MEETING of the GOVERNING BODY
held in public
Wednesday 29 July 2015 9.00am – 12.30pm
Council Chamber, Macclesfield Town Hall
Chair: Dr Paul Bowen

AGENDA
08.45
Time

9.00

Arrival and refreshments
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 – June 2015

Paper attached

and

apologies

9.10

1.4

Public Speaking Time

9.20

1.5

Chief Officer Report

Jerry Hawker

For approval

Paper attached
For information

9.40

9.50

2.

STANDING ITEMS

2.1

Finance
and
Performance Alex Mitchell
Report Month 3, as 30 June 2015

Paper attached

Governing
Framework

Paper attached

2.2

10.10

2.3

10.20

2.4

Body

Assurance Alex Mitchell

For information
For approval

Sub Committee Minutes and Reports
2.3.1 Governance and Audit Committee None on this occasion
No meeting in July 2015
2.3.2 Remuneration Committee
None on this occasion
No meeting in July 2015
Paper attached
2.3.3 Clinical Quality and Performance Gill Boston
For information
Committee – July 2015
Advisory Committee Reports
2.4.1 Locality Management Meeting
3 July 2015

Dr Paul Bowen

Paper attached
For information
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Agenda
Title / Description
No.
2.4.2 Eastern Cheshire HealthVoice
18 June 2015

Bill Swann

BREAK

10.50

3.

HOW WE ARE MAKING A DIFFERENCE

3.1

Proactive Care Case Study – Angela Wales
Working Together
Louise Rycroft

4.

ITEMS FOR DISCUSSION

4.1

Cheshire East Safeguarding Adults
and Children Annual Report 201415
Commissioning a Care Home and
domiciliary dietetic service across
Eastern Cheshire
Community Based Co-ordinated
Care Specification

11.25

11.40
12.00

12.15

12:30

4.2

4.3
4.4

4.5

Delivery &
Decision
Paper attached
For information

10.40

11.05

BREAK

Speaker

BREAK

Sally Rogers

BREAK

Presentation
and patient film

Paper attached
For information

Lana Davidson

Paper attached
For approval

Fleur Blakeman
Bernadette Bailey

Paper attached

NHS Eastern Cheshire CCG Fleur Blakeman
Strategic
Planning
Process
2016-17
NHS Eastern Cheshire CCG Fleur Blakeman
2015-16 CCG Implementation Plan
Quarter One

Paper attached

5. CLOSING REMARKS

Paul Bowen

For information
For approval

Paper attached
For information

Verbal

CLOSE OF MEETING
DATE AND TIME OF NEXT GOVERNING BODY MEETING held in public:

Wednesday 30 September 2015, time t.b.c.
Capesthorne Room, Macclesfield Town Hall
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MEETING OF THE GOVERNING BODY held in public
Wednesday 24 June 2015 – 13.30–16.00
Poynton Civic Centre

Unconfirmed MINUTES
VOTING MEMBERS OF THE GOVERNING BODY
Dr Paul Bowen

Executive Chair,
GP McIlvride Medical Centre, Poynton

PRESENT

Gill Boston

Lay Member, Patient and Public Involvement

PRESENT

Dr Mike Clark

General Practice Representative –
Macclesfield

APOLOGIES

Gerry Gray

Lay member, Governance

APOLOGIES

Jerry Hawker

Chief Officer

PRESENT

Dr Jennifer Lawn

General Practice Representative Knutsford

PRESENT

Duncan Matheson

Secondary Care Doctor Member

PRESENT

Joanne Morton

General Practice Representative –
Alderley Edge, Chelford, Handforth, Wilmslow

PRESENT

Alex Mitchell

Chief Finance Officer

PRESENT

Sally Rogers

Registered Nurse Member

PRESENT

Julie Sercombe

General Practice Representative –
Congleton and Holmes Chapel

PRESENT

Dr Julie Sin

Senior Public Health Representative,
Associate Director of Public Health, Public
Health department, Cheshire East Council

PRESENT

Bill Swann

Lay Member, Patient and Public Involvement

PRESENT

Angela Wales

General Practice Representative –
Bollington, Disley, Poynton

PRESENT

IN ATTENDANCE
Fleur Blakeman
Hazel Burgess
Matthew Cunningham
Neil Evans
Charles Malkin
Usman Nawaz

Director of Strategy & Transformation
Note taker
Corporate Services Manager
Commissioning Director
Communications Manager
Patient and Public Engagement Manager
3 Members of the public
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1.

PRELIMINARY BUSINESS

1.1

Welcome and apologies for absence
Apologies for absence had been received from Dr Mike Clark and
Gerry Gray.
Dr Bowen opened the meeting.
He extended his thanks to the CCG team for organising and co-hosting a
recent “telecare” conference as part of a European project1 on procurement
of technology for innovative use in healthcare. Dr Bowen commented that
as well as planning to meet rising demand for health services by investing in
clinical staff, in the long term providers can meet needs as successfully, and
the expertise of health professionals could be focused more appropriately, if
providers embrace some of the emerging new technology.

1.2

Declaration of any new interests
No new interests were declared.

1.3

Notes from previous meeting held in public – 27 May 2015
With correction of the date of the next meeting changed from May to June
on the last page, the minutes of the meeting held in public on 27 May 2015
were approved as an accurate record.

1.3.1

Matters arising from the Minutes
(2.1 on previous agenda) - Diabetes Education Service : A presentation
was given at the June HealthVoice meeting. Dr Bowen gave thanks to
HealthVoice member Debbie Jamieson who was instrumental in the
initiative being undertaken.
(2.2.1 on previous agenda) - Commissioning Support services reprocurement : this continues to be a significant pressure on resource within
the CCG in terms of senior management time commitment. Procurement
will commence on 12 July 2015. The CCGs across Cheshire have recruited
two extra people to help with the work.
(2.5 on previous agenda) The petition presented at the meeting in April
2015 re intermediate, dementia, respite, assessment and associated
facilities : the CCG has written to Mrs Peters-Rock and Cheshire Area for
Cheshire Action, the organising body and placed the formal response on its
website https://www.easterncheshireccg.nhs.uk/NewsEvents/cheshire_area_for_cheshire_action.htm
(3.5 on previous agenda) - The paper from the May 2015 meeting on
principles for discussions held in public is currently with HealthVoice for

1

http://stopandgoproject.eu/
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comment prior to being uploaded to the CCG’s website.

1.4

Public Speaking Time
A question was submitted beforehand which the Chair felt related too
closely to an on-going complaint; Dr Bowen said that the complaint was
being progressed and in line with the principles mentioned earlier, the CCG
could not discuss individual cases in a public forum. Bearing in mind this
point, he reminded those present that there would be an opportunity for an
informal question and answer session at the end of the meeting.

