
local people. Without it, alternative immediate and medium term financial measures would be
required at least equivalent to those proposed through the Caring Together Programme, with the
associated consequences for the quality and standard of affordable care.

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

01-04-14
March
2019

25
20
15
10
5
0
Apr
May
Jun
Jul
Aug
Sep
Oct
Nov
Dec
Jan
Feb
Mar

GBAF 01

Objective: Working Together

Reduction in risk rating in
July 2014 due to the
Programme Management
Office Team now being in
place supporting the CT
Programme and the
Initial
appointment of an interim
Current medical Director at East
Cheshire NHS Trust. This
Appetite is further strengthened by
the appointment in
February 2015 of the
Director of Strategy and
Transformation.

Closure Date

Rationale for RISK
APPETITE :

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

Caring Together is a Programme that extends for
5years.
The first Phase, which is now completed, focussed on
designing the new integrated care model and high level
affordability, which showed the care model, could be
affordable in certain circumstances, although further,
more detailed analysis would be required in later
phases.
We are moving to the next Implementation Phase of the
programme. The governance of the CT Programme has
been revised to reflect that and to introduce a
commissioner provider split. New groups including a
Provider Forum and a Commissioning Alliance are being
established. .
Programme oversight and delivery is predominantly
through the Programme Management Group attended

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

In addition to the controls:
A revised governance structure was approved by the CT
Executive Board in November 2014 and by ECCCG
Governing Body in November 2014.
Risks have been reviewed and updated and management
arrangements have been strengthened. HOW and what
impact has this had. This has resulted in a small number
of new risks being identified and a number have been
downgraded to reflect recent progress.
Two new public facing documents and a new animation
are being launched on 11 March 2015 to raise further
awareness of the CT programme.
An implementation plan for 2015/16 to support the
delivery of year 3 of the CT programme and ECCCG five
year strategic plan is being developed can we say nearing
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by key personnel from ECCCG, Cheshire East Council
(CEC) and NHS England.
Accountability is to the CEC informal cabinet and
ECCCG Governing Body.
Whole system leadership will be maintained through a
quarterly meeting of the CT Leadership Forum where
whole system risks that are multi-organisational will be
managed.

completion?
A workshop of system leaders is being planned for May
2015.
A Champions event is being planned for early June 2015.
Cultural Transformation is an essential prerequisite to
supporting the delivery of the CT programme. Through
contracts with our providers we will incentivise behaviours
and actions to help ensure that the workforce understands
and owns the case for change and supports the delivery
of the changes needed to transform health and social care
services locally.

Work in this phase is under way through the joint
development of a specification for integrated care
services, quality standards and outcome measures.
These are being embedded into the CCG’s 2015/16
Work continues to move forwards the implementation
contract with the Trust but will not be triggered until later phase of the new care model, to understand its impact
in the year/ 2016-17 as appropriate.
and to ensure deliverability at a more granular level. More
significant strides were planned and are expected for
Additional activity modelling has been completed to
2016/17 start.
assess the deliverability of the activity assumptions as
has the use of risk stratification to identify the patient
Developing a system-wide dashboard of performance
population most at risk. More detailed analysis is still
indicators to be able to monitor progress at an individual
required that also binds in primary care and social care organisation and system level.
and is underway to ensure provider deliverability. IT
tools have been identified to support this analysis work,
including the digital integrated care record and risk
stratification tool.
Specific initiatives, STAIRRS, BCF and stroke services
have resulted in joint working with the Council and will
be implemented in 2015/16. These are predicators to the
way in which Caring Together could work for the future.
ASSURANCES (How do we know if things are having a
positive impact?)

GAPS IN ASSURANCE (What additional assurances
should we seek?

Partners in the Caring Together programme have
recently provided formal support to the Caring Together
Strategy.

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

ACTION PLAN

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

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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Reviewed:

Owner: Jacki Wilkes

18/03/2015

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 due to lack of capacity which
may result in poor clinical outcomes. A historical and significant under funding of mental health
services will carry a financial risk for the CCG. There are currently access issues in both children’s
and adult services leading to failure to meet the nationally mandated waiting times for patients

Risk Rating:

Rationale for Current
SCORE :

Risk History:

L x C=
Level
Initial:

5

5

25

Current:

4

4

16

Appetite:

4

3

12

Open Date
Target Date
Closure Date

18-03-15
None

25
20
15
10
5
0

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

GBAF 02

Objective: Quality

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

In November CWP were asked to develop a business case
for the delivery of 16-19 CAMHs to reduce the waiting list and
sustain access targets.
In February 2015 the Governing Body agreed that following
investment in the 16-19 CAMHS service the risk had been
mitigated although recognised that waiting times for ASC and
ADHD assessment and support now posed a significant risk
to the CCG
A pan Cheshire review of mental health services is planned
and work has already commenced on a JSNA to support this
review

The actions within
controls have yet to
be completed;
therefore the
service continues to
operate at risk.
Rationale for RISK
APPETITE :

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

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
In June 2014, funding was approved by the
Governing Body to address the problems of limited
capacity within children’s mental health services,
specifically CAMHS 16-19 services. Improvement
trajectories have been met

The focus for ECCCG will be:
CAMHS:
There are 3 specialties within CAMHS which need to be
considered due to their interdependency:

By the end of March 2016, the total additional
investment by the CCG in CAMHS 16-19 services
will be £446,000, however this remains non
recurrent.
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•
•
•

0-16 years service
16-19 years service
Neurodevelopmental (ADHD/ASC) diagnosis and
support
Any pressure in one aspect of this service transfers to other
parts e.g. Poor access to ADHD/ASC assessments mean
children access 0-16 services. 16-19 service gaps have also
been supported by the 0-16 service delaying transfers for
children.
There is a risk associated with the unintended consequences
of improving a capacity led service. Current referral data
shows and increase in activity in CAMHS following
improvement in access times
The JSNA will support capacity planning and enable the CCG
to set a trajectory for investment for improvement over the
next 3 years
IAPT:
The CCG has made available increased investment into IAPT
services provided by CWP in the form of waiting list initiative
to support the delivery of access targets. In addition it now
commissions an on line CBT and support service for step 2
IAPT known as ‘Big White Wall’

Risks are described as :
• 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.
CWP are currently failing to deliver on standards
within the core contract mainly in steps 2 and 3. The
CCG has issued a contract query and is awaiting a
recovery plan

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

TIO
N
PL

The current mitigating actions should reduce the risk
impact

Assigned To

Action Detail

GAPS IN ASSURANCE (What additional assurances
should we seek?

None identified

Progress-to-Date

Due Date
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Neil Evans

Agree revised KPIs to assess
investment

Neil Evans

Monitor CWP implementation of agreed
staffing levels

Neil Evans

Post implementation review

J Wilkes

J Wilkes

J Wilkes

J Wilkes

(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.

01/11/2014

30/04/2015

Support the JSNA and undertake
benchmarking to understand the level
of commissioning in peer CCGS

Q2 2015

Submit request for additional resources
to Maintain existing levels of
investment in CAMHS ADHD/ASC to
enable the service to continue at its
current level and reduce waiting times
to 12 months

April 2015

Work in partnership with CWP to
develop a needs led capacity plan and
build a business plan which
demonstrates a phased 3 year
improvement in performance and
investment., in both adult and children’s
services.

Explore opportunities to work with the
voluntary sector, learning from and
building on the partnership with Visyon
in the delivery of 16-19 services.

29/09/2014

Q2 2015

Stakeholder workshop booked

Q1 2015
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GBAF 03

Objective: Working Together Owner: Neil Evans

Reviewed: 10/03/2015

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
5

2

10

Current:

5

4

20

Appetite

3

4

12

Open Date
Target Date
Closure Date

01-04-14
None

25

Initial

20

Current

15

Appetite

10
5

Rationale for RISK
APPETITE :

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

Initial:

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: 12/03/2015

Quality Assurance in Care Homes

Following a number of quality and safeguarding concerns, admissions have been suspended in one
Care home (that provides Nursing care) within Eastern Cheshire and a further home has a
restriction on the number of admissions it can receive on a weekly basis in place. Both
organisations are being monitored and continue to demonstrate improvements.
There are a number of risks associated with the people who use the services 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:

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

Rationale for Current SCORE :

25
20
15
10
5
0

Initial

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

Current
Appetite
Rationale for RISK APPETITE :

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

GBAF 04

Locally we commission care home services with the local council and together with the CQC and
Health-watch we have established a quality assurance process.

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

 The CCG is working with the local authority, CQC,
Infection Control team, Hospice Care Homes team &
Health watch to quality assure local care homes. This
includes scrutiny of providers, action planning,
supporting homes to improve, regular monitoring and
where required implementation of penalties.
 Over 53% of all care homes that provide nursing have
received an unannounced Quality review.
 The CCG is also working with South Cheshire & Vale
Royal CCGs to improve quality in care homes, this

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

 The CCG has assigned additional resources to the
assessment and monitoring of care home quality.
This is to be reviewed further.
 The CCG is working with the CSU/CEC to review the
current contractual / quality standards in relation to
Care Homes.
.
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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
GAPS IN ASSURANCE (What additional assurances
should we seek?

 Quality visits have been prioritised to providers where
concerns had been identified. Over 53% of the care
homes (with Nursing) have been reviewed. The
reviews have identified a number of issues including
basic care and safeguarding concerns.
 We have actively worked with a number of providers
and where necessary applied contractual levers. We
have seen improvements at all homes where
concerns were identified.
 We have established a shared intelligence meeting
and are working closely with a number of Clinicians
including local GPs to develop, a richer, more
triangulated understanding of the standard of care
provision within our local care homes.
 Fortnightly joint governance meetings are now in
place between the CCG, Local Authority and CQC.
This has resulted in a more coordinated and shared
approach.

 CSU support 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

Action Plan

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

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 – Discussions commenced

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

Completed
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Owner: Alex Mitchell

Reviewed:17/03/2015

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

20

Current:

4

3

12

15

Appetite
:

3

4

12

10

Open Date
Target Date
Closure Date

10-09-13
None

Initial
Current
Appetite

5

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.
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.
 Revised SLA in place with agreed KPI’s

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

GAPS IN ASSURANCE (What additional assurances should
we seek?

11 | P a g e

Governing Body Assurance Framework

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.
 Delivery against new specification to be monitored via
agreed KPIs and escalated through contract
monitoring meetings.

Assigned to

Action Detail

Progress-to-Date

Due Date

AM / NE

Withdraw from CSU elements of
service

Complete - Notice given on 01/04/2014

Completed

AM / NE

Staff TUPE to CCG

Complete - Effective 01/09/2014

Completed

L Davidson

Develop detailed list of reports to
include in contract

Complete

Completed

L Davidson

Agree list of contract validations

Complete

Completed

Revised SLA reflecting CCG
commissioning requirements
AM

th

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

SLA signed 15 January 2015

Completed
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Owner: Alex Mitchell

Reviewed: 17/03/2015

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

The current score of 12
reflects ECCCG
improving position. Latest
Initial
forecast outturn as at
Current Month 9 is predicting an
under spend of circa
Appetite £0.2m.

25
20
15
10
5
0
Apr
May
Jun
Jul
Aug
Sep
Oct
Nov
Dec
Jan
Feb
Mar

GBAF 06

Objective: Investing Responsibly

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.
 Ongoing monitoring of the financial 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

AM

Establish new Finance Committee

AM

Section 19 Referral

Due
Date

Progress-to-Date
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

Dec 14
Dec 14
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AM

Financial Surplus Forecast

AM

External Audit S19 Referral

Informed External Audit around the
CCG improving position. They are
reviewing re decision around Section
19 Referral.
External Audit have confirmed that
no S19 referral will be made. They
will continue to minor the position.

Jan 15

Closed
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Objective: Investing Responsibly

Owner: A. Mitchell

Reviewed: 17/03/2015

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
May
Jun
Jul
Aug
Sep
Oct
Nov
Dec
Jan
Feb
Mar

GBAF 07

QIPP Roles & Responsibilities & Governance Risk

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.

15 | P a g e

Governing Body Assurance Framework
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.
Included within 15/16 detailed Financial
Plan

May 15

ACTION PLAN

AM

Mar 15
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Objective: Delivering Health Need

BAF 08

Priorities

Owner: Neil Evans

Reviewed: 18/03/2015

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
5

5

25

Current:

5

4

20

Appetite

3

4

12

Open Date
Target Date
Closure Date

10-03-14
None

25

Initial

20

Current

15

Appetite

10
5
0
Apr
May
Jun
Jul
Aug
Sep
Oct
Nov
Dec
Jan
Feb
Mar

Initial:

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. Weakened
performance against NHS
Constitutional Standards
aligned to Quality
Premium.
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 and longer term strategies are being
developed/implemented.
The CCG has used SRG to develop investments into
services to support winter pressures.

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

GAPS IN ASSURANCE (What additional assurances
should we seek?

SRG meets monthly and contract meetings monitor the
performance of all our main providers.

Recurrent lack of IAPT capacity against demand requires
a long term solution developing.
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Pressures on beds during Winter 2014-15 have seen A&E
and 18 week RTT performance slip during Quarter 4.
NWAS Emergency Ambulance Performance continues to
be a challenge in Eastern Cheshire and across the North
West.

Assigned to

ACTION PLAN

Neil Evans
/ A Binnie

Action Detail
IAPT recovery 2
approaches
(COMPLETE)

Progress-to-Date
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

J Wilkes

Delivery of access to
IAPT is not compliant with See CBAF02
national metrics

N Evans

SRG has requested recovery plan for
A&E and DTOC.
Recovery Plan developed for 18 week
Delivery of Operational
RTT.
Plan Constitutional
Recovery Plan being developed for
April 2015
Measures (Quality
NWAS emergency performance
Premium Access Criteria)
Quality and Performance Committee
will oversee monitoring of improvement
trajectories

Complete

18 | P a g e

Governing Body Assurance Framework

GBAF 09

Objective: Working Together

Owner: M Cunningham

Reviewed: 13/03/2015

Co Commissioning of Primary Care (General Medical)
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

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

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

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

• Head of Corporate Services (HOCS) has • Researching and putting together of a job specification
been tasked with overseeing and managing
for a Service Delivery Manager - Primary Care, in
the identification of the implications and
order to recruit the specific resource to manage the
resource requirements of undertaking coCCG responsibilities for Primary (General Medical)
commissioning under joint arrangements.
Care Services co-commissioning under joint
commissioning arrangements
• HOCS working with NHS England
to
understand CCG requirements to deliver co- • HOCS is working closely with Cheshire and
commissioning, what gaps exist, where
Merseyside regional team of NHS England and
additional investment i.e. staffing, training is
primary care leads of neighbouring CCGs to
required
understand roles and resource allocation to CCGs for
undertaking joint commissioning
GAPS IN ASSURANCE (What additional assurances should
we seek?

The job role specification is expected to be
completed by end of March 2015 for sign off by
the Executive Committee.

Confirmation of budget for the post within running cost of
Commissioning Directorate

ACTION
PLAN

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

Assigned to

Action Detail

Progress-to-Date

Due Date

HOCS

Research of role requirements
and development of draft job
description

Requirements of role currently
been investigated

March 2015
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Owner: M Cunningham

Reviewed: 13/03/2015:

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

Open Date
Target Date
Closure Date

Initial
Current
Appetite

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

GBAF 10

Objective: Working Together

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

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

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

• Media monitoring by communications managers. • Continued
communication
with
all
key
Ongoing discussions with key stakeholders
stakeholders. Continued working with NHS
around developments of co commissioning
England to ensure national guidance and best
responsibilities.
practice adopted and undertaken
• Head of Corporate Services (HOCS) working with • Identified
conflict
of
interest
and
coCheshire and Merseyside regional team of NHS
commissioning training for Lay Members to
England.
undertake
• Ensure Terms of Reference for Joint
Commissioning Committee adheres to national
guidance and rules on mitigating conflict of
interest
GAPS IN ASSURANCE (What additional assurances
should we seek?

HOCS attends Cheshire, Warrington and Wirral
primary care leads meeting. Governing Body,
Practices. Health & Wellbeing Board and Health
Voice are receiving regular updates, as are staff via
Chief Officer bulletins.

There is a level of uncertainty over the level of
actual and perceived risk.

ACTION
PLAN

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

Assigned to

Action Detail

Progress-to-Date

Due Date

Communications Manager

Media monitoring

Ongoing monitoring

-

Head of Corporate Services

Complete Terms of
Reference

Final draft Terms of Reference
completed – due to be approved

25.03.15
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Objective: Working Together

Owner: M Cunningham

Reviewed: 13/03/2013

GBAF 11

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 (general medical) care services 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
lay
member
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 Commissioning guidance, and in particular the area around
conflicts of interest. This may lead to poor commissioning decisions of Primary Care.
Risk Rating:

Rationale for Current
SCORE :

Risk History:

L x C = Level

25

Initial

5

4

20

20

Current

5

4

20

15

Initial

Appetite

3

4

12

10

Current

06-01-15
None

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

Open Date
Target Date
Closure Date

Appetite

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?

• Head of Corporate Services (HOCS) with the
support of the Executive Committee and NHS
England identifying individuals to be
representatives on the Committee and who
meet the statutory membership requirements.

• Conflicts of Interest guidance has been published
and guidance on membership adopted in draft
Terms of Reference for Committee
• Identified conflict of interest and co-commissioning
training for Lay Members to undertake
• Use the Joint arrangements for the next 12 months
to enhance skills and build capacity.

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

GAPS IN ASSURANCE (What additional assurances
should we seek?

• HOCS 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 HealthVoice as well as staff and
stakeholders via CCG Communications
infrastructure.

• Whilst proposed membership of the committee
meets guidance parameters, as yet do not know if
meets expertise/knowledge requirements to enable
effective undertaking of Committee duties.
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Governing Body Assurance Framework

GBAF 12

Objective: Investing Responsibly Owner: A. Mitchell

Reviewed: 17/03/2015

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.

Risk Rating:

Rationale for Current
SCORE :

Risk History:

L x C = Level

25

Initial

5

4

20

20

Current

5

4

20

15

Initial

Appetite

3

4

12

10

Current

13-02-15
None

Rationale for RISK

Appetite APPETITE :

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

Open Date
Target Date
Closure Date

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

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

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
Using the monthly contract monitoring meetings to
identify any associated risks as raised by either
parties or arising from the performance of KPI’s.

Creation 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
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

Chief Officer appointed to represent
Cheshire CGs

Completed

Chief Finance Officer appointed to
represent Cheshire CCGs

Completed

Option appraisal on future provision of
services to be developed.

June 15

Monitoring of monthly Performance
Reports from NWCSU

Reports received monthly in line with
normal contract reviews.
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GOVERNING BODY MEETING
25 March 2015
Paper Title

Agenda Item 2.3.3

Summary of the Clinical Quality and Performance
Committee March 2015

Purpose of report
This paper seeks to provide the Governing Body with:
 A summary of the key points from the March minutes of the Clinical Quality and
Performance Committee (minutes are pending ratification) 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












The Committee discussed that further assurance was required in relation to the
actions being taken by the Systems Resilience Group (SRG) to respond to those
areas impacting on performance delivery. Action plans will be presented by the Chair
of the SRG in future
The CCG Service Delivery Manager for Quality provided a detailed update in relation
to care home quality and drew attention to specific areas of concern/activity
Feedback from the most recent Quality Surveillance Group (QSG) was shared with
the Committee. This highlighted feedback on recent Care Quality Commission visits,
an update on discussions with a private provider of midwifery services, actions to
mitigate movement of clinical staff where quality concerns existed and progress in
undertaking Care Treatment Reviews for clients with Learning Disability following the
Winterbourne Review.
An update on current CQUIN (Commissioning for Quality and Innovation)
performance was presented to the Committee detailing performance of all current
providers to date in 2014-15.
Following a review of mortality data it was identified that the local providers were
currently within expected parameters.
It was noted that whilst East Cheshire Trust had failed to meet their trajectory for
reducing the rate of C Difficile infections they had reduced the incidence year on year
and we were satisfied with their approach and performance in this area.
It was agreed that Neil Evans would approach the Mental Health Programme Board to
request an update in progress in developing our Mental Health Strategy. It was noted
that the previous Project Lead left the CCG in early January and her replacement was
not yet in post.
Draft CQUIN schemes for 2015-16 were shared with the group and a more detailed
update will be shared in April.

NHS ECCCG Governing Body Meeting 25 March 2015

Agenda Item 2.3.3




An updated Commissioning Safeguarding policy was ratified and will be inserted into
2015-16 contracts with our providers.
A draft Choice and Resource Allocation Policy was shared with the Group in relation
to Continuing Health Care (CHC) and Complex Care packages.

The Governing Body is asked to:
Approve
Ratify
Endorse

Decide
Note for information



Benefits / value to our population / communities
The Clinical Quality and Performance Committee provides an oversight of the processes
which the CCG has put in place to monitor and develop the services to our population. This
report provides a copy of the CCG dashboard which the committee uses to assess the
corporate delivery of national and local quality

Report Author
Neil Evans
Commissioning Director

Contributors
David Forrester, Quality Analyst

Date of report

16 March 2015

Glossary:
CWP
CQC
SRG
DTOCS
ECT
CAMHS
CQ&P
CQUIN
D&V
HCP Admission
IAPT
NWAS
QA
QI
RCA
RTT

Cheshire & Wirral Partnership NHS Foundation Trust
Care Quality Commission
Systems Resilience Group
Delayed Transfer Of Care
East Cheshire NHS Trust
Child and Adolescent Mental Health Service
Clinical Quality and Performance
Commissioning for Quality and Innovation
Diarrhoea and Vomiting
Health Care Professional
Improving Access to Psychological Therapies
North West Ambulance Service
Quality Assurance
Quality Improvement
Root cause analysis
Refer To Treat

NHS ECCCG Governing Body Meeting 25 March 2015

Agenda Item 2.3.3

SQS
SUI
TOR
The Trust
UHSM

Service Quality Status (East Cheshire Trust’s dashboard)
Serious Untoward Incidents
Terms of Reference
East Cheshire NHS Trust
University Hospital of South Manchester
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2014-15 Eastern Cheshire CCG
Performance Dashboard

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;

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

Trend

2014

Down is improvement

Directly Standardised Years of
Lost Life

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.

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 an 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 individuals accessing IAPT services

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

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.

YTD

Current Performance

Trend

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.

Up is improvement

Performance Comments:

Access to Psychological Therapies - January 2015

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);

Performance Comments:
There has been a reduction in the number of
avoidable admissions in the first seven
months of 2014/15 from 2013/14.
2014/15
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...

Month/YTD
Month

YTD
Current Performance

Trend

Usually Not Requiring ...

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

Down is improvement

Number of Admissions

Avoidable Admissions
160
140
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100
80
60
40
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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.

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

Trend

Response Rate

25.00%

50

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.

Down is improvement

Performance Comments:

ECT A&E Friends & Family Test

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
2014/15; and
b) these providers achieve the specified increase.

and Q4,

The local measure may include improved levels of reporting from primary care. The measure should be agreed by the CCG with it s 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.

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

100
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Primary

80

Secondary

60

40
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0
Q1

Q1

Q2

Q2

Q3

Q3

Q4

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.

Up is improvement

Performance Comments:

Medication Related Errors - January 2015

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:
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

2014/15

100

2013/14

50

Target

0

This can be put down to several
reasons:
The piloting of new proactive care
admin role to support people
discharged with complex needs to
present readmission- early feedback
very positive.

Development of care plans following the
implementation of the risk stratification
tool to assess patients at risk of
admission.
Time Period
Month

Network Orange (Previously LACE tool)
risk tool went live at ECT in July. Piloted
in Knutsford for two wards at present.

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.

Down is improvement

Number of Readmissions

250

NHS Constitution Measures
Referral to Treatment waiting Times

Target

CCG December

CCG - YTD

Trend

ECT January

ECT - YTD

Trend

Comments

Admitted patients to start treatment within a
maximum of 18 weeks from referral

90%

93.7%

91.2%

Up

94.8%

88.0%

Up

Amnesty on RTT

Non-admitted patients to start treatment
within a maximum of 18 weeks from referral

95%

95.9%

96.4%

Up

98.0%

96.8%

Up

Patients on incomplete non-emergency
pathways (yet to start treatment) should have
been waiting no more than 18 weeks from
referral

92%

95.2%

95.3%

Down

93.0%

TBC

Down

Performance achieved for
incomplete pathway.

Diagnostic Test Waiting Times

Target

CCG December

CCG - YTD

Trend

ECT January

ECT - YTD

Trend

Comments

Patients waiting for a diagnostic test should
have been waiting less than 6 weeks from
referral

99%

98.5%

99.0%

Down

99.4%

99.4%

Up

A&E Waits

Target

CCG December

CCG - YTD

Trend

ECT January

ECT - YTD

Trend

Patients should be admitted, transferred or
discharged within 4 hours of their arrival at an
A&E department

95%

87.9%

94.3%

Down

84.04%

94.00%

Down

Comments

NHS Constitution Measures
Cancer Waits - 2 Week Wait

Target

CCG December

CCG - YTD

Trend

ECT January

ECT - YTD

Trend

Maximum two-week wait for first outpatient
appointment for patients referred urgently with
suspected cancer
by a GP

93%

98.5%

97.9%

Up

98.1%

98.6%

Down

Maximum two-week wait for first outpatient
appointment for patients referred urgently with
breast symptoms (where cancer was not
initially suspected)

93%

99.1%

95.8%

Up

96.2%

94.8%

Up

Improved performance in
November, now achieving
year to date performance.

Cancer Waits - 31 days

Target

CCG December

CCG - YTD

Trend

ECT January

ECT - YTD

Trend

Comments

Maximum one month (31-day) wait from
diagnosis to first definitive treatment for all
cancers

96%

97.8%

98.5%

Down

98.4%

99.0%

Down

Maximum 31-day wait for subsequent
treatment where that treatment is surgery

94%

100.0%

98.0%

Up

100.0%

97.9%

Up

Maximum 31-day wait for subsequent
treatment where that treatment is an anticancer drug regimen

98%

100.0%

100.0%

Same

100.0%

100.0%

Same

Maximum 31-day wait for subsequent
treatment where the treatment is a course of
radiotherapy

94%

100.0%

100.0%

Same

N/A

N/A

N/A

Comments

NHS Constitution Measures
Cancer Waits - 62 days

Target

CCG December

CCG - YTD

Trend

ECT January

ECT - YTD

Trend

All cancer two month urgent referral to first
treatment wait

85%

95.8%

89.2%

Down

76.8%

86.9%

Down

Maximum 62-day wait from referral from an
NHS screening service to first definitive
treatment for all cancers

90%

93.9%

96.3%

Down

100.0%

98.2%

Up

Maximum 62-day wait for first definitive
treatment following a consultant’s decision to
upgrade the priority of the patient (all cancers)

No
standard
set

87.5%

83.7%

Down

N/A

N/A

N/A

Category A Ambulance Calls

Target

CCG December

CCG - YTD

Trend

NWAS December

NWAS - YTD

Trend

Comments

Down

CCG currently involved in
deep dive of NWAS data
to understand pressure
points at post code level.

Down

CCG currently involved in
deep dive of NWAS data
to understand pressure
points at post code level.

Down

CCG currently involved in
deep dive of NWAS data
to understand pressure
points at post code level.

Category A calls resulting in an emergency
response arriving within 8 minutes - Red 1
(Quality Premium measured at provider NOT
CCG level)

Category A calls resulting in an emergency
response arriving within 8 minutes - Red 2

Category A calls resulting in an ambulance
arriving at the scene within 19 minutes

75%

75%

95%

42.5%

55.2%

87.9%

57.4%

62.4%

93.0%

Down

Down

Down

59.0%

58.5%

87.7%

69.9%

70.8%

93.8%

Comments

NHS Constitution Measures
Mixed Sex Accommodation Breaches

Target

Minimise Breaches

CCG January

YTD

Trend

ECT January

ECT - YTD

Trend

19

20

Up

20

20

Up

Comments

Cancelled Operations

Target

CCG January

YTD

Trend

ECT January

ECT - YTD

Trend

All patients who have operations cancelled, on
or after the day of admission (including the day
of surgery), for non-clinical reasons to be
offered another binding date within 28 days, or
the patient’s treatment to be funded at the
time and hospital of the patient’s choice.

0

0

0

Same

0

0

Same

Mental Health

Target

CCG January

YTD

Trend

Comments

Up

Q2 achieved following
missed target in Q1. Year
to date CCG is now
achieving.

Care Programme Approach (CPA): The
proportion of people under adult mental illness
specialties on CPA who were followed up
within 7 days of discharge from psychiatric inpatient care during the period

95%

100.00%

96.96%

Comments

Infection Prevention – East Cheshire Trust
East Cheshire Trust Infection Prevention
Clostridium Difficile

MRSA

Period

Period
YTD

Month

6
5
4

Cases

16
14
12
10
8
6
4
2
0

MRSA Cases at East Cheshire Trust
Improvement is
in reduction of
cases.

Cases

C-Difficile Cases at East Cheshire Trust

YTD

Zero Tolerance
to MRSA Cases.

Month

3

2
1

2014/2015

0
2014/2015

2013/2014

2013/2014

Trajectory

October
Monthly
Performance
YTD
Performance

Improvement on
2013/2014

Improvement on
Trajectory

The above graph shows the number
of C-Difficile cases at ECT and the
trajectory for 2014/15. The trust
must see a reduction from 2013/14
of at least 1 case. ECCCG is working
with the ECT Infection Control Team
& ECCCG Medicines Management to
investigate and learn from any
incidents.

September
Monthly
Performance
YTD
Performance

Improvement on
2013/2014

The above graph shows the number of cases of MRSA
assigned to ECT. There is a zero tolerance of MRSA cases and
does not exclude cases that are flagged as contaminants. Of
note in 2013/14 1 case was blood borne MRSA with the
other 4 being contaminated samples.

Infection Prevention – Eastern Cheshire CCG
Eastern Cheshire CCG Infection Prevention
Clostridium Difficile

MRSA
Period

Month

YTD

Month

MRSA Cases Assigned to Eastern Cheshire
CCG
2.5
2

Cases

Improvement is in
reduction of
cases.

Cases

C-Difficile Cases for Eastern Cheshire CCG
50
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YTD

1.5
1

Zero Tolerance
to MRSA Cases.

Period

0.5

2014/2015

0

2014/2015

2013/2014

2013/2014

Trajectory

October
Monthly
Performance
YTD
Performance

Improvement on
2013/2014

Improvement on
Trajectory

The above graph shows the number
of C-Difficile cases attributed to
ECCCG and the trajectory for
2014/15. The CCG must see a
reduction from 2013/14 of at least
5 cases. ECCCG is working with the
ECT Infection Control Team &
ECCCG Medicines Management to
investigate and learn from any
incidents.

October
Monthly
Performance
YTD
Performance

Improvement on
2013/2014

The above graph shows the number of cases of MRSA
assigned to the CCG. There is a zero tolerance of MRSA
cases and does not exclude cases that are flagged as
contaminants.
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GOVERNING BODY MEETING
25 March 2015
Report Title

Agenda Item 2.4.1

Locality Management Meeting 6th March 2015

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

Key points
The focus of the March meeting was around the review of GP Services due to be undertaken
across Eastern Cheshire.

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

Head of Corporate Services

Date of report

16 March 2015
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LOCALITY MANAGEMENT MEETING
Friday 6th March 2015
The Hall at Marthall, Chelford

NOTES

Practice

GP / Exec

Practice Manager /
other practice rep

Alderley Edge, George St Practice

Dr Peter Speake

M. Martin

Annandale Medical Centre

G. Auen

-

Bollington Medical Centre

-

Patricia Atkinson

Broken Cross Surgery, Macclesfield

-

Ian Colly

Chelford Surgery

Dr Helen Thomas

Janet Tildsley

Cumberland House, Macclesfield

Dr Jeff Hodgson

Helen Bianchi

Handforth Health Centre

Dr James Milligan

Joanne Moore

High Street Surgery, Macclesfield

Dr Mike Clark

Holmes Chapel Health Centre

Dr Rob Thornburn

Kenmore Health Centre, Wilmslow

S. Maxwell

Dean Grice
Julie Sercombe
Lynne Garner

Lawton House Surgery, Congleton

T. Rigby

Melanie Lyman

McIlvride Medical Centre, Poynton

Dr Andrew Coley

Lindsay Bates
Helen Coley

J. Boley

Joan Carpenter

Dr Ian Hulme

Chris White

Park Green Surgery, Macclesfield

Dr Graham Duce

Isobel Chetwood

Park Lane Surgery, Macclesfield

Dr Louise Hastings

Chris Campbell-Kelly

Priorslegh Medical Centre, Poynton

Dr David Ward

-

Readesmoor Group Practice

Dr Stuart Thomas

-

Schoolhouse Surgery, Disley

Dr Andrew Maurice

Jill Hampson

South Park Surgery, Macclesfield

Dr David Cragg

-

Toft Road Surgery, Knutsford

Dr Jenny Lawn

Margaret Thornborrow

Vernova CIC

-

-

Wilmslow Health Centre

Dr Brennan

-

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

Dr Paul Bowen
Jerry Hawker
Alex Mitchell
Matthew Cunningham
Jacki Wilkes
Neil Evans
Jane Miller
Dawn Wayne
Sophie Hughes
Janet Kenyon
Fleur Blakeman

Whole Meeting

Rosemary Kendrew

Whole Meeting
Whole Meeting
Apologies
Apologies

Mark Dickinson
Julie Sercombe
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
PA (Minute taker)
Deputy Head of MMT
Strategy & Transformation Director
Complaints Incidents and Governance
Manager
Head of Medicine Management
Locality Lead Congleton & Holmes Chapel
Quality & Performance Manager
Contracts Manager

COPIES TO
EC CCG Management Team

1

MEETING BUSINESS

1.1 Apologies for Absence
Alex Mitchell, Jacki Wilkes, Jane Miller, Andrew Binnie, Sally Larvin.

1.2
1.3

2

Declaration of interests
Note noted.

Matters arising from Previous meeting
None noted.

Updates
Peer Group Updates:
Chelford /Handforth/ Alderley Edge / Wilmslow (CHAW)
- Held two GP training events which were successful.
- Care coordinators are in place and working well with other services.
- PWC - Community Board looking at the future model of Caring Together Act.
The objective is to decide how providers will work together and shape the future
model of Caring Together. This is time limited to 6 weeks. There are concerns
that providers may not be aware of how to shape the service.
Poynton/Bollington/Disley (BDP)
- GP visiting service is up and running. It is going well, working with residential
homes and those in their own home.
- Good Collaboration between practises.
2

-

The Care Coordinator has been in place for ten months and is now dealing with
400 patients.
Winter pressure bid - GP visiting service is providing more support for patients at
home and identifying who is high risk. This is keeping patients out of hospitals.
The Care Coordinators work well with GP’s and Care homes to increase
confidence in the service.

Congleton & Holmes Chapel
- Care coordinator moving forward with bid. Dean has taken over sitting on
Proactive Care Group.
- Looking for somewhere to house Community Care Matrons, mainly from the
Congleton practises. Alex Mitchell is aware and discussing with Community
Services. No update yet.
- Unsure if funding will continue for the Care Coordinator as it is limited to 12
months. Need to prove to investors that the role is working and worth continuing
commission.
Knutsford
- Care Coordinator is up and running and picking up people who were not classed
as high risk
- Meeting as a town and developing primary care town-wide services.
Macclesfield
- Advert for administrator gone out, to be filled soon.
- Dementia training.
Chief Officer Update
- Jerry Hawker informed the group about the devolution of funding to Greater
Manchester. Simon Stevens drove this move and it was agreed at highest level.
NHS England announced it fully supports this move however we still have to
abide by structures.
- The application to the New Models of Care Programme to be a vanguard area
has not been successful. CCG funding uplift has been higher than average so
there is the potential to invest this year. More money will be released to invest in
community services and developing primary care.
- Financial – the CCG will not be closing with a deficit this year. Any surplus will be
used to reinvest upfront. Investment is to be made in Community services and
Primary Care. Proposals should be submitted for areas requiring investment.
- Caring Together – the next public phase is about to start. The timing is now right
for the message to go out. Investment is being moved from hospital into the
community. Booklets were given to all practices to distribute.
- If GPs want to look at working differently as practices, limited funding is available
to draw upon to enable organisational change.
- North West Commissioning Support Unit – NHS England is deciding what to do
about the IT contract; a decision is yet to be made.
- Funding for Nhs.net SMS service has finished and it is now the responsibility of
practices to find the funding if they want it to continue.
- Patient access - NHS England is contacting practices directly regarding what
needs to be done and advertising. We have been successful in the Tech 2 bid
and we will receive funding from the national pot for Information Technology.
There is a limited time for this funding to be spent.
- Laptops will be given to the nursing home doctors. They will all receive a laptop
with a web license attached to it because they are moving away from the mobile
3

scheme.
CCG Directorate Update
Finance
-

Alex Mitchell sent apologies for absence. Jerry Hawker had given a brief
financial update earlier in the meeting to say that there will be investment this
year.

Commissioning – Neil Evans
-

-

-

-

-

-

-

3.

Update on secondary care – A&E performance across all hospitals still not
achieving target. There are problems with delayed discharge for a combination of
reasons.
Knock-on impact of elective care. Bed pressures over the winter have out done
most of the good work done last year, however as the weather improves work
has started again and it will be a gradual improvement.
Ophthalmology - Virgin and Spire are closing their services and local NHS
providers do not have the capacity to pick up the surplus. Wilmslow Health
Centre is trying to attract new suppliers however for patients there are currently
long waits. One consultant has been recruited at East Cheshire NHS Trust.
Stroke – New Greater Manchester pathway will go to Salford from April. There
has been enhanced rehabilitation in the community and lengths of stays are
reducing rapidly.
Hollins View – intermediate care will not be provided after March. Respite beds
will remain open until the end of year until further consultation. The CCG is in
discussion with care homes in Macclesfield to see if it is possible to buy beds for
a period of time.
Commissioning Support Unit (CSU) - the CCG is taking some services in-house.
The existing Continuing Health Care team is moving to the CCG. Rosemary
Kendrew was introduced as a member of a new team looking after complaints,
concerns, and Freedom of Information requests. The local team will help iron out
irritations with the old service. The peer groups can help shape the work by
helping Rosie understand what the expectations are.
Ear Wax – ML actions as follows:
1. Amend pathway to read “…return to Practice Nurse for ear wax
removal….”.
2. Ask to review patient leaflet or guidance given to patients when being
referred back to their GP, specifically around treatment for the ear wax
prior to their audiology appointment.
3. Ask about waiting times from referral to seeing the patient.

Topic Updates

3.1 Medicines Management Scheme 2015-2016
Prescribing and
Medicines Optimisatio

-

Janet Kenyon and Mark Dickinson presented the Medicine Management
Scheme to the group.
The group was asked for ideas and feedback. Part of the discussion at next
week’s meeting will include deciding how to set this year’s budget.
4

3.2 Primary Care Review
-

Fleur Blakeman presented the Primary Care Review to the group. There was
some discussion amongst and the following was summarised.