1.5

Chief Officer Report
The report covered




Decisions made at Executive Committee meetings in June 2015
Reprocurement of Patient Transport Services
Updates on
o Caring Together programme
o Healthier Together programme
o 750th Anniversary of Parliament – involvement of CCG in
celebrations
o Emergency Preparedness, Resilience and Response
o Cheshire East Health and Wellbeing Board

Jerry Hawker highlighted some of the items covered in the paper and took
questions.
1.5.1

(1.3 in the paper) : Exec Committee decisions and recommendations Community dietetic service : The Executive Committee had agreed and
supported the principle of investing in a community dietetic service; a full
business case will be brought to the Governing Body in July 2015 for
approval.

1.5.2

(1.4 in the paper) : NHS 111 – Procurement of this service has been
completed and the North West Ambulance Service (NWAS) has been
appointed as the Provider across Cheshire and Merseyside. The Executive
Committee agreed that investment in the nationally mandated service
should not be offset by decommissioning services supporting the local out of
hours service, which will be part of the new integrated care offer, and the
decision was taken to maintain investment in existing staff accordingly. The
Governing Body was given assurance that existing Out of Hours and call
handling services would be retained, and that health professionals could
contact local call handling services out of hours without the need to call 111.

1.5.3

(Item 2 in the paper) Patient Transport Services: re-procurement of this
service, which operates across Cheshire and Merseyside, is under way.
This re-procurement is in parallel with a re-procurement by Greater
Manchester, and Lancashire and Cumbria.
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The need to pay for external expertise to refresh the service specifications,
as mentioned in a previous paper, was queried. Jerry Hawker clarified that
most of the work was done locally by the CCGs, and had this been a
process just for Cheshire it might have been manageable “in-house” but
there had been a need to bring in external expertise to align the three
separate processes across the North West and ensure consistency in
service specifications within the £40–50 million resource envelope.
Bill Swann expressed his recurrent concern about the CCG paying for
external consultants rather than it fielding its own resource. Dr Paul Bowen
and Jerry Hawker acknowledged the concern but said that when CCGs
were set up their running costs were designed to ensure they remained
“lean” organisations. Commissioning support units were established to
make additional expertise available, but this approach has not proved to be
able to provide the type of support that has been required.
Noting that the contract to provide NHS 111 has been awarded to NWAS, it
was queried whether there would be a problem if the Patient Transport
Service contract was not also awarded to them. Jerry Hawker cited Greater
Manchester area where this is already the case: Arriva provides passenger
transport services and NWAS provides NHS 111 and emergency services.
A further query was raised about whether NWAS would have the capacity to
provide both passenger transport services and continue to provide NHS
111. Jerry Hawker acknowledged that for an organisation with a single
management structure, taking on a significant contract has significant
impact. He reminded the Governing Body that under Competition Law, the
CCG is required to put services out to open tender and is subject to
challenge on the process followed.
1.5.4

(Item 6 in the paper) Healthier Together2 “single sites” decision – following
a Consultation earlier this year, the Healthier Together Committees in
Common decided there would be four single site centres (previously known
as “specialist centres”) in Greater Manchester. Three are already
determined : Salford Royal Hospital, Manchester Royal Infirmary and Royal
Oldham Hospital; the fourth will be decided by 17 July. The CCG is party to
the Healthier Together programme, and the CCG’s Transformation Team is
modelling the impact of the reconfiguration of acute hospital services on the
population of Eastern Cheshire.

1.5.5

(Item 9 in the report) Emergency Preparedness – The CCG is fully
compliant with its responsibilities as a “Category 2 responder3”. Transfer of
any greater responsibilities to the CCG would have a significant impact on

2

https://healthiertogethergm.nhs.uk/
Category 2 organisations (the Health and Safety Executive, transport and utility companies) are ‘cooperating bodies’. They are less likely to be involved in the heart of planning work, but will be heavily
involved in incidents that affect their own sector. Category 2 responders have a lesser set of duties co-operating and sharing relevant information with other Category 1 and 2 responders.
3
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its capability and capacity to manage.
1.5.6

Discussion on NHS 111
With the comment that patients using NHS 111 are often told to go to an
Accident and Emergency Department, it was asked what means there are to
evaluate NHS 111 against the intended outcomes to determine whether it
provides any value.
National roll out of the NHS 111 service is mandated. Jerry Hawker said
that there has been a process of clinical review of interventions from NHS
111 with a view to deriving learning. Although overall it remains to be seen
whether the service is improving outcomes, there is strong national
evidence that it providing a single telephone number for the general public
to remember is helpful and preferable. The CCG intends not to rely on
regional or national services but to keep a local ability to additionally triage
111 calls.
It was queried whether there would be a conflict of interests if the provider of
the 111 advice service is also providing the ambulance service.
Jerry Hawker suggested that one organisation answering both 999 and 111
calls is in a good position to decide on the best response to meet the need
of individual callers but he added that the CCG is aiming to retain local
decision-making rather than relying on the service itself. Neil Evans
contributed positive conversations have taken place with Cheshire East
Council, as to the opportunities to align health and social care directories of
services. This will mean the local population can be directed to that wider
range of most appropriate services to meet their needs. Dr Paul Bowen
added that the local out of hours call handling service has knowledge of
local patients and will not just rely on directories of services.

1.5.7

New Care Models (item 4.3 in the paper) : Reference was made to the
announcement at the NHS Confederation of a shift of focus to outcomes
and experience of care, with a move away from looking at “QIPP” (Quality,
Innovation, Productivity and Prevention) from a financial basis, towards
improvement of service. It was commented that QIPP is reported in the
Finance Report from the financial point of view only, and it would be helpful
and useful for the Governing Body to also receive reports on the impact on
experience for patients and service users of the changes made. There was
a request that when a proposal is agreed, a timeframe be set for an report
back on assurance that the anticipated benefits have been realised: regular
reports throughout the year, from a patient’s point of view, on the improved
outcomes for them, would help the Governing Body gain assurance of the
effectiveness of the work the CCG is doing.
Dr Bowen acknowledged that there is generally a heavy focus on
productivity when the term QIPP is used, mostly because it is a term used
as part of the performance measurement of NHS organisations, although
the concept is that improved quality and innovation will be a result of, and
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driven by, productivity and prevention. Jerry Hawker acknowledged that in
the context of finance QIPP means productivity initiatives, but effectively the
CCG’s QIPP Plan is its Annual Plan. For accuracy and clarity, in Finance
reports in future it will be referred to as “productivity (QIPP)”.
Improvement in services will mean improvement in care and quarterly
delivery updates to the Governing Body have been scheduled; these will
focus on results, showing how the services have changed and how
outcomes have improved.
There was a discussion on how improvement in services can be illustrated
in real terms. The Dashboard is a visual aid to demonstrating positive and
negative changes in service delivery. Gill Boston, Chair of the Clinical
Quality and Performance Committee said that endeavours are being made
for the Performance Dashboard to show the impact on people. There was
support for the request for the perspective of the person who has used the
service to come through.
Regarding the QIPP Plans, it was suggested that in some areas, as much
efficiency as can be achieved has now been achieved and it is time to take
a fresh look at the whole pathway of a patient rather than concentrating on
altering specific elements e.g. innovations in treatment methods and
interventions rather than fine tuning prescriptions for specific drugs.
Dr Bowen commented that a lot of quality initiatives do have a productivity
aspect.
1.5.8

Healthier Together (item 6.8.6) – In answer to a query, it was confirmed
that an appeal had been made at the recent HealthVoice meeting for input
to the Healthier Together Patient Carer and Community Advisory Groups.
Bill Swann reported that there had been a degree of interest but no
immediate response. Dr Bowen asked Peer Group leads to encourage
Patient Participation Groups to participate, particularly those nearest to
South Manchester, to ensure their voices are heard.
The Governing Body
 Noted the contents of the Chief Office Report

2.

STANDING ITEMS

2.1

Finance & Performance Report
Alex Mitchell gave a brief overview of the report.
Following the presentation of the 2014/15 Annual Accounts to the May 2015
Governing Body, some minor presentational amendments were reviewed by
the Governance and Audit Committee and approved. The Accounts had
been submitted to NHS England in accordance with the time frame and the
CCG’s external auditors have confirmed that the accounts submitted are in
line with the report they gave to the Governing Body.
It is early in the financial year to draw any robust conclusions as information
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from providers is 6–7 weeks in arrears and reflects only one month’s data.
Everything is currently on plan, with a forecast year end surplus of
£1.4 million
Better Payment Practice Code process has been reviewed by the Finance
Committee, with manual interventions being implemented to correct issues
still being raised via the automated system. This is consistent with the
approach adopted by other CCGs.
Item 5 in the report relates to QIPP (Quality Improvement Productivity and
Prevention); Alex Mitchell noted the need to coordinate evidence to
demonstrate schemes are having an impact. The table demonstrates
anticipated savings from various schemes.
There is a medium risk to achievement of this target to reduce non-elective
admissions to hospital; it is necessary to pull together evidence that this is
being achieved through proactive initiatives under the Better Care Fund i.e.
STAIRRS (Short Term Assessment, Intervention, Recovery and
Rehabilitation Service).
Contract management is a low to medium risk. There is on-going routine
checking in place to ensure the CCG is not paying for services that have not
been used by their population.
Re item 5.3.3 – Phasing of continuing healthcare restitution payments is
scheduled for the latter part of the financial year.
Re item 5.3.5 – Elective variations being driven from the “Commissioning for
value” packs and is highlighting four areas where our referrals and costs are
higher when compared to peers – work is underway with Practices to
understand the differences and consider what learning can be implemented.
There was a discussion about whether the limit had been reached in
savings on prescription medicines, and whether the reason for significant
variations between practices can be determined. Dr Bowen said that
innovations such as bulk buying of dressings is being explored to minimise
wastage generated by the current piecemeal provision across the area. It
was suggested that practices may have their own ideas of areas to be
investigated e.g. medicines prescribed for their patients by secondary care
doctors or nursing homes. Dr Bowen said that the Medicines Management
team would be invited to a future meeting to present on their work and take
questions.
The Governing Body
 Noted the Finance Report and that performance overall is in line
with forecast at this stage of the year

2.2

 Noted the surplus of £266,000 as at 31 May 2015
Governing Body Assurance Framework – June 2015
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Alex Mitchell drew the attention of the Governing Body to the updates to the
Assurance Framework since the last meeting. No risks have been added or
removed.
The title of Risk 10 – Systems Resilience Group – will be amended to
“Systems Resilience in Eastern Cheshire” and has increased to a score of
20, likelihood 5, impact 4, due to performance against the 18 weeks refer-totreat and 4-hour Accident and Emergency treatment targets. A number of
initiatives have not had the desired impact at this point and more work is
going on.
Sally Rogers reported that the score for Risk 4- Quality Assurance in Care
Homes remains red, but will be reduced.
The Governing Body

2.2.1

Noted the Risk Register

Caring Together Delivery
Fleur Blakeman presented a report on this risk, outlining how it is monitored
and governed, and its history. During its lifespan it began at level 15,
(likelihood 3, impact 5) reduced, and now has reverted to the initial risk
score as a reflection that the programme has moved from the planning
stage into implementation.
She described the controls in place: the governance structure of the
programme. One of the key gaps, a Provider Forum, has now been
established. The composition of a Commissioner Alliance, which will
complete the governance structure, is being explored and it is anticipated
this group will meet for the first time in July 2015.
A Leadership Forum workshop took place at the end of May 2015, bringing
system leaders together to make sure all were clear on future plans to
integrate health and social care within Eastern Cheshire.
An update on the review of General Practice and the service specification
for Community Based Coordinated Care will be brought to the Governing
Body next month.
Questions were posed.

2.2.1.1 The issue of healthcare workforce capacity and capability over the next five
years of the programme was raised.
Fleur Blakeman indicated that work streams are included in the System
Enablers on the Governance Chart. It is proposed to establish a separate
work stream dedicated to workforce planning as this currently forms part of
the Cultural Transformation Design Group.
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2.2.1.2 One of the mitigations to the risk is the proposal to develop a system-wide
dashboard, demonstrating to the public how Caring Together ambitions are
being delivered.
It was commented that a user-friendly dashboard developed from the point
of the view of the public would be helpful, as to date it has not been obvious
what changes have been brought about by the investment in the Caring
Together programme.
2.2.1.3 Fleur Blakeman confirmed the Provider Alliance does not currently include
third sector providers; she will raise this with the Chair of the group.
2.2.1.4 In response to a query about deliverables, Fleur Blakeman confirmed that
implementation plans for the programme include milestones.
2.2.1.5 In summary of the presentation on managing risk to delivery of the Caring
Together programme, Fleur Blakeman said that there is a strong
governance structure and the CCG, with its limited resources, is creating
opportunities and providing help and support, but providers need to be
proactive and supportive of the transformation programme if the vision and
values are to be achieved.
The Governing Body
 Noted the mitigating actions being taken to minimise the risk to
delivery of the Caring Together programme.