Summary
Each practice represented in process (PM+GP)
NHS, LMC representation
Technical input
Community services impact/considerations and feed in to community spec
Joint committee representatives (scrutiny role)
GP Out of Hours to cover time out
Additional funds from CCG non recurrent budget (e.g. “CQUIN” monies to
backfill)
- PPG/ Health Voice representation?
- Frequency – fortnightly/full day for full engagement
- Preparation pack (not blue sky) – incorporate work to date (access/activity/io
group work)
- Formal “core GMS” vs “Xtra GMS” and paper review PMS in advance for packs
- Election considerations (post-election opt out)
- Future GMS negotiation fall back consideration
- EXPERT facilitation (not CCG CHAIR!) – perhaps Paul?
- Cultural approach
- Needs to extract financial consequences to allow buy in (£ elephant in room)
-

4.

Any Other Business
None

5.

Next Meeting

st
6.1 The next meeting will be held on Friday 1 May 2015, 08.45am at The Tytherington Club in

Macclesfield

5
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Joining up care in Eastern Cheshire

Addressing Historic Inequity
In Practice
Theory

Inequity in…

Other
Other

Other

Other
Other

PMS
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QOF)

CORE
GMS
(incl
QOF)

CORE
CORE
GMS
GMS
(incl
(incl
QOF)
QOF)

OUTCOMES
ACCESS
APPOINTMENTS
PT EXPERIENCE
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Integrating Care in Eastern Cheshire
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XTRA
Other

Other

PMS

PMS

XTRA

+/- PMS

XTRA

XTRA
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GMS
(incl
QOF)

CORE
GMS
(incl
QOF)

+

CORE
GMS
(incl
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CORE
GMS
(incl
QOF)

Other
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Primary
care

“Transformed”
Primary care

Other

Transformation

Stability Before Transformation

+

Transformation?

NOW

2015-16

2016 - 2018

Integrating Care in Eastern Cheshire
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Primary Care Integration – End State
Provider configuration to be
confirmed

GMS
GMS

GMS non funded

PMS

Enhanced Services

Caring Together
Primary Care
Locally agreed
contact

Integrated
care
contract

Other General
practice services
Other non General
Practice provided
Services (OOH,
ambulatory care,
community, mental
health, acute, social)

Other services

Integrated Care Organisation

23 Practices

Or
3- 5 separate
localities

Or

1 organisation

Or
A mix of the
above

In time…
Other services

Integrating Care in Eastern Cheshire
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Overarching Principles
•

Working in partnership

•

Resources earmarked to support practice participation

•

A new Caring Together General Practice care offer

•

Financial stability to practices, equal reward for equal services offer

•

Commitment to invest in General Practice

•

The new “offer” linked to a reduction in variation of access/service
offer

•

CCG commitment to invest equally matched by practices
commitment to explore efficiencies and productivity by working
differently

•

Develop a service model that is sustainable and financially viable

Integrating Care in Eastern Cheshire

5

Next Steps
•

Finalise the review proposal and circulate for comment

•

Agree the approach

•

Complete the review by 30 June 2015

•
•
•

Development of a new contract June – September 2015
Introduce new contract October 2015 – April 2016
Transform General Practice – Phased implementation April 2016 –
March 2018
Maintain stability throughout

•

Integrating Care in Eastern Cheshire

6

Proposed Approach
•

3 full day workshops

•

6 half day workshops

•

Establish a Task and Finish group made up of representatives of the
5 localities

•

Other?

Integrating Care in Eastern Cheshire

7

Summary of Feedback 1
Each practice represented in process (PM + GP)
NHSE, LMC representation
Technical input vis a vis the contract from NHSE
Need to quantify the impact of any changes to the
Primary Care core offer on Community Services and
the specifications for Community
Services/Integrated Care
• Joint Committee representatives (scrutiny role)
• GP OOH to cover time out
•
•
•
•

Integrating Care in Eastern Cheshire
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Summary of Feedback 2
• Additional non recurrent funds from CCG to support
practice participation (e.g. “CQUIN” moneys to
backfill)
• Patient Participation Group/HealthVoice
representation?
• Frequency of meetings ‐ ?fortnightly
• Commence with a full day for full engagement
• Preparation pack (not blue sky) – incorporating the
work completed to date (Access/activity/1o group
work)
Integrating Care in Eastern Cheshire

9

Summary of Feedback 3
• Election considerations (post election opt out)
• Formal “core GMS” vs “extra GMS”, and paper review
PMS in advance for packs
• Future GMS negotiation fall back consideration
• EXPERT facilitation (not CCG CHAIR!)
• Cultural approach
• Needs to extract financial consequences to allow buy
in (£ elephant in room)

Integrating Care in Eastern Cheshire

10

This page has been left blank intentionally

NHS ECCC
CG Governing
g Body Meeting 25 March
h 2015

Ag
genda Item 2.4.1

Appe
endix C

Prresentattion at
Lo
ocality Manage
M
ement M
Meeting March 2
2015
- Pres
scribing
g and Me
edicines
s Optim
misation

18/03/2015

Prescribing and Medicines
Optimisation
Graham Duce / Janet Kenyon

1

Feedback
•
•
•
•

Not too much change year on year
Peer group approach
Incentives retain focus
Link in with CCG priorities / QIPP

2

1

18/03/2015

Proposals
• Quality Premium – changes from Medicines
Safety Incidents to Antibiotic Prescribing
(10p?)
• Respiratory Medicines – change focus to
implementing National Review of Asthma
Death findings (20p?)
• Budget – maintain peer group incentive (70p)
3

Antibiotic Prescribing
CCG QP requires:
• Reduction in the number of antibiotics prescribed
(measured as items per population)
• Reduction in the proportion of antibiotics
prescribed as broad spectrum (cephalosporins,
Co‐amoxiclav and Quinolones); England average
is 11%
• There is also a validation of secondary care prescribing
proposed to be an ECT CQUIN
4

2

18/03/2015

Inhaled Medicines
• Review patients over‐ordering inhalers,
especially salbutamol in line with
recommendations from NRAD study
• Follow up patients post‐discharge for asthma
exacerbations
• Review diagnosis in those with inhalers on
repeat who are not on QOF registers for
asthma / CODP
5

Budget Management
• Peer Group risk sharing
• Supported by MMT with core schemes e.g.
– High cost patients
– Medicines that increase risk of falls
– Inhaler cost improvement opportunities /
pathways
– Medicines “less suitable” eg Colief, glucosamine
6

3
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More discussion at Prescribing Leads
Peer groups to feed back now in brief and in detail at Prescribing Leads
next week

7

4

GOVERNING BODY MEETING
25 March 2015
Paper Title

Agenda Item 3.1

Final sign off of the Terms of Reference for the
Eastern Cheshire Primary (General Medical) Care
services Joint Commissioning Committee

Purpose of paper
This paper seeks approval of the final version of the Terms of Reference for the Primary
(General Medical) Care Services Joint Commissioning Committee for Eastern Cheshire and
the resulting amendments to the Constitution of the CCG.

Key points
 the Clinical Commissioning Group (CCG) has received confirmation from NHS England of
its approval for the CCG to undertake joint commissioning of primary (general medical)
care services from 1 April 2015, subject to final amendments being included in the Terms
of Reference for the joint commissioning committee and subsequent approval of the
revised Terms of Reference by the CCG Governing Body and NHS England
 the Terms of Reference for the joint committee have now been amended to reflect the
decisions of the Governing Body at its January 2015 meeting and the guidance provided
around voting arrangements contained within the NHS England Policy note on joint
committees for primary care co-commissioning
 following approval of the Terms of Reference by the Governing Body, the Terms of
Reference will be submitted to the Cheshire and Merseyside regional team of NHS
England for their approval
 subsequent to receiving the final approval of the TOR from NHS England, colleagues
within NHS England will receive notification of the TOR approval and the resulting
amendments to the Constitution of the CCG
 it has been indicated that following this notification of the TOR approval and amendments
to the Constitution that version 1.3 of the CCG Constitution will be approved by NHS
England

The Governing Body is asked to:
Approve

Ratify
Endorse

Report Author
Matthew Cunningham

Decide
Note for information

Contributors

Head of Corporate Services

Date of report

11 March 2015
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Fina
al sign off
o of the
e Terms
s of Refe
erence for the Eastern
n Chesh
hire
Prim
mary (G
General Medical) Care Service
es Joint Commissionin
ng
Comm
mittee
1.

E
Executiv
ve Summ
mary

1.1

O
On 4 Marcch 2015 the
e Clinical C
Commissio
oning Group (CCG) re
eceived co
onfirmation from
N
NHS Engla
and of its a
approval fo
or the CCG
G to underrtake joint commissio
c
oning of priimary
((general m
medical) carre servicess from 1 Ap
pril 2015 (A
Appendix A
A).

1.2

T
This appro
oval is subject to finall amendme
ents being included in
n the Term
ms of Referrence
((TOR) for the Easttern Chesshire Prima
ary (Gene
eral Mediccal) Care Services Joint
C
Commissio
oning Com
mmittee (the
e ‘Committtee’) (Appendix B) a
and subse
equent app
proval
o
of the revissed Terms of Referen
nce by the CCG Gove
erning Bod
dy and NHS
S England.

1.3

T
The TOR ffor the jointt committee
e have now
w been am
mended to rreflect the decisions
d
o
of the
G
Governing Body at its January 2015 mee
eting and th
he guidancce provided
d around vvoting
a
arrangeme
ents and La
ay Membe
er/Executivve majority contained
d within the
e NHS Eng
gland
‘‘Policy note
e on joint ccommitteess for primarry care co--commissio
oning’ (App
pendix C).

1.4

F
Following a
approval of the TOR by the Go
overning Bo
ody, the TO
OR for the Committe
ee will
b
be submittted to the Cheshire
C
a Merseyside regio
and
onal team of NHS En
ngland who will
tthen submit the TOR to the cen
ntral NHS E
England tea
am for their approval..

1.5

S
Subsequen
nt to receivving the fin
nal approval of the TOR
T
from N
NHS Engla
and, collea
agues
w
within NHS
S England
d will receiive notifica
ation of th
he TOR ap
pproval an
nd the resulting
a
amendmen
nts to the C
Constitution
n of the CC
CG.

1.6

F
Following submission
s
n of this evvidence NHS Englan
nd has indicated thatt version 1.3
1 of
tthe CCG Constitutio
on will be approved.. Following
g this app
proval verssion 1.3 w
will be
p
published o
on the CCG
G website.

2.

R
Recomm
mendation
n(s)

2.1

The Goverrning Body is asked to
T
o:
 note the amendm
ments to the Terms of Refere
ence and version 1.3 of the CCG
ution
Constitu
 approve
e the final version
v
of tthe Terms of Referen
nce and su
ubsequent amendmen
nts to
the CCG
G Constituttion
 note the
e process ffor approva
al by NHS England fo
or both doccuments

3.

R
Reasons
s for Recommend
dation(s)

3.1

T
To enable the subm
mission of the Termss of Referrence and version 1.3 of the CCG
C
Constitution to NHS E
England be
efore 31 March 2015..

4.

P
Peer Gro
oup Area / Town A
Area Affe
ected

4.1

A
All.
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5.

P
Populatio
on Affected

5.1

A Eastern
All
n Cheshire patients

6.

C
Context

6.1

C
Co-commisssioning iss seen as a
an essentiial step tow
wards expa
anding and
d strengthe
ening
p
primary me
edical care
e and in ach
hieving the
e Caring To
ogether mo
odel of integ
grated care
e.

6.2

T
The Goverrning Bodyy and the m
member pra
actices of the
t CCG h
have been informed o
of the
p
progress ttowards an
nd the pro
ocess arou
und achievving autho
orisation to
o proceed with
M
Model Op
ption B – Joint Com
mmissioniing around
d the co-ccommission
ning of priimary
((general m
medical) care servicess from 1 A
April 2015. The proce
ess has pro
oved to be
e less
tthan straightforward as
a the lega
al and pracctical impliccations of u
undertaking this optio
on for
cco-commisssioning ha
ave been further
f
exp
plored and understoo
od, which has resultted in
a
additional cclarity and legal advicce being sought by C
CCGs and by NHS England, an
nd the
p
publication
n of addition
nal guidancce.

7.

F
Finance

7.1

N
None speccific to the process
p
of submission of the Te
erms of Reference or Constitutio
on.

8.

Q
Quality
a
and Patie
ent Experience

8.1

N
None speccific to the p
process of submissio
on of the Te
erms of Re
eference orr Constitutio
on.

9.

E
Equality

9.1

N
None
speccific to the p
process of submissio
on of the Te
erms of Re
eference orr Constitutio
on.

10.

L
Legal

10.1

T
There is a legal requirement ffor CCGs tto have arrrangemen
nts in place
e for mana
aging
cconflicts off interest a
and in the ccreation off the TOR tthe CCG h
has followe
ed the guid
dance
ccontained w
within Man
naging conflicts of inte
erest: statu
utory guida
ance for CC
CGs1 and p
policy
n
note ‘Policyy note on jjoint comm
mittees for p
primary carre co-comm
missioning’’.

10.2

T
To meet the
t
require
ements ou
utlined within Manag
ging confliicts of intterest: stattutory
g
guidance ffor CCGs, the CCG has considered and made the
e necessarry amendm
ments
w
where requ
uired to the
e following key CCG documents
d
s:
 CCG Co
onstitution
 Scheme
e of Reservvation and Delegation
n
2
 Standarrds of Busin
ness Conduct
 Corpora
ate Risk Re
egister
 Governing Body Assurance
A
F
Frameworkk3

1

http://www
w.england.nhs.u
uk/wp-content/uploads/2014/12
2/man-confl-int-g
guid-1214.pdf
https://ww
ww.easternchesshireccg.nhs.uk/Downloads/Pub
blications/Policie
es/BusinessConduct/Standards%20of%
%20Business%20Conduct%20
0RATIFIED%202
25%20Jun%201
14.pdf
3
http://www
w.easternchesh
hireccg.nhs.uk/D
Downloads/Gove
erning-Body/Mee
etings/2015-02-25/2.2%20%20Assura
ance%20Frame
ework%20February%202015.pd
df
2
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11.

C
Commun
nication

11.1

F
Following a
approval o
of the Term
ms of Referrence and CCG Con
nstitution ve
ersion 1.3, both
d
documentss will be made pub
blicly availa
able on th
he CCG website
w
an
nd all me
ember
p
practices w
will be notiffied.

12.

B
Background and further iinformation

12.1

F
Following the appro
oval of the
e draft Terrms of Re
eference fo
or the Committee at
a the
JJanuary 20
015 Goverrning Bodyy meeting, the draft Terms
T
of R
Reference was subm
mitted
w
with the joint commisssioning su
ubmission proforma (Appendix
x D), supporting evid
dence
a
and supporting letter from the C
Chair and C
Chief Officcer (Appen
ndix E) on the 30 Jan
nuary
2
2015. A re
evised ame
ended verssion of the CCG Con
nstitution (vversion 1.3
3) reflecting the
cchanges re
equired for joint comm
missioning was also submitted
s
o
on the 30 JJanuary 2015.

12.2

O
On 4 Marcch 2015 the
e CCG recceived conffirmation frrom NHS E
England of its approvval for
tthe CCG to undertakke joint commissionin
ng of primary (generral medicall) care serrvices
((Appendix A), but dependant on the CCG
G making m
minor amen
ndments to
o and appro
oving
tthe Terms of Referen
nce ahead of 31 Marcch 2015.

12.3

D
During thiss period (JJanuary to March) a number of
o CCGs a
around the country ra
aised
ttheir conce
erns with N
NHS Englan
nd around the interprretation of tthe guidance in relatiion to
vvoting rights and membership of
o joint com
mmittees a
and the req
quest for fu
urther clariity on
b
both the legal and op
perational a
aspects of undertaking joint com
mmissioning
g.

12.4

F
Following legal adviice receive
ed NHS E
England p
published tthe ‘Policyy note on joint
ccommitteess for prim
mary care co-commis
c
ssioning’ (A
Appendix C) as an
n addendu
um to
M
Managing conflicts of interesst: statutorry guidancce for CC
CGs and w
which provvided
a
additional cclarity on vvoting rightss and mem
mbership off the comm
mittee.

12.5

T
The policyy note provvided the ffollowing additional
a
d
detail
and clarity on the issuess that
h
have been
n raised a
and which have now
w been refflected in the amen
nded versio
on of
E
Eastern Ch
heshire Terrms of Refference for the Comm
mittee (App
pendix B):
 Voting rights: bo
oth the CC
CG and NH
HS Englan
nd should have equal voting rights
r
within th
majority off decisionss undertake
he committtee but it iss expected
d that the m
en by
this com
mmittee would be don
ne via the cconsensus agreemen
nt of all me
embers pre
esent.
If an occcasion occcurs where a casting vote is req
quired for a decision to be mad
de the
following
g applies:
 CCG
G memberrs of the jjoint comm
mittee sho
ould have the castin
ng vote on
n any
decision perta
aining to on
ne of their (CCG) sta
atutory funcctions on primary
p
(ge
eneral
med
dical) care services. The
T casting vote will be done vvia a nomin
nated CCG
G Lay
Mem
mber or CC
CG Executtive Membe
er of the C
Committee and canno
ot be done
e by a
GP member
 NHS
S England members of the join
nt committe
ee should have the ccasting vote on
any decision pertaining to one off their (NH
HS Englan
nd) statutory function
ns on
prim
mary (general medical) care servvices
 Leaders
ship: The Chair and
d Vice Cha
air of the Committee
e will need
d to be a nonclinical L
Lay Member. Non-cliinical referrs just to G
GP and other clinical roles, therrefore

NHS ECCC
CG Governing
g Body Meeting 25 March
h 2015

A
Agenda Item 3.1

excludin
ng the registered nurrse and se
econdary care
c
doctorr on the G
Governing B
Body.
To ensu
ure approprriate oversight and asssurance o
of the joint ccommissio
oning comm
mittee
the role
e of Chair cannot be undertakken by the Lay Me
ember Cha
air of the CCG
Governa
ance and Audit Com
mmittee. They can, however, undertake any otherr Lay
Memberr position o
on the joint committee
e.
12.6

C
Constitution Chang
ges. On 9 M
March 2015 the CCG
G received confirmation that ve
ersion
1
1.3 of its Constitution would be appro
oved by N
NHS Engla
and, subje
ect to rece
eiving
cconfirmatio
on from botth the CCG
G Governin
ng Body an
nd NHS En
ngland arou
und approvval of
tthe revised
d Terms of Reference
e for the joiint commisssioning co
ommittee. T
The Constittution
h
has now be
een amend
ded to refle
ect these changes, na
amely:
 inclusio
on of the Eastern Cheshire Prrimary (Ge
eneral Med
dical) Care
e Services Joint
Commissioning Committee
e Terms of Referrence as Appendixx I within
n the
Constittution
 amend
dment to th
he Terms of Refere
ence of the
e Clinical Q
Quality an
nd Perform
mance
Committee at Se
ection 8.1 to include within the
e sentence
e – ‘The m
minutes of each
ng will go to the N
NHS Easte
ern Chesh
hire Clinica
al Commisssioning Group
G
meetin
Govern
ning Body and the E
Eastern Ch
heshire Priimary (Gen
neral Mediical) Care Joint
Comm
missioning C
Committee. This now reflects what has be
een agreed
d within the
e joint
commissioning co
ommittee T
Terms of R
Reference.
 amend
dments to tthe Conten
nts page to
o reflect cha
anges to page
p
numb
bers and se
ection
titles re
esulting fro
om the incclusion of the joint commission
c
ning comm
mittee Term
ms of
Refere
ence
 amend
dments to the descrip
ption of the role of Layy Member for Govern
nance and Audit
in para
agraph 7.9.4 to reflecct guidance around this
t
Lay M
Member possition not being
b
able to
o Chair the
e Primary (General Medical) C
Care Services Joint Commissio
oning
Committee
 updatin
ng of the A
Amendments Log in A
Appendix L to include the above
e additions

13.

O
Other
ite
ems of no
ote

13.1

IIn supportt of CCGss taking on an enha
anced role
e in the commission
c
ning of priimary
g
general
me
edical care
e services and the importance
e of the ro
ole of CCG
G Lay Mem
mbers
N
NHS
Engla
and is enssuring thatt support iss provided
d to all CC
CG Lay Me
embers thrrough
c
comprehen
nsive, face
e-to-face trraining on co-commissioning a
and manag
ging confliccts of
i
interest,
ass well as d
developing
g a numbe
er of suppo
orting toolss and reso
ources that can
c
continue
to
o be accesssed once the trainin
ng program
mme has concluded.
c
d
Training dates
a
and
venue
es can be
e accesse
ed via: http://www.en
ngland.nhss.uk/commissioning/p
pc-coc
comms/lay
y-member-ttraining

13.2

NHS Engla
N
and are currently und
dertaking an analysis of the prim
mary care workforce
w
w
within
t
the
region
nal teams. This will help to ffurther info
orm CCGss in unde
erstanding what
and expe
r
resources
ertise regio
onal teams have cu
urrently to
o carry ou
ut the stattutory
f
function
arround prima
ary care co
ommissioning and su
upport that can be pro
ovided to C
CCGs
u
undertakin
g delegate
ed or joint commissio
oning arran
ngements. This is an
nalysis is due to
b completted by 20 M
be
March 2015.
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13.3

IIn its Jan
nuary 201
15 submisssion to NHS Eng
gland to be consid
dered for joint
c
commissio
oning arran
ngements, the CCG
G committe
ed to main
ntain its ccurrent levvel of
r
resources
allocated tto primary care comm
missioning and develo
opment an
nd identified
d that
iti anticipates in the a
absence o
of any conttrary inform
mation thatt NHS Eng
gland will rretain
t
the
same
e commitment to resourcin
ng this joint commissioning
g arrange
ement
(
(Appendix
x E). The C
CCG has ccontinued to
o seek and
d has received assurrance from NHS
E
England
th
hat it will continue tto resource
e the support to en
nable joint commissio
oning
a
arrangeme
ents and for NHS Eng
gland to ca
arry out its sstatutory duties and ffunctions.

14.

N
Next
Steps

14.1

F
Following approval of the Committee Terms off Referencce the folllowing wiill be
u
undertaken
n:
Chair
 confirm and write the outline
e of the dutties and re
equirementts of the C
Committee C
and und
dertake the process to
o identify a
and appointt the Chair
 confirm and appo
oint (wherre applica
able) indiviiduals to undertake
e the iden
ntified
e Committe
ee Terms o
of Referencce
memberrship roles and dutiess within the
 identify and agree
e the first meeting off the Com
mmittee – a
anticipated to meet w
within
e 2015-201
16 financial year
Quarter One of the
 write ou
ut to Healtthwatch Ch
heshire Ea
ast and Ch
heshire Ea
ast Health and Wellb
being
Board w
with a stand
ding invite to
t attend th
he meeting
gs of the Co
ommittee.

15.

A
Access
tto further informa
ation

15.1 For
F furtherr informatio
on relating tto this repo
ort contact:
Name
e
Matthew Cunningha
am
Desig
gnation
Head of C
Corporate Services
S
Telephone
01625 66
63339
Email
matthew.cunningha
am@nhs.ne
et

16.

Append
dices

Appen
ndix A
Appen
ndix B
Appen
ndix C
Appen
ndix D
Appen
ndix E

Letter fro
om NHS E
England 4 March 2015
2
confirming app
proval for joint
commissiioning
Terms off Reference for the E
Eastern Ch
heshire Prrimary (Ge
eneral Med
dical)
Care Servvices Jointt Commissioning Com
mmittee
Policy note on joint committee
es for prima
ary care co
o-commissiioning
Joint Com
mmissioning Submisssion Proforma
NHS ECC
CCG Chairr and Chieff Officer Su
ubmission Proforma
P
L
Letter
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Gove
ernance
e
Priorr Committtee Approval / Liink to oth
her Committees
n/a

CCG Five Yea
ar Strategic Plan program
mme of w
work this report is
s linked tto
Caring
g Togetherr

Q
Quality Imp
provement

Menta
al Health & Alcohol

O
Other



CCG Five Yea
ar Strategic Plan ambition
ns addre
essed by this repo
ort
Increa
ase the num
mber of ou
ur citizens 
IIncrease th
he proportion of olde
er people 
having
g a positive
e experiencce of care
Reducce the ine
equalities in health
and ssocial carre acrosss Eastern
Chesh
hire



Ensure our citizzens accesss care to
the highest
and are
h
s
standard
proteccted from a
avoidable h
harm



Ensure that a
all those living in
Easterrn
Chesshire
sho
ould
be
suppo
orted by ne
ew, better integrated
comm
munity services



living independently at home and who
ffeel supporrted to man
nage their condition
IImprove th
he health-re
elated qua
ality of life
o
of our citizzens with one or m
more long
tterm conditions, inclu
uding mental health
cconditions
S
Secure ad
dditional ye
ears of life
e for the
ccitizens o
of Easterrn Chesh
hire with
ttreatable m
mental an
nd physica
al health
cconditions

Key IImplications of th
his reporrt – pleas
se indicate
Strategic
C
Consultatio
on & Engag
gement

Financce
E
Equality

Qualityy & Patientt Experiencce
L
Legal

Staff / Workforce
e








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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Appe
endix A

Le
etter fro
om NHS Englan
nd

04 March 2015
By email
Dr Paul Bowen
Chair
East Cheshire CCG

NHS England (North)
Quarry House
Quarry Hill
Leeds
LS2 7UE
PA Email: kathryn.shanks@nhs.net
Telephone: 0113 825 3011

Dear Paul
Primary Care Co-commissioning: Approval for Joint Arrangements
Further to your application to take forward new arrangements for primary care cocommissioning I am delighted to inform you that NHS East Cheshire CCG has been
approved to take on joint arrangements with NHS England.
Please note that terms of reference and CCG constitution amendments must be signed off
by governing bodies and NHS England Regions by 31 March 2015. Failure to complete
these steps would mean this approval will become invalid.
The joint commissioning model is an important vehicle to ensure joined up planning and
decision making between CCGs and NHS England through a joint committee arrangements.
This should provide an opportunity to more effectively plan and improve the provision of outof-hospital services for the benefit of patients in your local population.
We will be in touch shortly so that discussions can take place to finalise the arrangements
for the joint committee and the functions the committee will be responsible for. If the option
to pool funding for investment in primary care services is being taken, this should be agreed
and managed through the Joint Committee.
It is important to ensure appropriate arrangements are made locally to manage potential
conflicts of interest under these joint arrangements. As part of these arrangements, the role
of the lay members on the joint committee is critically important. To ensure appropriate
oversight and assurance of the joint committee the CCG Audit Committee Chair should not
hold the chair of the joint committee. They can, however, take the other lay member role on
the committee.
We look forward to working with you.
Kind Regards

Richard Barker
Regional Director (North)
cc

Clare Duggan, DCO, Cheshire and Merseyside
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Ea
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asterrn Ch
hesh
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neral M
Medical) Care
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ead of Corp
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M
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NHS Eastern Cheshire Clinical Commissioning Group
Primary (General Medical) Care Services
Joint Commissioning Committee Terms of Reference
1.0

Introduction

1.1

The National Health Service Act 2006 (as amended) (“NHS Act”) provides, at
section 13Z, that NHS England’s functions may be exercised jointly with a CCG,
and that functions exercised jointly in accordance with that section may be
exercised by a Joint Commissioning Committee (‘Committee’) of NHS England
and the Clinical Commissioning Group (CCG). Section 13Z of the NHS Act
further provides that arrangements made under that section may be on such
terms and conditions as may be agreed between NHS England and the CCG.

1.2

The Primary (General Medical) Care Services Joint Commissioning Committee
(‘Committee’) is established in accordance with NHS Eastern Cheshire CCG’s
Constitution, Standing Orders and Scheme of Delegation. It is a formal
sub-committee of the Governing Body of NHS Eastern Cheshire CCG.

1.3

The Committee will comprise of representatives from NHS England Cheshire
and Merseyside, NHS Eastern Cheshire CCG and representatives from other
organisations where appropriate. It will undertake the function of jointly
commissioning a common approach to primary general medical care services
for Eastern Cheshire.

1.4

These Terms of Reference set out the membership, remit, responsibilities and
reporting arrangements of the Committee and which meet the requirements of
the Constitution of NHS Eastern Cheshire CCG and Managing Conflicts of
Interest: Statutory Guidance for CCGs.1

1

http://www.england.nhs.uk/wp‐content/uploads/2014/12/man‐confl‐int‐guid‐1214.pdf
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2.0

Membership

2.1

The Committee core membership will consist of:
Position
NHS ECCCG Accountable Officer
NHS ECCCG Chief Finance Officer
NHS ECCCG Commissioning Director
Non-clinical Lay Members
General Practice representatives from member practices of NHS ECCCG
NHS England Cheshire & Merseyside Representative(s)

2.2

Representatives from Healthwatch Cheshire East and from the Cheshire East
Health and Wellbeing Board will have a standing invite to attend each meeting
of the Committee as non-voting attendees.

2.3

The Committee may call additional experts and representatives from other
organisations to attend meetings on an ad hoc basis to inform discussions.

2.4

The Committee may call additional Lay Members or CCG Executive Committee
Members to attend meetings as and when required so as to mitigate any
possibility of decision making being unable to take place due to arising conflict
of interests.

3.0

Remit and Responsibilities of the Committee

3.1

The role of the Committee shall be to carry out the functions relating to the
commissioning of primary general medical services under section 83 of the NHS
Act except those relating to individual GP performance management, which
have been reserved to NHS England.

3.2

The functions under the remit of this committee include:
 GMS, PMS and APMS contracts. This includes decisions on the design of
PMS and APMS contracts, monitoring of contracts, taking contractual action
such as issuing branch/remedial notices, and removing a contract
 decisions on newly designed enhanced services (“Local Enhanced Services”
and “Directed Enhanced Services”)
 decisions on design of local incentive schemes as an alternative to the
Quality Outcomes Framework (QOF)
 commissioning of primary care services delivered by non-GMS / PMS /
APMS contracts
 decision making responsibility on whether to establish new GP practices in
an area
 approving practice mergers
 making decisions on ‘discretionary’ payment (e.g., returner/retainer schemes)
 working collectively on Primary Care Education and Training
 overseeing the undertaking of needs assessment when and where
appropriate
 deciding on whether to pool budgets

4

 decide on and agree the process and timelines for the administrative transfer
of functional responsibilities of primary medical services commissioning from
NHS England to the CCG
 consider, decide and ensure that the commissioning of primary medical care
is done within agreed available resources
 decisions on investment in Primary Care IT
 instruct and delegate actions to and receive reports from the CCG Primary
Care Delivery Group
 receive minutes of meetings, reports and updates on the monitoring of
primary care quality from the CCG Clinical Quality and Performance
Committee.
3.3

In making its recommendations and decisions within the bounds of its remit the
Committee will take into account:
 provisions of any national guidance arrangements
 relevant legislation
 best practice and affordability
 the CCG Primary Care Strategy
 findings and recommendations from the CCG Primary Care Delivery Group
 reports from the CCG Clinical Quality and Performance Committee

3.4

Decisions will be published by both NHS England and NHS Eastern Cheshire
CCG.

4.0

Meeting Arrangements

4.1

The Committee shall adopt the Standing Orders of NHS Eastern Cheshire CCG
insofar as they relate to the:
 notice of meetings
 handling of meetings
 agendas
 circulation of papers; and
 conflicts of Interest.

4.2

Meetings of the Committee:
 shall, subject to the application of 7(b), be held in public
 may resolve to exclude the public from a meeting that is open to the public
(whether during the whole or part of the proceedings) whenever publicity
would be prejudicial to the public interest by reason of the confidential nature
of the business to be transacted or for other special reasons stated in the
resolution and arising from the nature of that business or of the proceedings
or for any other reason permitted by the Public Bodies (Admission to
Meetings) Act 1960 as amended or succeeded from time to time.

4.3

Leadership. The Chair of the Committee shall be a non-clinical Lay Member.
The Vice- Chair of the Committee shall also be a non-clinical Lay Member.

4.4

To ensure appropriate oversight and assurance of the joint commissioning
committee the role of Chair cannot be undertaken by the Lay Member Chair of
the CCG Governance and Audit Committee. They can, however, undertake any
other Lay Member position on the joint committee.
5

4.5

In the position of Chair, the postholder will:
 encourage contributions from all members/attendees
 promote a culture of openness, transparency, constructive challenge and
honesty
 facilitate discussion to ensure the outcomes are concise and focussed and
that the meetings run to time.

4.6

Secretariat support. Appointed secretariat support will be responsible for
supporting the Chair in the organisation of the Committee meeting and the
preparation and circulation of agendas, papers and minutes. The Secretariat
will:
 circulate the agenda and accompanying papers to committee members at
least five working days in advance of the meeting date
 ensure declarations of interest are noted and correct minutes are taken.
Once agreed by the Chair, circulate minutes and action notes within three
working days of the meeting to all committee members
 ensure an action log is produced following each meeting and any
outstanding actions are carried forward until complete
 ensure the Committee risk log is kept up to date
 provide appropriate support to the Chair and Committee members
 ensure the papers of the Committee are filed in accordance with the CCGs
policies and procedures
 present the minutes and action notes to NHS England Cheshire and
Merseyside and the Governing Body of NHS Eastern Cheshire CCG
 produce an executive summary of decisions and actions for information to
NHS England Cheshire and Merseyside and the Governing Body of NHS
Eastern Cheshire CCG at the first available public meeting following a
Committee meeting
 support the Chair and Accountable Officer in the production of quarterly
written reports and an annual report to the Governing Body.

4.7

Quoracy. A quorum necessary for the Committee to undertake its business is
defined as:
 Committee Chair (or nominated Deputy Chair)
 NHS ECCCG Accountable Officer or Chief Finance Officer
 General Practice representative
 NHS England representative
 One other voting Committee member, one of which must either be a:
 Lay Member
 NHS ECCCG Executive member

4.8

Where a meeting of the Committee is not quorate, owing to the absence of
certain members which result in the Committee not having a Lay/Executive
majority, the meeting will be deferred until such time as a quorum can be
convened. Where a quorum cannot be convened from the membership of the
Committee, owing to the arrangements for managing conflicts of interest or
potential conflicts of interests, the Chair of the Committee shall consult with the
CCG Accountable Officer in the action to be taken.
6

4.9

Decision making. Decisions undertaken by this Committee will be done via the
consensus of Committee members. On the rare occasion where consensus
cannot be met and there is a need for a casting vote in making a decision, the
casting vote shall be done by a representative of the organisation where the
decision pertains to one of the statutory functions of that organisation.

4.10

Where a voting decision is required with regards a statutory function of the
CCG, the casting vote will be done via a nominated CCG Lay Member or CCG
Executive Member of the Committee and cannot be done by a GP member.

4.11

Meeting frequency. The Committee shall meet quarterly during the financial
year. When required, additional meetings may be called by the Chair of the
Committee.

4.12

All agenda items will be subject to approval by the Committee Chair, CCG
Accountable Officer and NHS England representative and will be required at
least ten working days prior to the meeting date.

4.13

Members shall be notified at least ten working days in advance that a meeting
is due to take place.

4.14

Agendas and reports shall be distributed to Committee members at least five
working days in advance of the meeting date.
However, in some
circumstances and so as to ensure confidentiality of proceedings it may be
necessary for reports to only be made available on the day of the meeting.
This will be at the determination of the Committee Chair. Committee members
will be notified in advance if this is to occur.

4.15

Following a Committee meeting the draft minutes will be sent to all Committee
members within ten working days of the meeting and ratified by a quorate
number of Committee members within five working days of the draft minutes
being sent out. No decisions or actions will be enacted until the Chair signals
approval of the ratified minutes.

4.16

The Committee is authorised to investigate any activity within its Terms of
Reference. It is authorised to seek any information it requires from any
employee.

4.17

The Committee is authorised to obtain outside legal or other independent
professional advice and to secure the attendance of advisers with relevant
experience and expertise if it considers this necessary.

4.18

Matters for consideration by the Committee may be nominated by any member
of the Committee.

4.19

The Committee shall have the delegated authority to commission, review and
authorise policies that are linked to its key duties.

4.20

Reporting. The Governing Body of the CCG requires, in all joint commissioning
arrangements, that the Accountable Officer of the CCG make a quarterly written
report to the Governing Body, hold annual engagement events to review aims,
7

objectives, strategy and progress, and publish an annual report on progress
made against objectives.
4.21

Minutes, action notes and decisions made by the Committee will be reported to
Cheshire and Merseyside area team of NHS England and the Governing Body
of NHS Eastern Cheshire CCG.

4.22

Review of Terms of Reference. These Terms of Reference will be formally
reviewed by the Cheshire and Merseyside area team of NHS England and NHS
Eastern Cheshire CCG in April of each year, following the year in which the joint
committee is created, and may be amended by mutual agreement between the
Cheshire and Merseyside regional area team of NHS England and NHS
Eastern Cheshire CCG at any time to reflect changes in circumstances which
may arise.

5.0

Conduct

5.1

Members of the Committee have a collective responsibility for the operation of
the 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.

5.2

Members of the Committee shall respect confidentiality requirements as set out
in the Standing Orders unless separate confidentiality requirements are set out
for the Committee in which event these shall be observed.

5.3

Individuals appointed to the Committee will comply with the group’s standard of
business conduct policy including the requirements for declaring conflicts of
interest. All members are required to make open and honest declarations of the
interest at the commencement of each meeting or to notify the Committee Chair
of any actual, potential or perceived conflict of interest in advance of the
meeting.

5.4

In order to facilitate this process, “Declaration of interests” will be a standing
item on all agendas and copies of the ratified minutes will be sent to the
Corporate Programmes and Governance Manager for the purposes of
maintaining the CCG register of interests.

5.5

All members are required to uphold the Nolan Principles and all other relevant
NHS Code of Conduct requirements.

5.6

Attend meetings, having read all papers beforehand.

5.7

Identify agenda items to the Committee Secretariat at least ten working days
before the meeting.

5.8

Submit papers for agreed agenda items at least seven working days before the
meeting.

8

6.0

Assurance Framework

6.1

The Governing Body of NHS Eastern Cheshire CCG gains assurance that the
organisation is operating within its defined parameters through the Governing
Body Assurance Framework. This provides information on significant strategic
risks that may affect the organisation and information on how those risks are
being managed.

6.2

In order to facilitate this process, a “Risk Register” will be a standing item on the
Committee agenda, where risks are identified within the Committee and
evaluated and where appropriate, recorded or amended on the Committees risk
register.

6.3

An updated copy of the risk register will be sent to the CCG Programme
Management Office within 10 working days of a Committee meeting having
been held. This will then be added to the “Corporate Risk Register” and form
part of the Governing Body Assurance Framework process.