2.3

Sub Committee Minutes and Reports

2.3.1

Governance and Audit Committee
Alex Mitchell mentioned the proposed revision to the Terms of Reference :
quoracy of the committee will now be the Chair or nominated deputy, plus a
Lay Member who is a voting member of the Governing Body.
The Committee had reviewed the minor changes to the Annual Accounts
before submission.
Nationally a 3-year contract for external audit of CCGs has been managed
by NHS England. The Committee asked for an insight from NHS England
into what will happen next year.
The Governing Body


2.3.2

Noted the minutes of the Governance and Audit Committee
meeting held on 27 May 2015

Remuneration Committee
No meeting took place in June: no report this month.
The Secretary of State has asked CCGs to provide information on terms

NHS ECCCG Governing Body Meeting held in public 24 June 2015

Page 9 of 15

Draft notes 7.7.15 FB PB NE AM

and conditions and salaries for Very Senior Managers; this follows concerns
that in hospital trusts some salaries exceed the Prime Minister’s salary. The
salaries of the CCG’s Governing Body members are disclosed in the CCG’s
annual statement of accounts. Dr Paul Bowen confirmed that Eastern
Cheshire CCG will be completing proforma templates as requested and
responding that its very senior manager salaries do not exceed that of the
Prime Minister.
2.3.3

Clinical Quality and Performance Committee

2.3.3.1 Gill Boston, Chair of the Committee, reported that systems resilience –
meeting of the 4-hour Accident and Emergency target, and the 18 week
referral-to-treat targets - is still an on-going concern.
Neil Evans reported that “contract query notices” have been issued to East
Cheshire NHS Trust accordingly. The Systems Resilience Group is working
with ECT on a recovery plan.
Item 11 in the minutes – The national Winterbourne Review led to
requirements for CCGs to identify anyone with Learning Disabilities who has
been inappropriately placed in hospital. It was clarified that in Eastern
Cheshire six people were identified, and all have been reviewed with care
plans developed.
There had been a discussion with East Cheshire NHS Trust in relation to
the Care Quality Commission inspection, and further assurances were
requested to address cultural issues in the organisation with respect to
making patients feel more important and safeguarding.
2.3.3.2 Jerry Hawker drew the Governing Body’s attention to the Dashboard and
how it reported according to NHS mandated performance levels, using the
“mixed sex breaches“ item on Page 19 as an illustration. Neil Evans
explained that over the last 3-4 years East Cheshire NHS Trust had been
one of the best performing hospital trusts in the country for this indicator,
with only two incidents last year. He gave the background to a breach early
this year in meeting the requirement of single sex accommodation for
patients in hospitals. The decision to place male patients on a female ward
was not made lightly, but made based on clinical need as the safest option
due to pressure on beds, and the alternative being leaving of a patient on a
trolley in Accident and Emergency. A root cause analysis is being
undertaken and a final report will be received by the Serious Untoward
Incidents Group. Having breached the 0 requirement, this indicator will
remain red for the rest of the year.
2.3.3.3 Bill Swann commented that, as a member of the public, he was encouraged
that it is part of the CCG’s culture to take matters like this seriously and look
to learn from experiences. Dr Paul Bowen commented that senior
management gets involved in complaints and time is given to take on board
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learning.
2.3.3.4 The Care Quality Commission is due to assess Cheshire & Wirral
Partnership NHS Foundation Trust. The CCG’s mental health programme
lead will attend a commissioner consultation session. Sessions are also
being held with the public.
The Governing Body
 noted the minutes of the meetings held in June 2015and the
Performance Dashboard

2.4

Advisory Committees – summary reports

2.4.1

Locality Management Meeting
No meeting held in June: no report this month

2.4.2

Eastern Cheshire HealthVoice
The minutes of the meeting which took place on 18th June 2015 will be
available for the next Governing Body meeting. Bill Swann reported that
Trevor Lerman has been re-elected as Chair of the group and the agenda
had included: Healthier Together patient involvement; Diabetes Care;
Mental Health Initiative; Charter for HealthVoice to clarify what the CCG and
HealthVoice expect of each other.
The Governing Body


Noted the re-election of the Chair of HealthVoice and the topics
discussed at the HealthVoice Meeting held on 18th June.

3.

ITEMS FOR DISCUSSION

3.1

Connecting Care across Cheshire: Pioneer Programme
Update
Fleur Blakeman summarised the update report on the Cheshire-wide
programme. Progress has been slow but the programme involves several
organisations at different starting positions. Initially resources had been
received to establish the programme, and partners are now taking it
forward. Eastern Cheshire CCG’s financial contribution for the year ahead is
£17,376. There is a governance structure and five work streams. There is
a proposal to establish an Information Technology work stream as another
strategic enabler. Work is progressing across the Cheshire footprint, each
piece of work is at a different stage of development. Reports will be brought
to the Governing Body when pieces of work are delivered.

3.1.1

There was a question about workforce - item 13.21 in the report Community integrated care – as regards whether recruitment is still an
issue. Fleur Blakeman said this piece of work is within South Cheshire and
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she understands there are some difficulties. She acknowledged that there
is a need to look at a joined up approach across the Cheshire footprint to
gain sustainability.
There was a discussion about ways of making job roles more appealing,
there is a potential to create an Eastern Cheshire induction pack for use by
all organisations. Links with local schools will be explored to offer work
experience in a more structured way with the aim of attracting young people
to the multiple opportunities in the care sector. It was raised that Eastern
Cheshire is an expensive place to live and this is an issue when looking to
attract key workers. Referring to the proposal for a dedicated workforce
work stream in Caring Together, Fleur Blakeman said these opportunities
and issues would be explored there.
It was commented that the benefit of the Pioneer Programme is that CCGs
and Local Authorities working across Cheshire as a whole means the ability
to represent the voice of a million people. This does not detract from the
need to work at an Eastern Cheshire level.
3.1.2

Surprise was expressed about the statement at 13.17 in the report that
relationships are still being established. Fleur Blakeman explained that
some work streams were still at the scoping phase due to lack of capacity,
but that this had now been addressed.

3.1.3

There was a question about how Eastern Cheshire has benefitted from the
key achievements mentioned at item 13.18. As regards joint planning to
integrate NHS Continuing Healthcare services across Cheshire and Wirral it
was queried whether the Pioneer Programme had been essential to this,
and why only continuing healthcare services are being looked at.
Fleur Blakeman responded that under the Connecting Care across Cheshire
umbrella there is an opportunity to look at all services; continuing healthcare
was chosen as an initial priority as recently this service has been transferred
into CCGs after previously being provided by the Commissioning Support
Unit. It was held that Pioneer provided a useful platform to agree a
consistent approach across Cheshire and Wirral, to look at improving the
offer and secure services to meet the need. The partners’ knowledge and
experience in this area can be shared e.g. in anticipation of wider uptake of
Personal health Budgets in Cheshire, learning can be taken from local
authorities who have expertise in direct payments which Health does not
have.