9
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From 1 April 2013, with the agreement of the Secretary of State for Health, we adopted the
name NHS England. This name gives people a greater sense of our role, scope and
ambitions. Although in statute we remain the National Health Service Commissioning Board,
we operate under the name of NHS England and will be referred to as such throughout the
remainder of this document/contract.
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1 Purpose of the policy note
This policy note provides further clarification on the governance arrangements for
joint commissioning of primary medical services. A model terms of reference for
joint committees, including a scheme of delegation, were published as part of the
Next Steps Towards Primary Care Co-commissioning document. This note has
been developed in response to a series of queries raised in relation to joint
committees, with the aim to support CCGs and local NHS England teams to finalise
their governance arrangements and terms of reference.
Regional teams should refer to this policy note and to the model terms of reference
for joint committees when working with CCGs to finalise arrangements. If further
assistance is required, please contact: england.co-commissioning@nhs.net.
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2 Joint commissioning governance arrangements

2.1 Joint committee functions
Joint committees can encompass a range of functions including:

Any or all of the primary care functions listed in the Next Steps
document (page 18).


Any out-of-hospital CCG functions, if agreed.

The functions should be agreed between CCGs and local NHS England teams and
included within the joint committee’s terms of reference.

2.2 Membership and voting
In joint commissioning arrangements, individual CCGs and NHS England are
accountable for meeting their own statutory duties, for instance in relation to quality,
financial resources, equality, health inequalities and public participation.
For joint committee arrangements to be successful they require a commitment from
all parties around the table to work collaboratively and to reach decisions through
discussion and agreement. Where exceptionally agreement cannot be reached, the
following arrangements would apply, to enable CCGs and NHS England to meet their
respective statutory duties:
a. NHS England and CCGs should have an equal vote in respect of NHS
England’s functions. This could be made possible through a weighted vote
arrangement. For example:


In a joint committee with five CCGs and NHS England, each CCG
could have one vote and NHS England five votes.



In a joint committee with one CCG and NHS England, NHS England
and the CCG should have an equal number of votes.

b. Where there is a joint committee between NHS England and more than one
CCG, there may be an occasion where a decision needs to be taken in
relation to NHS England’s functions and one CCG present. In this instance,
the decision should be made between the individual CCG and NHS England,
with the other CCG members abstaining from making the decision in question.
c. On the rare occasion that there is a need for a casting vote in decisionmaking:
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CCG members of the joint committee should have a casting vote on
any decision pertaining to one of their statutory functions. This is
because the CCG has ultimate accountability for the delivery of its
functions.

Likewise, NHS England members will have the casting vote for any decision
pertaining to one of NHS England’s statutory functions. This is because NHS
England has ultimate accountability for the delivery of its own functions. Some
joint committees have agreed veto arrangements and in the interest of
providing absolute clarity, a casting vote would be stronger than any veto
arrangements. Joint committees should always strive to reach consensus and
we would hope casting votes are rarely required.
d. Subject to the reserved functions above, all joint committee members are able
to vote on all functions included within the joint committee’s terms of
reference. 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.
e. CCGs delegating their own functions into a joint committee with NHS England
and more than one CCG should consider how decisions will be taken in the
context of a collective decision-making body.

2.3 Chair and Vice Chair
All joint committees must have regard to the conflicts of interest guidance
published in December 2014. Of particular note is the need to have a lay chair and
lay vice chair, where lay is intended to mean non-clinical (i.e., not just non-GP) and
non-executive (e.g. a CCG Chief Finance Officer could not serve as the chair or vicechair).
It is important to ensure appropriate arrangements are made locally to manage
potential conflicts of interest under these joint arrangements. As part of these
arrangements, the role of the lay members on the joint committee is critically
important. To ensure appropriate oversight and assurance of the joint committee the
CCG Audit Committee Chair should not hold the chair of the joint committee. They
can, however, take the other lay member role on the committee.
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2.4 Committees in common
We want to support CCGs to work collaboratively to commission primary medical
services. However, for legal reasons it is not possible for CCGs and NHS England to
form “committees-in-common” to deliver joint commissioning, as functions cannot be
delegated into “committees-in-common”.
However, CCGs could implement a joint “committees-in-common” approach. NHS
England and each CCG would need to form a joint committee first. These joint
committees could then meet as “committees-in-common”, enabling them to make
decisions in a joined up way, simultaneously, although the final decision would need
to be taken at an individual joint committee level. This would enable a group of CCGs
to effectively work together across a larger geographical footprint.

2.5 Section 75
Any current section 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. Any changes to section 75 NHS Act
arrangements will be specified in regulations by the Secretary of State.

2.6 Approvals process for joint commissioning
We want to support CCGs to take forward joint commissioning arrangements. For
confirmation, any CCG which is not currently meeting business rules will not be
automatically excluded from joint commissioning arrangements.
The approvals process will take into account the overall risk associated with joint
commissioning, but as the risk will be lower for joint arrangements than delegated
arrangements, submissions will be given proportionate consideration.
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Submission proforma for joint commissioning arrangements

Introduction
The following form should be used by CCGs and area teams to complete their joint
commissioning proposal.
Part one is for completion by the CCG. It requires the CCG to:



describe the objectives and intended benefits of the joint commissioning
arrangements, particularly the benefit to patients; and
complete and sign a declaration.

Part two is for completion by the area team. It requires the area team to:




complete a short checklist to assist in the preparation of the submission. The
checklist should be used in conjunction with the approvals section in the Next
steps towards primary care co-commissioning document and supporting
annexes; and
complete and sign a declaration.

CCG and area teams may want to pay particular attention to the model wording for
constitutional changes (Annex C) of the Next steps towards primary care cocommissioning document and joint commissioning model terms of reference
(incorporating the scheme of delegation) (Annex D) when developing their joint
commissioning governance arrangements.
CCGs and area teams may wish to consider implementing a pooled fund
arrangement under section 13V of the National Health Service Act 2006 (as
amended by the Health and Social Care Act 2012) for joint commissioning
arrangements. If so, this will require close working between CCG and area team
finance colleagues to ensure that the arrangement establishes clear financial
controls, risk management systems and has clear accountability arrangements.
Please note: this annex is provided in draft form and will be finalised following
publication of forthcoming NHS England statutory guidance on managing conflicts of
interest in December 2014.

CCGs and area teams should submit the following to
england.co-commissioning@nhs.net by 5pm on Friday 30 January 2015.
1. this form, with parts I and II completed
2. governance documentation (joint committee terms of reference incorporating
scheme of delegation)
3. Copy of the CCG(s) IG Toolkit
4. CCG(s) Constitution or proposed constitutional amendment submitted

Please note that any necessary constitutional amendments should also be sent to
the relevant regional office.

PART I: TO BE COMPLETED BY THE CCG
Objectives and benefits: briefly describe the objectives and intended benefits
of the joint commissioning arrangements, particularly the benefit to patients
<maximum 400 words>
Transforming primary care is a key cornerstone of our pioneering large scale
transformation programme Caring Together. The opportunity co-commissioning
brings is greater control and influence of and being able to accelerate change. It will
support our ongoing work to shape local primary care services to best reflect, react
to, plan for, meet the needs of and transform care for our local communities and staff.
This will be key in achieving our co-produced ambitious vision for care in Eastern
Cheshire “Joining up care for all our wellbeing” - and in achieving the ambitions and
objectives of The Five Year Forward View.
Working collaboratively with our clinicians, NHS England expertise in primary care
commissioning and our public, co-commissioning will be a key enabler for us to meet
our challenges around reducing variation in access to and quality of service provision,
and improving health outcomes and the experience of primary care.
Co-commissioning enables the opportunity to further empower our public and patients
around their care, the care of others and best use of resources/services. Our
commitment to the involvement of our public and patients in the decisions around
commissioning will be further strengthened by our ability to shape the ‘front line’
primary care service which our patient and public see and use so often on a day to
day basis, as well as provide feedback on what works and does not work through
their experiences of interacting with primary care. It will truly strengthen our ability to
ensure that decisions on local care will be influenced by our local public and patients ‘No decision about me, without me’.
Their involvement from strategic planning, decision making – as envisaged by the
Joint Committee membership - and delivery will help to shape the visible changes to
primary care and out-of-hospital care delivery that we envisage will be part of the
future Caring Together model and standards of care for our health and care system.
Declaration: to be completed by the CCG on or before 30 January 2015
I hereby confirm that the NHS Eastern Cheshire CCG membership and governing
body have seen and agreed to all proposed arrangements in support of taking on joint
commissioning arrangements for primary medical services in partnership with NHS
England for 2015/16.
Signed on behalf of NHS Eastern Cheshire CCG Governing Body
Name: Dr Paul Bowen
Position: GP Chair
Date: 23 January 2015
Signed by NHS Eastern Cheshire CCG Accountable Officer
Name: Jerry Hawker
Position: Accountable Officer
Date: 23 January 2015

Submission proforma for joint commissioning arrangements

PART II: TO BE COMPLETED BY AREA TEAM
Joint commissioning checklist

CCG has complied with statutory duties regarding the involvement of
members and other key local stakeholders in the development of joint
commissioning arrangements

Yes

CCG has involved its members in the development of joint commissioning
arrangements and the governing body has ratified the proposed
governance changes

Yes –
Ratified at
GB on
17.12.14

CCG governance structure, including terms of reference incorporating the
scheme of delegation is attached

Yes

CCG has reviewed its conflicts of interest policy in line with the
forthcoming statutory guidance

Under
review to
be
Approved
by Feb
2015

Constitution has been amended and is attached

Yes

Area team governance structure has been amended in line with the NHS
England scheme of delegation

Sub
Regional
governance
structures
will be
finalised by
Feb 2015

Will a pooled fund be put in place under this arrangement?

No

Declaration: to be completed by the area team on or before 30 January 2015
I hereby confirm, on behalf of NHS England, that NHS Eastern Cheshire CCG meets
the required assurance threshold to proceed with joint commissioning arrangements.
Signed on behalf of the NHS England [insert] Area Team
Name: Clare Duggan
Position: Director of Commissioning Operations
Date: 30th January 2015

Submission proforma for joint commissioning arrangements

PART III: FOR NHS ENGLAND OFFICE USE ONLY
NHS England Commissioning Committee
This serves as confirmation that, following a meeting of the NHS England regional
moderation panel on [insert date], NHS [insert name] CCG has been approved to
proceed with joint commissioning arrangements for 2015/16.
Name:
Position:
Date:
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REF: 150122 – Joint Commissioning Proforma Submission

22 January 2015

To:
NHS England

1st Floor West Wing
New Alderley Building
Macclesfield District General Hospital
Victoria Road
Macclesfield
Cheshire SK10 3BL
Tel: 01625 663746
Email: jerry.hawker@nhs.net
www.easterncheshireccg.nhs.uk

Submission proforma for joint commissioning arrangements
This letter and the appended evidence documents provides attestation from the GP
Chair and Accountable Officer that NHS Eastern Cheshire CCG has:
 undertaken a comprehensive programme of engagement with its member practices,
staff and Governing Body members with regards to the development of, and
agreement towards undertaking co-commissioning of primary medical services in
Eastern Cheshire
 reviewed the updated Managing Conflicts of Interest: statutory guidance for CCG,
and considered its guidance in relation to existing CCG documentation and
processes
 provided the necessary evidence to enable NHS England to be assured that the
CCG is able to undertake the duties of joint co-commissioning of primary medical
services in partnership with NHS England from 1 April 2015.
In Eastern Cheshire the discussions and work undertaken to consider the required
changes to primary care have been ongoing for over 18 months as part of our system
wide transformation programme Caring Together. In May 2014 the announcement by
Simon Stevens that CCGs would have the opportunity to co-commission primary
medical services provided further opportunity for NHS Eastern Cheshire CCG to
accelerate its plans to transform care.
As further detail and guidance about this opportunity was published, the CCG
engaged with and informed its member practices and Governing Body. As part of a
comprehensive engagement programme around the transformation of primary care,
each member GP practice undertook a workbook exercise which asked them about
their ambitions and commitment to changing primary care, including the opportunities
and implications of co-commissioning. The process undertaken, and the results of this
workbook exercise and evidence of support towards co-commissioning, were
presented to the Governing Body at its October 2014 meeting (Transforming Primary
Care October 2014 Governing Body paper appended marked as Evidence One).
At the CCG’s Locality Management Meeting on 7th November 2014, GP leads and
Practice Managers from all 23 member practices undertook an exercise looking at the
key challenges and opportunities that co-commissioning could bring (Evidence Two).
Following the publication of the final guidance Next Steps towards primary care cocommissioning on 10th November 2014, and ahead of the CCG needing to inform NHS

Dr Paul Bowen BMBS MRCGP Clinical Chair
Jerry Hawker Chief Officer

England of its preferred model option, the CCG wrote out to all practices requesting
that they:
 consider the options
 approve the recommendation for the CCG to undertake co-commissioning
 approve the recommendation of delegated authority for the Governing Body to
make the decision on which model of co-commissioning the CCG should commit to
for 2015/16.
At the November 2014 Governing Body meeting, the options were considered and
Model Option B – Joint Commissioning – was approved as the model of choice for
2015/16. This is evidenced by the appended Update on Co-commissioning November
2014 Governing Body paper (marked as Evidence Three) and the (as yet) unconfirmed November 2014 Governing Body meeting minutes (marked as Evidence
Four).
At the November 2014 meeting the Governing Body also approved recommendations
in a paper on the proposed amendments to the CCG Constitution, which incorporated
the model wording around joint commissioning accompanying the publication of Next
Steps towards primary care co-commissioning (appended as Evidence Five). The
amended NHS Eastern Cheshire CCG Constitution was submitted to NHS England on
the 8th January 2015.
Following the publication of the updated Managing Conflicts of Interest: statutory
guidance for CCGs in December 2015, and following further review of the CCG’s
Constitution in January 2015, it was identified that additional minor amendments were
required to reflect the development of the Joint Committee terms of Reference,
Governance arrangements, conflict of interest as well additional detail outlined within
the guidance. These amendments have been made and will be submitted to the
CCG’s Governing Body for approval at its meeting held in public on the 28th January
2015 (appended as Evidence Six) for submission to NHS England on 30th January
2015.
Upon considering Managing Conflicts of Interest: statutory guidance for CCGs the
CCG has noted, amended, or is undertaking a review of the following key CCG
documents that will ensure that the CCG follows best practice and guidance with
regards to Conflicts of Interest:
 Constitution and amendments log (appended as Evidence Seven and Eight)
 scheme of reservation and Delegation (appended as Evidence Nine)
 register of interests
 Standards of Business Conduct Policy – this is being reviewed and will be finalised
and approved to reflect guidance around conflict of interest, and declaration of
interests ahead of 1 April 2015.
The CCG will also create a register of procurement decisions, which will be made
publicly available.
The CCG has also made every effort to inform its partners (partner organisations in
the local health and social care economy?) and has provided updates at the Caring
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Together Leadership Forum and Cheshire East Health and Wellbeing Board. The
CCG is providing an additional update at the next Cheshire East Health and Wellbeing
Board (Evidence Ten) on the 27th January 2015.
Appended to this letter is the submission proforma (Evidence Eleven) and Draft
Terms of Reference for the CCG Primary Medical Services Joint Commissioning
Committee (Evidence Six). These draft Terms of Reference are being considered for
approval at the CCG’s Governing Body meeting held in public on 28th January 2015
supported by an additional update paper on co-commissioning (Evidence Six). Upon
approval this letter will be amended to reflect the decision made by the Governing
Body and submitted as part of the documentation on 30th January 2015.
Also appended is the Summary Report of the CCG Information Governance Toolkit
(Evidence Twelve).
Over the last two years, the CCG has had a strong and mutually beneficial relationship
with NHS England covering its wider transformation programme, including primary
care. The CCG’s commitment to co-commissioning Primary medical services is
undertaken in good faith and assumes that the current level of support from NHS
England will be maintained under these joint arrangements.
In this respect the CCG commits to maintain current level of resources allocated to
primary care commissioning and development and anticipates in the absence of any
contrary information that NHS England will retain the same commitment to resourcing
this joint commissioning arrangement.
Yours sincerely

Dr Paul Bowen BMBS MRCGP
General Practitioner
Chair, NHS Eastern Cheshire CCG

Jerry Hawker
Chief Officer

Enc:
Evidence One: Transforming Primary Care October 2014 Governing Body Paper
Evidence Two: Minutes of November 2014 Locality Meeting
Evidence Three: Update on co-commissioning November 2014 Governing Body Paper
Evidence Four: Unconfirmed minutes of the November 2014 Governing Body
Evidence Five: Amendments to the CCG Constitution November 2014 Governing Body Paper
Evidence Six: Update on co-commissioning January 2015 Governing Body Paper
Evidence Seven: NHS ECCCG Constitution
Evidence Eight: NHS ECCCG Constitution amendments log
Evidence Nine: NHS ECCCG Scheme of Reservation and Delegation
Evidence Ten: Co-commissioning update paper to Cheshire East Health and Wellbeing Board 27
January 2015
Evidence Eleven: Submission proforma for joint commissioning arrangements
Evidence Twelve: Evidence Twelve: NHS ECCCG Summary report of IG Toolkit
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GOVERNING BODY MEETING
25 March 2015
Paper Title

Agenda Item 3.2

NHS Eastern Cheshire Clinical Commissioning
Group Quality and Safeguarding Strategy 2014 –
2019 and ‘Sign up to Safety’ Pledges

Purpose of paper / report
To provide an overview to the Governing Body of the CCG’s Quality Strategy 20142019. This paper presents the Quality Strategy for Eastern Cheshire CCG. The
strategy sets out the CCG’s approach to quality commitments and to achieving safe
effective services and effective and positive experiences of health for our population.
In addition the paper also sets out the pledges made by the CCG for the ‘Sign up To
Safety’ Campaign, national initiative aligned to the Academic Health Science Network

Key points
 The Strategy is based on the CCG Five Year Strategic Plan1 and sets out the CCG
approach:
o To improving quality of services, patient safety and positive experiences of
care;
o Supporting the learning and development of our staff;
o Continuingly improving services, systems and processes for assuring quality in
all commissioned services and primary care so that standards of patients’
safety and quality are understood, met and demonstrated;
o Develop a system of quality improvement that is commissioner led;
o Embodies the principles of Compassion in Practice through “the 6 Cs”;
o Working together with our partners, including Service Providers NHS England,
Cheshire East Council and our public, to improve the quality of services we
commission.
 The ‘Sign up to Safety’2 pledges commit the CCG to:
o reducing avoidable harm, for example; falls, pressure damage, VTE (Venous
Thromboembolism), and Medication Errors;
o continuously learning and making our organisation resilient to risks by
measuring and monitoring how safe our services are;
o being transparent about our progress and to tackle patient safety issues.

1

2

http://www.easterncheshireccg.nhs.uk/downloads/publications/Strategies/NHSECCCG5YearStrategicPlan.pdf
http://www.england.nhs.uk/signuptosafety/
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The Governing Body is asked to:
Approve
Ratify
Endorse



Decide
Note for information

Benefits / value to our population / communities
Both the Quality and Safeguarding Strategy and the ‘ Sign up to Safety’ pledges assure the
CCG Governing Body that all services that are commissioned are safe and effective and that
mechanisms are in place to ensure quality for the population of Eastern Cheshire.

Report Author
Andrew Binnie

Contributors
Neil Evans

Quality and Performance Manager

Commissioning Director

Date of report

16th March 2015
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Eastern Cheshire Clinical Commissioning Group (CCG)
Quality and Safeguarding Strategy 2014 - 2019
1.

Executive Summary

1.1

The Quality and Safeguarding Strategy was first referenced in the CCG Five Year
Strategic Plan, published in July 2014, and outlines the CCG’s vision of quality,
ambitions for quality and the proposed infrastructure that will both support and govern
this. It provides a quality framework that will underpin the work within and between all
of NHS Eastern Cheshire CCG Clinical Services and the work the CCG undertakes in
collaboration with key stakeholders to ensure its local population receive quality
assured, safe and timely care in the appropriate setting.

1.2

The strategy will be delivered through the CCG Operational Plan and our
commissioning and contracting approach with providers.

1.3

The Quality and Performance Committee have been instrumental in developing the
Policy and will use a range of metrics to monitor delivery of the strategy, as well as
requesting additional activity where performance is not achieving expected levels.

1.4

The content of the strategy is based around the national strategies, infrastructure and
commissioning levers whilst also focusing on our local priorities in order to:
1.4.1
1.4.2
1.4.3

Ensure effective monitoring and delivery of contracted quality standards
(national and local);
Continuously improve the quality of services being delivered to our population
across all sectors, including Primary Care;
Learn from the Francis Berwick, Keogh, and other reports, and ensure the
actions and recommendations are embedded within our organisation.

1.5

The Strategy also includes a commitment from the CCG to support the national “Sign
up to Safety Campaign” which has the ambition to make the NHS the safest
healthcare system in the world. In support of this the CCG has made a range of
commitments designed to demonstrate our commitment to improving the safety of
care available to our population.

2.

Recommendation(s)

2.1

The Governing Body is asked to ratify:
2.1.1
2.1.2

The CCG Quality and Safeguarding Strategy;
The CCG Sign up to Safety Pledges.
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3.

Reasons for recommendation(s)

3.1

The Quality and Safeguarding Strategy and “Sign up to Safety” Pledges are based
around national priorities and entirely consistent with those areas already included in
our Five Year Strategic Plan (July 2014)1 and draft Operational Plan for 2015-16.

3.2

By producing a public facing document which describes our approach to delivery of
these priorities we are able to demonstrate a greater transparency as to our approach
and can be held to account for delivering on our commitments.

4.

Peer Group Area / Town Area Affected

4.1

All of Eastern Cheshire

5.

Population affected

5.1

All of Eastern Cheshire

6.
6.1

Context

6.2

This strategy was first described as part of the CCG Five Year Strategic Plan and sets
out NHS Eastern Cheshire CCG’s vision of quality, key drivers and levers, ambitions
for quality and the infrastructure that will deliver and govern this. This strategy includes
a quality framework that will underpin the work within NHS ECCCG and the work
carried out in collaboration with our key stakeholders, partners and local population to
ensure they receive high quality care that is timely and in the right setting.

6.3

In detailing how quality and safeguarding will be delivered working closely with
partners this strategy also identifies and responds to the significant learning that has
arisen from the Mid Staffordshire NHS Foundation Trust’s Public Enquiry (The Francis
Report), findings of the Department of Health Review of Winterbourne View and the
Berwick report.

6.4

The NHS Constitution which was refreshed and reviewed in 2012 sets out the values
and principles of the NHS in England, making clear expectations and responsibilities
of patients, staff and the public. Focussing on achieving the highest standards of
quality possible the NHS Constitution firmly states the need to value and empower not
only patients and the public but also staff, developing a collaborative approach that
has high quality as the fundamental goal.

6.5

The National Quality Board which brings together national organisations across the
health system with responsibility for quality including the Care Quality Commission
(CQC), Monitor, the NHS Trust Development Authority (TDA), NICE, the General
Medical Council (GMC), the Nursing Midwifery Council (NMC), the NHS

NHS Eastern Cheshire Clinical Commissioning Group (NHS ECCCG) has quality at
the heart of everything it does. Our role as a CCG is to drive continuous improvements
in all of our services, so that all patients experience a person centred care that is safe,
effective and efficient.
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Commissioning Board, Public Health England (PHE) and the Department of Health
sets out maintaining and improving quality in the new health system.
6.6

The Health and Social Act (2012) has introduced a new health system that is patient
centred, with mechanisms developed to ensure that commissioning decisions are
clinically driven and informed by the patient voice which is both listened to and heard.
Leaders from across the local health and social care system now have the Health and
Wellbeing Board as a forum to work together to reduce health inequalities, improving
health and wellbeing through integrated care.

7.

Finance

7.1

Individual business cases will be developed to outline the case for any investment
requirements in order to deliver the strategy or pledges.

7.2

CQUIN is being used to support Providers to deliver a range of the areas of priority
highlighted in the strategy.

8.

Quality and Patient Experience

8.1

The Quality and Safeguarding Strategy outlines the CCG’s vision of quality, key
drivers and ambitions for quality and the proposed infrastructure that will both support
and govern this. It provides a quality framework that will underpin the work within and
between all of NHS Eastern Cheshire CCG Clinical Services and the work the CCG
undertakes in collaboration with key stakeholders to ensure its local population receive
quality assured, safe and timely care in the appropriate setting.

8.2

The strategy will be delivered through the CCG Operational Plan and our
commissioning and contracting approach with providers.

8.3

The Quality and Performance Committee has been instrumental in developing the
Policy and will use a range of metrics to monitor delivery of the strategy, as well as
requesting additional activity where performance is not achieving expected levels.

8.4

The content of the strategy is based around the national strategies, infrastructure and
commissioning levers whilst also focusing on our local priorities in order to:
8.4.1
8.4.2
8.4.3

8.5

Ensure effective monitoring and delivery of contracted quality standards
(national and local);
Continuously improve the quality of services being delivered to our population
across all sectors, including Primary Care;
Learn from the Francis Berwick, Keogh, and other reports, and ensure the
actions and recommendations are embedded within our organisation.

The Strategy also includes a commitment from the CCG to support the national “Sign
up to Safety Campaign” which has the ambition to make the NHS the safest healthcare
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system in the world. In support of this the CCG has made a range of commitments
designed to support our CCG aims:
8.5.1
8.5.2
8.5.3
8.5.4
8.5.5
8.5.6

8.5.7
8.5.8

To provide assurance on the quality of all NHS commissioned services;
To ensure that data and information will be analysed and utilised intelligently
at all stages of the commissioning cycle;
To ensure quality is integrated into all aspects of the commissioning cycle;
To improve patient safety across the county and ensure that the
recommendations from the Berwick Report are implemented;
To improve patient experience of NHS care across the county;
To ensure that the incidence of healthcare associated infections such as
MRSA and Clostridium difficile are reduced, emerging infections are
appropriately managed and that cleanliness in our healthcare premises meets
the highest standards;
To ensure the continued improvement of quality in primary care;
To ensure the quality impact of seven day services is monitored.

8.6 The CCG Sign up to Safety commitments are:
8.6.1

Put safety first. Commit to reduce avoidable harm in the NHS by half and
make public our goals and plans developed locally. We will:
8.6.1.1
Encourage, support and actively promote quality initiatives which
address the NHS England 'Sepsis Challenge', VTE reduction,
pressure sore reduction, falls with harm reduction and medication
error reduction, a reduction in MRSA, C-Diff and an improvement in
the rate of the deteriorating patient;
8.6.1.2
We will work with colleagues internally and externally to promote
and monitor quality through both Clinical Quality and Service
Quality Committee meetings that link into direct provider monitoring
and the Area Team through the Quality Surveillance Group;
8.6.1.3
We will incentivise our providers through CQUIN schemes and
through the use of contracts to ensure key performance indicator
quality metrics are achieved and to support them in delivering safe
effective services;
8.6.1.4
We will support our providers to reduce harm through: the
development of CQUIN schemes and improvement plans
(deterioration, sepsis, falls, etc) working across boundaries,
organisations and agencies to reduce harm develop our quality
strategy to focus on harm reduction.

8.6.2

Continually learn. Make our organisation more resilient to risks, by acting on
the feedback from patients and by constantly measuring and monitoring how
safe our services are. We will
8.6.2.1
Listen to, act upon and feedback to patients, their families and our
communities through our Governing Body public sessions,

NHS ECCCG Governing Body Meeting 25 March 2015

Agenda Item 3.2

8.6.3

8.6.4

HealthVoice and by our public facing website and consultation
activities;
8.6.2.2
Employ staff who have sufficient knowledge and experience in
improvement science and human factors and ensure they are
appropriately involved as a source of advice and guidance, in all
quality improvement initiatives performed by the organisation and
our providers and partner organisations;
8.6.2.3
Make our organisation more resilient to risks, by acting on the
feedback from patients and practices and constantly measure and
monitor how safe our services are and to identify opportunities from
improvement.
Honesty. Be transparent with people about how our progress to tackle patient
safety issues and support staff to be candid with patients and their families if
something goes wrong. We will:
8.6.3.1
Ensure staff are clear about their Duty of Candour, Whistle Blowing
Policy and that they feel empowered to act upon it and feel
supported to do so;
8.6.3.2
We will ensure that our staff are working within our expected
behaviours standards framework and that transparency is linked to
personal development plans;
8.6.3.3
Develop our policies and monitor providers ‘Duty to Candour’
Support providers through contracts to improve the management of
complaints, including working with HealthWatch and HealthVoice.
Collaborate. Take a leading role in supporting local collaborative learning, so
that improvements are made across all of the local services that patients use.
We will
8.6.4.1
Collaborate and support the general practice nursing training and
development work;
8.6.4.2
We will work with our partners and stakeholders to improve our
services;
8.6.4.3
We will finalise and publish our quality strategy that has an
overarching goal of collaborating to achieve system wide quality;
8.6.4.4
Work with other agencies and organisations to share learning and
improvements, supported by local groups;
8.6.4.5
To achieve this goal, a range of collaborations are described and
include:









Pressure sore reduction group;
Falls reduction group;
COPD Pathway;
Diabetes Pathway;
Heart Failure Pathway;
Care Home Improvement;
Implement Safety Thermometer;
Reduce cases of infection, C-Diff, MRSA, Ecoli;
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8.6.5

 Effective Management of Deteriorating patients;
 Cultural transformation in support of integrated care.
Support. Help people understand why things go wrong and how to put them
right. Give staff the time and support to improve and celebrate the progress.
We will:
8.6.5.1
Ensure safeguarding standards in our contracts are clear so
providers understand our expectations of their service;
8.6.5.2
Hold providers to account whilst working alongside them to improve
services and develop solutions;
8.6.5.3
Organise and promote a celebration of good practice including
General Practice Nursing and our provider partners wanting to
integrate care;
8.6.5.4
Support and provide guidance to our Commissioned Services and
GPs in the implementation of this safety pledge;
8.6.5.5
Continue to learn from complaints and incidents through robust root
cause analysis which informs our approach to commissioning.

9.

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

9.1

The Strategy is based on the CCG Five Year Strategic Plan and draft Operational
Plan for 2015-16 both of which have been widely consulted on with stakeholders,
including HealthVoice.

9.2

In producing a document which describes the CCG’s approach to Quality and
Safeguarding, it is hoped that it will increase the general understanding of the
approach we take and allow us to engage with stakeholders in developing the detailed
plans to support implementation.

9.3

In order to measure the success in delivering the Strategy enhanced reporting is being
developed on the CCG website which will provide greater transparency

10.

Equality

10.1

The policy describes how the CCG discharges its statutory duties and in doing so has
a direct correlation to ensuring the services it commission meet equality requirements.

11.

Legal

11.1

Many of the commitments contained within the Strategy and Pledges are based on
how the CCG will discharge its statutory duties. In developing the Strategy ensuring
effective compliance has been assessed against National Guidance.

12.

Communication

12.1

Both the Strategy and Pledges will be published on the CCG website and shared with
partners. The draft content has already been shared with East Cheshire Trust, who is
in the process of updating its own Quality Strategy.
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12.2

Many of the commitments made will be discharged through the CCG commissioning
and contracting approach and these documents will help align CCG and Provider
plans to develop the quality of services.

13.

Access to further information

13.1

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

Andrew Binnie
Quality and Performance Manager
01625 663378
Andrew.binnie1@nhs.net

14.
Glossary of Terms
CCG
Clinical Commissioning Group
CQUIN
Commissioning for Quality Incentive
VTE
Venous Thromboembolism
15.

Appendices

Appendices Table
Appendix One
Appendix Two
Appendix Three

Eastern Cheshire CCG Quality and Safeguarding Strategy 2014-2019
Link to Sign up to Safety Campaign
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CCG 5 Year Strategic Plan ambitions addressed by this report 
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Secure additional years of life for the
citizens of Eastern Cheshire with
treatable mental and physical health
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be
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community services
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Foreword

NHS Eastern Cheshire Clinical Commissioning Group
As of the 1st April 2013, NHS Eastern Cheshire Clinical Commissioning Group
(ECCCG) (CCG) took formal ownership of the quality agenda and in collaboration
with other bodies e.g. NHS England, the CCG now needs to ensure its local
population of 204,000 people living in Eastern Cheshire receive high quality, timely
care within the appropriate setting. Responsibility for quality lies in all parts of the
Health and Social care system and we must collectively work together to prevent
systemic failure and maximise quality services. At a strategic level the CCG has set
out within its plan on a page the ambition to seek assurance that our overarching
quality monitoring processes are robust so that we achieve the following:






Ensure effective monitoring and delivery of contracted quality standards
(national and local);
Continuously improve the quality of services being delivered to our
population across all sectors including Primary Care (GPs, Dentists) etc.
Learn from the Francis Report recommendations and review what happens
in our own organisation in light of the inquiry’s findings and identify any
actions that need to be taken to ensure that what happened in Stafford
does not happen in any of the locally commissioned services.
Learn from the Berwick, Keogh and other reports and ensure the actions
and recommendations are embedded within our organisation.

This Quality Strategy will form a key element of the assurance process. Through
this strategy the CCG wishes to embrace a culture of open and honest cooperation
where individuals and organisations are transparent about the quality of care being
provided to patients by partnership organisations. We will ensure the whole system
works collaboratively to share information, address concerns and raise standards.
The quality of care provided to patients should never be compromised by the
ambitions or management pressures of the organisations commissioning or
providing services. However, ultimate responsibility for safeguarding quality rests
with the organisation providing care through its Board or equivalent. No system can
be 100% failsafe and where a failure does occur there needs to be a system-wide
response with the following objectives:





Safeguarding patients, (first and foremost);
Ensuring the continued provision of services to the population;
Securing rapid improvements to the quality and safe care at the failing
provider;
Embed learning to ensure against any recurrence.
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The Strategy outlines the CCG’s vision of quality, key drivers, and ambitions for
quality and the proposed infrastructure that will both support and govern this. It
provides a quality framework that will underpin the work within and between all of
NHS Eastern Cheshire CCG Clinical Services and the work the CCG undertakes in
collaboration with key stakeholders to ensure its local population receive quality
assured, safe and timely care in the appropriate setting.
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Eastern Cheshire Demographics
NHS Eastern Cheshire Clinical Commissioning Group is responsible for providing
high quality healthcare services to 204,000 people, most of whom are identified as
‘white British’. Within the Eastern Cheshire area, we are have increasing black and
minority ethnic (BME) demographic and as a CCG it is crucial that we understand
and work closely with the local population to ensure we commission healthcare
services that reflect their needs.
Eastern Cheshire also has the largest ageing population within the North West,
resulting in an increasing number of people aged 65 and over requiring healthcare
services for their long-term health conditions. The Caring Together Programme
ensures that we provide an integrated care system which meets the needs of the
complex needs patients, allowing them to receive high quality care and access to
specialist services.
The number of older people to 80s and 90s is rapidly increasing in Eastern Cheshire,
with a higher estimated average annual growth rate than other parts of England. It
has been forecasted that the overall population is expected to grow by 28,000 by
2035. In Eastern Cheshire, the deprivation levels are expected to be lower than the
national average; but with people living in the most deprived areas experiencing
more health problems for example: on average, a woman living in Macclesfield
South is likely to die almost 13 years earlier than a woman living in Macclesfield
around the area of Tytherington.
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Eastern Cheshire Clinical Commissionig Group Vision and Values
The vision of the CCG “inspiring better health and wellbeing” is a central tenet of
its Constitution. It shapes the direction and behaviour of the CCG, its membership
and its staff. This vision is embedded in all that we do and underpins all of the
commissioning and business decisions that we undertake on behalf of our
population. Our way of working is also guided by and measured against the values
and principles of the CCG:
ECCCG aims to improve:
•
•
•
•
•

Eastern Cheshire’s population health outcomes;
Quality of services received by patients and delivered by commissioned
services;
The way we listen to patients and engage and involve members of the public
in our commissioning role;
Safeguarding vulnerable people responsibilities;
Integrated partnership working.

The CCG is clear in this strategy that Quality is everyone’s responsibility, it is
therefore crucial that effective mechanisms are in place to drive effective
performance management.
The importance of quality is reflected in ECCCG’s Constitution and in its values and
behaviours. ECCCG embraces a culture of openness, learning and honest
collaboration where individuals and the organisation are transparent about the
quality of care being commissioned for patients.
ECCCG embraces the principles and values as set out within the NHS Constitution
(2010). These act as a guide to the NHS (including ECCCG staff) in all it does:
Principles:









The NHS provides a comprehensive service, available to all;
Access to NHS services is based on clinical need, not an individual’s ability to
pay;
The NHS aspires to the highest standards of excellence and professionalism;
The NHS aspires to put patients at the heart of everything it does;
The NHS works across organisational boundaries and in partnership with
other organisations in the interests of patients, local communities and the
wider population;
The NHS is committed to providing best value for taxpayers’ money and the
most effective, fair and sustainable use of finite resources;
The NHS is accountable to the public, communities and patients that it serves.
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Values






Valuing people
Innovative
Working together
Quality
Investing responsibly and ethically

Strategic Objectives
 To lead the development of a shared vision for the Health and Social Care
Economy
 To use knowledge and expertise of clinicians, managers and patients who use
the services to improve care
 To work effectively with our members
 To place patients at the centre of our commissioning decisions
 To commission safe, effective care that continues to improve patient
experience
 To continue to develop the effectiveness of the organisation
 To ensure financial sustainability for the health economy
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1.

Introduction and Context

We, as NHS Eastern Cheshire Clinical Commissioning Group (NHS ECCCG), have
quality at the heart of everything we do; patients and their quality of care are our focus
and priority. Our role as a CCG is to drive continuous improvements in all of our
services so that all patients experience a person centred care that is safe, effective and
efficient.
This strategy sets out NHS Eastern Cheshire CCG’s vision of quality, key drivers and
levers, ambitions for quality and the infrastructure that will deliver and govern this. This
strategy includes a quality framework that will underpin the work within NHS ECCCG
and the work carried out in collaboration with our key stakeholders, partners and local
population to ensure they receive high quality care that is timely and in the right setting.
In detailing how quality and safeguarding will be delivered working closely with partners
this strategy also identifies and responds to the significant learning that has arisen from
the Mid Staffordshire NHS Foundation Trust’s Public Enquiry (The Francis Report)1 ,
findings of the Department of Health Review of Winterbourne View2, the Berwick
report.3
The NHS Constitution 4which was refreshed and reviewed in 2012 sets out the values
and principles of the NHS in England, making clear expectations and responsibilities of
patients, staff and the public. Focussing on achieving the highest standards of quality
possible the NHS Constitution firmly states the need to value and empower not only
patients and the public but also staff, developing a collaborative approach that has high
quality as the fundamental goal.
The National Quality Board which brings together national organisations across the
health system with responsibility for quality including the Care Quality Commission
(CQC), Monitor, the NHS Trust Development Authority (TDA), NICE, the General
Medical Council (GMC), the Nursing Midwifery Council (NMC), the NHS Commissioning
Board, Public Health England (PHE) and the Department of Health sets out maintaining
and improving quality in the new health system.
The Health and Social Act (2012)5has introduced a new health system that is patient
centred, with mechanisms developed to ensure that commissioning decisions are
clinically driven and informed by the patient voice which is both listened to and heard.
Leaders from across the local health and social care system now have the Health and
1

The Mid Staffordshire NHS Foundation Trust Public Enquiry (2013) Robert Francis QC
The Department of Health (DH, 2012) Transforming Care: A National Response to Winterbourne View
Hospital; Department of Health Review Final Report
3
A Promise to Learn – a Commitment to Act: Improving the safety of patients in England. National Advisory
Group on the safety of patients in England, (2013)
2

4

Haringey Local Safeguarding Children Board (2009) Serious Case Review: Baby Peter
The Department for Education (2011) The Munroe Review of Child Protection: Final Report A Child Centred
System
5
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Wellbeing Board as a forum to work together to reduce health inequalities, improving
health and wellbeing through integrated care.
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The Health and Care System from April 2013
This diagram gives an overview of the new health and care system from April 2013. It illustrates the statutory bodies that will make
up the new system, oriented around people and communities and where they receive their local health and care services. Clicking on
any of the organisations will provide you with more information about their specific role.

Figure 1 Overview of the New Health Care System
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2.

Purpose of the Strategy

The purpose of the strategy is to ensure that quality is at the heart of the CCG’s
commissioning process and continually improve the quality of services, including
primary care services for the people of Eastern Cheshire, such as;





GPs
Dentistry services
Pharmacy services
Optical services

This strategy is intended to add clarity and purpose to the direction of quality.

3.

Embedding Quality and Safeguarding

3.1 National Drivers and Levers for Quality
There are several policy drivers and levers which relate specifically to quality, these
have been utilised to inform Eastern Cheshire’s approach to monitoring and
measuring for quality and ensuring that it is embedded along with safeguarding as
our way of working. The National Quality Board suggest that ensuring that patients
receive high quality care is an inherently complex and fragile operation. We need to
have robust systems and processes to monitor, manage performance and regulate
the quality of care provided to our patients. However, the success of these systems
is almost entirely dependent on the values and behaviours of staff and organisations
working throughout the system.
This Quality Strategy sets out how ECCCG intends to achieve continuous
improvement in all of our commissioned services, reflecting national and local
priorities and reinforcing the CCG’s commitment to the development of validated
quality improvement within and between care settings.
3.2

NHS Constitution

There are two over-arching rights covering quality of care and environment:
•

You have the right to be treated with a professional standard of care, by
appropriately qualified and experienced staff, in a properly approved or
registered organisation that meets required levels of safety and quality;

•

You have the right to expect NHS organisations to monitor, and make efforts
to improve, the quality of healthcare they commission or provide;
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In addition, there are two pledges relating to quality of care and environment:
•
•

The NHS commits to ensure that services are provided in a clean and safe
environment that is fit for purpose, based on national best practice;
The NHS commits to continuous improvement in the quality of services you
receive, identifying and sharing best practice in quality of care and treatments.

One of the statutory duties of the CCG is to uphold the constitution. The CCG is
committed to ensure that this is actively undertaken, by effective monitoring in
management of the constitution key performance indicators (KPIs), such as 18
weeks referral to treatment (RTT) target.
3.3

Compassion in Practice: Our Vision and Strategy

This vision and strategy for nursing, midwifery and care was launched in December
2012 following extensive consultation with nurses, midwives and care staff as well as
other professions, patients/service users, the public, and other key stakeholders. The
vision identifies six action areas:
•
•
•
•
•
•

Care
Compassion
Competence
Communication
Courage
Commitment

Referred to as the six Cs these actions provide a framework for delivering a culture
of compassionate care that values patients, the public and staff. The CCG will
actively seek evidence of how the six Cs are embedded within each local health
provider organisation. The CCG Governing Body has fully adopted the principles of
Compassion in Practice across all disciplines and the Nursing Strategy.
3.4

National Institute for Health and Clinical Excellence

Eastern Cheshire CCG will use the Quality Standards being developed by NICE as a
critical tool in commissioning and evaluating services. These Quality Standards will
be used to develop service quality.
3.5

Academic Health Science Network

Eastern Cheshire CCG is already a signed up member of the newly formed
Academic Health Science Network (AHSN). The Academic Health Science Network
presents a unique opportunity to align education, clinical research, informatics,
innovation and training on healthcare delivery across the health economy. Their
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overall goal is to improve patient health outcomes by translating research into
practice and developing and implementing integrated health services. The core
objectives of the AHSN are to focus on the needs of patients, build partnerships and
improve patient care and population health. This is also central to all of the quality
elements of the CCG

4. Definition of Quality
Quality means different things to different people and the NHS is the only healthcare
system in the world with a single definition of Quality.
At its simplest, Quality is defined as care that is safe, effective and provides as positive
an experience as possible. The definition sets out three dimensions to quality;






Patient Safety: Commissioning high quality care which is safe, prevents all
avoidable harm and risks to the individual’s safety, and having systems in place
to protect patients;
Clinical Effectiveness: Commissioning high quality care which is delivered
according to best practice as to what is clinically effective in improving an
individual’s health outcomes. Making sure care and treatments achieve their
intended outcome;
Patient Experience: Commissioning high quality care which looks to give the
individual as positive an experience of receiving and recovering from the care as
possible, including being treated with compassion, dignity, and respect. It is
about listening to the patient’s own perception of their care and responding to
their needs accordingly.

The Care Quality Commission (CQC)’s new inspection approach goes further to build
on the three dimensions of Quality with two additional dimensions;



Organisational Culture and Leadership: Commissioning high quality care
which is well led;
Responsiveness: Commissioning high quality care which is responsive to the
needs of patients.

Quality is not an abstract term or concept relevant only in polices. It must begin within
organisations that ECCCG commission and is the measure of how commissioned
services are treating and caring for patients in their care.
In order for our commissioned services to be considered as providing high quality
services we must achieve in all of the five dimensions of Quality.
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Figure 2 Five Dimensions of Quality
The NHS Outcomes Framework builds on the definition of quality through setting out
five overarching outcomes or domains, which captures the breadth of what ECCCG
is striving to achieve for patients:
Domain 1:

Preventing people from dying prematurely;

Domain 2:

Enhancing quality of life for people with long-term conditions;

Domain 3:

Helping people to recover from episodes of ill health or following injury;

Domain 4:

Ensuring people have a positive experience of care;

Domain 5:

Treating and caring for people in a safe environment and protecting
them from avoidable harm.
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Figure 3 Diagram of the Five Domains Relating to the Definition of Quality
The domains of the NHS Outcomes Frameworks are a crucial element of focus for the
ECCG’s Commissioning Strategic Plan acting as a driver for commissioning.

5. National Quality Drivers
ECCCG will drive local health systems towards a sustained focus on quality, guided
by several policy drivers. These policies inform the way the CCG continuously
monitors, measures and improves the quality of care and experience received by its
population:








The NHS Outcomes Framework: sets out the improvements against which
NHS England (NHSE) will be held to account. The NHS Outcomes
Framework is intrinsically linked to the local and national quality priorities
which consist of five domains set across the three dimensions of Quality;
The Planning Guidance 2015-16: sets out national priorities and performance
targets to drive continuous improvement in Quality. It places quality as the
organising principle through contracting and payment systems;
The Next Stage Review: High Quality Care for All (2008): sets out a clear
quality framework including the components of quality assurance
mechanisms. The review placed great emphasis on being more patient
centred, clinically driven, valuing people and promoting lifelong learning and
improving the quality of commissioned services;
NHS Constitution (2012) update: established the principles and values of the
NHS in England. It sets out the pledges the NHS’ commitment to operate
fairly and effectively, the rights to which patients, the public and staff are
entitled. The NHS Constitution is adhered to and reflected within ECCCG’s
Mission, Vision and Values;
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Quality, Innovation, Productivity and Prevention (QIPP): is a large scale
transformational programme for the NHS, involving and engaging staff,
clinicians and patients in Eastern Cheshire in improving the quality of care
delivered whilst making efficiency savings, leading and supporting change
and addressing local quality challenges. In ECCCG, QIPP is a wellestablished programme and the CCG works with its local health partners in
developing integrated QIPP plans that address local quality challenges;
National Quality Board: is a multi-stakeholder board established to champion
Quality and ensure alignment in quality throughout the NHS. It is key driver of
work focused on delivering high quality of care for patients. The Board’s
review describes the roles and responsibilities of all stakeholders in the
assurance of quality of providers and emphasises the importance of putting
patients at the centre of commissioning high quality care;
Commissioning for Quality and Innovation Framework (CQUIN): enables
commissioners to reward excellence by linking a proportion of healthcare
provider’s income to the achievement of local quality improvement goals.
Enabling providers to act as a vehicle for improving patient safety, experience
and outcomes CQUINs schemes form part of the contract between ECCCG
and its main providers of healthcare. These are routinely at the commissioned
services Clinical Quality and Performance (CQ&P) meeting;
Healthwatch England: is the independent consumer champion for Health and
Social Care in England created to ensure that the voices of the public and
those who use services reach the ears of the decision makers. Healthwatch
Cheshire plays a key role at local level in ensuring the views of Eastern
Cheshire’s population and people who use commissioned services are taken
into account;
Quality Premium: is the incentive payment used to reward CCGs for their
performance in achieving specific outcomes related to a number of clinical
conditions. The criteria will be developed by NHSE and come from within the
overall administration costs limit set in directions for the NHS commissioning
system;
Care Quality Commission (CQC): is the independent regulator of Health and
Social Care in England. It monitors, inspects and regulates care provided by
ECCG’s commissioned services to ensure they meet fundamental standards
of quality and safety;
Recent National Reviews: there is a focus on quality following recent
scandals. The recommendations and lessons learned from the following
reviews will be fully implemented and signal a shift in how ECCCG
commission services:




Mid Staffordshire NHS Foundation Trust (Francis Report);
Review into the quality of care and treatment provided by 14 hospital:
Sir Bruce Keogh;
Winterbourne View Hospital;
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Professor Don Berwick’s Review into Patient Safety;
Dr David Colin Thomé and Professor Sir George Alberti’s Review of
Commissioning Roles.
Sign up to Safety Campaign
TLAP (Think Local Act Personal)

6. Quality Assurance Framework
Eastern Cheshire’s Quality Assurance Framework is structured using the National
Quality Board (NQB) Early Warning System (11)

Figure 4 Quality Assurance Framework

And reflects the three quality elements within the NHS Outcomes Framework

7. Our Commitment to Quality
NHS Eastern Cheshire CCG views quality as the golden thread that runs through
everything that we do. Ensuring the delivery of compassionate, high quality care
focused on achieving positive patient centred and beneficial outcomes is at the very
heart of our clinical values. By establishing a shared understanding of quality and a
commitment to place it at the centre of everything we do, the aspiration of high
quality of care for all of our commissioned services will be achieved.
The NHS defines quality as effectiveness, safety and the provision of an excellent
patient experience. High quality care encompasses all three aspects with equal
importance being placed on each.
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7.1

We see High Quality Care as:

“When patients are ill they will receive care that is as safe as we can make it, care
that is based on the best clinical evidence that ensures they have the best outcome
and that this care is delivered in an integrated and holistic way. Patients and their
families will be treated with dignity and respect during the delivery of this care and
involved in care decisions. Patients will have a positive experience of care.”
As a CCG this means we hold the patient at the centre of everything we do and seek
out and listen to what they are telling us and what they need. We ensure that the
services we commission for patients are as safe as possible, in line with best
practice, in order to achieve the best reasonable outcomes for these patients and a
good patient experience.
The CCG has developed innovative processes to capture feedback from patients
(including views from seldom heard groups), clinicians, the CCG Governing Body
Sub-committee – the Clinical Quality and Performance Committee, and Governing
Body and ensures that this feedback is utilised to continuously improve services.
This information includes complaints, concerns, or safeguarding concerns received
either directly from service users, from other NHS commissioners and regulators or
from health care professionals involved in co-ordinating or delivering care.
Ensuring ECCCG is focussed on the five dimensions of quality it needs to have an
effective quality control process which is fit for purpose, proactive and reactive and
applicable to all of the CCG.
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Figure 5 Quality Control Process

8. Priorities
8.1

Our Outcome Ambitions

In addition to the national and regional ambitions, the CCG has the following local
ambitions:









Reducing the number of Emergency readmissions by 5% within 30 days
Increase the number of people having a positive experience of care
Reduce the inequalities in health and social care
Access to the highest standard of care and protected from harm
Increase the proportion of people over the age of 65 living independently
who feel supported to manage their condition, through ‘The Caring
Together Transformation Programme’.
Improve health related quality of life for people with long term conditions
including mental health conditions
Secure additional years of life for people with treatable mental and
physical health conditions (SEE 5 YEAR PLAN, Appendix 1)
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When commissioning, the CCG will ensure that wherever possible these national
and local priorities and ambitions are captured and that providers are measured on
their achievements. The CCG will be expecting coverage of these points in provider
Quality Accounts.
8.2

Monitoring our Providers

Quality will be monitored through the Clinical Quality Review meetings with our
providers and through appreciative visits. The CCG recognises that there is a vast
amount of data available, particularly about patient experience, and will be ensuring
that the patient experience is at the forefront of the CCG Board meetings. The CCG
will develop, in conjunction with the Commissioning Support Service, a streamlined
approach to patient experience information (particularly quality and safety issues),
whether it be through for example NHS Choices, complaints or patient surveys, and
is committed to acting on the feedback to improve the patient experience. The
Quality and Safety Committee will receive reports relating to the above activities.
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9. Improving Quality and Safety in Primary Care
Whilst NHS England is the Commissioner of the Primary Care Contract the CCG is
committed to ensuring that services within the general practices in Eastern Cheshire
are of the highest quality. We will support practices in striving to improve services
through using data for improvement not judgment.
The CCG is mindful that the reduction of health inequalities is a key element of the
Joint Strategic Needs Assessment and will work with Public Health to reduce the
unnecessary variation of services and outcomes across Eastern Cheshire. Practice
quality will be further supported by detailed analysis of commissioning, prescribing
and health outcome data to identify where resources may be focused to achieve
maximum effect.
9.1

Quality, Innovation, Productivity and Prevention (QIPP)

We will ensure that all QIPP schemes have a quality impact assessment and will
ensure that QIPP schemes have a measurable quality improvement.

10.

Safeguarding

The CCG commits to ensuring that Safeguarding is a high priority within its work.
Safeguarding standards have been inserted within all provider contracts along with a
self-assessment audit tool. There will be 3 monthly reporting to the Clinical Quality
and Performance Committee and a commitment to work collaboratively with adult
and children’s social care services, police and Care Quality Commission. The CCG
will use three monthly safeguarding assurance meetings with major providers,
appreciative visits and enquiries, PALS, staff training data and patient stories to
identify problems, support change and ensure safety of vulnerable adults and
children. The CCG will ensure that it works with NHS England for more robust
Criminal Record Bureau (CRB) checks within Primary Care. The CCG will use the
framework now ratified by both the Adults and Children's Safeguarding Board for the
training of staff working within the CCG.
One of the biggest developments this year for Adult Safeguarding is the reform of the
law and the publication in May 2014 of the Care Act which now clearly states care
and support for adults and the law relating to support for carers:
•
•
•
•

to make provision about safeguarding adults from abuse or neglect
to make provision about care standards; to establish and make provision
about Health Education England
to establish and make provision about the Health Research Authority
to make provision about integrating care and support with health services.
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As part of our five year planning processes the CCG will be working closely with the
local authority to establish and implement a range of Adult safeguarding priorities. These will include:
•
•

improving the quality and standards of care within nursing homes
ensuring that the CCG responds fully to new guidance regarding Mental
Capacity Act/Deprivation of Liberty Safeguards (MCA/DoLS).

The CCG is an active partner on both the Children’s Safeguarding Board and Adult
Safeguarding Board and is committed to reviewing services following all local
safeguarding multi-agency learning reviews, and national reviews such as
Winterbourne View. We will continue to ensure that all clients with learning
disabilities are appropriately placed and this work is led by the Local Authority as the
Lead Commissioner. The CCG will continue to apply learning from the report into the
Winterbourne View, with its partners, and will ensure that the learning from this
report is embedded within the Health and Social Care Economy. This also involves a
review of how care homes ensure the safety and quality of care received in care
home settings is maintained and developed.

11.

CQC Compliance

All NHS and non NHS providers must be compliant with ‘Standards for Better Health’
(DH, 2005) encompassing clinical and corporate governance and be registered with
the Care Quality Commission.
All General Practices were required to register with the CQC by April 2013.

12.

Governance

Cheshire CCG reports compliance/exception reports in relation to quality standards
through an internal committee structure to the Governing Body and the CCG’s
Assurance Framework captures all the organisation’s key risks including
commissioning poor quality services. The Assurance Framework is also monitored
internally through to the Board.
12.1

Governing Body

Eastern Cheshire CCG is accountable for the quality of all services that are
commissioned by them including quality within primary care. We have delegated
quality improvement, monitoring and assurances to the Clinical Quality and
Performance Committee. An Executive GP Lead for quality chairs the Clinical Quality
and Performance Committee working closely with the Quality Team to undertake
activities required to monitor and gain assurance of quality within all of our
commissioned services. The Governing Body receive Bi-Monthly reports on quality
highlighting patient safety, risks, patient experience and clinical outcomes.
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12.2

Responsibilities

The overall responsibility for quality lies with the CCG Governing Body. All
Governing Body members have a duty to ensure the commissioning of the highest
quality and the safest services for the people of Eastern Cheshire and that the
patient experience is at the forefront of the work of the CCG.
The Clinical Quality and Performance Committee will monitor on a monthly basis the
quality agenda including rigorous monitoring of the risk register, outputs from the
quality process and information relating to patient experience. The day to day
management of the Quality agenda lies with the Commissioning Director. The
structure chart below illustrates how the CCG Governing Body oversees the Quality
agenda.
12.3

Quality and Performance Committee

Eastern Cheshire CCG‘s Clinical Quality and Performance Committee is a subcommittee of the Governing Body and its function is to provide challenge and
assurance regarding the quality of health care services. Membership includes a Lay
Member with a focus on patient experience and engagement, a Secondary Care
Doctor, Executive Nurse and a General Practitioner from one of our Member
Practices to provide scrutiny in relation to the implementation of the Quality and
Safety agenda. The Clinical Quality and Performance Committee meet on a monthly
basis and provide a quality report to the Governing Body bi-monthly. The Committee
has responsibility for the following:
•
•
•
•
•

•

•

The CCG’s responsibilities in relation to monitoring of Provider Quality
Indicators;
Ensuring that priority is given to patient experience in line with local,
regional and national priorities;
Ensure the delivery of quality by providers commitments and intentions
within Quality Accounts;
Ensuring appropriate safeguarding arrangements are in place;
Ensure arrangements are in place to deal with and learn from serious
incidents and never events and patient safety incidents reported to the
National Learning System;
Ensure a mechanism for triangulation of data to ensure that themes and
trends can be identified, reviewed, action taken as required and learning
shared and implemented;
Complaints, Concerns, Patient feedback eg Patient Survey and Friends
and Family Test. (FFT).
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In addition to the Clinical Quality and Performance Committee there is also a serious
incident (SUI) Committee and a Complaints and Concerns Committee which is
chaired by the GP lead for Quality. These groups are able to scrutinise serious
incidents and complaints.

Figure 6 Governance Structure

13.

The Risk and Control Framework

The CCG recognises that it is essential to identify, mitigate and manage risks across
the health economy. A Management Lead and Clinician will be identified to manage
each risk. Risk Management is undertaken proactively to address every element of
the CCG’s activities. This ensures that appropriate actions are in place to maintain
financial control and service performance, with a focus on continuing to improve the
quality and safety of services for patients.
The CCG has adopted the National Reporting and Learning System (NRLS) risk
matrix to score risk against consequence and likelihood. The risks are identified with
the Clinical Executive Team and the register developed by requesting each Risk
Owner to describe the risk, current controls and assurance, scores and action to
mitigate or reduce the risk. Through this process, the CCG Board will identify its high
level current and potential risks, assess them for potential frequency and severity,
score them, and then re-score them in light of the proposed mitigating actions.
These scores indicate the level of residual risk that applies to a particular activity and
are used to help prioritise further risk reducing action. Where elimination of a risk is
not possible, the CCG develops Risk Treatment to reduce and manage continuing
risks effectively. The risk assessment process is overseen and managed by the CCG
Governance and Audit Committee, Clinical Quality and Performance Committee and
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the CCG Governing Body, with a review and update against risks undertaken by the
identified Risk Owners every two months.
The CCG recognises that risks may arise from a variety of issues, processes or
sources such as:
 Clinical Practice: people employed by our Providers or any other person
present on the CCG’s premises and any other jointly commissioned
services;
 Procedures: systems or practices, breaches of security, use and
management of information assets, financial activities, communication or
information, performance reviews;
 Incidents and Complaints: external reviews such as CQC and from
issues raised by the public and stakeholders;
 Environment: buildings, equipment, chemical or hazardous substances.
Identified risks are assessed by nominated Risk Owners, who are responsible for
ensuring that appropriate action is taken within the timeframes.
We have a system of quality assurance and early warning processes in place which
provides information about safety, effectiveness and patient experiences of services
we commission.
This system enables us to be proactive in identifying early signs of concerns and
take action where standards fall short. It also helps to inform our commissioning
decisions at all stages of the commissioning cycle ensuring that quality is at the heart
of everything we do and includes;
13.1

Using Data to Assess and Improve Quality










Acute hospitals
Care homes that provide nursing and residential care within the categories
of elderly frail, mental health, learning disability, dementia, physical
disability
Community and mental health services
Independent hospitals
Out of hours services such as NHS 111
Ambulance services
Community Nursing Services
Primary care

We then undertake detailed analysis, interpretation of hard and soft intelligence to
support a continuous improvement approach with services. The team triangulates
the information from both the data and from regular announced and unannounced
Page 25 of 40

visits to providers, for follow up with providers at quality review meetings and where
necessary to escalate any immediate or emergent issues and concerns.
13.2

Serious Incidents and Never Events

Serious Incidents (SIs) are reported by providers to the Quality Team via the CSU in
an agreed timeframe. For services where the CCGs are not the lead commissioner
we work with the Lead Commissioner to ensure we are informed of incidents that
affect our population. In Primary Care, independent contractors are supported to use
Significant Event Audits (SEAs) to identify what went wrong, how it went wrong and
why. Primary Care colleagues also utilise the DATIX reporting system to log and
raise concerns raised in a practice setting. All SI’s have a Root Cause Analysis and
lessons learnt are shared across the CCG and also across the area (CWW). SIs are
analysed for trends and reported to the Clinical Quality and Performance Committee.
We ensure that incidents are reported via the National Learning and Reporting
System to enable wider learning.
When SIs occur in provider organisations we review the initial findings and we review
all investigation reports and ensure all resulting actions have been implemented and
learning shared through a monthly Serious Untoward Incident Meeting (SUI) with our
main providers.
We share lessons from SIs, along with other indicators through Quality Leads
meeting with the Local Area Team (LAT). Key issues and themes are then reported
to the Clinical Quality and Performance Committee and escalated to the Governing
Body through our bi-monthly Clinical Quality and Performance Report.

14.

Putting Patients First

Listening to and engaging with patients and their families is critical to understanding
the quality of services provided. Listening to and hearing about the impact of a
patient or family carer’s experience of a service is one of the most important
assurance actions that a commissioner and provider can take. Giving patients; their
families; carers and representative bodies a voice is not enough. Eastern Cheshire
CCG gives a commitment in all that it does to hear what is said and to work together
with patients and their families along with key partners to improve and develop
services and therefore the patient experience. We will use a wide range of
mechanisms and ensure that these are easily accessible to all our patients, family
and representatives to build our understanding of individual experiences. The patient
experience related information that we will use includes:

•

Information from Public Engagement Events and Road Shows across the
whole of the Eastern Cheshire area to reach more patients and the public;
Information from surveys with the public carried out in accessible venues
and using accessible approaches;
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•
•
•
•
•
•
•

14.1

Patient survey findings;
Analysis of complaints-looking at individual experiences, themes and
trends;
Data from the ‘Friends and Family’ test;
Information from GPs and primary care about patient experience;
Data from our Public engagement and Patient Participation Groups,
including HealthVoice and HealthWatch;
Analysis of CQC inspection reports focusing patient experience, themes
and trends;
Analysis of safeguarding children and adults reviews including serious
case reviews, alerts, reflective reviews.

Why We Will Monitor Patient Experience

The patient experience information we gather will be used to help us understand how
patients feel about the services we commission, what may need to change and any
improvements proposed by patients and service users. We ensure that we listen to
the opinions of people who are hard to reach, by holding ‘HealthVoice’ meetings
every other month to enable members of the public to share their views with the
commissioners of Eastern Cheshire. This information can be used as an evidence
base to support and inform future commissioning decisions and service redesign. In
addition to this there are a number of national drivers evidencing the need for
obtaining this information.

15.

Aim

Our aim is to ensure that we systematically manage the information we receive,
review it on a regular basis and identify any areas of concern. To do this we need to:

•
•
•
•
•
•

Establish mechanisms to routinely collect and collate information on
patient experience which includes real-time feedback
Understand the experience of a wide variety of patients to reflect the
diversity of our local population
Work with partners and patients to deliver real improvements in patient
experience
Support and challenge providers where evidence of negative patient
experience causes us concern
Identify and share good practice
Design and commission services to ensure a positive patient experience.
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15.1

What Mechanisms Do We Use?

In order to continually listen to our patients, clients and customers regarding the
services we commission we have systems set up to gather information and
feedback. The current systems we use are as follows:
15.2

Direct Patient Feedback Through:
a) Complaints – the team receives trend and themed information from
providers on the types of complaints that they are receiving and seeks
assurance around the management, outcomes and learning from these
complaints. The team also receives information about complaints received
by the CCGs about locally commissioned services. This information is sent
by the Cheshire and Merseyside Commissioning Support Hub Complaints
team as they manage the complaints function on behalf of Eastern
Cheshire’s CCGs.
b) National Surveys – The NHS patient survey programme systematically
gathers the views of patients about the care they have recently received in
a variety of areas including Inpatient admissions, cancer care, community
mental health teams, maternity and Accident and Emergency. The team
are able to review and look for trends in patients experience across the
gamut of surveys and also look at improvement and deterioration in areas
of patients experience for individual provider’s year on year.
c) Local Surveys – All providers are required to undertake locally agreed
patient experience surveys and share the details of these with the team for
analysis.
d) Patient Stories – staff working within Eastern Cheshire CCG and the
partner practices have been asked to provide evidence of patient
experience and share this with the communications team so that this can
be shared with the wider CCG. The communication team will collate
patient stories for discussion at the Governing Body. Patient Experience
Stories are also shared at the Quality committee.
e) Quality Visits – When undertaking quality visits the team will seek real
time views of patients and their carers about their experience. The team
have established links with Healthwatch which enables representatives of
Healthwatch to join the quality visit and independently ask patients about
their experience.
f) Friends and Family – Ensuring that the friends and family CQUIN is
embedded within the practice of all acute care providers and that this data
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is analysed down to ward level. Working with other providers to develop
their processes for asking the friends and family question and where
appropriate asking follow-on questions to understand the true picture of a
person’s experience.
15.3

Staff, Capabilities and Culture

As a CCG we recognise the importance of investing in and valuing staff. Learning
from Mid –Staffordshire NHS Foundation Trust, Winterbourne View Hospital is a
harsh reminder that staff need to be supported and empowered to deliver quality,
embedding the NHS Constitution Values. Understanding the culture of an
organisation, how staff are supported and developed requires more than a review of
systems and processes; it requires a stepping into the shoes’ of staff understanding
their experience of the organisational culture, how empowered they feel, what
opportunities for training and how focused on learning not blame the organisation is.
Site quality visits give us the opportunity to test out the culture by stepping into the
shoes of patients, carers and staff. Information that we use includes:






15.4

Staff satisfaction surveys
Staff vacancy and sickness data
Staff training information
Workforce/patient ratios, use of dependency acuity tools
Whistleblowing information • Responses to and how embedding
Compassion in Practice
Site visits intelligence gathered on the day

Early Identification of Challenged Providers

We collate and analyse all of the information as outlined above in order to make
informed judgments relating to quality and outcomes for patients to identify emerging
areas of concern by:





Using risk profiles to inform a targeted and measured approach to assurance
e.g. risk stratification informing the nature and frequency of site visits.
Using a risk escalation framework to inform risk assessments and support
decisions relating to improvement plans and/or decommissioning care.
Working closely with NHS England as Direct Commissioners for Primary
Care.
Working with our NHS England Area Team; other commissioners and
partners as part of a wider geographic response to managing risks through
the Quality Surveillance Group, rapid responsive reviews and risk summits.
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16.

Systems and Processes

Systems and processes describe both the sources of information and data and also
the structures through which we interpret and utilise this rich triangulated information.
Quality and safeguarding standards and our reporting requirements are specified
within all our contracts with providers and within our framework agreement, which
will be agreed and developed with our member practices, within primary care.
Sources of data and information in addition to those already listed include:
•
•
•
•
•
•
•
•
•

17.

Quality accounts and quality dashboard
Patient safety thermometer
Serious incidents and Root Cause Analysis data and plans 21
Performance data
Complaints and compliments
Infection prevention and control
Safeguarding adults assessment and assurance framework (dashboards)
Safeguarding children inspection reports, Safeguarding Children quality
dashboard
NHS England Area Team Quality Surveillance Groups

Partnerships

Working with key stakeholders and partners is essential to bring together information
and learning across the whole health and social care system. This delivers
assurance of quality and safeguarding and also continually drives improvements.
Eastern Cheshire CCG is part of a Partnership Board with the Local Authorities and
provider organisations. The Partnership Board is working together to set the strategic
direction to achieve the ‘shift’ in the way services are delivered locally. This shift
should ensure that the patient is supported to have choice and control in their
healthcare, effectively managing long term conditions in partnership with health and
social care professionals and having access to more community based services that
are flexible around the patient.
The CCG works jointly with local authority colleagues to jointly commission and
monitor the quality of services. The CCG also works closely with the safeguarding
adults and children boards to review and share information relating to safeguarding
concerns within all commissioned services. A valued structure is in place that brings
together, the CCGs, local authority commissioners, safeguarding leads, and Care
Quality Commission inspectors.
The CCG is currently building on existing structures and partnerships for sharing
intelligence including working with Health Watch to continually drive up quality and
ensure early recognition of emerging concerns to support timely and co-ordinated
action.
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18.

Safeguarding Assurance

We use information/intelligence from other healthcare organisations and regulatory
bodies i.e. Health Watch, Care Quality Commission, and TDA as appropriate, to
triangulate and build on our ‘hard’ and ‘soft’ intelligence to ensure the essential
standards of care are always met. We use a variety of methods to gather and
triangulate information. This information is used to support and challenge our
providers to comply with contractual requirements, whilst developing learning
cultures and continually striving to drive up quality.
We undertake announced and unannounced quality and safeguarding visits with our
providers as an integral part of our work programmes. Staff from the CCG are also
invited to participate in nationally mandated inspections of providers i.e. Patient-Led
Assessment of the Care Environment (PLACE).
We use Quality Review meetings with each provider to seek assurance on the
quality of health services provided and challenge if there are concerns about the
provision of services based on our triangulated data and intelligence.
We are committed to improving quality and sharing learning and best practice and to
using this information to inform commissioning decisions at each stage of the
commissioning cycle. We do this in a number of ways including:
18.1

Sign up to Safety Campaign

The CCG have adopted this campaign launched by the Secretary of State for Health
in June 2014.its aim is to make the NHS the safest healthcare system in the world,
by building on the recommendations of the Berwick report. The campaign commits to
increasing quality and safety by;
•
•

•
•
•
•

Ensure patient safety, by protecting health and reducing rates of all
avoidable pressure ulcers.
Review actions and learning in relation to incidents reportable on safety
thermometer including, but not limited to, incidents of falls where patients
come to harm.
Identify and review serious incident and never event trends across the
county and share learning/best practice.
Collaborate on investigations and jointly monitor action plans and offer
shared learning.
Ensure effective communication and closer working with all partner
organisations
Share outcomes of completed investigations through this forum to ensure
learning across the county.
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18.2

Commissioning for Quality Innovation (CQUINS)

Set quality improvement goals in discussion with our providers through the use of
CQUIN incentives and measures to help address local priorities and support the
objectives of agreed QIPP schemes. The CQUIN payment framework enables
commissioners to reward excellence, by linking a proportion of a provider’s income
to the achievement of national and local quality improvement goals. We monitor
achievement of CQUIN standards throughout the year to ensure each provider is
meeting or exceeding expectations.
18.3

Quality Surveillance Group (QSG)

We are active participants in our local QSG. These have been established across
the country to systematically bring together the different parts of the system to share
information. They are a forum for collaboration, providing the health economy with:




18.4

A shared view of risks to quality through sharing intelligence;
An early warning mechanism of risk about poor quality; and
Opportunities to coordinate actions to drive improvement, respecting statutory
responsibilities of, and on-going operational liaison between, organisations
Compliance with National Constitution Expectations

Eastern Cheshire CCG recognises that one of the most significant contributions to
the improvement of the quality of services will be to transform the local health and
social care system. In some instances such changes will be significant in scope. As
part of this transformation we will prioritise a set of quality improvements we expect
from our local providers and describe these in detail with specific measures and
goals in our local CQUIN arrangements. Achievement of the CQUIN goals is
monitored quarterly by the Clinical Quality and Performance Committee and in future
years CQUINS will be linked to the delivery of the CCG’s Caring Together
programme
18.5

Delivery of a Quality Team Operational Work Plan

A quality team improvement work plan has been developed to ensure delivery of this
strategy and to sustain and improve our existing structures. It will be refreshed
annually and outcomes monitored by the Clinical Quality Committee through
quarterly reports.
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The team objectives for 2014-19 are:










19.

To provide assurance on the quality of all NHS commissioned services.
To ensure that data and information will be analysed and utilised intelligently
at all stages of the commissioning cycle.
To ensure quality is integrated into all aspects of the commissioning cycle
To improve patient safety across the county and ensure that the
recommendations from the Berwick Report are implemented.
To improve patient experience of NHS care across the county.
To ensure that the incidence of healthcare associated infections such as
MRSA and Clostridium difficile are reduced, emerging infections are
appropriately managed and that cleanliness in our healthcare premises meets
the highest standards.
To ensure the continued improvement of quality in primary care.
To ensure the quality impact of seven day services is monitored.

Evaluation

This strategy will be reviewed on an annual basis by the Clinical Quality committee
to ensure the future direction of travel remains relevant and refreshed accordingly.
19.1

National Policy Drivers for Quality and Patient Experience
a) The NHS Constitution
The NHS constitution sets out the standards of care and the rights that all
patients have. In many ways the constitution outlines the minimum level of
service a patient should be able to expect.
b) The NHS Commissioning Outcomes Framework
The NHS Commissioning Outcomes Framework is a national framework to
drive local improvements in quality and outcomes for patients. The 2013-14
indicators cover five domains, namely Preventing people from dying
prematurely; Enhancing quality of life to people with long term conditions;
Helping people to recover from episodes of ill health or following injury;
Ensuring people have a positive experience of care; Treating and caring for
people in a safe environment and protecting them from harm.
c) The Clinical Commissioning Group Outcomes Indicator Set (CCGOIS)
The CCGOIS (formerly known as the Commissioning Outcomes Framework
or COF) is an integral part of NHS England’s systematic approach to quality
improvement. Its primary aim is to support and enable CCGs and health and
wellbeing partners to plan for health improvement by providing information for
measuring and benchmarking outcomes of services commissioned by CCGs.
It is also intended to provide clear, comparative information for patients and
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the public about the quality of health services commissioned by CCGs and the
associated health outcomes.
d) The National Institute for Clinical Excellence (NICE) Quality Standards
NICE quality standards are a concise set of prioritised statements designed to
drive measurable quality improvements within a particular area of health or
care derived from high quality guidance such as that from NICE or other
sources accredited by NICE. Quality standards are developed independently
by NICE, in collaboration with healthcare professionals and public health and
social care practitioners, their partners and service users. Information on
priority areas, people’s experience of using services, safety issues, equality
and cost impact are also considered during the development process.
NICE quality standards are central to supporting the Government’s vision for a
health and social care system focussed on delivering the best possible
outcomes for people who use services, as detailed in the Health and Social
Care Act (2012).
e) Care Quality Commission (CQC) Essential Standards
The CQC is the regulator of health and adult social care in England. It is
responsible for ensuring that providers meet essential standards for quality
and safety and encouraging on-going improvements by those who provide or
commission care.
There are 16 essential standards of quality and safety. The CQC will
continuously monitor compliance with the essential standards as part of a
responsive and robust system of regulation. Its inspectors will frequently
review all available information and intelligence it holds about a provider.
As commissioners we will review CQC assessments as part of our quality
assurance review of providers. We will share intelligence on the quality of
services provided by organisations within our boundaries.
f) Quality Schedules within Provider Contracts
The contracts with NHS providers include both national and locally set quality
indicators that allow us to monitor and measure key quality standards. Where
these standards are not being met contractual levers are applied where
appropriate.
Quality, Innovation, Productivity and Prevention (QIPP) QIPP is a large scale
transformational programme for the NHS, involving all NHS staff, clinicians,
patients and the voluntary sector and will improve the quality of care the NHS
delivers whilst making efficiency savings. We have a challenging programme
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aimed at delivering improvements in patient pathways across the health
community.
g) Francis Report
The report of the Mid Staffordshire NHS Foundation Trust Public Inquiry
chaired by Sir Robert Francis QC was published on 6 February 2013. The
report identifies numerous warning signs that were evident, which should have
alerted the wider system to the problems that led to such a catastrophic
catalogue of failure. The key recommendations relevant directly to
Commissioners can be divided into five themes:
1. Setting and monitoring standards.
2. Learning and improvement.
3. Data quality and information.
4. Organisational culture.
5. Patient experience.
h) The Friends and Family Test
From April 2013, all patients are being asked a simple question to identify if
they would recommend a particular hospital service or ward to their friends
and family. The results of these ‘friends and family tests’ are being used to
improve the experience of patients.
i) The Berwick Report
Professor Don Berwick, an international expert in patient safety, was asked by
the Prime Minister to carry out a review following the publication of the Francis
Report into the breakdown of care at Mid Staffordshire Hospitals with the aim to
zero harm a reality. The Berwick Review was released on 6th August 2013.
In his report ten recommendations were made with the aim to make the NHS a
“system devoted to continual learning and improvement of patient care, top to
bottom and end to end”. Among the recommendations were adopting a culture
of learning, ensuring adequate staffing levels and creating new criminal
offences for recklessness.
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Appendix 1;
Five Year Plan
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Glossary
AHSN

Academic Health Service Network

BME

Black & Minority Ethinic

CCG

Clinical Commissioning Group

CCGOIS

Clinical Commissioning Group Outcomes Indicator Set

COF

Commissioning Outcomes Framework

CQC

Care Quality Commission

CQ&P

Clinical Quality & Performance

CQUIN

Commissioning for Quality and Innovation

CRB

Criminal Record Buerau

CSU

Commissioning Support Unit

CWW

Cheshire Warrington & Wirral

DH 2005

Department of Health 2005

DoLS

Depreivation of Liberty Safeguards

ECCCG

Eastern Cheshire Clinical Commissioning Group

FFT

Friends and Family Test

GMC

General Medical Council

GPs

General Practioners

KPIs

Key Performance Indicators

LA QA Safeguarding Team

Local Authority & Quality Assurance Safeguarding
Team

LAT

Local Area Team

MCA

Mental Capacity Act

MRSA Infection

Methicillin-Resistant Staphylococcus Aureus Infection

NHSE

NHS England

NICE

National Institute for Care Excellence

NMC

Nursing Midwifery Council

NQB

National Quality Board
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NRLS

National Reporting & Learning System

PHE

Public Health England

PLACE

Patient-led Assessment of the Care Environment

QIPP

Quality, Innovation, Productivity, Prevention

QSG

Quality Surveillance Group

RTT

Referral to Treatment

SEAs

Significant Event Adults

Sis

Serious Incidents

SUI

Serious Untoward Incident

TDA

Trust Development Authority
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GOVERNING BODY MEETING
25 March 2015
Paper Title

Agenda Item 3.3

2015/16 Annual Plan - Draft Financial Plan Update

Purpose of paper / report
To provide the Governing Body with an update on the Draft 2015/16 Financial Plan
and to consider the requirement for a Programme Pump Priming (Transformation)
fund and how this will be financed from within NHS Eastern Cheshire Clinical
Commissioning Group’s (ECCCG’s) total available resources.