3.1.4

With reference to 13.23 it was queried what learning opportunities have
been provided by the various national initiatives and other CCGs. Concern
was expressed that sums of money are being offered nationally with
different badging (e.g. Vanguard) with a view to funding work on initiatives
and learning then being disseminated, and some reassurance that these
schemes are showing results and value for money would be helpful.
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Fleur Blakeman said that the main focus of Pioneer is expediting integrated
care and exploring integrated commissioning and there is national oversight
of the Programme, with a requirement to submit implementation plans for
2015/16. The Cheshire group has been put in touch with other areas which
have been effectively incentivised to progress the integration of
services/commissioning. The full potential of the programme has not yet
been realised but she believed it adds value, for example the Steering
Group provides an invaluable networking opportunity with colleagues across
Cheshire.
Jerry Hawker expressed the view that the Programme has now reached the
point where it is moving into the position of beginning to take forward
projects which are proven to have value. He conceded that there has been
limited shared learning up to this point but he had confidence that this would
increase and would be very valuable. Regarding the Vanguard programme,
limited funding has been awarded to some areas to support development of
new models, but £250 million is held centrally to be used to support roll-out
of the developed initiatives nationally.
The Governing Body


3.2

Noted the update on the Pioneer Programme

NHS Eastern Cheshire CCG Prospectus 2015–16
Fleur Blakeman gave thanks to the Communications and Engagement team
and colleagues around the table for their contributions to the document,
which aims to outline in a clear and consistent way the plans for the year
ahead. The finance section is provided in the format of last year and will be
updated.
In answer to the query, Charles Malkin, Communications Manager
confirmed that it will be made available in braille and other formats on
request.
Under the “Duty of Care” section it was held to be important that the CCG is
seen to support a commitment to carers, but it was agreed that Bill Swann’s
suggestion that the wording be amended to emphasise the “carer strategy
we will deliver with our partners” . This is in recognition that the Carers
Strategy was supported at the Governing Body meeting in April 2015, but
not approved pending incorporation of mention of respite and day care. The
CCG has written to the partner organisations being clear about the areas of
improvement which it wishes to see, and they have acknowledged and
accepted that the document needs further work. It was been agreed with
Cheshire East Council that a task group will be formed to raise the areas of
concern and a report will be taken to the Cheshire East Health and
Wellbeing Board on how the strategy will be strengthened.
Commisioning of Continuing Healthcare – it was requested that it be
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emphasised that this will be new patient/person-centred model.
The Prospectus will be published on the CCG’s website and a number of
paper copies will be made available.
The Governing Body
 With the changes noted above, approved the final draft of the
CCG’s Prospectus

3.3

Review of CCG Performance against Quality Priorities in
2015-15
Neil Evans summarised the main points of the paper, which set out the
CCG’s performance against priorities set by NHS England, or locally.
These are linked to the NHS Constitution. Achievement against some
priorities attracts “quality premium” payments for the CCG. The report also
described how the CCG had approached delivering some locally-set
priorities through CQUIN (Commissioning for Quality and Innovation)
schemes mandated by the NHS standard contract. Performance in some
areas was very good, and in others, standards were not achieved.

3.3.1

Quality premium – Item 8.1 in the paper showed achievement of four of the
six measures, it is believed that the fifth (potential years of life lost) will be
achieved on the basis that the five year trajectory was achieved in year one.
The significant reduction in emergency hospital admissions and
readmissions is attributable to a number of schemes, some in primary care,
and some in the community.
High reporting of medication is not necessarily a negative outcome: this
demonstrates openness and willingness for learning and sharing education.
Improvement of scores for the Friends and Family test4 was a national
requirement. Locally this was applied to accident and emergency
attendances and a marginal improvement in satisfaction, a positive trend,
was reported.
The target for improving access to psychological therapies (IAPT) has not
been met and is likely not to be met this current financial year. Injections of
finance to provide more of the same service have not improved the
situation. The Mental Health Board is working with other CCGs looking for
best practice ideas with a view to redesigning primary mental health
services.
It was queried whether IAPT works well in other areas, and whether learning
can be taken from elsewhere. Neil Evans said that the national measures
are about access to the service, not necessarily about outcomes and there
are areas with better results but not significantly more financial investment.

4

http://www.nhs.uk/NHSEngland/AboutNHSservices/Pages/nhs-friends-and-family-test.aspx
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The CCG is looking for examples to aid redesign of the service whilst
endeavouring to get the best out of the current service. There will be a
presentation on referral pathways by Cheshire and Wirral Partnership NHS
Foundation at the next Locality Management; they struggle to retain
counsellors and recognise the current model does not work. In answer to a
query about finding money for a new, redesigned, service it was stated that
in the NHS six months’ notice can be given on any commissioned service.
3.3.2

(Figure Two in the paper) Two of four NHS Constitutional Measures have
been achieved. Work is on-going looking at how Accident and Emergency
and ambulance waiting times can be improved.
Meeting the 18 week referral-to-treat target is challenging but was achieved
last year.

3.3.3

Section 10, Figure 17 in the paper: CQUIN : These measures are national
and local priorities, based on rewards for providers for successfully
implementing improvement projects; this is a nationally mandated scheme .
Some of the CQUIN funding was used to support implementation of Multi
Disciplinary Teams last year and these generally achieved what they were
intended to. Neil Evans said that generally the CCG has a positive
relationship with providers around CQUIN and financial incentive provides
motivation for introducing improvement.
Some of the Advancing Quality CQUINS (page 2 of Figure 17) contain subCQUINS and are difficult for ECT to achieve, e.g. stroke care.
Improvements are being made but with a single-handed consultant and lack
of psychological and speech and language input ECT struggles to meet all
requirements.

3.3.4

Neil Evans said there is an error at item 7; the estimated financial impact on
the CCG is £436,000 , not £359,000.

3.3.5

Dr Bowen suggested that, if all provider CQUINS are shared with GP
practices through the Locality Management meeting, then member practices
could play a part in monitoring their impact and adherence to contract
specification.
The Governing Body
 Noted the report offering a review of the CCG’s performance on
meeting quality standards as set out in the NHS Constitution.

4.

ANY OTHER BUSINESS
The meeting closed, and was followed by an informal Question and Answer
session.

5.

DATE AND TIME OF NEXT MEETING
Wednesday 27th July at 9 am, Macclesfield Town Hall
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Chief Officer Report
1.

Executive Committee – decisions made in July 2015

1.1

Improving access for people needing support for their mental wellbeing remains a
challenging, but key, priority for the CCG. It is also an area where more innovative
approaches can be explored outside of traditional mental health providers. The
Executive Committee reviewed and approved a £12,000 investment from the mental
health budget for 6 months funding for SilverCloud,1 a technology-based therapy for
Step 22 interventions for 100 clients on the waiting list to receive talking therapy. In
approving the business case for Silvercloud the Executive Team also asked for a full
report on the commissioned pilot service Big White Wall,3 as the pilot is due to end
shortly.