Key points
The Governing Body is asked to:
• Delegate to the Chief Finance Officer the authority to continue refining the 2015/16
Financial Plan in line with methodology outlined at February’s meeting. This will form the
basis of an annual budget which will be submitted to the May Governing Body meeting
for approval.
• Consider the requirement for a Programme Pump Priming (Transformation) reserve.
• Consider and agree how the Programme Pump Priming (Transformation) fund will be
financed from within ECCCG’s total available resources, ie, reduced surplus.

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

Date of Report

20 March 2015

NHS ECCCG Governing Body Meeting 25 March 2015

Agenda Item 3.3

2015/16 Annual Plan - Draft Financial Plan Update
1.

2015/16 Draft Financial Plan Update

1.1

The draft Financial Plan for 2015/16 has been refined during the previous weeks to
reflect additional information that has been identified as well as latest intelligence
around forecast outturn. Table One provides an overview of ECCCG’s updated Draft
Financial Plan for 2015/16 as at the 2nd planned submission to NHS England of 27
February 15.

Table One: NHS Eastern Cheshire Clinical Commissioning Group’s (ECCCG’s)
Updated Draft 2015/16 Financial Plan as per 28 February 15.
Recurrent
£000s
Allocation
Programme
Running Costs
Better Care Fund
2014/15 Surplus (to be confirmed)
Sub Total
Expenditure
Programme
Running Costs
Better Care Fund
QIPP
CHC Restitution
Contingency (Programme Pump Priming)
Sub Total
Surplus / (Deficit)
1.2

1

227,221
4,400
3,466
235,087
229,472
4,400
3,466
(5,350)

231,988
3,099

Non
Recurrent
£000s
6,028

191
6,219
1,614

3,500
1,209
2,495
8,818
(2,599)

Total
£000s
233,249
4,400
3,466
191
241,306
231,086
4,400
3,466
(1,850)
1,209
2,495
240,806
500

The delivery of a clinically and financially sustainable health economy is dependent on
the availability of non recurrent “pump priming” funding. The Caring Together (CT)
strategy identified a recurrent investment level of circa £4m - £6m in order to release
the anticipated savings of circa £15m 1. It was also acknowledged that, in order to
assist with this strategy, non recurrent “pump priming” funding would be required in
order to implement the change. A decision was taken as part of the 2nd submission of
the draft 2015/16 Financial Plan to maximise all available funding in order to generate
a “programme pump priming” fund.

Initial assumptions have been refined down based on further analysis.
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1.3

The impact of this has resulted in the following key changes to ECCCG’s financial plan
by impacting on the delivery against the business rules as defined by NHS England.
NHS England

ECCCG

Surplus

1.0%
£2,413k

0.2%
£500k

Contingency*

0.5%
£1,206k

0.5%
£1,206k
1% £2,495k

Programme Pump Priming

0.5%
£1,289k

*The contingency will form part of the Programme Pump Priming
1.4

Whilst the 2nd submission of the Draft Financial Plan has been updated across a
number of areas, the key changes from the Plan submitted to the Governing Body in
February 2015 amount to approximately £1,800k of additional expenditure. The
significant movements are:
1.4.1

Enhanced Tariff Offer (ETO). Monitor and NHS England have recently
published guidance enabling providers to select between two tariff options.
The option has been confirmed by our local provider’s with the majority going
with the ETO tariff.
Reduction in the initial benefit of £666k (to be confirmed)

1.4.2

Programme Pump Priming Fund. The impact of increasing the fund to
maximise all available funding to assist with the Transformation programme as
defined in our 5 Year Strategic Plan.
Additional £1,289k increased funding

1.4.3

Continuing Health Care (CHC). Additional investment over and above
growth assumptions to offset increasing pressure arising from both a growth
rate of 12.7% in 2014/15 and increasing complexity of cases.
Additional £700k pressure

1.4.4

Contingency. Release the separately identified Programme Reserve to offset
the pressures outlined above.
Additional £1,171k benefit
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1.4.5

Surplus.
Reduced to offset additional pressures listed above, whilst
maximising available funding for Transformation. This is recognised as
deviating from NHS England’s guidance for CCGs around their Business
Rules.
Reduction £1,292k contribution

2.

Timescales

2.1

The financial summary is derived from the 27 February 15 submission which is part
way through the 2015/16 planning process. The costs will continue to be refined and
fluctuate as both the 2014/15 closing expenditure and 2015/16 contract values are
finalised and reflected within the final submission. The timetable published by NHS
England is as follows:
• 13 January 15 – Headline Plan
• 27 February 15 – Full Draft Plan
• 10 April 15 – Final Plan

3.

Refinement of Plan

3.1

The full Financial Plan is scheduled for the May Governing Body meeting which
supports the thematic agenda of “Planning”.

3.2

The Governing Body received and endorsed the approach being adopted by ECCCG
in creating its Financial Plan in February 15. This will continue to be followed and
refined, resulting in the setting of the 2015/16 budget (subject to Governing Body
approval in May 15). The February 15 submission also included the Governing Body’s
recommendation to set a more challenging Quality Improvement Productivity and
Prevention (QIPP) target which reflects the principles and timing associated with our
Transformation programme.

3.3

The key variation from the plan submitted in February to the Governing Body is the
reduction in non recurrent contingencies and the planned reduction against the
delivery of a 1% surplus which will be considered in Section 5.

4.

Management of Financial Risk

4.1

The approach adopted in setting the Draft 2015/16 Financial Plan has made some
assumptions based on ECCCG’s forecast expenditure for the oncoming year. It is
recognised that whilst a significant number of the assumptions are confirmed there
remain some areas which are based on best estimates, derived either from previous
performance or anticipated pressures.

4.2

Table Two describes an approach on how ECCCG will manage its finances and risks
throughout the financial year. The proposal recognises the interdependencies in
managing discreet areas of budgets whilst delivering the overall agreed CCG financial
position and strategic objectives.
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4.3

The intention is to classify ECCCG’s expenditure into three broad categories and to
control the costs within their agreed envelopes:
•

•
•

Fixed Growth. Expenditure which is subject to variations, primarily as a result of
Payment by Results (PbR) but also increasing areas of pressure, ie, Continuing
Health Care (CHC). This includes an element of growth to offset such pressures
along with agreed investments. The latter can be flexed up or down depending on
the spending profile of the new investment.
Pump Priming. Funding is available to respond to future business cases that will
be submitted in line with our transformation strategy.
Surplus. Current level of surplus declared as per the 27 February 15 submission.

4.4

It is recognised that the boundaries will merge across these categories as positions
either improve or deteriorate. As the Plan is refined for the next submission, the clarity
on the final values will be available. The key consideration is how we manage
movement between the headings.

4.5

Our primary financial goal is to remain within our overall financial envelope and deliver
the agreed surplus, recognising that emerging pressures in one category may impact
in the other category. The impact of this may result in specific expenditure being
restricted in terms of its spending plans, or requiring the identification and delivery of
additional QIPP schemes.

4.6

A further consideration may be the necessity to top slice each category and keep an
element back for the unexpected.

4.7

It is proposed that the funding envelope is contained within the discrete areas and that
the financial position is managed within their allocated funds. This will be subject to
ongoing monitoring and amendment by agreement should a pressure or gain emerge.
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Table Two: NHS Eastern Cheshire Clinical Commissioning Groups (ECCCG's) Management of
Financial Risk
Draft 2015/16 Plan

QIPP

Post QIPP

Control

Cross Subsidy

Surplus £0.5m

Fixed £0.5m

Fixed £0.5m

Pump Priming
£2.5m

Pump
Priming
£2.5m

Pump Priming £2.5m

Growth £5.4m

Variable
£5.4m

Non Recurrent
£2.8m

Semi
Variable
£2.8m

New
Investments
£5.7m

QIPP
(£1.9m)
Fixed / Growth £238.2m

BCF £3.5m

Fixed
£230.0m

Outturn
£222.6m

£243.1m

(£1.85m)

£241.3m

5.

2014/15 Forecast Surplus

5.1

ECCCG is part way through its 5 Year Strategic Plan concerning the transformation of
our Health & Social Care system. The past two years have been spent, at significant
expense, investing in the theory and concept of CT. It has been consistently
recognised that funding would be required to “pump prime” the transformation
initiatives to cover such costs as double running, decommissioning of services etc.

5.2

The 5 year Strategic Plan was submitted on the basis that the CT programme would
release recurrent savings from 2016/17 of circa £15m with a corresponding need to

NHS ECCCG Governing Body Meeting 25 March 2015

Agenda Item 3.3

reinvest an element of this within new technology and community orientated services
of between £4m - £6m.
5.3

These assumptions will be underpinned by the submission of robust business cases
which are currently being compiled based on a number of agreed initiatives, some of
which form part of the Better Care Fund submission. It is expected that within these
cases there will be a requirement to pump prime these initiatives in order to cover one
off items of expenditure.

5.4

It is therefore a requirement for ECCCG to identify funding to support the delivery of its
5 Year Strategic Plan and 2015/16 “Plan on a Page”.

5.5

As part of the 2nd financial submission and ongoing refinement, ECCCG created a
transformation reserve from within its available resource envelope. It has become
clearer that it is unlikely that ECCCG will be able to access any of the nationally
identified fund of £250m to support our local transformation programme. The following
approach has been adopted in identifying available funds:
• That the financial projections to date around 2014/15 outturn, investments, future
growths etc are based on reasonable assumptions. These will be subject to review
as new information is available, ie, 2014/15 final outturn, 2015/16 contract
agreements, tariff changes.
• Create a transformation fund that will enable momentum to be gained on the CT
programme.
• Be consistent with our 5 Year Strategic Plan and 2015/16 Plan on a Page.

5.6

Since ECCCG submitted its latest Plan, discussions have been held with NHS
England around our assumed surplus set at £500k (0.2%). The requirement as
defined by the business rules is to deliver a surplus of £2,413k (1%), which is currently
£1,913k (0.8%) above our current reported position.

5.7

ECCCG is being requested by NHS England to review its Plans with the aim of
increasing its year end surplus so that it delivers the Business Rules. The delivery of
the Business Rules has a direct impact on the availability of resources to assist with
the Transformation Programme.

5.8

Whilst it is acknowledged that further refinement is required on the overall numbers, it
is the principal which the Governing Body needs to consider. The options around
creating and maintaining a Transformation Fund, which will assist with the delivery of
its 5 Year Strategic Plan, alongside the need to deliver a 1% surplus. The options are
outlined below:
• Deliver a 1% surplus
• Deliver an improved Surplus
• Maintain at the current reported Surplus
• Increase the level of QIPP
• Reduce the existing assumptions
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5.9

The option of increasing the QIPP target is not considered a viable or realistic position.
Current benchmarking information already highlights that ECCCG’s commissioned
services are in the top quartile of performance across a number of areas. In addition,
following the Governing Body’s advice in February 15, the QIPP target was increased
to £5.3m recognising that this will be phased over the next 12 months, yet delivered in
full from April 16 onwards. This is dependent on being able to “pump prime” the
system to implement the required transformation.

5.10

As already stated, the option of reducing the assumptions at this stage contains
considerable risk given the work underway to finalise the year end position, interpret
the ETO tariff and take account of 2015/16 contract discussions. The budget setting
approach adopted for 2015/16 has been consistent with previous years which, when
combined with small marginal surpluses at the year end, does not suggest there is
much flexibility in these assumptions when compared to the final outturn.

5.11

Therefore, one of the key areas of consideration is the relationship between the
delivery of a 1% surplus and the need to create a Programme Pump Priming fund.

5.12

Table Three highlights a range of options that are available around the surplus and
the relationship this would have on the Programme Pump Priming fund.

Table Three: NHS Eastern Cheshire Clinical Commissioning Groups (ECCCG's) 2015/16 Surplus
Options

2015/16 Surplus

Reported
Position

Improved
Position

Improved
Position

Improved
Position

Business
Rules

0.2%
£500k

0.4%
£900k

0.5%
£1,200k

0.80%
£1,930k

1.0%
£2,413k

"Change"
Pogramme Pump
Priming
(Transformation)

£400k

£2,495k

£700k

£2,095k

£1,430k

£1,795k

£1,913k

£1,065k

£500k
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5.13

Table Four outlines the impact on ECCCG of varying the options around the planned
level of surplus.
Table Four: NHS Eastern Cheshire Clinical Commissioning Group’s (ECCCG’s)
Option Appraisal on 2015/16 Financial Surplus
Surplus
0.2%
No

Surplus
0.5%
No

Surplus
1%
Yes

Enhanced

Partial

No

No

Potential

Yes

Impact on delivery of 5 year Strategic Plan

Positive

Limited

Adverse

Impact on delivery of 15/16 Plan on a Page

Positive

Limited

Adverse

Impact on delivery of CT Transformation

Positive

Limited

Adverse

Impact on future financial sustainability

Positive

Limited

Adverse

Yes

Yes

No

Positive

Limited

Adverse

Yes

Yes
(Reduced)

No

Throughout
Year

Part Year

Limited
Opportunity

Yes

Yes

At Risk

Compliance with planning rules
External Scrutiny from NHS England
Acceptable position with NHS England

Consistent with 5 year planning
assumptions
Public Reaction – Delivery versus
commitment
Programme Pump Priming Investment
available
Pace of implementation
Ability to cope with in year pressures and
deliver surplus
5.14

An outcome of the discussions with NHS England highlighted the potential for a return
of funding during 2015/16 for the CHC Restitution claims. This would be in line with
the approach adopted in 2014/15 and NHS England has intimated that a third of the
value could be returned, circa £400k (note: the values included in the Plan are in full
as per NHS England’s guidance). It is worth noting that the completion date for CHC
Restitution is March 2017 and that ECCCG remains on target to complete by the due
date. This assumption could be considered as an option on which to improve the
current reported surplus as part of the submissions.

5.15

Whilst this is not confirmed, there are a number of options that could be implemented
around the £400k:
• Do Nothing – No change to surplus
• Increase Surplus – Reduce Programme Pump Priming by £400k
• Increase Surplus – Reduce the CHC Restitution Budget by £400k
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•

Maintain Surplus and commit to increase in year if the CHC funding is
returned.

6.

Consideration

6.1

The assumptions used to underpin the latest Finance submission to NHS England
with a surplus of £500k represents a robust assessment of the use of ECCCG’s
resources for 2015/16 combined with the need to pump prime its Transformation
Programme.

6.2

It is recognised that there are a number of assumptions included within our
submission where the outcome for 2015/16 is uncertain. This uncertainty will have
either an adverse, neutral or favourable impact on our financial position as they play
out throughout the year

6.3

In terms of agreeing a planned level of surplus, it is more sensible to set an achievable
target at the beginning of the year on which ECCCG will be monitored and expected to
deliver. Previous practice has enabled the CCG to alter its planned surplus levels to
reflect either improving or worsening positions, although this is subject to agreement
with NHS England.

6.4

Having considered the areas outlined within the paper, it would be reasonable for
ECCCG to increase its target surplus to 0.5% whilst maintaining the programme pump
priming fund at the existing level of circa £2.5m. The increase in the surplus would be
funded by the likely reduction in the CHC Restitution as indicated by NHS England
and potential slippage on other areas of investment. It is recognised that this
approach is low/medium risk but would be achievable. Should the CHC in year
savings not materialise then ECCCG would renegotiate the year end surplus with NHS
England if it considered it was not deliverable.

6.5

Clearly, the position will need to be finalised in line with the final submission in April,
but in principle will reflect the outcome of the Governing Bodies decision today around
the appropriate level of surplus.

7.

Recommendation(s)

7.1

The Governing Body is asked to:
• Delegate to the Chief Finance Officer the authority to continue refining of the
2015/16 Financial Plan in line with methodology outlined at the February 15
meeting. This will form the basis of an Annual Budget which will be submitted
to the May Governing Body meeting for approval.
• Consider the requirement for a Programme Pump Priming (Transformation)
reserve.
• Consider and agree how the Programme Pump Priming (Transformation) fund
will be financed from within ECCCG’s total available resources, ie, reduced
surplus.
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8.

Reasons for Recommendation(s)

8.1

The recommendations are aimed at seeking the Governing Body’s support for refining
the 2015/16 Draft Financial Plan along with the identification of funding to assist with
the transformation in achieving its 5 Year Strategic Plan.

9.

Peer Group Area / Town Area Affected

9.1

This relates to all of NHS Eastern Cheshire geographical areas.

10.

Population Affected

10.1

This relates to all of NHS Eastern Cheshire population.

11.

Context

11.1

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.

12

Finance

12.1

Not applicable.

13

Quality and Patient Experience

13.1

Not applicable.

14

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

14.1

Not applicable.

15

Equality

15.1

Not applicable.

16

Legal

16.1

Not applicable.

17

Communication

17.1

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.

18

Background and Options

18.1

Not applicable.

19

Access to further information

19.1

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

20

Glossary of Terms

ECCCG
ETO
QIPP

21

Alex Mitchell
Chief Finance Officer
20 March 2015
01625 663456
Alex.mitchell@nhs.net

NHS Eastern Cheshire Clinical Commissioning Group
Enhanced Tariff Offer
Quality, Innovation, Productivity & Prevention

Appendices

Not applicable.

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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GOVERNING BODY MEETING
25 March 2015
Paper Title

Agenda Item 3.4

Better Care Fund – Section 75 Partnership
Agreement

Purpose of paper / report
To secure the agreement of NHS Eastern Cheshire Clinical Commissioning Group’s
(ECCCG’s) Governing Body to enter into a Section 75 (s75) Agreement with Cheshire
East Council (CEC) in relation to the Better Care Fund (BCF).

Key points
The Governing Body is asked to:
• Support and approve ECCCG entering into an s75 partnership agreement with CEC
to deliver the BCF Plan.
• Support the proposal that ECCCG leads on accounting for the £12,549,000 s75
pooled budget of the BCF (combined spend between ECCCG and CEC for the
Eastern Cheshire population).
• Agree that final amendments to the s75 can be agreed between ECCCG’s Chief
Finance Officer and CEC’s Executive Director of Strategic Commissioning and s151
Officer.
• Agree that the Cheshire Joint Commissioning Leadership Team is responsible for
reviewing the delivery of the agreement pending a review of the existing governance
arrangements and an updated delivery position is reported to ECCCG’s Governing
Body and CEC’s Cabinet during October 2015.

The Governing Body is asked to:
Approve

Ratify
Endorse

Decide
Note for information

Benefits / value to our population / communities
The delivery of the BCF Scheme is integral to the implementation of aspects of Caring
Together. They will deliver improved outcomes to the residents of the ECCCG geography.

Report Author
Guy Kilminster

Contributors
Alex Mitchell

Corporate Manager Health Improvement
Cheshire East Council (CEC)

Chief Finance Officer

Date of report

18 March 2015
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Better Care Fund – Section 75 Partnership Agreement
1.

Executive Summary

1.1

The Better Care Fund (BCF) is a nationally driven initiative being overseen by the
Department of Health and is a key part of Public Sector Reform supporting the
integration of Health and Social Care. The BCF is a national pooling of £3.8billion
from a variety of existing funding sources within the health and social care system and
will be utilised to deliver closer integration across health and social care. The BCF is
a pooled budget held between Local Authorities and Clinical Commissioning Groups
(CCGs) via a legal section 75 (s75) partnership agreement. The BCF provides a tool
to enable our local integration programmes. It will be spent on schemes that are
integral to improving outcomes for local people.

1.2

The BCF plans and allocations have been developed on the Cheshire East Health and
Wellbeing Board basis. The pooled budget for Cheshire East will be £23.9m and
consists of Local Authority Capital funding of £1.8m, South Cheshire CCG funding of
£10.5m and Eastern Cheshire CCG Funding of £11.6m.

1.3

The Cheshire East BCF plan was submitted to NHS England in September 2014 and
has been fully approved by NHS England on the condition that an s75 pooled budget
agreement is used as the mechanism to deliver the approved BCF plan.

1.4

It is a statutory requirement for an s75 pooled budget, partnership agreement to be in
place to support the delivery of the BCF from 1 April 15. The pooled budget
arrangement is fundamental to the smooth delivery and implementation of the BCF
plan, in particular ensuring that the level of both financial and non financial risk that
partners could be exposed to is managed appropriately.

1.5

The Cheshire East Health and Wellbeing Board, at the meeting held on 24 March 15,
has endorsed progressing with two separate s75 pooled budget agreements locally, to
support the delivery of the BCF plan and to be aligned with the respective health
integration programmes; namely Caring Together (ECCCG plus Council and partners)
and Connecting Care (South Cheshire Clinical Commissioning Group, plus Council
and partners). CEC would enter into a pooled budget arrangement with ECCCG and
a separate s75 arrangement with South Cheshire Clinical Commissioning Group.

1.6

The report provides the Governing Body with an update on the implementation and
delivery of the Cheshire East BCF, as approved by NHS England and overseen locally
by the Cheshire East Health and Wellbeing Board.

1.7

It requests the Governing Body’s support and approval to enter into an s75
Partnership Agreements from 1 April 15 until 31 March 16 with CEC and to continue
post April 2016 so long as there is a national requirement to operate the BCF as an
s75 pooled budget agreement.
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1.8

It seeks delegated authority to the Chief Finance Officer to make decisions and
agreements on behalf of ECCCG in relation to the commissioning of schemes funded
by the BCF.

2.

Recommendation(s)

2.1

The Governing Body is asked to:
•
•
•
•

Support and approve ECCCG entering into an s75 partnership agreement with
CEC to deliver the BCF plan.
Support the proposal that ECCCG leads on accounting for the £12,549,000 s75
pooled budget of the BCF (combined spend between ECCCG and CEC for the
Eastern Cheshire population).
Agree that final amendments to the s75 can be agreed between ECCCG’s Chief
Finance Officer and CEC’s Executive Director of Strategic Commissioning and
s151 Officer.
Agree that the Cheshire Joint Commissioning Leadership Team is responsible
for reviewing the delivery of the agreement pending a review of the existing
governance arrangements and an updated delivery position is reported
ECCCG’s Governing Body and CEC’s Cabinet during October 2015.

3.

Reasons for Recommendation(s)

3.1

In April 2014, the Cheshire East BCF plan was submitted to NHS England. The
Cheshire East Health and Wellbeing Board has overseen and signed off revisions to
the original plan following updated guidance and conditions from the Department of
Health during the summer of 2014. It was fully approved in December 2014

3.2

The Cheshire East BCF plan has been developed with the Council and is aligned with
the Caring Together transformation programmes.

3.3

ECCCG is a core partner of the partnership arrangement and Governing Body
approval is required to enter into the s75 partnership arrangement. The BCF s75
agreements have been reviewed and supported by the Health and Wellbeing Board
on 24 March 15.

3.4

The governance arrangements supporting the s75 BCF pooled budget arrangement
are fundamental to the smooth delivery of the expected changes and ensuring the
level of risk both financial and non-financial the council, partner organisations and
providers are exposed to is understood and mitigated against.

4.

Peer Group Area / Town Area Affected

4.1

All parts of the CCG’s geographical area are affected.

5.

Population affected

5.1

The whole population of the CCG’s geographical area are affected.
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6.

Context

6.1

The BCF is a nationally driven initiative being overseen by the Department of Health
and is a key part of Public Sector Reform supporting the integration of Health and
Social Care. The BCF is a national pooling of £3.8billion from a variety of existing
funding sources within the health and social care system and will be utilised to deliver
closer integration across health and social care. The BCF is a pooled budget held
between Local Authorities and CCG’s via a legal s75 partnership agreement. The
BCF provides a tool to enable our local integration programmes. It will be spent on
schemes that are integral to improving outcomes for local people.

7.

Finance

7.1

The BCF is a national pooling of £3.8bn from a variety of existing funding sources
within the health and social care system, with £23.9m being pooled locally within the
Cheshire East Health and Wellbeing Board area. The local pooling is made up of
Local Authority funding from the Disabled Facilities Grant and Capital Allocation for
Adult Social Care of £1.8m, SCCCG funding of £10.5m and ECCCG of £11.6m. The
local health and social care economy will work together to deliver better care
arrangements for its population, seeking to keep individuals within the community,
avoiding hospital/residential nursing care. The summary is detailed in Table One with
the detailed schemes appended at the end of the report (Appendix 1).
Table One: NHS Eastern Cheshire Clinical Commissioning Group's
(ECCCG's) Better Care Fund Budget 2015/16
Source of Allocation
ECCCG and
SCCCG and
Total
CEC Pooled
CEC Pooled
Budget
Budget
£000s
£000s
£000s
ECCCG (Revenue)
11,612
11,612
SCCCG (Revenue)
10,481
10,481
Social Care Capital Grant (CEC)
421
387
808
Disabled Facilities Grant (CEC)
516
474
990
Total
12,549
11,342
23,891

7.2

The revised guidance in July 2014 introduced a payment for performance element
related to the reduction in Non Elective Admissions (these are unplanned, often urgent
admissions mainly via Accident and Emergency). Table Two outlines that the value of
the potential performance payment for Cheshire East is £2.11m and this is based on a
3.5% reduction in Non Elective Admissions. The performance fund is only released if
there is a reduction in activity unless alternative arrangements are agreed as part of
the wider Transformation Programmes.
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Table Two: NHS Eastern Cheshire Clinical Commissioning Group's
(ECCCG's) Better Care Fund Performance Value 2015/16
ECCCG and
SCCCG and
Total
CEC Pooled
CEC Pooled
Budget
Budget
£000s
£000s
£000s
Performance fund linked to
1,114
1,005
2,119
3.5% reduction in Non Electives
Admissions to hospital (this is
not additional funding)
7.3

Following the agreement to operate two s75 agreements within the Cheshire East
area, the respective CCGs and CEC will be responsible for producing the pooled
budget’s accounts and audit in respect of those elements of the budget which they
receive directly from government.
This arrangement reduces the number of
transactions across organisations and provides the opportunity for the pooled budgets
to be aligned to the local health and social care transformation programmes. The
organisations would host the budget in line with the agreed plans of all partners and
the funding would be used explicitly for the agreed areas of spending identified in the
plan. CEC will take responsibility for the collation and consolidation of standardised
financial and reporting information for the Cheshire East Health and Wellbeing Board.

7.4

The risk sharing arrangements for over and underspends is directly linked to each
scheme specification and the lead commissioning organisation will be responsible for
the budget management of the pooled fund allocated to the each individual scheme.
The risks of overspend for the schemes included in the BCF plan are currently limited
to the funding contribution. A variation schedule has been included in the partnership
agreement to provide the lead commissioner with the escalation process to raise
issues and concerns.

7.5

The main area of financial risk is linked to the delivery of the performance fund which
is directly linked to the reduction in hospital non elective admission activity.

8.

Quality and Patient Experience

8.1

Quality and Patient experience improvements will be considered and monitored
through each appropriate BCF Scheme.

9.

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

9.1

Where appropriate each Scheme will undertake consultation and engagement.

10.

Legal

10.1

S141 of the Care Act 2014 provides for the BCF pooled funds to be held under and
governed by an overarching s75 National Health Service Act 2006 Partnership
Agreement.
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10.2

Pursuant to Section 75 of the National Health Service Act 2006 and the NHS Bodies
and Local Authorities Partnership Arrangements Regulations 2000 (the “Regulations”),
NHS bodies and local authorities can enter into partnership arrangements for the
exercise of specified functions. The regulations define the nature of the partnership
arrangements. They provide for the establishment of a fund made up of contributions
from partners out of which payments may be made in line with jointly agreed schemes;
and must be supported by the creation of a written document. The specific objectives
for implementing s75 Agreements are:
•

To facilitate a co-ordinated network of health and social care services, allowing
flexibility to fill any gaps in provision.
To ensure the best use of resources by reducing duplication (across organisations)
and achieving greater economies of scale.
To enable service providers to be more responsive to the needs and views of
users, without distortion by separate funding streams for different service inputs.

•
•

10.3

NHS England has provided a template developed by Bevan Brittan for overarching
s75 Agreement which has been used as the main framework for the Cheshire East
s75.

11.

Risk

11.1

The BCF plan includes a risk register and each lead commissioner is responsible for
maintaining a risk register. The risk register is monitored by the Joint Commissioning
Leadership Team pending discussions about the ongoing governance arrangements
supporting the delivery and monitoring of the BCF. The corporate risk registers for the
respective organisations incorporate significant risks relating to the BCF.

11.2

The most significant risks in the plan are as follows:
•

The funding for Social Care Act responsibilities funded from the BCF, including
carer’s assessment and support packages; advocacy and information and advice
is not sufficient to cope with the statutory duties.
• The investment in community based interventions does not deliver the expected
benefits in reducing non elective admissions. This may lead to cost pressures
within the acute sector and the performance payment not being released.
• Governance and decision making arrangements supporting the BCF are not
clear and this may lead to delays with decision making; decisions not being
made and decisions being made that are not aligned with the overall vision of the
BCF plan.
• Funding arrangements are not clear across partners and partners are exposed
to unanticipated funding pressures.
These risks will be managed as part of the delivery of the BCF plan.
11.3

Mersey Internal Audit Agency and the Council’s Internal Audit Team have worked
together to test the proposed governance arrangements for the BCF.

NHS ECCCG Governing Body Meeting 25 March 2015

Agenda Item 3.4

12.

Background

12.1

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

12.2

This commitment is acknowledged by the ambitions of the Cheshire Pioneer
Programme which aims to ensure that individuals in Cheshire stop falling through the
cracks that exist between the NHS, Social Care and support provided in the
Community. The aspiration of the Pioneer Partnership is that we can develop a
system that will avoid:
•

Duplication and repetition of individual’s experiences, with people having to re-tell
their story every time they come into contact with a new service.
People not getting the support they need because different parts of the system do
not talk to each other or share appropriate information and notes.
The “revolving door syndrome” of older people being discharged from hospital to
homes not personalised to their needs, only to deteriorate or fall and end up back
in Accident and Emergency.
Home visits from health or care workers being unco-ordinated, with no effort to fit in
with people’s requirements.
Delayed discharges from hospital due to inadequate co-ordination between
hospital and social care staff.

•
•
•
•

12.3

The clear commitment is that we will move away from commissioning costly, reactive
services and commission those that will develop self-reliance, focus on prevention,
improve quality of care, reduce demand and take cost out of the system for reinvestment into new forms of care.
Across Cheshire we are aligning our
commissioning approaches and where relevant jointly commissioning services to
deliver consistency and integration in the wider service landscape.

12.4

By 2015, the communities of Cheshire will begin to experience world class models of
care and support that are seamless, high quality, cost effective and locally sensitive.
Better outcomes will result from working together with:
•
•
•

12.5

Better experiences of local services that make sense to local people rather than
reflecting a complex and confusing system of care.
More individuals and families with complex needs are able to live independently
and with dignity in communities rather than depending on costly and fragmented
crisis services.
Enhanced life chances rather than widening health inequalities.

We recognise that the current position of rising demand and reducing resources make
the status quo untenable. Integration is at the heart of our response to ensure people
and communities have access to the care and support they need.
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12.6

Locally within Cheshire East, two integration programmes are at the heart of this work,
connecting workstreams across the Cheshire footprint as appropriate, whilst also
affording opportunities for learning and remodelling care according to the needs of
local populations.

12.7

Caring Together (including ECCCG, CEC and East Cheshire Trust). This area covers
a population of approximately 201,000 residents, and includes the urban areas of
Macclesfield, Congleton and Knutsford. Whilst life expectancy is above the national
average, there are significant disparities between areas. The main causes of
premature death are circulatory and respiratory disease, cancers and diseases of the
digestive system, with particular links back to lifestyle issues of obesity and alcohol
consumption. This area includes 23 GP practices, and works closely with the Local
Authority of Cheshire East and East Cheshire Trust.

12.8

Connecting Care (including SCCCG and Vale Royal Clinical Commissioning Group,
CEC, Cheshire West and Cheshire Council and Mid-Cheshire Foundation Hospital
Trust). This locality has a population of approximately 278,500 and includes 30 GP
practices (18 in South Cheshire CCG, 12 in Vale Royal CCG). This area covers a
proportion of Cheshire East and Cheshire West & Chester Council. The two CCGs
share a management team to provide efficiencies. Patient flows to the District
General Hospital have illustrated that 92% are from people living within the boundaries
of the two CCGs. There are significant financial pressures that exist within the health
and social care geographies in this locality and this is due in part to a relative lack of
deprivation against national benchmarking making it difficult for local organisations to
individually draw resources to create the headroom for innovation.

12.9

Effective commissioning of services to secure improved outcomes for residents is at
the heart of the BCF and the partnership within Cheshire East acknowledges this.

12.10

Consideration has been given to whether additional joint activity and commissioning
resources should be included in the BCF pooled budget from April 2015. The
partners, through our Joint Commissioning Board, have discussed this extensively and
determined that we would wish to take a cautious and measured approach to growing
the pool as we extend our collective reach in identifying appropriate activity to be
included. Common areas for commissioning reviews have been identified for 2015/16
across the partnership. At the point of each review decisions will be considered to
joining the activity and commission to the pool. Part of the reason for doing this is to
ensure we do not lose focus via BCF on addressing the shared outcomes and
measures that we are aiming to secure. For this reason we do not wish to get ahead
of ourselves or overstate our ambition early and then under-deliver.

12.11

The ambition of the partnership is clearly to connect commissioning activity to improve
the health and care outcomes for residents. The BCF, commencing in 2015, is seen
as a staging post on the journey which will result over time in significant combining of
resources to more effectively drive innovation and improvement.
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13

Access to further information

13.3

For further information relating to this report contact:

Name
Designation
Telephone
Email

14

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

Appendices

Appendices Table
Appendix One

Summary of Better Care Fund Schemes

Prior Committee Approval / Link to other Committees
This report has been approved by the Cheshire East Health and Wellbeing Board. It will be
considered by CEC’s Cabinet on 31 March 15 and by SCCCG’s Governing Body on 2 April
15.

CCG 5 Year Strategic Plan programme of work this report is linked to 
Caring Together
Mental Health & Alcohol



Quality Improvement
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



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



Increase the proportion of older people
living independently at home and who
feel supported to manage their condition
Improve the health-related quality of life
of 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
Finance
Quality & Patient Experience
Staff / Workforce




Consultation & Engagement
Equality
Legal

CCG Values supported by this report – please indicate 
Valuing People



Innovation
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Working Together
Investing Responsibly



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




1

Appendix One
Ref

Scheme

Theme
1

Self care and self management

BCF1

Supporting Empowerment – Information,
advice, prevention and early intervention

(1a)

Eastern
Cheshire
CCG and CEC
s75 Funding

South
Cheshire
CCG and CEC
s75 Funding

Total
Funding

£315,000

£289,000

£604,000

£288,000

£264,000

£552,000

The principle of the ‘Empowered Person’ has
been one of the key underpinning principles of
the whole system redesign in both Caring
Together and Connecting Care programmes.
It focuses on the cultural shift required to further
enable individuals to take responsibility for their
own health and wellbeing by ensuring that they
have access to a range of information advice and
support to do this effectively.
The planning is further enhanced by the
requirements for this scheme within the Care Act
2014 to ensure that information and advice is
made available to those individuals who may
need to access social care support.
The strategic objective of this scheme is to
reduce the demand on health and social care
services over the longer term by ensuring access
to information and advice at an early stage in
order to increase the chance of prevention or
delays in deterioration of health conditions.
(Includes care navigation services)
BCF2
(1b)

Universal Access to low level assistive
technology, occupational therapy advice and
assessment
To support and enable people to access early
practical help to support them with health and
social care related problems.
Utilising evidence-based practice principles
relating to early help to maintain independence
and self reliance. It is intended that this initiative
will encourage individuals to access support in a

2
Ref

Scheme

variety of community settings where they can
have low level assessment which would indicate
a range of assistive technology solutions and/or
low level equipment, together with advice
regarding self health and self care support.

Eastern
Cheshire
CCG and CEC
s75 Funding

South
Cheshire
CCG and CEC
s75 Funding

Total
Funding

£387,000

£356,000

£743,000

£119,000

£109,000

£228,000

£517,000

£473,000

£990,000

This meets the objectives in the prevention and
early intervention agenda. It builds on the
premise that individuals want to remain in
control and to have the low level support/tools
to do this allowing the self care/self
management principles to be encouraged and
maintained.
BCF3
(1c)

Assistive Technology Pilot for adults with a
learning disability
To pilot the use of Assistive Technology options
within 24 hour supported tenancy based
schemes and individuals living in their own
homes.
The objective is to primarily seek out solutions to
provide access to support and assistance without
the need for continued staff supervision. The
long-term objective is to respect individuals’
rights to privacy at the same time as ensuring
safety and risk management is maintained.

BCF4

Facilitating Early Discharge

(1d )

To provide a service that prevents Delayed
Discharge from Hospital.

BCF5

Disabled Facilities Grant funded service

(1e)

A suitable, well adapted home can be the
defining factor in enabling a disabled person to
live well and independently. The Disabled
Facilities Grant scheme forms part of the vision
for health and social care services by increasing
opportunities for frail older people and disabled
people to take control of their own care and
support, increasing their independence and
enabling them to remain in the home their

3
Ref

Scheme

choice. There is a growing number of older
people in Cheshire East, and an increasing
number of non-elective admissions to hospital
services, which is putting unsustainable financial
pressure on acute services. Home adaptations
have the potential to deliver dividends in terms
of both social and financial outcomes, enabling
care to be delivered in the patient / service
user’s own home, and maintaining their safety
and independence to prevent unnecessary
hospital admissions.
BCF6
(1f)

Carer’s Assessment and Support

•

•

Develop revised guidance for carer’s
eligibility criteria which is aligned with
the social care act.
To effectively commission carers support
services across Cheshire East across the
health and social care boundary.

•

To ensure Cheshire East Council meets
its duties under the Social Care Act to
provide assessment and support
planning to Carers, and further, to
ensure assessment and support planning
are truly personalised and provided by
skilled staff.

•

Increase the number of carers
assessments performed and to develop a
clearer understanding of residents who
rely on carer support.