1.2

The Executive Committee confirmed agreement to a specification for risk
stratification, noting that it had been developed with clinicians, care professionals and
the Council. The procurement of a risk stratification tool is a key component of the
Caring Together programme and will enable health and social care data to be
proactively used to identify patients at risk of requiring intervention. The Executive
Committee noted the need for timing of implementation to coincide with the capability of
providers to respond. Prior to completion of a full business case for the tool, the
specification will be market-tested to establish an indication of availability and market
pricing.

1.3

Procurement of STOPandGO (Sustainable Technology for Older People – Get
Organised). The CCG received funding from the International STOPandGO Project 4 to
improve the lives of older citizens by enabling procurement of innovative technology.
Following the event at Alderley Park staged with partners in June5 as part of the formal
Open Market Consultation (OMC), the Executive Committee approved an investment of
£21,774 from funds received from STOPandGO for expertise to undertake an eight
month procurement exercise.

1.4

Neurodevelopmental Care (Autism & Attention Deficit Hyperactivity Disorder
(ADHD)) is a priority development area for the CCG in 2015-16. The Executive
Committee received and reviewed a progress report on work which included extensive
user and family engagement. An outline model of care has been developed which is
based on the latest NICE guidance. The Executive Committee noted that a significant
recurrent investment would be required to deliver the new model of care and therefore
a full business case would need to be presented to the Governing Body. It was agreed
that the next phase of work would include a presentation of a progress report to the
Governing Body in July and the development of a full service specification including
outcome (Key Performance Indicator) requirements and marketing testing for value for
money. The full business case is expected to be presented to the Governing Body in

1

http://www.silvercloudhealth.com/
http://www.iapt.nhs.uk/silo/files/iapt-outline-service-specification.pdf
https://www.bigwhitewall.com/landing-pages/landingv3.aspx?ReturnUrl=%2f#.Va5Zq6RViko
4
http://stopandgoproject.eu/
5
https://www.easterncheshireccg.nhs.uk/News/STOPandGO-event-a-runaway-success.htm
2
3
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September 2015.
1.5

A new £15 million scheme to fund, recruit and employ clinical pharmacists in GP
surgeries6 has been launched by NHS England. The three year initiative, which goes
live this year, will give patients the additional support of an expert pharmacist in their
GP surgery. Examples of the benefits patients can expect include: extra help to
manage long-term conditions, specific advice for those with multiple medications and
better access to health checks. The Executive Committee agreed that the CCG would
support Vernova Healthcare Community Interest Company7 to develop a bid and
business case on behalf of the Practices within the Caring Together and Primary Care
work. The Executive Committee agreed that the CCG cannot give a firm commitment
to support the bid financially during 2015-16, but proposed that future financial support
could be considered in 2016-17 within the context of the Caring Together Primary Care
work, and commitments to other priorities, subject to agreement by the Governing
Body.

2.

Healthier Together “Single Services” Decision

2.1

On Wednesday 15 July 2015 at the Healthier Together Committees in Common
meeting, Greater Manchester Clinical Commissioning Groups agreed new standards of
care for emergency medicine and general surgery (surgery on the abdomen and
bowels) in all hospitals across Greater Manchester.8 Under the Healthier Together
proposals, ‘single services’ will be formed - networks of linked hospitals working in
partnership. This means care will be provided by a team of medical staff who will work
together across a number of hospital sites within the single service. All hospitals will
improve to ensure they meet the quality and safety standards. The new standards will
mean an additional 35 consultants recruited across Accident and Emergency and
general surgery, a minimum of 12 hours of consultant cover in Accident and Emergency
seven days a week, and a consultant surgeon and anaesthetist present for all high risk
general surgical operations. All hospitals will keep their existing specialisms and will
continue to provide care to their local populations as they do now.

2.2

Last month commissioners decided that there should be four single services introduced
in Greater Manchester. At the meeting on 15 July 2015, clinical leaders decided
unanimously that Stepping Hill Hospital in Stockport will be the fourth hospital in
Greater Manchester to provide emergency medicine and specialist abdominal surgery
as part of a single service, under the Healthier Together proposals to drive up quality
and standards.

2.3

The decision was based on a range of evidence including the feedback from the public
consultation held last year and data relating to: travel and access; quality and safety;
transition (how easy it will be to achieve the change) and affordability and value for
money. This information was discussed in great detail at the Committees in Common
meeting,9 and in particular there was considerable discussion around the travel and

6

http://www.england.nhs.uk/commissioning/primary-care-comm/gp-action-plan/cp-gp-pilot/
http://www.watersgreenmedicalcentre.co.uk/
8
https://healthiertogethergm.nhs.uk/
9
http://www.easterncheshireccg.nhs.uk/Downloads/News-Events/2015%2007%2014%20July%20CiC%20Presentation%20FINAL.pdf
7
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access implications for populations outside of the Greater Manchester CCGs, namely
Eastern Cheshire and North Derbyshire.
2.4

The following hospitals will work in partnership to provide shared single services:
 Manchester Royal Infirmary, Wythenshawe Hospital and Trafford General Hospital
 Royal Oldham Hospital, North Manchester General Hospital, Fairfield General
Hospital in Bury, and Rochdale Infirmary
 Salford Royal Hospital, Royal Bolton Hospital and Royal Albert Edward Infirmary in
Wigan
 Stockport NHS Foundation Trust (Stepping Hill Hospital), Stockport and Tameside
Hospital

2.5

Representatives from NHS Eastern Cheshire CCG attended the Healthier Together
Committees in Common meeting on 15 July 2015, and were provided with an
opportunity to speak in public about the needs of our local population. The CCG
provided a written letter10 supporting the aims of the Healthier Together programme and
the aim to introduce new standards of care. To ensure our population could access
appropriately care of the highest standard within reasonable travel times, the CCG
strongly supported the need for the fourth single service to be in the South / South East
of Manchester. This view - and in particular a preference for Stepping Hill Hospital –
was also presented by NHS North Derbyshire CCG.

2.6

The decision that Stockport NHS Foundation Trust (Stepping Hill) will be a single
service site is excellent news for the people of Eastern Cheshire, and will enable the
existing close working relationship between Stepping Hill and East Cheshire NHS Trust
(Macclesfield Hospital) to be maintained and strengthened so that all acute services11
available to the population of Eastern Cheshire match the very highest standards of
care as set out in the ambitions for Caring Together.

3.