Theme
2

Integrated community services

BCF7

Dementia Reablement

(2a)

To pilot a Dementia Reablement service with a
view to providing early help to newly diagnosed
patients and those in the early stages of

Eastern
Cheshire
CCG and CEC
s75 Funding

South
Cheshire
CCG and CEC
s75 Funding

Total
Funding

Carers
Breaks

Carers
Breaks

£743,000

£226,000

£200,000

Social Care
Act – Carers

Social Care
Act – Carers

£165,000

£152,000

£332,000

£305,000

£637,000

4
Ref

Scheme

Eastern
Cheshire
CCG and CEC
s75 Funding

South
Cheshire
CCG and CEC
s75 Funding

Total
Funding

Dementia.
The aim of the service is to pilot and test the
principles of reablement to focus on learning
new skills/techniques to retain memory and
delay memory impairment.
Drawing on a range of evidence, the pilot will
utilise techniques where patients can use
practical measures to assist them in maintaining
daily living skills and support family/carers to
promote independence and positive risk taking.
BCF8
2b

Community based co-ordinated care (Final
values and schemes to be agreed)

£2,458,000

£2,458,000

The Community Based Co-ordinated Care
delivered by integrated health and social care
teams has been designed to provide joined up
care for the wellbeing of people with the most
complex needs. Its purpose is to proactively work
with people identified through a risk
stratification approach and their carers to
identify their individual needs and goals, design a
personal care plan and support their long term
care needs by a dedicated care co-ordinator.
Stroke Rehabilitation / Integrated Community
Teams
BCF 9
2c

Integrated Community Service Model –
Connecting Care
Community Based Co-ordinated Care will be
delivered by integrated health and social care
teams which have been designed to provide
joined up care for the wellbeing of people with
the more complex needs. Its purpose is to
proactively work with people identified through
a risk stratification approach and their carers to
identify their individual needs and goals, design a
personal care plan and support their long term
care needs by a dedicated care co-ordinator.
This means that instead of citizens trying to

£561,000

£561,000
£3,029,000

£3,029,000

5
Ref

Scheme

navigate their way around the multitude of
health and social care services, we are
redesigning services to fit around their needs.
We want to reduce duplication of care, prevent
people having to tell their story multiple times
and to minimise waste across care settings.
Theme
3

Community based urgent care/rapid response

BCF10

Implementing a Short Term Assessment
Intervention recovery & Rehabilitation Service
(STAIRRS) (Final values and schemes to be
agreed for Eastern Cheshire)

3a

The need for an integrated community rapid
response service has been identified in both
Caring Together and Connecting care. Whilst the
core objectives and overarching ambition for this
service is shared across the two health
economies, the delivery model will differ, to take
account of the local context and population need
Theme
4

Social Care Capital and Programme Enablers

BCF11

To utilise the social care capital grant (former
Community Capacity Grant) to support
development in three key areas:

4a

Eastern
Cheshire
CCG and CEC
s75 Funding

South
Cheshire
CCG and CEC
s75 Funding

Total
Funding

£6,632,000

£5,661,,000

£12,293,000

(£4,901,000
from Eastern
Cheshire
CCG
schemes and
£1,731,000
for CEC s256
schemes)

(£4,070,000
from South
Cheshire
CCG
schemes and
£1,591,000
from CEC
s256
schemes)

£549,000

£504,000

£1,053,000

£12,549,000

£11,342,000

£23,891,000

1. Personalisation
2. Reform
3. Efficiency
To provide enabling support to the Better Care
Fund programme, through programme
management support; developing governance
arrangement including the s75 agreement and
commissioning capacity.
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Cheshire Integrated Digital Care Record (C-IDCR)
Business Case

Purpose of paper / report
To seek approval from the Governing Body for the agreement to fund the
development and implementation of a Cheshire Integrated Digital Care Record
(C-IDCR).

Key points
The Governing Body is asked to:
• Approve the funding of £1,104,485 over the next five years to support the
development of C-IDCR as part of the Pioneer Panel footprint.
The Governing Body is asked to note:
• The C-IDCR business case has been reviewed by internal and external assurance
processes, as outlined within this paper, and is submitted to the Governing Body with
a recommendation to proceed with the C-IDCR, and approve the associated
investment.
• The approval is conditional on all related parties agreeing to their respective level of
investments.

The Governing Body is asked to:
Approve

Ratify
Endorse

Decide
Note for information

Benefits / value to our population / communities
A C-IDCR provides the opportunity to improve the patient pathway, regardless of
organisational boundaries, and reduce the amount that separates duplicative care
interventions, which will enable the delivery of safer and more efficient care in partnership
with patients who can better manage their own care.

Report Author
Alex Mitchell
Chief Finance Officer

Contributors
Jackie Millar
Interim Programme Manager

Date of Report

19 March 2015
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Cheshire Integrated Digital Care Record (C-IDCR)
Business Case
1.

Executive Summary

1.1

This paper is the final step in the process to secure an Integrated Digital Care Record
(C-IDCR) across Cheshire (formerly known as the Shared Care Record), of which NHS
Eastern Cheshire Clinical Commissioning Group (ECCCG) and its resident population
are an integral element.

1.2

For reasons of commercial sensitivity, the Business Case has been circulated to the
Governing Body members at the Private Governing Body meeting held on 25 March 15
in order to support them in reaching a decision on the recommendation outlined within
this paper.

2.

Background

2.1

The C-IDCR is one of the areas of work being developed by the Cheshire Pioneer
Panel and aims to produce an integrated read only care record across Cheshire. This
would enable seamless sharing of patient data across Health and Social Care
providers. As an insight, the record would include:
• Primary Care summary record;
• Medications;
• Diagnostic results and reports;
• Procedure details for the Acute Trusts;
• Allergies/alerts;
• Clinical correspondence, summaries and assessments;
• Appointment/event details (Inpatient/Out Patient/A&E);
• Cancer summary;
• Mental health summary;
• Key contacts;
• Summary social care records and details of care plans and service providers;
• Community appointments and details of care plans and services provided.

2.2

In terms of flexibility, the record can be extended to include a write functionality, mobile
devices and patient access, but these options are outside of the scope at this stage. If
this functionality is required in the future, then a separate business case would be
submitted and considered.

2.3

The aim is to share important health and social care data electronically which will be
extracted from each partner organisation’s existing systems and will adhere to strict
rules and regulations on Information Governance and Data Protection principles. The
participating organisations include:
•
•

Cheshire East Council (CEC)
South Cheshire Clinical Commissioning Group
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•
•
•
•
•
•
•
•
•

Vale Royal Clinical Commissioning Group
Eastern Cheshire Clinical Commissioning Group
Mid Cheshire Hospitals NHS FT
East Cheshire NHS Trust
The Christie NHS FT
West Cheshire Clinical Commissioning Group
Cheshire and Wirral Partnership NHS FT
Countess of Chester NHS FT
90 GP Practices

3.

Assurance Process

3.1

There have been various stages of assurance applied to the development of the
C-IDCR business case. The following points outline these key stages which have
underpinned and refined the development of the final business case and ultimate
submission to the Governing Body for its approval.
3.1.1 ECCCG Governing Body
3.1.1.1 Agreed as part of the Caring Together (CT) strategy which outlined a
C-IDCR as a key enabler in transforming the Health & Social Care system
within Eastern Cheshire.
3.1.1.2 Agreed the 5 Year Strategic Plan in which one of the objectives was to
implement an integrated care record.
3.1.1.3 Included in the 2015/16 Draft Plan on a Page presented to the Governing
Body in February 2015.
3.1.2 Cheshire Pioneer Panel
3.1.2.1 Recommended and supported by the Cheshire Pioneer Panel at an
extraordinary meeting held in March 15.
3.1.3 Programme Management Group (including Health & Social representatives)
3.1.3.1 Have endorsed the Business Case following recommendations from each
of the sub groups.
3.1.3.2 Care Professional Group had received an overview of the I-CDR in
February 15. The following is a summary of the issues and opportunities
that were raised and provides a useful context in its assurance process
and subsequent recommendation of support to the PMG.
3.1.3.2.1 Recognised a shared care record is a cornerstone of a truly
integrated care model.
3.1.3.2.2 Recognised the value of a summary care record as presented in
terms of patient safety and outcomes.
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3.1.3.2.3

Recognised the summary had limitations, largely due to software,
cultural and governance issues. No single care record across
health and social care currently exists.
3.1.3.2.4 Recognised this was a step in the right direction in terms of
ambitions.
3.1.3.2.5 Recognised the process of data collation could be utilised for risk
stratification, research and other developments (eg, workforce
planning) and sought assurance that duplication of data collation
was minimalized.
3.1.3.2.6 Raised concerns that the North West Ambulance Service (NWAS)
and 111 were not mentioned in the current model in West
Cheshire, but the intention to include them was accepted.
3.1.3.2.7 Noted that East Cheshire Trust (ECT) was pursuing a hospital
Electronic Patient Record and sought assurance about future
integration.
3.1.3.2.8 Noted that the suggested model did not have functionality for a
patient held record, or incorporated care act directives around a
citizen’s portal. Future moves to a single care record should have
the function to incorporate patient held records and access to selfcare information.
3.1.3.2.9 The ambition of the CT programme is a single care record, with
contributions by all (including the patient) and full access to any
health professional, with appropriate safeguards. This product
remains a long way from this. It will however, help in the interim
and potentially form the basis of a more robust record in the
future.
3.1.4 Business Group (including Health, Social, NHS England and Public Health
representatives)
3.1.4.1 Have reviewed and refined the Business Case with a recommendation of
support to the Programme Management Group.

4.

Funding Requirements

4.1

During 2014, a speculative bid was submitted by CEC on behalf of the Pioneer Panel to
access capital funding in support of its C-ICDR. Confirmation that our “Tech 2 Fund”
bid has been successful and that we have been granted the capital with a value of
£1,070,949 was received on 25 February 2015, as detailed in the final Business Case.

4.2

The total programme has a project life span of over 4 years with a roll out date of
January 2016, following the successful implementation of several pilots. The Business
Case is based on expansion of the West Cheshire Care Record which has the
capability of being expanded across other areas in line with the existing contractual
arrangements as part of the national Commoditised Hardware and Software
Framework. This was following a competitive tendering process from organisations
against the national Procurement Framework.
Table One highlights the total
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investment of the programme over the next 4 years, including the capital charges and
depreciation associated with the secured capital.
TABLE ONE: NHS Eastern Cheshire Clinical Commissioning Group’s (ECCCG) Cheshire Integrated
Digital Care Record (C-IDCR) Programme Costs Budget
Categories

Total

GP Connection costs

£82,949

2015/16
Year 1
£18,550

Partner Organisation
Connection Costs

£820,000

£230,000

£230,000

£180,000

£180,000

Managed service charge /
Data Feeds

£512,000

£95,500

£119,000

£119,000

£119,000

£59,500

Implementation Team

£822,000

£507,000

£90,000

£90,000

£90,000

£45,000

£2,236,949

£851,050

£460,466

£410,466

£410,466

£104,500

£149,933

£18,742

£37,483

£37,483

£37,483

£18,742

Depreciation

£1,070,949

£133,869

£267,737

£267,737

£267,737

£133,869

Total Revenue Costs

£3,457,831

£1,003,660

£765,687

£715,687

£715,687

£257,110

Total Revenue (before
Cap charges)
Capital Charges

2016/17
Year 2
£21,466

2017/18
Year 3
£21,466

2018/19
Year 4
£21,466

2019/20
Year 5

4.3

As identified within the Business Case, the funding of the above costs have been
reviewed and confirmed as Option 2b where CEC contribute a fixed percentage with
the remaining balance split across three CCGs based on their population size. Table
Two identifies ECCCG’s contribution towards the C-IDCR.

4.4

The Business Case is dependent on all four commissioners agreeing to the level of
funding and, given the variety of dates in which the Business Case will be taken to the
respective governing bodies or boards, the commissioners have been anonymised with
the exception of ECCCG.

4.5

The funding, subject to agreement, will be incorporated into ECCCG’s 2015/16
Financial Plan and funded from the Programme Reserves.

TABLE TWO: NHS Eastern Cheshire Clinical Commissioning Group’s (ECCCG) Cheshire Integrated
Digital Care Record (C-IDCR) Programme Budget Funding Sources
Sources

Total

2014/15

2015/16

2016/17

2017/18

2018/19

2019/20

Year 0

Year 1

Year 2

Year 3

Year 4

Year 5

Commissioner A

£864,458

£0

£250,915

£191,422

£178,922

£178,922

£64,278

Commissioner B

£936,646

£0

£271,868

£207,407

£193,863

£193,863

£69,645

Commissioner C

£552,242

£0

£160,292

£122,286

£114,301

£114,301

£41,062

ECCCG 31.94%

£1,104,485

£0

£320,585

£244,572

£228,601

£228,601

£82,125

Total Funding

£3,457,831

£0

£1,003,660

£765,687

£715,687

£715,687

£257,110
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5.

Risks

5.1

The Business Case has been through a robust process within each of the partner
organisations and is subject to formal sign off by their appropriate Governing Body or
equivalent Board.

5.2

Whilst there is support at all levels, the delivery of the C-IDCR is dependent on all four
parties agreeing to the level of investment identified within Table Two. Any one or
more organisation not supporting the bid would significantly increase the financial
impact across the remaining parties. Should this be the case, an updated paper will be
brought back to the Governing Body for consideration.

6.

Governance

6.1

The implementation of the I-CDR will be monitored via the Pioneer Panel with routine
reports going back through to each participating organisation. This would include any
partner organisations who are assisting with the implementation of the programme.

6.2

Its progress would also be reported back through to ECCCG’s Governing Body via the
monitoring of the 2015/16 strategic objectives.

7.

Recommendation(s)

7.1

The Governing Body is asked approve:
• The funding of £1,104,485 over the next 5 years to support the development of a
C-IDCR as part of the Pioneer Panel footprint.

7.2

The Governing Body is asked to note:
• The C-IDCR Business Case has been reviewed by internal and external
assurance processes, as outlined within this paper, and is submitted to the
Governing Body with a recommendation to proceed with the C-IDCR, and approve
the associated investment.
• The approval is conditional on all related parties agreeing to their respective level
of investments.

8.

Reasons for recommendation(s)

8.1

The recommendations are made in recognition that the C-ICDR is a key enabler to
implement the CT transformation across the Health and Social economy. The
Governing Body is required to consider and approve the document in line with our
Schemes of Reservation and Delegation given the financial value.

9.

Peer Group Area / Town Area Affected

9.1

Relates to all of NHS Eastern Cheshire geographical areas.

10.

Population affected

10.1 Relates to all of NHS Eastern Cheshire population.
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11.

Context

11.1 The C-ICDR underpins ECCCG’s 5 year Strategic Plan and 15/16 Strategic Objectives
as well as improving the provision of care and social care to its resident population.

12.

Finance

12.1 As detailed within the report.

13.

Quality and Patient Experience

13.1 Related issues reviewed as part of the assurance process detailed within the report.

14.

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

14.1 Not applicable.

15.

Equality

15.1 Related issues reviewed as part of the assurance process detailed within the report.

16.

Legal

16.1 Not applicable.

17.

Communication

17.1 Minutes of the Governing Body and made available via ECCCG’s website.

18.

Background and Options

18.1 As detailed within the report.

19.

Access to further information

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

20.

Alex Mitchell
Chief Finance Officer
19 March 15
01625 663456
Alex.mitchell@nhs.net

Glossary of Terms

C-IDCR
CT
ECCCG

Cheshire Integrated Digital Care Record
Caring Together
NHS Eastern Cheshire Clinical Commissioning Group

21.

Appendices

21.1

Not applicable
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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



Mental Health & Alcohol

Quality Improvement



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



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



Increase the proportion of older people
living independently at home and who
feel supported to manage their condition
Improve the health-related quality of life
of 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
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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Improving Access to General Ophthalmology
Services

Purpose of paper
The paper is to seek approval from the Governing Body to undertaken a planned Any
Qualified Provider (AQP)1 process to improve access to Secondary Care
Ophthalmology Services.

Key points
The Governing Body is requested to:
 Note that there are currently significant capacity challenges in local secondary care
Ophthalmology, which have increased due to the closure of two Ophthalmology Providers
in our CCG area
 endorse the Any Qualified Provider (AQP) process for General Ophthalmology Services
 The Governing Body is requested to note the use of external procurement expertise to
ensure the process of AQP is effectively run.
 The process will provide greater choice for patients in Eastern Cheshire

The Governing Body is asked to:
Approve

Ratify
Endorse

Decide
Note for information

Benefits / value to our population / communities
Ensuring that the Ophthalmology Services within Eastern Cheshire are able to fulfil the
needs of the population and meet the CCG’s obligations to ensure access to services
comply with the NHS Constitution2.
Provide greater choice of high quality care for the service users of Eastern Cheshire.

Report Author
Sally Larvin

Contributors
Dr Mike Clark

Contract Manager

GP Lead Executive
12 March 2015

Date of report
1

Any qualified provider – this is an approach to commissioning under which any provider who is able to provide a specific
service and meets the required minimum standards can be listed as a possible provider. Patients choose which provider on
the AQP list they wish to see. No provider is guaranteed any volume or exclusivity.
2

https://www.gov.uk/government/publications/the‐nhs‐constitution‐for‐england
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Improv
ving Access to
o Genera
al Ophth
halmolo
ogy Serv
vices
1.

Executive Summ
mary
Ophthalm
mology servvices within the area
a covered b
by NHS Ea
astern Che
eshire CCG
G are
currently challenged
d, due to a growth in demand a
associated with an ag
geing population
agement off long-term
m conditionss.
and mana
The closu
ure of an in
ndependen
nt sector prrovider on 31
3 st March 2015 alon
ng with a fu
urther
closure from anoth
her indepe
endent secctor provider from 1sst June 20
015 meanss the
current se
ervices willl be furtherr challenge
ed to meet existing an
nd future de
emand.
G needs to ensure th
hat the nee
eds of the population
n are met; Ophthalmo
ology
The CCG
services w
within Easstern Cheshire would
d not be su
ustainable with the lo
oss of two local
providers.
e Any
NHS Norrth Derbysshire CCG has requested thatt they be an associate to the
Qualified Provider (AQP) pro
ocess. A request
r
ha
as been made
m
for th
hem to ma
ake a
proportion
nate contribution to th
he procurement costss.

2.

Recomm
mendatio
ons
The Gove
erning Body is asked to:



app
prove the undertakin
ng of a p
procuremen
nt to seccure impro
oved accesss to
general ophtha
almology sservices ussing the AQ
QP processs
note
e the use of externa
al expertise
e to ensurre complia
ance against procure
ement
legisslation

3.

Reason
ns for rec
commend
dations

3.1

The Virgin
nCare Oph
hthalmology Service iis ending o
on 31st Marrch 2015.

3.2

Spire Reg
gency has given nottice to term
minate Oph
hthalmolog
gy Service provision as of
st
1 June 2
2015.

3.3

The AQP
P process will provid
de addition
nal capacitty within a specialityy with cap
pacity
challenge
es.

3.4

The AQP process w
will give gre
eater choice to the po
opulation.

3.5

of an external procurement expert will prrovide expe
ertise and capacity to
t the
The use o
CCG con
ntracts tea
am in undertaking a robust, open
o
and transparen
nt procure
ement
compliantt with legislation.
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4.

Peer Grroup Area / Town
n Area Afffected

4.1

All

5.

Populattion affec
cted

5.1

All Easterrn Cheshire
e patients

6.

Finance
e

6.1

Contractss will be a
awarded on
n a 3 year “zero” ba
ased plan,, cost per case price
ed at
National P
Payment b
by Results Tariff.
T

6.2

The exterrnal procurrement cossts of runnin
ng this pro
ocess are £10,602
£
(no
on-recurren
nt).

6.3

Current e
expenditure
e within the 2 provviders is e
estimated at £410,0
000 per an
nnum
(based on
n Month 10
0 cumulativve position)).

7.

Quality and Patiient Expe
erience

7.1

Patients w
will be offered greater choice off provider a
and location
n and will e
ensure that
National R
Referral to Treat 18 w
weeks Targ
gets are me
et.

7.2

Two of the five overrarching ind
dicators in the NHS o
outcomes fframework can be dire
ectly
enced by effficient eye
e care serviices:
and positively influe
ng quality of
o life for p
people with long-term conditionss
Number 2: Enhancin
positive exp
perience off care
Number 4: Ensuring that peoplle have a p

8.

Consulttation an
nd Engag
gement (P
Public/Pa
atient/Carrer/Clinica
al/Staff)

8.1

A Genera
al Ophthalm
mology Serrvice speciification (A
Appendix One) has be
een drafted
d with
representtation from
m two Secondary Care
e Consulta
ants, the Lo
ocal Optica
al Committtee, a
GP and w
we have re
equested fe
eedback frrom the Ma
acclesfield Eye Socie
ety and Ea
astern
Cheshire HealthVoicce membe
ers to refine
e the speciffication.

8.2

The final specificatio
on will inco
orporate the
e feedbackk received.

9.

Equality
y

9.1

Improved access to services w
will support the availability and quality
q
of care
c
availab
ble to
all membe
ers of our population.
p

9.2

All provide
ers approvved as AQ
QP will be contracted
d using the
e NHS Sta
andard Con
ntract
which will ensure com
mpliance w
with Equalitty duties.
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10.

Legal

10.1

The AQP
P process will
w be strictly contro
olled and in
n accordan
nce with E
EU procure
ement
law, and the
t NHS Procuremen
P
nt, Patient Choice and
d Competittion Regula
ations.

11.

Commu
unication
n

11.1

Any contrracts award
ded will be notified on
n the CCG Website.

11.2

Any contrracts award
ded will be
e notified to
o the CCG’s memberr GP Practices and w
will be
advertised
d on Choo
ose & Book referral system
s
to ensure tha
at GPs are
e fully awa
are of
the servicces availab
ble to patien
nts.

11.3

Any contrracts award
ded will be notified on
n the NHS Sourcing P
Procureme
ent website
e.

12.

Backgro
ound and
d Option
ns

12.1

Due to th
he short tim
mescales involved a
and the necessity and urgencyy to ensure
e that
patient se
ervices are not affe
ected, the only optio
on at this time is to
o offer an AQP
process. The 3 Yea
ar Contracct option wiill ensure that
t
any se
ervice chan
nges linked
d with
the Caring Together Strategy will not be
e comprom
mised; all Caring
C
Toge
ether objecctives
will be em
mbedded within
w
the co
ontracts (N
NHS Standa
ard Contra
act).

12.2

The CCG
G continuess to work with
w Prima
ary Care Lo
ocal Optom
metry Com
mmittee and
d our
local hospital Conssultants to develop the range of “eye se
ervices” avvailable in local
Optometrry Practicess.

13.

Access to furthe
er inform
mation

13.1

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

Name
e
Desig
gnation
Telephone
Email

14.

Sally Larvvin
Contract Manager
01625 66
63480
sallylarvin
n@nhs.nett

Append
dices

ndix One
Appen

Draft Service Sp
pecification
n General Ophthalmo
O
ology
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Priorr Committtee Approval / Liink to oth
her Committees
CCG 5 Year Strategic
S
Plan pro
ogramme
e of work
k this rep
port is lin
nked to 
Caring
g Togetherr
Q
Quality Imp
provement


Menta
al Health & Alcohol

O
Other

CCG 5 Year Strategic
S
Plan am
mbitions a
addresse
ed by this report 
Increa
ase the num
mber of ou
ur citizens 
IIncrease th
he proportion of olde
er people
having
g a positive
e experiencce of care
Reducce the ine
equalities in health
and ssocial carre acrosss Eastern
Chesh
hire



Ensure our citizzens accesss care to
the highest
and are
h
s
standard
proteccted from a
avoidable h
harm



Ensure that a
all those living in
Easterrn
Chesshire
sho
ould
be
suppo
orted by ne
ew, better integrated
comm
munity services



living independently at home and who
ffeel supporrted to man
nage their condition
IImprove th
he health-re
elated qua
ality of life
o
of our citizzens with one or m
more long
tterm conditions, inclu
uding mental health
cconditions
S
Secure ad
dditional ye
ears of life
e for the
ccitizens o
of Easterrn Chesh
hire with
ttreatable m
mental an
nd physica
al health
cconditions



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
Investting Responsibly

Q
Quality





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
Comm
mitment to q
quality of ccare



Improving lives
Everyone counts
c






ANNEX A – SERVICES SPECIFICATION
Service

Ophthalmology Service

Commissioner Lead

Neil Evans – Director of Commissioning

Provider Lead

To be determined

Period
Date of Review
1. Population Needs
1.1.

Caring Together

All care organisations in Eastern Cheshire have agreed to work together to drive forward the
development of integrated care across the health and social care system to ensure we have a
sustainable care system that meets with needs of local people within the available resources. This
large whole system change programme commenced in 2012 and is called Caring Together. Members
of the public and local politicians have been involved, along with representatives of local health and
social care commissioners and providers in the co-design of the programme.
All health and social care services commissioned for the population of Eastern Cheshire from April
2015 onwards will be part of this programme and providers are expected to work together to deliver
care in line with the programme vision, values, principles and behaviours.
The vision for the Caring together programme is:

‘ C a r i n g

t o g e t h e r ’

Joining up local care for all our wellbeing
For the public it means:
‘I am supported to live well and stay well because I can access joined up care
and support when I need it’
For the organisations involved in commissioning and providing care this means,
‘Supporting our customers to live well, by enabling them to access joined up
care when it is needed we support them to stay well’?
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Values
The Vision contains the following values:


encouraging collaborative working between health and social care workers and all other
elements of health and social care and other colleagues in the private, voluntary and third sector
to meet the needs of people, and respecting the needs of staff to achieve this;



promoting self-care and management, health promotion, education and individual
responsibility where appropriate and for professionals and patients, carers and services users to
work together with access to the required support and facilities to enable this;



valuing, respecting and enabling the resources we have to deliver this programme, including
infrastructure;



promoting innovation, and encouraging new ideas from patients/service users, carers and
staff.

National Voices
Based on the experiences of service users and research evidence National Voices state that
integrated care must:













be organised around the needs of individuals (patient-centred);
focus always on the goal of benefiting service users;
be evaluated by its outcomes, especially those which service users themselves report;
include community and voluntary sector contributions;
be fully inclusive of all communities in the locality;
be designed together with the users of services and their carers;
deliver a new deal for people with long term conditions;
respond to carers as well as the people they are caring for;
be driven forwards by the commissioners;
be encouraged through incentives;
aim to achieve public and social value, not just to save money;
last over time and be allowed to experiment.

Caring Together Principles
The Caring Together programme supports the national principles above but view them as generic. It
has however, higher ambitions for the local population of Eastern Cheshire and will aim to use these
principles for our local population and care providers through embracing the following, more specific
principles, which will support agreed outcomes:


integrated care cannot be delivered by organisations working alone or in isolation, it must be
delivered through collaborative working;



it must ensure seamless care so that patients, service users and carers when moving from
one care setting to another experience no gaps, do not need to repeat their history or any
unnecessary tests or treatments and feel that everyone involved in the care process are well
informed and working together as a team;



the development of very different relationships are at the heart of integrated care, with
professionals from different organisations, professional groups and teams understanding one
another and developing mutually respectful and collaborative relationships with those who
require their professional expertise;

29






the skills, knowledge and experience of staff is respected and their willingness and ability
to work across boundaries is valued and rewarded;



information and required data on patients and service users and their carers is readily
available and utilised as required across all relevant service providers through an effective
and safe IT system;



staff and patients and service users and carers are able to suggest and access different
kinds of solutions and models of care that are bespoke to their needs and that inspiring
and innovative working is supported and rewarded appropriately.

Behaviours, Roles and Responsibilities
All staff working at all levels in care services in Eastern Cheshire are expected to exhibit the following
behaviours:











1.2.

to treat all people with dignity and respect and care for them as they would like to be cared
for;
to empower all people to take responsibility for their own health and wellbeing;
to value carers and ensure they feel supported in their role;
to act professionally, courteously and with respect to all colleagues ;
to respect and recognise other care workers experience, knowledge and skills;
to work collaboratively, recognising the assumptions and mindsets of others and framing and
reframing messages appropriately;
to put the benefits of people and the delivery of integrated care before the individual interests
of professionals and organisations;
to act with integrity and authenticity;
to take opportunities to take risks and experiment to improve people’s care;
be ambitious and bold;
to build and maintain coalition and partnership in providing care.
National/Local Context and Evidence Base

Approximately 3050 patients received ophthalmology interventions (elective and non-elective) in
2014/15.

2. Outcomes
2.1.

Outcomes Framework Domains and Indicators

NHS Outcomes Framework
Domain 1
Domain 2
Domain 3
Domain 4
Domain 5

Preventing people from dying prematurely
Enhancing quality of life for people with long-term
conditions
Helping people to recover from episodes of ill-health or
following injury
Ensuring people have a positive experience of care
Treating and caring for people in safe environment and
protecting them from avoidable harm
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2.2.

Local Defined Outcomes

Within Eastern Cheshire we have eight overarching Caring Together ambitions:
2.2.1.

People are empowered to take responsibility for their own health and wellbeing;

2.2.2.

Access that is designed to deliver high quality, responsive services;

2.2.3.

Appropriate time in hospital;

2.2.4.

A prompt response to urgent needs so that fewer people need to access urgent and
emergency care;

2.2.5.

The highest quality care delivered by the right person regardless of the time of day or day of
the week;

2.2.6.

Carers are valued and supported;

2.2.7.

Simplified planned care pathways delivered as locally as possible;

2.2.8.

Staff working together with the person at the centre to proactively manage long term physical
and mental health conditions.

Service specific outcomes:


To provide and develop the Eastern Cheshire ophthalmology service into one that is patientcentred, integrated and successful while delivering local services of the highest quality for
people in the area.



Patients report improvements in quality of life as a result of ophthalmological interventions.



Maintenance or improvements in patients’ health.

2.3.1.

Constantly deliver high quality care in a safe environment;

2.3.2.

Enhance patient experience by providing local care tailored to the individual needs of the
patient;

2.3.3.

Develop partnership arrangements to promote and deliver a comprehensive range of value for
money integrated services to protect and improve the health of the community;

2.3.4.

Empower, develop and support our staff to encourage positive leadership at every level;

2.3.5.

Maintain financial stability, hit all agreed targets and satisfy our regulators.

3. Scope
3.1.

Aims and Objectives of Service

The Provider will:
3.1.1.

Deliver the ophthalmology outpatient and day case adult services including diagnostic and
screening services;

3.1.2.

To work in line with the Clinical Commissioning Group (CCG) Commissioned Services Policy ;
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3.1.3.

Ensure achievement of the Referral To Treatment performance targets and mandatory
national guidelines;

3.1.4.

Ensure productivity, efficiency and value for money;

3.1.5.

Collaborate with referrers, other local providers and the Local Optical Committee to ensure
pathways are seamless;

3.1.6.

Provide a regular on site Clinical Lead – Ophthalmology presence.

3.2.

Service Description/care Pathway

3.2.1.

Deliver the Ophthalmology outpatient and day case adult services including diagnostic and
screening services.

3.2.2.

Provide the clinical leadership for the service.

3.3.
3.3.1.

3.4.

Population Covered
The Service will cover Eastern Cheshire population, and associate of NHS North Derbyshire.

Any Acceptance and Exclusion Criteria and Thresholds

3.4.1.

Accident and Emergency Ophthalmology.

3.4.2.

Any patient under the age of 18.

3.4.3.

Diabetic Macular Oedema.

3.4.4.

Wet Age Related Macular Degeneration.

3.4.5.

Diabetic Retinopathy.

3.4.6.

The physical status of the Referred Patient is not ASA1, ASA2 or ASA3 (stable) where the
procedure is to be undertaken with general anesthetic, save where the patient will not require
general anesthetic, or where clinical judgment suggests it is not in the patient’s best interests
to treat on clinical grounds.

3.4.7.

Any patient on a National Cancer Screening Pathway.

3.4.8.

Any patient suspected of cancer diagnosis (if suspected, must be immediately referred onto a
relevant NHS Provider).
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3.5.

Clinical Leadership
The provider will ensure a regular on site Clinical Lead – Ophthalmology presence. Clinical
Lead – Ophthalmology will be expected to be a Consultant Ophthalmologist, registered with all
the relevant professional bodies and with a minimum of three years’ experience.

3.6.

Location(s) of Service Delivery
Services will be delivered, where possible within Local Community Setting.

3.7.

Equipment
The equipment to support the service will need to be provided by the Provider. The equipment
will need to be maintained to the manufactures requirements.

3.8.

Eight Days/Hours of Operation
Provider and commissioner will work together to develop this schedule for specific time periods
and in general to ensure sufficient capacity is provided to deliver the services.

3.9.
3.9.1.

Referral Criteria and Sources
Referrals will come from Optometrists and GPs.

3.10. Referral Processes
3.10.1. Referrals must be read and prioritised in accordance with the agreed referral criteria.
3.10.2. These referrals must be reviewed within five working days of the Provider receiving them.
3.11. Discharge Processes
3.11.1. All letters to GPs discharging patients from outpatients must have a treatment management
plan in line with the Clinical Documentation and Generic Record Standards.
3.11.2. If a patient does not attend an appointment they must be referred back to their GP by the
Provider’s consultant with the exception of those patients whose condition prevents discharge
who must be offered a further appointment.
3.11.3. The Provider will supply day case discharge summaries in line with the Clinical
Documentation and Generic Record Standards.
3.12. Response Times and Prioritisation
3.12.1. Review referrals within five working days of receipt by Provider.
3.12.2. Respond to complaints and clinical incidents within ten working days of receipt.
3.12.3. Respond to requests for information to support the management of the acute contract within
five working days.
3.12.4. All clinical letters to be with GPs within 48 hours.
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3.13. Quality and Governance
The Provider must have a robust clinical governance framework in place with strong clinical
leadership and clear lines of accountability which operates across organisational and/or
professional boundaries. The Provider must have effective systems and processes in
operation, which ensure that high standards of clinical care are maintained and the quality of
the services provided are continually improved.
The key components of any effective clinical governance framework can be grouped under the
following headings:








Staffing and Staff Management
Clinical Effectiveness and Clinical Audit
Risk Management
Research and Development
Patient and Public Involvement
Information Governance
Health and Safety

The Clinical Commissioning Group has clear expectations in respect of each of these
components as they relate to the provision of this service.
3.14. Staffing and Staff Management
The Provider must ensure that staff is employed in appropriate numbers and with the
necessary skills, qualifications and competence to deliver the entire service.
The Provider is expected to demonstrate that employees’ competencies and skill levels are in
line with any national guidance and that these are assessed on a regular basis.
The Provider will be required to demonstrate how they ensure the maintenance and
development of the relevant clinical skills of their staff.
Where staff is required to be registered with professional bodies it is the responsibility of the
Provider to check compliance.
Ensure all staff new to the Service has an induction programme to ensure that they are familiar
with policies and procedures.
All staff must be aware of the Clinical Commissioning Caring Together objectives and values
and support the delivery of these within the service.
The Provider will undertake annual appraisals for its employees where it is the main employer.
The Provider will check appraisals conducted by main NHS employer for contracted
Consultants.
The Provider will check registrations of non-consultant bank staff (nurses and optometrists) to
ensure ongoing maintenance of registration and ongoing Continuing Professional
Development. Where non-consultant bank staff are not working under the direct supervision of
a Consultant, regular targeted audits of the clinical work are carried out.
3.15. Clinical Effectiveness and Clinical Audit
It is required that the Provider delivers a service that is clinically effective and that they regularly
review their clinical practices in light of emerging evidence with regards to the effectiveness,
efficiency and safety of individual interventions.
The Provider should provide the services in accordance with up-to-date evidence of clinical
effectiveness and in particular, compliance with the following:
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3.15.1. Care Quality Commission Healthcare Regulations 2010.
3.15.2. Relevant national standards and guidelines e.g. National Institute for Health and Care
Excellent (NICE) guidelines , Central Alerting System (CAS) alerts and relevant technical
appraisals.
3.16. Risk Management
Key components of any quality assurance programme are the minimisation of risk and effective
management of those incidents that do occur. It is expected that the Provider will:
3.16.1. Comply with appropriate statutory regulations (including, but not limited to Data Protection
Act, Health and Safety at Work Act, COSHH Regulations).
3.16.2. Actively promote an Open Culture of incident reporting and risk awareness among all staff.
3.16.3. Implement the Clinical Commissioning Group’s Incident Reporting Policy and ensure that all
incidents and near misses are reported in line with the CCG’s Policy.
3.16.4. Participate and cooperate in incident investigations as appropriate.
3.16.5. Have a robust system in place whereby families, other professionals and the public can raise
concerns about the quality of care and have adequate arrangements in place for the
investigation of such concerns.
3.16.6. Have robust evidence based policies, procedures, guidelines and standard operating
procedures in place for staff to follow in delivering the service.
3.16.7. Ensure that the service complies with the NHS Litigation Authority Risk Management
Standards and the Care Quality Commission Healthcare Regulations 2010.
3.16.8. Provide information in relation to risk assessments undertaken, incidents and complaints.
3.17. Patient and Public Involvement
The Provider will be required to demonstrate that they have collected (or have plans in place to
collect) the views of service users, families and others in respect of the services they provide
and how those views will influence service delivery for the purposes of raising quality
The Provider must comply with the National Friends and Family Test once this becomes
applicable to this service.
3.18. Information Governance
The Provider is required to comply with all IT and information governance standards and
requirements.
All documentation made must be in accordance with the organisation’s policies and good
practice to ensure they are accurate, contemporaneous and legible.
The Provider IT equipment must meet the standard policy on confidentiality and also be
compliant with N3.

4. Applicable Service Standards
4.1.
4.1.1.



Applicable national standards (e.g. National Institute for Heath and Care Excellence)
All staff supplied by the Provider must work to ensure that services are delivered in
accordance with all mandatory national guidance and local commissioning policies.
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4.2.
4.2.1.

Applicable Local Standards
The Provider will comply with the Clinical Commissioning Group’s Policy and Procedures
within the High Cost Drugs and Technologies Policies.

5. Applicable Quality Requirements and CQUIN (Commissioning for Quality
and Innovation) Goals
5.1.

Applicable Quality Requirements
To be determined

5.2.

Applicable CQUIN (Commissioning for Quality and Innovation) Goals
Commissioning for Quality and Innovation (CQUIN) schemes will be applicable and the
schemes will be based on the Acute Contact 2015-2016.
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GOVERNING BODY MEETING
25 March 2015
Paper Title

Agenda Item 3.7

Caring for Carers: A Joint Strategy for Carers of
all ages in Cheshire East 2015–2018

Purpose of paper
This paper presents to the Governing Body a summary of key policy changes associated
with those people in unpaid caring roles, progress against the existing carers strategy and
proposals for a new three year strategy for carers for the period 2015–2018.