North West Ambulance Service Quality Account for 2014-15
The quality account for 2014-15 for the North West Ambulance Service (NWAS) has
been published on its website.12 Demand on services was higher than predicted and
NWAS did not meet the three national response time targets for Red calls.
Performance on the Patient Transport Service improved during the year and
satisfaction from patients and staff was high. Areas for quality improvement in 2015-16
include:
 delivering and sustaining red call response times
 improving the management of mental health patients
 improving the management of patients suffering falls
 reducing harm to patients, especially those not transported (Safe Care Closer to
Home)
 reducing harm to staff

10

http://www.easterncheshireccg.nhs.uk/Downloads/NewsEvents/150707%20NHS%20ECCCG%20Letter%20to%20Healthier%20Together%20CiC.pdf
11
https://en.wikipedia.org/wiki/Acute_care
12
http://www.nwas.nhs.uk/media/748731/final-201415-quality-account-010715.pdf.
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 introduction of a clinical performance indicator for the management of specified
maternity conditions
 quality performance in Patient Transport Services improved.

4.

Children and
Programme

Young

Person’s

Mental

Health

Transformation

4.1

In May 2015 a joint Department of Health and NHS England national task force issued
guidance around new commissioning standards for children and young peoples mental
health services. There are three initial priority areas:
 Evidence based eating disorders
 Children and Young people’s IAPT (increasing access to psychological therapies)
 Perinatal mental health

4.2

Later this year further guidance will be issued in relation to best practice and waiting
time targets and further details in relation to national funding to support improvement.
Local health economies (across population sizes circa 500,000) are required to submit
plans against which investment can be awarded by September 2015. To this end the
Cheshire CCGs are looking to work in partnership and have undertaken an inaugural
meeting in July, where it was agreed each CCG should submit local plans for
improvement in the three priority areas. The clinical project manager for NHS Eastern
Cheshire CCG will be leading the work both for Eastern Cheshire and the coordination
of plans across the Cheshire CCGs.

5.

Formation of Public Health England North West

5.1

On 1 July 2015 Cumbria and Lancashire, Cheshire and Merseyside, and Greater
Manchester Public Health England centres were brought together into “Public Health
England North West”. Locally focused specialist health protection, health improvement
and health care public health support will be supported through three local offices in
Liverpool, Chorley and Manchester.

5.2

The primary role of Public Health England13 is to support local authorities in their
leadership of public health and provide public health advice to NHS England.

6.

New Cancer Strategy and priorities

6.1

Six new strategic priorities have been announced by the Independent Cancer
Taskforce14 to help the NHS achieve world-class cancer outcomes.

6.2

The Taskforce has published ‘Achieving world-class cancer outcomes: a strategy for
England 2015-2020’15 which outlines how an additional 30,000 patients every year
could survive cancer for 10 years or more by 2020. Of these, around 11,000 would be
through earlier diagnosis.

13

https://www.gov.uk/government/organisations/public-health-england
http://www.cancerresearchuk.org/about-us/cancer-taskforce
15
http://www.cancerresearchuk.org/sites/default/files/achieving_world-class_cancer_outcomes_-_a_strategy_for_england_2015-2020.pdf
14
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6.3

The plan, which aims to make substantial improvements in cancer care in England,
comes at a time when cancer cases are increasing. 280,000 people were diagnosed
with cancer in England in 2013/14 and this is expected to reach more than 300,000 by
2020, and more than 360,000 by 2030, driven largely by the UK’s ageing population.
One in two people will develop cancer at some point in their lives.

6.4

The six strategic priorities are:
6.4.1 A radical upgrade in prevention and public health. The strategy outlines how
the NHS should work with the Government to improve public health, including
adopting a new tobacco control strategy within the next 12 months, and a
national action plan on obesity. The Taskforce wants to see a reduction in
smoking from 18.4% now, to less than 13% by 2020.
6.4.2 A national ambition to achieve earlier diagnosis. The ambition set out is that,
by 2020, 95% of patients referred for testing by a GP are definitively diagnosed
with cancer, or cancer is ruled out, and that patients get this result within four
weeks. This requires a significant increase in diagnostic capacity, giving GPs
direct access to key investigative tests, and the testing of new models which
could reduce the burden and reliance on GPs. Currently, patients urgently
referred for suspected cancer by their GP need to be seen by a specialist within
14 days of referral, but no guidance exists for when patients can expect to get
the results.
6.4.3 Patient experience on a par with clinical effectiveness and safety. The
strategy recommends giving all consenting patients electronic access to all test
results and other communications involving further care by 2020. Patients should
also have access to a clinical nurse specialist or other key worker to help
coordinate their care. The NHS must continue to develop and adopt meaningful
ways to measure a patient’s experience, including the annual Cancer Patient
Experience Survey.
6.4.4 Transformation in support for people living with and beyond cancer. By
2020 every person with cancer should have access to elements of a ‘Recovery
Package’ – a comprehensive plan that outlines treatment as well as posttreatment support and care. A national quality of life metric should be developed
by 2017 to ensure better support for people after treatment has ended. CCGs
must ensure they commission appropriate End of Life care, in accordance with
NICE guidelines and the Choice Review.
6.4.5 Investment to deliver a modern high-quality service, including:
 A replacement plan for radiotherapy machines (linear accelerators –
“LINACs”) as they reach 10 years and upgrading of existing LINACs by the
time they have been operational for six years;
16
 A permanent and sustainable model for the Cancer Drugs Fund
to help
patients get access to innovative cancer treatments;

16

http://www.england.nhs.uk/ourwork/pe/cdf/
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A nationally-commissioned, regionally-delivered, molecular diagnostics
service, to guide more personalised prevention, screening and treatment;
 Plans to address critical deficits in the cancer workforce.
6.4.6 Overhauled processes for commissioning, accountability and provision.
Clearer expectations need to be set by the end of 2015 for how cancer services
should be commissioned, with most treatment then being commissioned at
population sizes above CCG level. By 2016, a network of Cancer Alliances
should be established across the country. These will bring together key partners
at a local level, including patients. The Alliances would use a dashboard of key
metrics to address variation and support service redesign.
6.5

The Taskforce has recommended that a National Cancer Team should oversee the
delivery of the Strategy.

6.6

The publication of the new cancer strategy and six priorities will be reviewed by the
CCG and incorporated into the existing CCG strategic priority to ensure that all people
in Eastern Cheshire have access to the best quality cancer care.

7.

Response to questions raised by Action for Sick Children at
Governing Body meeting held in public in May 2015

7.1

Representatives from the CCG and East Cheshire NHS Trust has a meeting scheduled
with Action for Sick Children for Thursday 23 July 2015. At this meeting the attendees
will explore the questions raised at the May 2015 Governing Body meeting in more
depth. The CCG will be in a better position following this meeting to provide a formal
response to the questions raised, however in the interim the following provides an
outline of progress against the questions raised:
Q1.