Key points
 NHS Eastern Cheshire Clinical Commissioning Group (CCG) has worked in partnership
with carers, NHS South Cheshire CCG and Cheshire East Council to develop a new three
year strategy for carers
 an evaluation of the previous strategy (2011–2015) showed that some progress has been
made to improve the health and well-being of carers in Cheshire East
 a number of engagement events have been held over a 12 month period to understand
the stated needs of carers and review opportunities to meet those needs
 the publication of the 2014 Care Act outlines specific changes to the offer of support for
carers and the impact of these changes have been assessed and included in the strategy
 there are five priority areas outlined in the new strategy and an implementation plan will
be developed for each area with a detailed set of actions to be undertaken in year one
 the implementation of the plan will be monitored by a Carers Reference group which will
look to develop a ‘hub and spoke’ approach to engagement accessing existing carer
groups within third sector organisations
 an outcomes framework, with measures of success will be developed alongside the
implementation plan and used to monitor progress. This will report to the Health and Well
Being Board via the Joint Commissioning Leadership Team
 delivery of the strategy will require additional resources from across the three
commissioning organisations

The Governing Body is asked to:
Approve

Ratify


Decide
Note for information

Endorse

Benefits / value to our population / communities
This strategy aims to improve and maintain the health and well-being of Carers across
Cheshire East. Specifically carers will:
 be able to access a greater range of support services as a result of partnership working
between social care, health and 3rd sector partners
 receive improved information in a range of formats
 have a stronger voice through increased engagement
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C
Caring ffor Care
ers: A jo
oint stra
ategy for carers
s of all a
ages in
C
Cheshir
re East
1.

Executive Summ
mary

1.1.

In the 201
11 Censuss, data sho
owed that a
almost 11%
% of the po
opulation off Cheshire East
were und
dertaking in
nformal (un
npaid) cariing roles. T
There wass a significcant increa
ase in
the age o
of carers; the numberr of people
e caring forr more tha
an 50 hourss per weekk and
those rep
porting tha
at they themselves were in bad
b
or ve
ery bad he
ealth. The
ere is
evidence to supportt this numb
ber will continue to inccrease yea
ar on year.

1.2.

In 2011, the first ‘JJoint Strate
egy for Ca
arers in Ch
heshire Ea
ast’1 was a
agreed brin
nging
heshire East Council and the tthen ‘Centrral and Ea
astern Che
eshire
together carers, Ch
C
Trustt’ alongside
e third secctor organisations su
upporting people
p
in ccaring
Primary Care
roles. Th
he vision of
o this strattegy was ‘tto support all carers to live the
eir lives on their
own term
ms.’ There were 6 lo
ocal outcom
mes identiffied in thiss strategy which inclluded
identifying
g people in caring ro
oles, access to inforrmation an
nd advice, personalissation
and afforrdable servvices, life outside th
he caring rrole, caring
g in a fam
mily setting
g and
strengthe
ening the ca
arer voice in the deve
elopment o
of plans and
d services

1.3.

New govvernment llegislation,, laid out in the 20
014 Care Act sets out addittional
standardss for carerss which include lega
al rights to assessme
ent and support. It re
elates
mostly to adult care
ers – people aged 18
8 and overr – who are
e caring for another adult,
a
however young care
ers (aged under 18) and adultss who care
e for disabled children
n can
be assesssed and su
upported un
nder childrren's law.

1.4.

In Januarry 2015 a series
s
of e
engagemen
nt worksho
ops were h
held acrosss Cheshire East
where 90
0 carers joined health
h and socia
al care stafff and provviders of su
upport servvices,
to review progress a
against the
e outgoing strategy, im
mplicationss of the new
w Care Acct and
g priorities ffor a new C
Carer Strattegy.
emerging

1.5.

e Care Acct focuses on the ne
eeds of ad
dult carers, there is rrecognition
n that
Whilst the
caring is often a fa
amily issue
e with youn
ng people sometimess acquiring
g a caring role.
Across C
Cheshire E
East, health
h and soccial care partners ha
ave been w
working on
n the
specific n
needs of yo
oung people which ha
ave been in
ncluded in the overarcching plan.

1.6.

osal presented here brings toge
ether the kkey strandss of work d
described a
above
The propo
which rellate to carrers of all ages in a new strrategy for 2015-18. There are
e five
emerging
g priorities:
I. pa
artnership w
working be
etween so
ocial care, health an
nd 3rd secctor partne
ers to
support carers
a
to
o carers in a range off formats
II. improved infformation available
III. inccreased en
ngagementt with carerrs
IV. raising the prrofile of all carers in C
Cheshire E
East

1

http://w
www.cheshireeast.gov.uk/so
ocial_care_an
nd_health/careers__informattion/carers_sttrategy.aspx
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V.

wo
orking to re
educe the ssocial isolation of care
ers

1.7.

Each of tthese priorrities will be supporte
ed by an o
outcomes fframework to monitor and
review pro
ogress, an
nd measure
e success.

1.8.

An implem
mentation action plan
n has been
n develope
ed which describes in
n relevant d
detail
the action
ns required
d in years 1
1, 2 and 3 to achieve
e the outcomes requirred. This will
w be
presented
d tot the individual o
organisatio
ons’ executive teamss during M
March and April
2015 for approval. The prop
posed imp
plementatio
on plan wiill be acco
ompanied by a
f
additio
onal projecct supportt, working across tthe three commissio
oning
request for
organisattions and liaising with
h third secttor partnerss and care
ers to ensu
ure engage
ement
and delive
ery

2.

Recomm
mendatio
on(s)

2.1.

The Gove
erning Body is asked to:



015–18 ass a directio
Ratify
y the strattegy for 20
on of trave
el in that it aligns to
o the
prioritties set within the CCG’s 5 Ye
ear Plan a
and the Ca
aring Togetther Vision
n and
ambittions.
Note that the Executive
e Committe
ee will be
e accounta
able for p
progressing
g the
imple
ementation plan throu
ugh the Join
nt Commisssioning Le
eadership T
Team

3.

Reason
ns for rec
commend
dations

3.1

Implemen
ntation of the strategyy will be a key enable
er in the C
CCG meetin
ng its ambitions
set out in the 5 Year Plan.

3.2

egy the Go
overning Body will be
e required to demonsstrate
As a key partner in the Strate
mproving th
he experien
nce of care
ers in Easte
ern Cheshire.
its commiitment to im

3.3

IIn order to
o begin worrk on this sstrategy de
ecisions wiill need to be made iin a timely way.
T executive team meets
The
m
regu
ularly and can make decisions which mayy be requirred to
k
keep
planss on target,, in line with establish
hed govern
nance arran
ngements.

4.

Peer Grroup Area / Town
n Area Afffected

4.1.

All

5.

Populattion affec
cted

5.1.

All

6.

Contextt

6.1.

In the 2011 Censuss, 12,453 p
people in C
Cheshire E
East identiffied themselves as ccaring
eek or morre, with a ffurther 27,4
481 caring between 1 and 19 h
hours
for 20 hours per we
her that is almost 11
1% of the population
n of Chesh
hire East. The
per weekk. Altogeth
number o
of people ccaring for 50 hours o
or over ha
as increase
ed by nearrly a third since
2001 to 8
8,014, with over 42% of them ag
ged 65 or o
over.
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6.2.

1,236 of the Carerss who were
e caring fo
or 20 hourss or more per week (10%) rep
ported
ad or very b
bad health.
that they were in ba

6.3.

K calculate
es that the number o
of carers in
n the UK w
will increasse by
By 2037 Carers UK
2037, which
h would me
ean nearly 56,000 carers in Che
eshire Eastt
40% by 2

6.4.

New gove
ernment le
egislation, laid out in the 2014 Care
C
Act sets out new
w standard
ds for
carers wh
hich include
e legal righ
hts to asse
essment an
nd supportt. It relates mostly to adult
carers – people aged 18 and
d over who
o are caring
g for anoth
her adult, however yyoung
carers (aged underr 18) and adults
a
who
o care for disabled cchildren ca
an be asse
essed
er children's law
and supported unde

7.

Finance
e

7.1.

A separatte paper w
will accomp
pany the im
mplementation plan to
o the execcutive grou
ups of
the comm
missioning accountab
ble bodies, outlining the resourcces require
ed to delive
er the
strategy. The value of this resource is unlikelly to trigg
ger consideration byy the
Governing
g Body for approval.

8.

Quality and Patiient Expe
erience

8.1.

The mission statem
ment ‘Valuin
ng Carers and Suppo
orting theirr Health an
nd well-beiing in
Cheshire East’ wa
as develo
oped in re
esponse tto feedba
ack receivved during
g the
ally the stra
ategy aims to:
engagement eventss. Specifica
ecognise an
nd value ca
arers as pa
artners with
h expert kn
nowledge, experience
e and
 Re
understandin
ng
apture the e
experience
e and ideass of carers to improve
e and deve
elop service
e
 Ca
 He
elp carers to
t realise a
and releasse their pottential inclu
uding acce
ess to workk and
educational opportunitie
o
es
 Su
upport a life
e outside of caring
 Su
upport care
ers to stay o
out of finan
ncial hardship
 Ke
eep people in caring roles
r
safe ffrom harm
 Improve the health
h
and well-being
g of those in a caring role
entify and ssupport you
ung carerss to ensure they learn
n, develop a
and thrive
 Ide

9.

Equality
y

9.1.

This strattegy aims tto reduce inequality b
by identifyin
ng different approach
hes to indivvidual
needs. Plans are u
underway tto increase
e the repre
esentation of cares at engage
ement
events an
nd find wa
ay of ensuring wide and varied
d feedbackk with a fo
ocus on se
eldom
heard voices

10.

Risk
Delivery o
of the Strate
egy will req
quire investment by p
partner orga
anisations and in
particularr, Cheshire East Coun
ncil under the
t 2014 C
Care Act. S
Should the Council be
e
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unable to commit th
he required investmen
nt it would be a credib
bility and re
eputational risk
to all parttners includ
ding the CC
CG.

11.

Legal

11.1.

The CCG
G has a du
uty to deve
elop planss in accord
dance with NHS Eng
gland guida
ance.
Carers arre to be affforded the same righ
hts as thosse they carre for and tthe provision of
services which sup
pport asse
essment off need will be proccured in acccordance with
establishe
ed procure
ement law.

12.

Commu
unication
n

12.1.

The draft strategy h
has been developed
d
w
with key sttakeholderrs, describe
ed elsewhe
ere in
d in the pla
ans were re
ecommend
dations putt forward by
b a task g
group
the paperr. Included
working w
within the C
Cheshire E
East Overviiew and Sccrutiny group. The drraft Strateg
gy will
be presen
nted at the
e March 20
015 Health
h and Well Being Boa
ard for app
proval ahead of
the ECCC
CG Govern
ning Body m
meeting.

13.

Backgro
ound and
d Option
ns

13.1.

In 2011, the first ‘JJoint Strategy for Ca
arers in Cheshire
C
East’ was agreed
a
brin
nging
together carers, Ch
heshire East Council and the tthen ‘Centrral and Ea
astern Che
eshire
Primary Care
C
Trustt’ alongside
e third secctor organisations su
upporting people
p
in ccaring
roles. Th
he vision of
o this strattegy was ‘tto support all carers to live the
eir lives on their
own term
ms.’ There were 6 lo
ocal outcom
mes identiffied in thiss strategy which inclluded
identifying
g people in caring ro
oles, access to inforrmation an
nd advice, personalissation
and afforrdable servvices, life outside th
he caring rrole, caring
g in a fam
mily setting
g and
strengthe
ening the ca
arer voice in the deve
elopment o
of plans and
d services..

13.2.

5 outcomess:
Progress against the 2011–15
I.

will be help
ped to iden
ntify themsselves in th
heir caring role,
Outccome one: Carers w
and be treated
d as expertt care partn
ners.





II.

Work w
with GP surrgeries
Crossro
oads Early Interventio
on service
Carer e
events
New ca
arer and se
ervice user assessme
ents

Outccome two: There willl be accesss to a rang
ge of advicce, health cchecks, support
and informatio
on in easilyy accessib
ble formats and the o
opportunityy to plan fo
or the
future.




New ca
are directorry
Commisssioned ca
arers’ inforrmation serrvice from Cheshire and Warrin
ngton
Carers Centre ass well as a universsal service
e from Cheshire Citizens
Advice Bureaux
CarersT
Trust4All E
Early Intervvention and
d Prevention service
e, and Che
eshire
and Wa
arrington Carers
C
Centtre’s Reabllement serrvice
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III.

Outccome three: Flexible
e, affordablle and perrsonalised services w
will be available
to all carers att times which suit them.


IV.

Outccome four: Learnin
ng and personal
p
d
development opportu
unities will be
available to alll carers




V.

Training
g through CarersTru
ust4All and
d Cheshire
e and Warrington C
Carers
Centre
Carers centre’s tra
aining fund
d
Connexxions’ employment se
ervice

Outccome five:: A whole family app
proach will address the needss of young
g and
pare
ent carers



VI.

Range of commisssioned services published, perrsonal budgets introd
duced
with carrer breaks funding.

Parent carers havve access tto personal budgets
Parent and young
g carers services thro
ough carer breaks fun
nding

Outccome six: Awareness of carerss’ issues and
a needs will be devveloped so
o that
care
ers are sup
pported, resspected an
nd fully invo
olved






Carers events leading to n
new carerss involved in shaping servicess and
policy
Reachin
ng wider audience byy going thro
ough local media
GP train
ning
Social Worker an
nd Social Care Asse
essor train
ning as pa
art of Care
e Act
es
change
Whole family
f
apprroach

13.3.

Legislativve Change
es from th
he 2014 ca
are give local autho
orities a rresponsibiliity to
assess any Carers need for ssupport an
nd the asse
essment will
w conside
er the impa
act of
caring, ass well as th
he things th
he carers w
want to achieve in their day-to--day life. It must
consider if the carer is able orr willing to carry on ccaring, whe
ether they work or wiish to
s
or do
o more socially.
work, or study

13.4.

When the
e carer's a
assessment is comple
ete, the local authorrity must usse the Nattional
Eligibility Criteria to decide wh
hether theirr needs are eligible for
f supportt. If they arre not
C
Ea
ast Council will proviide the carrer with infformation and
a signpo
ost to
eligible Cheshire
services w
which are a
appropriate
e to the needs identiffied.

13.5.

If eligible to receive
e support frrom the local authoriity, the carrer will rece
eive a perssonal
budget, w
which is a statement showing tthe cost off meeting tthe identifiied needs. This
can then be used to
o help with planning ssupport for the carers to meet th
hese needss.
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13.6.

Carers ha
ave the rig
ght to requ
uest that tthe local a
authority m
meets some
e or all of their
eligible ne
eeds via a direct payment so that the ca
arer can co
ontrol how
w this supp
port is
provided.

13.7.

engagemen
nt worksho
ops were h
held acrosss Cheshire East
In Januarry 2015 a sseries of e
where 90
0 carers joined health
h and socia
al care stafff and provviders of su
upport servvices,
to review progress a
against the
e outgoing strategy, im
mplicationss of the new
w Care Acct and
emerging
g priorities ffor a new C
Carer Strattegy

13.8.

osal presented here brings toge
ether the kkey strandss of work d
described a
above
The propo
which rellate to carrers of all ages, in a new strrategy for 2015-18. There are
e five
emerging
g priorities:
I.
II.
III.
IV.
V.

13.9.

pa
artnership w
working be
etween so
ocial care, health an
nd 3rd secctor partne
ers to
support carers
a
to
o carers in a range off formats
improved infformation available
inccreased en
ngagementt with carerrs
raising the prrofile of all carers in C
Cheshire E
East
orking to re
educe the ssocial isolation of care
ers
wo

Each of tthese priorrities will be supporte
ed by an o
outcomes fframework to monitor and
review pro
ogress, an
nd measure
e success.

mentation action plan
n has been
n develope
ed which describes in
n relevant d
detail
13.10. An implem
the action
ns required
d in years 1
1, 2 and 3 to achieve
e the outcomes requirred. This will
w be
presented
d at the ind
dividual org
ganisationss executive
e teams during March
h and April 2015
for approvval. The prroposed im
mplementattion plan w
will be acco
ompanied b
by a reque
est for
additional project su
upport, working acrosss the thre
ee commisssioning org
ganisationss and
liaising with third sector partne
ers and carrers to ensure engage
ement and
d delivery.

ormation
Access to furrther info
13.11. For furthe
er informatiion relating
g to this rep
port contacct:
Name
e
Desig
gnation
Telephone
Email

14.

Jacki Wilkkes
Associate
e Director o
of Commissioning
01625 66
63473
jackiwilke
es@nhs.ne
et

Append
dices

Appen
ndix One

Carin
ng for carers : A Join
nt Strategyy for Carerrs of all ag
ges in Che
eshire
East
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Priorr Committtee Approval / Liink to oth
her Committees
Joint Commissio
C
oning Leadership Tea
am - 11 Ma
arch 2015
Chesh
hire East H
Health and Wellbeing
W
Board – 24
4 March 20
015

CCG 5 Year Strategic
S
Plan pro
ogramme
e of work
k this rep
port is lin
nked to 
Caring
g Togetherr
Q
Quality Imp
provement

Menta
al Health & Alcohol



O
Other

CCG 5 Year Strategic
S
Plan am
mbitions a
addresse
ed by this report 
Increa
ase the num
mber of ou
ur citizens 
IIncrease th
he proportion of olde
er people 
having
g a positive
e experiencce of care
Reducce the ine
equalities in health
and ssocial carre acrosss Eastern
Chesh
hire



Ensure our citizzens accesss care to
h
s
standard
the highest
and are
proteccted from a
avoidable h
harm



Ensure that a
all those living in
Easterrn
Chesshire
sho
ould
be
suppo
orted by ne
ew, better integrated
comm
munity services



living independently at home and who
ffeel supporrted to man
nage their condition
IImprove th
he health-re
elated qua
ality of life
o
of our citizzens with one or m
more long
tterm conditions, inclu
uding mental health
cconditions
S
Secure ad
dditional ye
ears of life
e for the
ccitizens o
of Easterrn Chesh
hire with
ttreatable m
mental an
nd physica
al health
cconditions

Key IImplications of th
his reporrt – pleas
se indicate 
Strategic
C
Consultatio
on & Engag
gement

Financce
E
Equality

Qualityy & Patientt Experiencce
L
Legal
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Fo
oreword
Me
essage fro
om Cllr. Janet Clo
owes Adu
ult Social Care
Porrtfolio Hollder and Chair
C
of the
t
Chesh ire East Health
H
and
d Wellbein
ng Board
Aro
ound 3 in 5 people will be carers at
a some poinnt in their lives.
d more than
n 20 hours a week look
king
Hidden carers often spend
afte
er loved onees.
Witthout help and suppo
ort, they ca
an find theemselves sttruggling
and
d isolated with whatt can be very
v
physiccal and em
motional
dem
mands, tryin
ng to balan
nce work and home liife, and po
otentially
risk
king their o
own health and wellbe
eing as a reesult. Carers of all
ages givve a vital co
ontribution to their fam
milies and communities
c
s providing unpaid sup
pport for
someon
ne who is ill, frail or dissabled.
Supportting carers to enable th
hem to meeet their own
n needs is a key focus for the cou
uncil and
we con
ntinue to acctively supp
port them w
working in partnership
p with NHSS Eastern Cheshire
C
Clinical Commissio
oning Group
p and NHS South Che
eshire Clinic
cal Commisssioning Gro
oup. We
value th
he work off our carerss across Ch
heshire Easst, who are quite litera
rally, indispe
ensable,
working
g hard throu
ugh their dedication m
means puttin
ng their own lives on hhold or missing out
on thing
gs themselvves because
e of their co
ommitment to the person they carre for.
The Carre Act 2014
4 will be imp
plemented i n its first ph
hase from 1st April 20115. This will provide
a drama
atic change
e for carers,, putting theeir needs on
o an equal basis to thhose for who
om they
care. T
The Care Acct introduce
es new ressponsibilitiess for the council
c
whicch will ensu
ure that
carers rreceive an assessment
a
t of their neeeds, are su
upported to plan how tthose needss will be
met and
d how the council
c
will assist
a
them in finding ways
w
to me
eet those neeeds.
It is important carrers are awa
are help is out there; whether it's just havinng someone
e to talk
to, guid
dance on be
enefit entitle
ements, serrvices which
h support th
he specific nneeds of carers and
addition
nal ‘universa
al’ services which are p
providing a wide range
e of informaation and advice
a
or
simply u
understanding the support availab
ble.
Here in Cheshire East
E
we reco
ognise the i mmense wo
ork and con
ntribution caarers make to
ation of the new Joint C
Carers Strattegy for
society.. I am veryy enthusiasttic that the iimplementa
Cheshirre East offerrs carers the support aand information they ne
eed and thaat the Coun
ncil, the
two CCG
G’s and care
ers will be key
k contribu
utors to nott only developing, but aalso implem
menting
the Carers Strategyy. We will work
w
with ou
ur partners in the Boro
ough counciil and with stake
s
t
all Prim
mary care seervices are fully aware of the strattegy and will
holders to ensure that
age active participation
p
n.
encoura
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Messag
ge from: Brenda
B
Sm
mith Directo
or of Adult Social
S
Care and
a Indepeendent Living
NHS South
Cheshirre East Coun
ncil, Fiona Field Direcctor of Partn
nership & Governance
G
Cheshirre Clinical Commissioning Group J acki Wilke
es Associate
e Director oof Commissioning
NHS Ea
astern Chesh
hire Clinical Commissio
oning Group
p and Joint Carers
C
Leadd for Cheshire East

enda Smith
h
Bre

Fiona Fielld

JJacki Wilk
kes

We were extremely
e
plleased to haave taken part
p
in some
e of the Carrers Events in
January 2015. The opp
portunity to
o talk to peo
ople who take on such a valuable role is
h impact. Th
he dedicatio
on of the ca
arers is outsstanding an d their abiliity to
always high
continue to
o care day in
n day out iss impressive
e. It must be recogniseed that the caring
c
role can be
e difficult to bear at tim
mes. We are
e committed
d together w
with our hea
alth
partners to do whatev
ver we can tto support carers
c
to carry on carinng for as lon
ng as
ble. We know from careers that the
e support th
hat will make
ke a differen
nce to
they are ab
them can be
b varied. We
W need to m
make sure that
t
we give carers tim
me to share their
experiencess, to make sure we listten and resp
pond with the
t support they need.

For us to have
h
an effe
ective Carerss Strategy in
i Cheshire East, it hass been really
y
important to
t develop this
t
plan witth carers off all ages, re
eflecting thee views and
d needs
of local peo
ople. Recognising the im
mportance of carers ha
as been a loong time co
oming
nationally but
b the chan
nge to the C
Care Act 20
014 has raised the proffile of carerss, giving
them an eq
qual status to
t their fam
mily memberr who is beiing cared foor. Everyon
ne
involved in recent care
er workshop
ps, and the on-going work,
w
has beeen enthusiastic
ers needs. We have he
eard some very
v
inspirinng situation
ns of
and committed to care
local carerss of all agess and how th
hey are carring for their loved onee. Carers generally
ask for veryy little but when
w
they n
need help, it
i is crucial that
t
it is quuickly available and
easily accesssible. We need
n
to kno
ow that we are commisssioning andd providing the
right servicces to help carers
c
conti nue in this really valua
able role.

Recognising the value
e of unpaid ccarers and putting them on the saame footing
g as the
people theyy care for iss a key messsage in the
e new nation
nal policy annd this supp
ports
the approacch already started
s
thro
oughout Che
eshire East.. Health andd social care
e will
take this op
pportunity to
t work in p
partnership with carers, wherever they are, to
o
recognise, respect and
d respond to
o their need
ds. The imp
portant messsage for us, and
one which we
w have he
eard repeateedly when listening to those in carring roles iss this;
4
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we want to
o be respectted, valued and supporrted, we wa
ant help wheen we need
d it,
sometimes that meanss quickly, an
nd we wantt to only hav
ve to tell ouur story oncce. We
ow what support is avaailable and how we can
n access thaat support and
a we
want to kno
want to be enabled to make decissions that are
a right for us as indivvidual’s and for the
are for. Thiss strategy se
ets out how
w we will woork with carrers we
people we love and ca
know are th
here and th
hose we neeed to find, to
t deliver be
etter outcom
mes for them
m, over
the next 3 years.
y
Brenda
a Smith Dirrector of Ad
dult Social C
Care and Independent Living Chesshire East Council,
C
Fiona F
Field Directtor of Partnership & Go
overnance NHS
N
South Cheshire
C
Cl inical
Commisssioning Gro
oup
Wilkes Asso
ociate Direcctor of Com missioning NHS Easterrn Cheshire Clinical
Jacki W
Commisssioning Gro
oup and Joint Carers LLead for Che
eshire East

ssage from
m Tony Cra
ane, Directtor of Chilldren’s Serrvices
Mes
We have alread
dy set out our
o vision fo
or Cheshire East to be a great
placce to be you
ung; we wa
ant this to be the experrience for ev
very
young person rregardless of
o their circu
umstances. Young Carrers can
too often be paart of an inv
visible popu
ulation, workking hard to
o care
for a loved onee whilst tryin
ng to balance their ow
wn lives, running a
household and putting the
eir own needs second.
I ha
ave the greaatest respecct for all Young Carers,, they should be
immenssely proud of
o all that th
hey do. I alsso feel extre
emely prote
ective of theem; I want to
ensure Cheshire Ea
ast is a caring commun
nity, one tha
at has the right
r
servicees in place at
a the
me to meet their needss. I am conffident that our
o Early He
elp approacch continues to
right tim
provide
e a holistic in
ntervention for all famiily members at an earlier stage. W
We will continue to
y
perso
on, be that as
a a young carer or beeing cared fo
or, is
ensure that the voice of the young
central to all our work
w
– plann
ning and deelivery. This partnership
p approach,, outlined in
n this
joint strrategy, will ultimately improve outtcomes for all carers an
nd their fam
milies.
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Message from Councillor Rachel Bailey Portfolio Holder
Safeguarding Children and Adults
Our children and young people must be given the opportunities, the
knowledge and, when required, the help, to take control of their
own lives, their own health and their own destiny. I believe in
creating equal opportunities and enabling our children & young
people to take them.
Today and every day, we strive to give our children & young people
the best start in life and give them and their families the best
opportunities. We want emotional and mental wellbeing to be the
focus of our plans. Being a young carer can expose a young person to experiences and
feelings they are not fully equipped to deal with. Early help is critical. An integrated, cross
agency strategy that ensures more young carers access the support they need. We are
listening to our young carers, so our support system matches their needs.
I am confident that through shared leadership and partnership working we can deliver good
outcomes for all and protect the most vulnerable. Only by working together can we make
Cheshire East a great place to be young.

6
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Introduction
This strategy has been prepared in partnership with carers and outlines the key priority
areas which will be addressed over the next three years. At the heart of the strategy is a
mission statement and a number of pledges from those responsible for commissioning and
delivering services, to those who need them. These are based on what carers have stated is
important and what the Government require health and social care to deliver.
The strategy will be taken forward by an implementation plan which will be agreed and
signed off by commissioners in April 2015. The progress of this plan will be monitored
regularly by a carer reference group with representation from all the key stakeholders and
who will report through the Joint Health and Social Care leadership team through to the
Cheshire East Health and Well-being Board
The implementation plan will consider, in detail, each of the five priority areas described in
this strategy. It will be measured against success factors and underpinned by the
commitment made through the pledges to carers
Each year the strategy will be reconsidered, refreshed if necessary, and detailed plans
developed for the forthcoming year

7
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Mission Statement
‘Valuing Carers and Supporting their Health and Wellbeing in Cheshire East’

Our Pledge
Carers play a very significant role within the communities of Cheshire East. We pledge to:

recognise and value
you as partners in
care with expert
knowledge,
experience and
understanding
work to ensure that
young carers are
recognised at an early
stage and supported to
learn, develop and thrive
work towards minimising
the impact of caring on
your physical and mental
health and wellbeing by
planning and delivering
services based on
your needs and
aspirations
help you to
understand and
recognise types of
abuse and keep you
safe

capture your
experiences, views
and ideas to enable
us to improve and
develop our
services
help you realise
and release your
potential including
access to work and
educational
opportunities
support you to have a life
outside caring by providing
good quality assessments,
breaks and information
and advice to help you
make informed
work together
choices for the
to identify,
monitor and
future
finance what is
available to carers
in Cheshire East
and support you to
stay out of
financial hardship

8
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What are we looking to achieve?
This document sets out the commitment from health and social care commissioners to
support and help people in their caring role. The impact upon those who act as carers for
others can be huge. Based on what carers have told us, we have set out priorities for how
we will support them.
The overall aim is to ensure that unpaid carers of all ages are recognised and valued as
being fundamental to strong families and stable communities. In addition that carers are
provided with opportunities to have their voices heard, be respected for the role they play
and, through support, are able to live healthy, fulfilling and enjoyable lives.

What are the partners looking at?
This joint strategy talks about the types of support carers have told us they see as priorities
and how they need to be provided. It also relates to recent changes in legislation which
directly affect how services will be delivered to carers from April 2015.
We aim to build on and further develop direct support for carers, using local information
received directly from carers. This will influence how health and social care services and the
wider community understand and respond to the needs of carers. The strategy will continue
to invest in carer’s services, whilst recognising the importance of, and investment in, carer
breaks. Our future Joint Commissioning and integration plans put personalisation into
practice by engaging, consulting and working closely with carers and partners across a
range of organisations.
We know, from listening to carers, that the issues which affect carers do not fit neatly into
one box and cannot be dealt with by one service or organisation. Carers support people who
have a long-term illness and disability, learning disabilities, Autism, mental illness, alcohol
and substance misuse. Their age range will vary; they can be caring full time, part time,
working, in education or retired.
This joint carer’s strategy must link closely with the other strategies and plans relating to
children and young people and adults. We will ensure that all of our developing policy and
strategies recognise the needs of carers:
Transition Strategy,
Mental Health Strategy and Dementia Strategy,
Autism Strategy and Learning Disability Strategy
The End of Life Strategy
We will monitor and measure the success of this strategy through a 3 year action plan. This
will make clear who will be responsible for the work that is needed to implement the
strategy and the outcomes will be tracked and reported through our engagement with
carers, Individual Organisation Boards and the Cheshire East Health & Well-Being Board and
work towards breaking down barriers for carers and those who they care for.
9
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Bac
ckgrou
und
Carers iin Cheshire East
A carer is described by the go
overnment aas: ‘Somebo
ody who pro
ovides suppport or who
o looks

after a ffamily mem
mber, partne
er or friendd who needss help becau
use of theirr age, physiccal or
mental illness, or disability.
d
They
T
can bee any age, young
y
or old
d. This wouuld not usua
ally
includee someone paid
p
or emp
ployed to caarry out thatt role, or so
omeone whoo is a volunt
nteer’.
e can becom
me a carer as
a the resultt of a sudde
en event, su
uch as an acccident, or due to
Anyone
a gradu
ual decline in the physiccal or menttal health off the person
n that they care for.
ps can be co
omplex, and
d family members may provide diffferent type
es of
Caring rrelationship
care forr each other in order to
o live indep endently in the commu
unity.
In the 2
2011 Census, 12,453 people
p
in Ch
heshire Eastt identified themselves
t
as caring for
f 20
hours p
per week or more, with
h a further 2
27,481 carin
ng between 1 and 19 hhours per week.
w
Altogeth
her that is almost
a
11%
% of the pop
pulation of Cheshire
C
East. The nu mber of people
caring ffor 50 hourss or over ha
as increased
d by nearly a third sinc
ce 2001 to 88,014, with over
42% off them aged
d 65 or overr.

Carrers caring
g for 50 ho
ours or mo
ore per wee
eek by Ches
eshire Eastt ward
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1,23
36 of the ca
arers who were
w
caring for 20 hourrs or more per
p week (110%) reportted that
theyy were in ba
ad or very bad
b health.
2037 Carerss UK calcula
ates that thee number of
o carers in the
t UK will increase by
y 40%
By 2
by 2
2037, which
h would mea
an nearly 5 6,000 carerrs in Cheshire East.

2011 Ca
arers Stra
ategy

In 2010
0, the National Carers’ Strategy waas refreshed
d by the ne
ew coalition governmen
nt.
As a ressponse to th
his, Cheshirre East publlished its ow
wn
strategyy in 2011, which
w
was produced
p
byy Cheshire East
E
Council,, Central an
nd Eastern Cheshire
C
Priimary Care Trust,
carers aand third se
ector carers’’ organisatioons in Chesshire
East. T
The vision off this strate
egy was ‘to ssupport all carers
to live ttheir lives on
n their own terms.’ Theere were 6 local
outcomees identified
d in this strategy.
Since th
his strategy,, we have been
b
workinng together to
move fo
orward with
h these outc
comes.

Progres
ss to date
e of the 6 local outccomes fro
om the 20
011 Carerrs Strateg
gy

1. Carers
s will be he
elped to id
dentify the
emselves in
n their carring role, and
a
be
treated
d as experrt care parrtners
nts include::
Achievemen
 Worrk with GP surgeries
s
 Crosssroads Earrly Interventtion service
e
 Care
er events
 New
w carer and service useer assessme
ents
2. There will
w be acc
cess to a rrange of ad
dvice, health checkss, support and
inform
mation in ea
asily accesssible form
mats and the
t opporttunity to plan for
the futture
nts include::
Achievemen
 New
w care direcctory
 Com
mmissioned carers’ info
ormation service from Cheshire
C
annd Warrington
Care
ers Centre as
a well as a universal service
s
from
m Cheshire C
Citizens Adv
vice
Bure
eaux
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CarersTrust4All Early Intervention and Prevention service, and Cheshire and
Warrington Carers Centre’s Reablement service

3. Flexible, affordable and personalised services will be available to all
carers at times which suit them
Achievements include:
 Range of commissioned services (see Appendix 1). Personal budgets
introduced with carer breaks funding.
4. Learning and personal development opportunities will be available to
all carers
Achievements include:
 Training through CarersTrust4All and Cheshire and Warrington Carers Centre;
 Carers centre’s training fund;
 Connexions’ employment service
5. A whole family approach will address the needs of young and parent
carers
Achievements include:
 Parent carers have access to personal budgets
 Parent and young carers services through carer breaks funding
6. Awareness of carers’ issues and needs will be developed so that carers
are supported, respected and fully involved
Achievements include:
 Carers events leading to new carers who want to be involved in shaping
services and policy
 Reaching wider audience by going through local media
 GP training
 Social Worker and Social Care Assessor training planned as part of Care Act
changes
 Whole family approach
 Link with national publicity programmes to ensure that carers have the
opportunity to receive information and advice about what is available to
support them in their caring role

12
V11 JW and RW additions 13.03.2015

How we
e have en
ngaged wiith carerss

- Surv
vey
In 2012
2 and 2014, Cheshire East
E
Councill carried outt the nation
nal Carers SSurvey for ca
arers in
ea. For thiss, a random
their are
m sample off all the care
ers who hav
ve received an assessm
ment in
the passt year are contacted
c
and asked to
o answer qu
uestions on their experrience of
ation, servicces and support in Eastt Cheshire. At the time
e of writing the results from
informa
the 201
14 survey arre not finalised, but thee 2012 surv
vey showed us that:
‐
‐
‐

71% of carrers were sa
atisfied with
h the support or service
es that theyy and the pe
erson
they cared for had recceived from social serviices in the previous
p
122 months
91% of carrers felt thatt they had ssome measure of control over theeir daily life
79% of carrers who we
ere looking for information found it easy to fi nd.

This sh
hows that w
while supporrt and inform
mation is working
w
well for some, tthere is still work
to be don
ne to ensurre that all ca
arers receiv
ve the suppoort that they need.
- Eventts
In Novem
mber 2013 a Cheshire East Joint Strategy
S
eveent was held to
enable ca
arers and p
professionalss from healtth, social caare and the
voluntary
y and comm
munity secto
or to work together
t
to identify what
needed to
t be added
d to any new
w carers’ strategy, andd to look at how
best to work
w
togeth er to delive
er what matters for care
rers in Cheshire
East. A report of that
t
event iss available aand the views from tha
at event havve informed
d this
new carrers’ strateg
gy.
South C
Cheshire CC
CG link:

http://www
w.southchesshireccg.nhss.uk/publicaation

Eastern
n Cheshire CCG
C
link: https://www
h
w.easternch
heshireccg.n
nhs.uk/Linkss/resourcess.htm
In Janu
uary 2015, a series of fo
ollow-up evvents were held across Cheshire eeast, where the 90
who attende
ed had the opportunityy to tell the Council and
d local NHSS Clinical
carers w
Commisssioning Gro
oups how th
hey can imp
prove the su
upport they
y offer. Thee main messsages to
come out of this were:
w
Carers have
e/retain con
ntrol
Reducing stigma/increeasing awareness, unde
erstanding aand compasssion
ation
Communica
Personalisa
ation
Forward pla
anning
These have been taken into account
a
wh
hen looking at the main
n priorities ffor the yearr ahead.
- Cons
sultation
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In December 2014 and January 2015 there has been a consultation on new proposals about
how people who access services through Cheshire East Council and their carers will be
charged for services in the future. There were a series of meetings in the area, and also a
web page where people could go to assert their views. As a result of this, Cheshire East
Council will not be implementing a policy to financially assess and charge carers for services
they receive from the council.

Legal Framework

The legal framework currently governing support for carers is poised on the implementation
of significant and far reaching change. New legislation and policy directives are combining to
raise the profile of carers by giving them new rights and requiring improved methods of
identification with a view to providing them with support. The major changes for carers are
contained in the following:
Caring for our Future: Reforming Care and Support White Paper 2012
Care Bill 2013
Social Care (Local Sufficiency of Supply) and Identification of Carers Bill 2012
The Power of Information
Health and Social Care Act 2012
Equality Act 2012
NHS Mandate 2013 – 2015 (the NHS Outcomes Framework)
Adult Social Care Outcomes Framework
Public Health Outcomes Framework
The Care Act 2014
Children and Families Act 2014

The Care Act and Children and Families Act 2014
The Care Act 2014 is government legislation which sets out carers' legal rights to
assessment and support. It relates mostly to adult carers – people aged 18 and over who
are caring for another adult. Young carers (aged under 18) and adults who care for disabled
children can be assessed and supported under children's law.
However, under the Care Act the government has set out rules about looking at family
circumstances when assessing an adult's need for care, which means, for example, making
sure the position of a young carer within a family is not overlooked.
The Care Act gives local authorities a responsibility to assess their need for support as a
carer. This assessment will consider the impact of caring, as well as the things carers want
to achieve in their own day-to-day life. It must also consider other important issues, such as
whether they are able or willing to carry on caring, whether they work or want to work, and
whether they want to study or do more socially.
When the carer's assessment is complete, the local authority must use the National Eligibility
Criteria to decide whether a person’s needs are eligible for support. If they are not eligible
14
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Cheshire East Council will provide them with information and signposting to services which
are appropriate to the needs that they do have.
If eligible to receive support from the local authority, they will receive a personal budget,
which is a statement showing the cost of meeting their needs. This can then be used to help
with planning support for the carers to meet these needs.
Carers have the right to request that the local authority meets some or all of their eligible
needs by giving them a direct payment so that they can control how this support is
provided.
This is a new way for Cheshire East Council to provide support to carers, and will mean
more flexibility in the way that they are supported.

Young Carers
Children and young people who care have the same rights as all children and young people.
Young carers should be able to learn, achieve, develop friendships and enjoy positive,
healthy childhoods. Care services should be delivered in ways which sustain families, avoid
the need to take on inappropriate caring roles and prevent further inappropriate caring.
Young carers tell us that they value their caring role and are often proud of the contribution
they are able to make in their families. In some cases, however, young carers have assumed
a level of responsibility that no child should be expected to take on. This can have
consequent knock-on effects on schooling and other key areas of their lives.
The Care Act does not deal with assessment of young carers; however, young carers can be
supported under the law relating to children. It does state that assessments of adults must
be carried out to ensure the need of the whole family are considered. Where a young carer
is found to have eligible needs which require support, local councils will have to either
provide this support directly to the young carer or show that the cared for person’s
assessment has provided enough care and support to ensure that the young carer does not
have to provide inappropriate care.
Parent carers
Under the Children Act 1989, it has always been expected that an assessment of a child ‘in
need’ will take account of the needs of other family members. However, parent carers also
have a right to their own assessment and services under the Children and Families Act 2014.
Under the Act the Council must assess a parent carer if they appear to have a need or if the
parent requests an assessment. This will include whether that parent has needs for support
and, if so, what those needs are, and whether it is appropriate for the parent to provide
care for their disabled child in the light of their own needs for support. It will take into
account the well-being of the parent carer and the need to promote the welfare of the
disabled child and any other child the parent is responsible for.
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Following assessment, the local authority must then decide whether the parent has needs
for support; whether the disabled child for has needs for support; and if so whether those
needs could be met by services under Children Act 1989.
Transition
The Care Act says that adult social services needs to be involved in planning the support a
young carer may need once they reach 18. This also applies to adult carers of children
where it appears likely that the adult carer will have needs for support after the child turns
18.
Advocacy
The Care Act 2014 introduces a duty to provide independent advocacy to represent and
support carers as individuals - if needed to facilitate their involvement in assessments and
preparing support plans. This includes advocacy support for carers, carers of children at
transition age and young carers at transition age.
Safeguarding Carers
We know that the caring situations carers face can sometimes create unbearable stresses
and strains, and sometimes result in safeguarding issues. It is important that carers
understand what abuse is and recognise types of abuse.
The main aim of safeguarding is to ensure that the user and carer is kept safe and secure,
and involvement from the Council, health or organisations must be supportive and offer
support and practical assistance for carers wherever possible and reasonable.
There are different types of abuse:








Physical abuse
Sexual abuse
Emotional/psychological abuse
Financial abuse
Institutional abuse
Self-neglect
Neglect by others

There is more information on safeguarding on the following websites:
www.cheshireeast.gov.uk/social_care_and_health/vulnerable_adults.aspx
Safeguarding Adults video (British Sign Language version) which explains the different types
of abuse and what happens after someone tells us that abuse has or may have happened.
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Equality & Diversity

There are some carers who may experience multiple disadvantages and isolation. For
example, we are aware that carers of some disability groups or who are carers of disabled,
black and minority ethnic carers, gay, bisexual and transgender have found it difficult to
access services.
We recognise the full diversity of carers, and aim to ensure that community support and
services for all carers are improved and are fully accessible. This includes taking due
regard of equality strands and recognises that diversity of carers covers more than this. It
includes for example, education and employment, health of carers, diversity of the people
cared-for, income and finance and the impact of caring for more than 50 hours per week.
The 2010 Equality Act1 includes measures regarding discrimination by association in relation
to disabled or older people. The act has the potential to reduce the strain on some carers,
particularly when fitting caring responsibilities around employment, as they will have greater
protection from discrimination as a result of their caring responsibilities.
(See Appendix 2: Equality Impact Assessment)

Personalisation
Think Local Act Personal (TLAP) launched Making it Real: Marking progress towards
personalised, community-based support on 17 May 2012.
This resource aims to help organisations move towards more personalised and communitybased support by providing them with practical steps to make personalisation a reality. The
Making it Real programme was developed and co-produced with members of TLAP’s
National Co-Production Advisory Group, which is made up of people with experience of using
services and carers from across the country. The resource consists of a series of ‘I’
statements, which describe what people, might say if personalisation was working well for
them.
In Cheshire East we want to support carers and acknowledge the enormous contribution
they make within our communities across the borough and to the lives of the individuals
they care for whether they are family, friends or neighbours. We recognise that if
personalisation and community-based support is to work well, it needs to work well for
everyone, including carers. In Cheshire East we are committed to ensure that we embed
Personalisation in all services and support available to carers. We will continue the progress
which has been made so far in implementing the TLAP principles for carers and ensure that
our delivery plan, policies and procedures reflect our commitment. For more information
please follow the link below:

http://www.thinklocalactpersonal.org.uk/Latest/Resource/?cid=9483
1

‘website’ www.adviceguide.org.uk/index/equality_act_2010_carer
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STRATEGIC PRIORITIES for 2015-18
Overarching Priorities for Adult carers

This strategy identifies five priorities based on the feedback we have received through our
engagement with carers and the changes in legislation following the Care Act 2014

Overarching Priorities
Partnership working between social care, health and 3rd sector partners to support
carers
Improved information available to carers in a range of formats
Increased engagement with carers
Raising the profile of all carers in Cheshire East
Working to reduce the social isolation of carers
Under each priority we have identified areas for development in the 3 year Delivery Plan.
The Delivery Plan will be regularly tracked and updated and reported on to ensure we
achieve the aims set within it.
We need to ensure that we obtain the best value for money and a good way is recognising
carers as partners to help ensure money is spent wisely on services that meet their needs.
All services, organisations and individuals can contribute to supporting individuals in their
caring role by recognising that role and contribution carers make to society.

Carers Support in the community

Cheshire East Council contracted a number of service providers specifically to support carers
(for details see Appendix A). In the year April 2013 – March 2014, there were around
1,400 individual users of these services.
When contracting services, the Council takes care that they relate to the outcomes from:
‐

the government’s Carers Strategy Second National Action Plan, published
in November 2014, whose four priorities are:

‐
Identification and recognition
Realising and releasing potential
A life alongside caring
Supporting carers to stay healthy
‐
‐

the current local strategy (see above)
Cheshire East Council’s 3 year plan, especially Outcome 5
18
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‘People live well and for longer. Local people have healthy lifestyles and
access to good cultural, leisure and recreational facilities. Care services focus
on prevention, early intervention and physical and mental wellbeing.’
The Council monitors these services carefully to make sure that they are reaching a wide
range of carers across the area, and that they are achieving the outcomes that are
important to carers
The services have all been contracted for 3 years to ensure continuity for carers and that
the organisations that provide them can plan for the longer term.
There is also a Carer Breaks Fund, where organisations can bid for funding for one year to
deliver services or activities to meet the needs of carers across Cheshire East. The fund
particularly encourages services designed to identify and support people who do not
necessarily see themselves as carers - they are often family members in a caring role who
do not identify themselves as a carer and may not access services that are available to
support them.
These services need to meet one of the following objectives:
1. Realising and Releasing Potential - enabling those with caring responsibilities to
fulfil their potential by removing the barriers to opportunity and promoting access to
learning.
2. Supporting Carers to Stay Healthy - Supporting carers to remain mentally and
physically well by offering services that provide positive outcomes to an individual’s
health and well-being.
3. Life Outside of Caring - Support to carers which enables them to have a family
and community life, alleviating the impact of the caring role.

Developing new and relevant support for carers

The Council, NHS Eastern Cheshire and NHS South Cheshire CCG’s working in partnership
with carers, have a key role to play in shaping community and family life for people in a
caring role to ensure a range of support is available for them and the people they care for.
This will help to provide carers with a greater links in their local community to ensure that
excellent support is available to help them; at the right time and in the right place. This will
help achieve positive outcomes and enable cares to have a life outside of caring, making
Cheshire East a better place for carers to live
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Delivery Plan Summary

This strategy will be delivered through an implementation plan which will identify specific
actions against each of the priority areas identified:
Partnership working between social care, health and 3rd sector partners to support
carers
Improved information available to carers in a range of formats
Increased engagement with carers
Raising the profile of all carers in Cheshire East
Working to reduce the social isolation of carers
Carer involvement
Carer engagement will continue in a number of ways as the strategy enters the delivery
phase:
Following on from the success of the 7 events which took place in January 2015 we have
pledged to build on this engagement with carers across Cheshire East, through
quarterly ‘drop in’ sessions planned across the borough. Sessions will enable Carers to
drop in at different times of the day to talk about what it’s like to be a carer in Cheshire
East. This will enable carers to share their stories make new friends with people in a
similar position to themselves and provide an opportunity for information sharing
There will also be the chance for carers to be involved in giving their opinions and
feedback through email, Carers Assessments, at their GP practice, on the services they
have accessed and how they have been valued as a care partner.
The number of carers who attend the drop-ins and want to become part of a ‘Carer
feedback group’ through their chosen method, will be a measure of local carer
involvement, as will evidence of how their views as carers are taken forward and
influence positive change in Cheshire East.
The carers reference group has committed to developing stronger links with carers
through local and voluntary sector organisations. The reference group will look to build
its membership to create a more representative group and will monitor progress of the
strategy to ensure it stays on plan
Events targeted at working with local employers and carers on their staff, will provide
the opportunity not only to support carers in the workplace, but to gather evidence of
issues that face carers who are in employment.
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The development of future work on carers’ issues and rights will inform the development
of future work with a wider range of employers, organisations and services will show
how their involvement has shaped this for carers of all ages in Cheshire east.

Measure of success – how will we know we’ve done it?

Cheshire East Council and NHS South and Eastern Clinical Commissioning Groups have a
number of ways to tell whether the actions that they are taking and the services they are
providing are actually supporting carers in the area.
Survey 2016
National Carers’ Surveys happen every two years, and as most of the questions that
they ask are the same each time, it gives the Council a chance to see which areas
are improving, and areas which need attention and where more work is needed
In line with this, we will continue to ensure that we link with national publicity
programmes to ensure that carers have the opportunity to receive information and
advice about what is available to support them in their caring role
Measures through carer’s assessments
A simple measure of the number of carers who are being reached though the Council
is the number of carers’ assessments which are being carried out. If these are
increasing year on year or reducing, this will give a basic measure of the number of
carers we are directly supporting. With the new carers’ assessment, it will also be
possible to tell whether the support needs of carers are increasing or reducing over
time, and whether overall wellbeing is improving or deteriorating.
Number of individual carers taking up commissioned services
By looking at the number of individual carers who contact or receive services from
the organisations who provide them, the Council will also be able to get a better
picture of the overall number of carers who are being supported in Cheshire East.

Outcomes measures from commissioned services
It is important that we not only reach out to carers, but that the services are
achieving positive outcomes for them. Every organisation that provides carer
services commissioned by Cheshire East Council measures the outcomes that it is
achieving. Some of the outcomes from existing services are:
‐
‐

Improving carers’ health
Greater uptake of carer registration with GP
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‐
‐
‐
‐
‐
‐

Carers are enabled to carry out day-to-day tasks – e.g. shop, cook, and
garden more effectively
Carers feel calmer and more able to deal with the pressures of their role
Carers are more confident, feel safe, and are able to forward plan
Carers have a better balance between caring and a life of their own, with
increased social activity and breaks
Carers feel more supported, and are able to access networks and appropriate
professionals
Carers are financially more secure and aware of benefits, employment and
how to manage money.
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Cheshire East Young Carers Strategy
Introduction

The impact of caring at a young age can be both positive and negative but should not be
allowed to impact on a child or young person so much that they cannot ‘be a child first’. The
vision of those involved in developing this strategy is to identify and significantly reduce the
numbers of young people undertaking inappropriate and harmful caring roles in Cheshire East.
This new strategy takes account the views of local young carers as well as the ideas which
have been developed in supporting young carers and their families both nationally and locally.
It builds on the “Strategy for Carers in Cheshire East 2011 – 2015” and compliments wider
children’s and youth work in the local authority, health providers and voluntary and community
organisations.

Purpose

This strategy is aimed at those with responsibility and interest in supporting young carers and
their families. It will also be of direct relevance to young carers and families themselves.
It is intended to provide a mechanism to address the gaps that exist in meeting the needs of
young carers. To achieve this goal requires a strategic plan which, not only sets out the
direction of travel, but defines the actions needed, the agencies responsible and includes
measureable outcomes.
Agencies will work together to provide coherent and equitable support and services to young
carers and those for whom they care. It is important to recognise both the value of the
support that is offered by young carers’ projects and also the need to develop support in
mainstream services, all of which should be able to provide safe, quality support to those
children who continue to be affected by any caring role within the family.

“After my friend had a young carer’s assessment her worker discussed it with adult services.
They could then see why it was important to put some home care in to help all the family”

What is a ‘Young Carer’

Young carers are children and young people who help to look after a family member or friend
who has an illness, a disability, or is affected by mental ill-health or substance misuse.
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Young carers often take on practical and/or emotional caring responsibilities that would
normally be expected of an adult. The tasks undertaken can vary according to the nature of the
illness or disability, the level and frequency of need for care and the structure of the family as a
whole.
A young carer may do some or all of the following:


Practical tasks, such as cooking, housework and shopping.



Physical care, such as lifting, helping a parent on stairs or with physiotherapy.



Personal care, such as dressing, washing, helping with toileting needs.



Managing the family budget, collecting benefits and prescriptions.



Administering medication.



Looking after or “parenting” younger siblings.



Emotional support. ‘worrying about, checking on, keeping an eye on’



Interpreting, due to a hearing or speech impairment or because English is not the
family’s first language.

Some young carers may undertake high levels of care, whereas for others it may be frequent
low levels of care. Either can impact heavily on a child or young person.
The term does not apply to the everyday and occasional help around the home that may often
be expected of or given by children in families and is part of community and family cohesion.
A young carer becomes vulnerable when the level of care-giving and responsibility to the
person in need of care becomes excessive or inappropriate for that child, risking impacting on
his or her emotional or physical wellbeing or educational achievement and life chances.
Young Carers often may not think of themselves as carers and are not recognised as such by
other people like friends, teachers, doctors and other family members.
Being a young carer can have detrimental effects on young people, including problems at
school, health problems, emotional difficulties, isolation, lack of time for leisure, feeling
different, pressure from keeping family problems a secret, problems with transition to
adulthood, lack of recognition and feeling they are not being listened to.
More positively however Cheshire East Young Carers have told us that they also can feel proud,
more self-confident, closer to the people they care for and valued by their family.
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National Strategy & Legislative Context

The vision of the National Carers’ Strategy for young carers is that: ‘Children and young

people will be protected from inappropriate caring and have the support they need
to learn, develop and thrive and to enjoy positive childhoods’.
The National Strategy for Carers is underpinned by a range of national policy and guidance
identifying young carers as a group of young people needing support and highlighting the
important role of adult social care in ensuring that parents and families are supported and
young people are not required to take on inappropriate caring roles. Of particular note is:


Children Act 1989



Carers (Recognition and Services) Act 1995



Carers and Disabled Children Act 2000



Carers (Equal Opportunities) Act 2004



Children Act 2004



Children in Need Section 47

The two pieces of legislation that will have the greatest influence on support for young people,
especially those preparing for adulthood, are Part 3 of the Children and Families Act 2014,
which focuses on Special Educational Needs and Disability and is due to be implemented in
September 2014, and Part 1 of the Care Act, which focuses on the care and support of adults
with care and support needs and is due to be implemented in April 2015.
Importantly, the Children and Families Act 2014 introduces a system of support which extends
from birth to 25, while the Care Act deals with adult social care for anyone over the age of 18.
This means there will be a group of young people aged 18-25 who will be entitled to support
though both pieces of legislation. The two Acts also have the same emphasis on outcomes,
personalisation, and the integration of services. It is therefore essential that the planning and
implementation of both of these Acts is joined up at a local level.
The Children and Families Act includes a duty to assess a young carer if it appears they may
have needs for support, or if they request an assessment. Young carers’ needs assessments
must have regard to the extent to which the young carer is participating in or wishes to
participate in education, training or recreation, and the extent to which the young carer wishes
to work.
The Care Act includes a duty to carry out a Young Carers’ needs assessment where there is
‘likely need’ for support post-18 and when it is of ‘significant benefit’.
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Strategic Vision for Cheshire East

This Strategy should be considered within local operating frameworks. Those outlined below
are of particular relevance.
Cheshire East - A Strategic Commissioning Authority
Cheshire East Council is adopting a new operating model that reflects recent Government policy
and legislation to ensure that local needs, preferences and aspirations are met and that service
providers are more accountable to local people. This transformation to become a strategic
commissioning body will affect the way in which services are delivered so ensure they achieve
the desired outcomes for local people. On this basis a ‘Strategic Council’ is one that is able to
capture, leverage and disperse all available local funds and resources, in line with its strategic
ambitions and goals for its local communities, as part of its ‘place shaping’ role. The Council
will need to work closely with other local commissioners of public services (including Police,
Clinical Commissioning Groups, Fire and Rescue Service, Ambulance Service and Probation
Service, Town and Parish Councils) as well as with the voluntary and community sector.

Cheshire East Children’s Trust
Cheshire East Children’s Trust brings together all partners with a role in improving outcomes for
children in order to agree plans and prioritise their services to improve children’s well-being and
to ensure services work closely together. The Trust has representation from across the
economy of Children’s Services incorporating schools, health, police, fire and voluntary sector
as well as children & young people themselves and parents / carers.
The Trust operates a ‘levels of need’ model to ensure consistency of approach to understanding
children, young people and family need and pathways to support and intervention.
The Trust produces a joint 3 year plan, known as the Children and Young People’s
Plan. The latest plan outlines three key priorities for action in Cheshire East responding to the
needs of the children, young people and family populations:



Develop and implement an integrated commissioning and delivery approach to improve
the emotional health and well-being of children and young people.



To reconfigure some services to focus more clearly on co-ordinated early intervention
and prevention on a locality basis appropriate to need, whilst continuing to meet the
needs of children & young people who have more complex needs and require specialist
support.



Ensure that all agencies collectively safeguard children young people and their families.
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Early Help Strategy
To support and deliver on the Children’s Trust priorities, the ‘early help offer’ has been put in
place and was presented to the Children’s Trust in September 2012 highlighting a number of
principles which emphasised the required commitment from all agencies to take responsibility
for fostering a shared culture that values:



The identification and the taking of early help opportunities with families



The contributions of all professional staff, volunteers and family members



Positive challenge and holding each other to account for outcomes for families



Working to overcome systematic barriers to achieving better outcomes



Support time for shared learning and ensuring that what we do is based on good
evidence.

These principals will only be successful by working in an integrated way with all agencies to
make a real impact on improving outcomes for our children, young people and their families.
The role of the Children’s Trust is to implement this ‘early help offer’ whilst driving the starting
well and living well aspects of the Health and Wellbeing strategy, therefore connecting the two
to have the most impact.

What do our Children and Young People tell us?
The voice of children and young people is important to the Trust and a report was shared that
brought together results from consultation and participation activity across our partners to
share what’s important to our children and young people. Children and young people want to;
1. Feel involved and supported by well promoted, accessible services with well skilled and
knowledgeable professionals.
2. Have something to do/places to go that are relevant, appropriate to need, of benefit to
them and distract from negative behaviour.
3. Engage through accessible/cool/up to date methods.
4. Know that agencies are joining up to understand and address need

Cheshire East Strategy for Carers 2011 – 2015
This strategy has been developed in partnership with carers, health services, local authority
and voluntary sector organisations and identifies its joint vision “to support all carers to live
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their lives on their own terms”. It provides a framework to identify, develop and deliver the
best possible services to meet the needs of carers in Cheshire East.
With specific regard to Young Carers, the strategy states:
“Cheshire East Council, Central and Eastern Cheshire Primary Care Trust (now replaced by the
relevant Clinical Commissioning Groups) are committed to working with Children’s Services staff
and partners to ensure that the needs of children and their families across East Cheshire are
met through this strategy to ensure that young carers “are able to learn, achieve, develop

friendships and enjoy positive, healthy childhoods just like other children.”
This Young Carers Strategy will complement and builds on this work.

Cheshire East Health & Wellbeing Board
The Health and Social Care Act 2012 provides a basic, common framework for Health and
Wellbeing Boards (HWB’s). HWB’s form a statutory committee of each local authority and are
responsible for crucial levers for change, such as the Joint Strategic Needs Assessment (JSNA)
and the Joint Health and Wellbeing Strategy (JHWS) and are responsible for ensuring that
commissioning plans are aligned - across health and local government.
The Joint Health and Wellbeing Strategy (JHWS) has been informed by the Joint Strategic
Needs Assessment (JSNA) and the assessed needs for our Children and Young People through
the Children’s Trust. The HWB will be working with a wide range of partners from inside the
council and externally – in housing, environment, education, employment, criminal justice and
planning to improve the health and wellbeing of its population through the priorities identified
within its JHWS. The JHWS has identified 3 priorities; Starting Well, Living Well and Ageing
Well.
The Children’s Trust have a direct role in driving the starting well and living well aspects of the
Joint Health and Wellbeing Strategy and connecting it to the ‘early help offer’.

Safeguarding
All professionals involved in working with young carers have a duty to keep children safe from
harm and abuse. Organisations must work in partnership with others to identify and respond
to any young carers who are suffering, or likely to suffer, significant harm and to protect them
from this harm. Young Carers provision will be delivered having regard to the need to
safeguard and promote the welfare of children and young people. The Cheshire East Local
Safeguarding Children Board (LSCB) provides governance and guidance to services for children,
young people and families.
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Local Context

There are 83,400 people aged 0 - 19 years in Cheshire East (2011 Census)
There is no current figure for the true number of young carers in the borough. Young carers
are only known to agencies when they or their families identify themselves and therefore the
levels remain ‘hidden’.
The 2011 census identified 2110 young carers aged 0 – 24 in Cheshire East. However the
census was completed by parents only and did not take into account ‘hidden carers’ such as
children living with parents with mental illness or substance misuse issues. This fear of stigma
or involvement from statutory services is now recognised to lead to wide under-identification.
Indeed national estimates/research suggests the numbers could be 4 times the 2001 census
figure.


This equates to at least 4000 young carers living in Cheshire East.

What Cheshire East Young Carers have told us
In September / October 2012 two Cheshire Young Carers projects (Crossroads and Cheshire
Young Carers) undertook consultation work with young carers who access their services.
Emerging themes from these discussions:
1. Youth Provision
“I need to be able to go somewhere where I feel supported and where the volunteers
understand my situation”

2. Young adult carers
“When leaving Young Carers I felt like all my social life just disappeared and I don’t get
out much to see friends now.”
“I felt that caring was the only thing I knew how to do well and so have chosen to do
this as a career and I’m now unhappy.”
3. Schools & education
86% stated that school were not aware they were young carers
This isn’t true for CYC as all schools are aware of the young carers on the project
4. Professionals – mental health services & drug/alcohol services
“The CPN doesn’t really talk to me but I’m the one who has to look after him”
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5. Awareness raising
“We want to have recognition for the things we do in a more formal way so it’s worth
something out there”
6. Technology / easily accessible support
“We’d like to see more technology involved in services offer. It’s quick and it’s easy to
access from our smart phones.”
7. Health, wellbeing, self-esteem, confidence & aspirations
“I want someone to come with me and help me. I feel that I take these big steps
alone. I don’t want to burden my mum.”
“I get stressed a lot at home and I have learnt how to manage stressful situations by
using different breathing techniques. Some of the other young carers spoke about how
they deal with stress and this has really helped me. If it works for them it can work for
me.”
What professionals have told us
Emerging themes from discussions with professionals working locally with Young Carers:
1. Only small numbers of young carers are currently being identified or assessed for support.
The reasons for this include blurred boundaries of responsibility between adults and
children’s services; a lack of awareness among many professional groups of young carers’
needs and concerns; young carers’ own lack of awareness of their entitlements, and the
young carer and their family’s reluctance to seek formal help.
2. Identification of young carers within our communities is key: without true need being
identified we are collectively unable to understand the scale of need. It is therefore
important to ensure that practise is developed which will enable young carers to be
identified and for families to feel safe and confident to ask for support.
3. Professionals working with a family should consider not just what the young carer does but
why they do it and what physical and emotional impact it is having on their own life. The
reasons why children undertake levels of care may be complex and to resolve them may
require a multi-faceted response.
4. This is where assessment needs to be joined up and smarter asking what needs to
change in order to prevent inappropriate caring or to significantly reduce the pressures.
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Principles

The 2008 Children Society document “Young Carers, parents and their families – Key principles
of practice” identifies six principles of practice. These link well to what young carers in
Cheshire East have told us and are therefore suitable for adoption locally.

1. Children’s welfare should be promoted and safeguarded by working towards the prevention
of children undertaking inappropriate care of any family member
2. The key to change is the development of a whole family approach and for all agencies to
work together, including children and adult services, to offer co-ordinated assessments and
services to the child and the whole family
3. Young carers and their families are the experts on their own lives and as such must be fully
involved in the development and the delivery of support services
4. Young Carers will have the same access to education and career choices as their peers
5. It is essential to continue to raise awareness of young carers and to support and influence
change effectively. Work with young carers and their families must be monitored and
evaluated regularly
6. Local young carer projects and other targeted services who work directly with young carers
should be available to provide safe, quality support to those children who continue to be
affected by any caring role within the family.

Implementing the Strategy – Priorities for Action

The action plan attached to this strategy comprises specific areas of work with their associated
tasks and accountable agencies. These areas of work are based on the key principles
combined with what young carers have told us as well as feedback from workers in the young
carer projects.
1. Support young carers and their families in order to reduce the number of young people
where caring is impacting negatively on their wellbeing
2. Awareness raising at all levels : for young carers and professionals
3. Promote early identification of young carers
4. Establish a working partnership between young carers projects and youth service
5. Further develop links with education providers and young carers projects
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6. Develop clear pathways and use of a whole family, interagency approach to assessments
and service delivery

Monitoring and Review

Cheshire East Children’s Trust has overall responsibility for the outcomes for young carers and
therefore there needs to be regular reporting to the Trust.
It is fundamental to ensure that there is regular monitoring of activity and therefore progress
against the individual actions. This will be undertaken by the ‘Young Carers Development
Group’ chaired by the Cheshire East Principal Manager, Early Help. This is a multi-agency
forum which meets quarterly.
The work identified in the action plan will be evaluated on a rolling basis and updated as
required. The full strategy will also be reviewed on an annual basis to ensure appropriateness,
timeliness and viability.
Young Carers will continue to be consulted on their views which will also feed into this strategy.
Any changes to the strategy will be authorised by the group and forwarded via the governance
arrangements as appropriate.
For further Information please contact:
Viki Kehoe
Cheshire East Children’s Services,
Early Help Project Worker
Email: Viki.Kehoe@cheshireeast.gov.uk
Mobile: 07764 368 752
Information on the Cheshire East Council web page relating to Young Carers is available at:
http://www.cheshireeast.gov.uk/education_and_learning/family_information_service/helpful_inf
ormation/young_carers.aspx

33
V11 JW and RW additions 13.03.2015

Adult Carers
Appendix 1:
Carers Services Commissioned by Cheshire East Council 2014 – 2017
Organisation

Address

Alzheimer’s
Society

Springbank Centre
Victoria Road
Macclesfield
Cheshire
SK10 3LS

Contact

Cheshire &
Warrington
Carers Centre

Contact

Crossroads Care
– Cheshire,
Manchester and
Merseyside

Contact

Greater
Merseyside
Connexions
Partnership

Contact

Who is the service
for?
Adults with any type
of dementia and
their carers

Service description
Information and support
through monthly dementia
cafes, befriending service,
advisers, and bulletins and per
support groups.

Electra House
Electra Way
Crewe Business Park
Crewe
CW1 6GL
Macclesfield
Phone: 01625 503302
Email: east-cheshire@alzheimers.org.uk
Crewe
Phone: 01270 501901
Email: southcheshire@alzheimers.org.uk
Web: http://www.alzheimers.org.uk
Carers who are
146 London Road
aged over 18
Northwich
Cheshire
CW9 5HH
Freephone helpline: 0800 085 0307
Email: advice@cheshirecarerscentre.org.uk
Web: http://www.carers.org/cheshire
Overton House
Carers who are
West Street
aged over 18
Congleton
CW12 1JY

Provide intensive support
including carer breaks, carer
training and information and
advice for carers.

Offers tailor made training
sessions through
community-based
assessment, information,
support and advocacy
service for carers who are
new to caring or who have
not accessed any support
before.

Phone: 01260 292850
Email: cheshireeast@carerstrust4all.org.uk
Web address: http://www.carerstrust4all.org.uk
Carers who are
Head Office
Provide information, advice
aged over 18
Strand House
and support to carers on
21 Strand Street
employment, training and
Liverpool L1 8LT
volunteering and supported
work experience
placements.
Phone: 07791333241
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Email: nicola.holyoak@connexionslive.com
Web: http://www.connexionslive.com
Making Space

Contact

Neuromuscular
Centre (NMC)

Contact

Carers who are
Waterside House
aged over 18
Navigation Road
Northwich
Cheshire
CW8 1BE
Phone: 01606 786710
E-mail: jane.reeves@makingspace.co.uk
Web: http://www.makingspace.co.uk
People 18 and over
Woodford Lane
with Neuromuscular
West
conditions and their
Winsford
families / carers
Cheshire
CW7 4EH
Phone: 01606 860911
Email: matthew.lanham@nmcentre.com

Carry out carers'
assessments for people who
care for someone with a
mental health condition.

Provide regular breaks for
carers through activities such
as gardening and DIY,
alternative therapy and carer
counselling sessions

Web: http://www.nmcentre.com/

All carers

Peaks and Plains
Housing Trust

Ropewalks
Newton street
Macclesfield
SK11 6QJ

Contact

Phone: 01625 428433
Email: trust@peaksplains.org

Provide an Alert Card for
Emergencies (ACE) scheme
where an emergency plan is
agreed and an emergency
contact number is given.

Web: http://trustlink.peaksplains.org
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Appendix 2: Joint Carers Equality Impact Assessment

Equality impact assessment is a requirement for all strategies, plans, functions, policies, procedures and services under the Equalities Act
2010. We are also required to publish assessments so that we can demonstrate how we have considered the impact of proposals.
Section 1: Description
Departments

1. CEC- Adult Social care and Independent Living
Individual Commissioning
2. CEC- Children and families service
3. Eastern Cheshire CCG
4. South Cheshire CCG





Lead officer
responsible for
assessment





Services

CEC- Adult Social Care
CEC- Children and families service
Eastern Cheshire CCG
South Cheshire CCG

Other members of
team undertaking
assessment






Date
Type of document (mark as
appropriate)
Is this a new/existing/revision
of an existing document (mark
as appropriate)

19th February 2015

Pete Gosling CEC
Jim Leyland CEC
Jacki Wilkes Eastern
Cheshire CCG
Fiona Field South Cheshire
CCG
Brenda Smith CEC-Director
of Adult Social care and
Independent Living
Tony Crane CEC– Director
of Children and families
services

Ann Riley Corporate
Commissioning manager
Rob Walker Commissioning
manager
Nicola Phillips Service manager
Adult social care
John Turton South Cheshire
CCG

Version 1

Strategy


Plan
New

Function

Policy

Existing

Procedure

Service
Revision
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Title and subject of the impact
assessment (include a brief
description of the aims,
outcomes , operational issues as
appropriate and how it fits in
with the wider aims of the
organisation)
Please attach a copy of the
strategy/plan/function/policy/p
rocedure/service
Who are the main stakeholders?
(eg general public, employees,
Councillors, partners, specific
audiences)

Section 2: Initial screening
Who is affected?
(This may or may not include
the stakeholders listed above)

Who is intended to benefit and

‘Caring for Carers’ ….. A Joint Strategy for Carers in Cheshire East 2015 – 2018
This document sets out our commitment to support and help people in their caring role. The impact upon those who
act as carers for others can be huge. Based on what carers have told us, we have set out priorities for how we will
support them
The overall aim is to ensure that unpaid carers of all ages are recognised and valued as being fundamental to strong
families and stable communities. In addition that carers are provided with opportunities to have their voices heard, be
respected for the role they play and, through support, are able to live healthy, fulfilling and enjoyable lives




Adult unpaid Carers, Young and parent carers
Customers of Adult Social care services and their carers









Stakeholders
Portfolio Holder Adult Services.
Members.
Adult Services Senior Management Team.
SMART/OT Team
Resource Managers, Care4CE.
NHS South and NHS Eastern Clinical Commissioning Groups
Local GP




Adult unpaid Carers, Young and parent carers
Customers of Adult Social care services and their carers

Stakeholders
 Portfolio Holder Adult Services.
 Members.
 Adult Services Senior Management Team.
 SMART/OT Team
 Resource Managers, Care4CE.
 NHS South and NHS Eastern Clinical Commissioning Groups
 Local GP
1. Adult Unpaid Carers
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2. Customers of Adult Social care services
3. Young and parent carers

how?

Each Individuals benefit will be different
1. Adult Unpaid Carers
2. Customers of Adult Social care services
3. Young and parent carers

Could there be a different
impact or outcome for some
groups?

Each Individuals outcome will be different
Does it include making decisions Yes
based on individual
characteristics, needs or
circumstances?
No as All Adult Unpaid Carers will be assessed individually and options for potential support, design and
Are relations between different
implementation will be consulted on individually or in specific Carers groups
groups or communities likely to
be affected?
(eg will it favour one particular
group or deny opportunities for
others?)
No as All Adult Unpaid Carers will be assessed individually and options for potential support, design and
Is there any specific targeted
implementation will be consulted on individually or in specific Carers groups. Where specific characteristics apply this
action to promote equality? Is
will be met through targeted interventions and engagement
there a history of unequal
outcomes (do you have enough
evidence to prove otherwise)?
Is there an actual or potential negative impact on these specific characteristics? (Please tick)
Age
Disability

N
N

Marriage & civil
partnership
Pregnancy &
maternity
Race

N
N

Religion & belief
Sex

N
N

Carers

N

Socio-economic status

N

Gender
Sexual orientation
N
N
N
reassignment
What evidence do you have to support your findings? (quantitative and qualitative) Please provide additional
information that you wish to include as appendices to this document, i.e., graphs, tables, charts
Age

No perceived impact on this group

Consultation/involvement
carried out
Yes
No
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Disability

No perceived impact on this group

Gender reassignment

No perceived impact on this group



Marriage & civil partnership

No perceived impact on this group



Pregnancy & maternity

No perceived impact on this group



Race

No perceived impact on this group

Religion & belief

No perceived impact on this group

Sex

No perceived impact on this group



Sexual orientation

No perceived impact on this group



Carers

Included within the Strategy Demographics



Socio-economic status

No perceived impact on this group



Proceed to full impact assessment?
(Please tick)

Yes






No

Date


If yes, please proceed to Section 3. If no, please publish the initial screening as part of the suite of documents relating to this issue
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Section 3: Identifying impacts and evidence
This section identifies if there are impacts on equality, diversity and cohesion, what evidence there is to support the conclusion and what
further action is needed
Protected
characteristics

Is the policy (function etc….)
likely to have an adverse
impact on any of the groups?

See carers section
See carers section
See carers section

See carers section
See carers section
See carers section

Please rate the impact
taking into account any
measures already in place
to reduce the impacts
identified
High: Significant
potential impact; history
of complaints; no
mitigating measures in
place; need for
consultation
Medium: Some potential
impact; some mitigating
measures in place, lack of
evidence to show
effectiveness of measures
Low: Little/no identified
impacts; heavily
legislation-led; limited
public facing aspect
See carers section
See carers section
See carers section

See carers section

See carers section

See carers section

See carers section

See carers section

See carers section

See carers section

See carers section

See
See
See
See

See
See
See
See

See
See
See
See

See
See
See
See

Please include evidence
(qualitative & quantitative)
and consultations

Age
Disability
Gender
reassignment
Marriage & civil
partnership
Pregnancy and
maternity
Race
Religion & belief
Sex
Sexual
orientation
Carers

Are there any positive
impacts of the policy
(function etc….) on any
of the groups?

carers
carers
carers
carers

section
section
section
section

No as this is a positive revision of

Please include evidence
(qualitative &
quantitative) and
consultations

carers
carers
carers
carers

section
section
section
section

Yes as the implementation of

carers
carers
carers
carers

section
section
section
section

Low: Little/no identified

Further action
(only an outline needs to be
included here. A full action
plan can be included at
Section 4)

See carers section
See carers section
See carers section

carers
carers
carers
carers

section
section
section
section

3 Year Delivery Plan
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the Care Act 2014 and
Children and families Act
2014 will change the status
of carers and equity with the
person they care for through
the Assessment of need,
support planning and access
to community and support
services which are person
centred

the previous National Carers
Policy. The procedure applies from
1st April 2015 and outlines the
national eligibility criteria detailed
in the care and support (eligibility
criteria) regulations 2014 and
section 13 of the Care Act 2014.
Additional policy revision has been
completed for young carers and
parent carers through the
Transition Policy relating to
requirements under the care Act
and Children and families Act 2014

impacts; heavily
legislation-led; limited
public facing aspect

Socio-economics
Is this project due to be carried out wholly or partly by contractors? If yes, please indicate how you have ensured that the partner
organisation complies with equality legislation (e.g. tendering, awards process, contract, monitoring and performance measures) Some
delivery will be undertaken by Commissioned providers but Cheshire East Council CPR (Contracting and Procurement Regulations) a statutory duty to ensure
that any procurement represents the most cost effective, best value for money solution. The vast majority of expenditure is covered by formal contractual
arrangements for which invitations to tender are publicly advertised.

Section 4: Review and conclusion
Summary: provide a brief overview including impact, changes, improvement, any gaps in evidence and additional data that is needed
Specific actions to be taken to reduce,
justify or remove any adverse impacts

How will this be monitored?

Officer responsible

Target date

1. Each carer will be offered an assessment of
need and support needs identified and
support plans completed



SMART Team /Occupational Therapist

SMART Team
Manager/Nicola Phillips
Service manager

31.03.2016

2. Identification of providers of services with
local community settings, contracted out



CEC Strategic Commissioning, Contracts and

Rob Walker/Kate Phillips

31.03.2016

41
V11 JW and RW additions 13.03.2015

services acrosss Health and Social care

Quality A
Assurance


CCG Care
ers lead Officers

Commissioning
managers,
Alison Kime
e South
Cheshire CCG,
Rachel Woo
od Eastern
Cheshire CCG,
Damian Lally Contracts
Manager CEC
C
Lana David
dson Eastern
Cheshire CCG
CEC Procurrement Team

P
Please provide d
details and link to
t full action
p
plan for actions

Carers Joint Strattegy Delivery plan
n

W
When will this assessment be re
eviewed?

31.03.2016

A
Are there any ad
dditional assess
sments that
n
need to be unde
ertaken in relatio
on to this
a
assessment?

No

L
Lead officer sign
noff
JJacki Wilkes Eas
stern Cheshire CCG
C
as Joint
C
Commissioning JCLT Lead for carerss
H
Head of service signoff

Date 12/3
3/15

Date

B
Brenda Smith CE
EC
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Tony Crane CEC
Fiona Field South Cheshire CCG

Please publish this completed EIA form on your website
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