What provision has the CCG made for Children & Young People (and their
families) in the following four areas:
i)
Transition from childhood to adulthood
CCG Statement: There is active work currently as part of the Special
Education Needs and Disability reforms which includes young people up
to the age of 25. Work has commenced on some long term condition
pathways such as diabetes and epilepsy to support young people to
transition across to adult services. There is a need to refocus on the work
started and commit to time scales for improvement.
ii)

Paediatric A & E
CCG Statement: The CCG is working with Cheshire East Public Health
and the wider health economy in response to Public Health information
and findings. The well established Children, young people and transition
Board brings together colleagues and partners from across the health
economy and has identified a number of key priority areas. One priority is
to develop a Common Approach to Childrens Health (CATCH) via a newly
developed ‘App’ which pulls information on conditions and treatment from
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NHS Choices and which can be linked into local services to provide an
‘out of hospital evidence based’ sign posting service. The CCG is leading
on the development of this app.
iii)

GPs with a specialist Paediatric background / training
CCG Statement: To date there are no plans to prioritise this.

iv)

Childrens and Adolescents Mental Health Services (CAMHS)
There is a significant programme of work underway in the area of
CAMHS. The CCG has made significant investment in the 16-19 year old
service in response to concerns around access to services. This involved
piloting a new model of care bringing together the voluntary sector with
secondary care CAMHs services to build capacity and provide a wider
choice of services for young people. All referrals are reviewed by CAMHS
who determine level of need and ensure the young person is
supported/treated in accordance with their needs. The pilot has evaluated
well and, with developments in relation to training and reporting being
delivered, supports continuation.

7.2

In addition, a business case for a new NICE compliant diagnostic and support service
for children with Neurodevelopmental needs will be presented to the Governing Body in
September 2015. This business case has been developed in partnership with children
and families and existing providers of services. It has been progressed with support
from the wider voluntary sector to ensure a life course approach is supported. There will
be an option to phase the investment for this service given the significant gap between
current capacity and actual demand. A triage process will ensure children and young
people are assessed according to need and this will also drive productivity both in
terms of streamlining the process and matching the skills of clinicians to the needs of
young people.

7.3

There has, and continues to be, a robust approach to engagement with children young
people, voluntary sector and existing providers in this work

8.

Cheshire Pioneer Programme

8.1

17
18

The Chief Officer attended the July meeting of the Cheshire Pioneer programme,17
which is supporting the development and sharing of integrated care across Cheshire.
Mike Larking from Cheshire Fire and Rescue Service and Ken Clemens from Age UK
Cheshire joined the meeting to discuss the SPRINGBOARD (Starting a Proactive
Response, Introducing New Gains, Benefiting Older-people and Reducing
Dependency) programme,18 which has been in existence as a pilot for a number of
years. Cheshire Fire and Rescue is currently delivering around 20,000 home safety
assessments for people aged over 65 years, and during these visits if it is felt the
householder could benefit from further intervention a referral is made to Age UK
Cheshire. Since the scheme began 12,600 referrals have been made, resulting in

http://cheshirepioneer.co.uk/
http://www.cheshirefire.gov.uk/partnerships/springboard
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8,750 follow-up interventions.
8.2

The Pioneer Panel discussed the scheme at length and agreed that it aligned closely
with the commitments of all partners to empowering people and investment in
community preventative schemes.

8.3

All partners committed to supporting and expanding the Springboard initiative as an
innovative scheme. A small time-limited task group will work with the Fire Service and
an expanded range of voluntary sector organisations to develop and roll out the
Springboard initiative including much broader promotion of the service.

9.

Systems Resilience.

9.1

Capacity Modelling for System resilience. In order to understand the capacity
requirements for a resilient urgent and elective care system the CCG is supporting two
pieces of work.

9.2

The first is a nationally supported initiative using a simulation capacity modelling tool,
developed for the NHS by KPMG. The CCG has been invited to be involved in trialing
this model which uses retrospective data to better understand how patients move
through the system. It will tell us how people access services, at what time on which
day, it will show the pathway the person took and show where demand outstripped
capacity. It will focus on the needs and demographics of people using the service and
will enable commissioners and providers to test changes in the way services are
provided to see if better outcomes can be delivered

9.3

The second initiative is a locally developed approach to better understand the type of
services required in relation to clinical need and what capacity is required to both meet
needs and improve outcomes. Between 10 and 20 areas or ‘pathways’ will be identified
such as respiratory and cardiac conditions, falls and cellulitis and we will look at what
people need in order to get the best and most timely service. This will inform capacity
plans during periods of high demand but will also enable us to explore the possibility of
a different pathway such as earlier medical intervention and the impact this might have
on patients clinical outcomes which might avoid the need for an admission or reduce
the length of stay.

10.

Wood Flour Mill, Bosley incident

10.1 The CCG has been shocked and saddened by the tragic events that have unfolded
following the explosions at Wood Flour Mill in Bosley, Macclesfield on Friday 17 July
2015. Our sympathies are extended to the families, friends and work colleagues of
those affected by this incident and those who unfortunately have lost loved ones. Our
praise and admiration also go out to the emergency services personnel, local authority
staff and community members of Bosley and surrounding areas who have magnificently
responded to this tragic event.
10.2 As part of its statutory duties around Emergency Preparedness, Resilience and
Response under the Civil Contingencies Act (2004) the CCG as a Category Two
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responder provided support to the emergency services and agencies responsible for
coordinating and undertaking the response to the major incident. The CCG will continue
to work closely with our local providers of healthcare, the local authority and the
community of Bosley to support the recovery phase following this event. The CCG will
also be part of any multi-agency debrief regarding the response and handling of this
incident.

11.

Cheshire East Health and Wellbeing Board

11.1 The informal meeting of the Health and Wellbeing Board scheduled for 28 July 2015
was cancelled. The next meeting will be held on 25 August 2015.19

12.

Access to further information

12.1 For further information relating to this report contact:
Name
Jerry Hawker
Designation
Chief Officer
Telephone
01626 663764
Email
Ecccg.generalenquiries@nhs.net

13.

Appendices

Appendix One

19

Caring Together Programme Update

http://moderngov.cheshireeast.gov.uk/ecminutes/ieListDocuments.aspx?CId=739&MId=5770
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Governance and reporting
Prior Committee Approval / Link to other Committees
Executive Committee meetings 9 July 2015 and 15 July 2015.

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

Quality Improvement

Mental Health & Alcohol

Other

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



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



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



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

Key Implications of this report – please indicate 
Strategic
Finance
Quality & Patient Experience
Staff / Workforce



Consultation & Engagement
Equality
Legal

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

Caring Together Programme update

1.

Fifth Stakeholder Panel Meeting.

1.1

The Caring Together Stakeholder Panel met for the fifth time on 20 July 2015 at
Poynton Civic Centre. The panel meets quarterly and is made up of people who have a
personal or professional interest in health and social care but are not otherwise directly
involved in the programme. Its purpose is to offer an independent critique of the
programme’s direction of travel and pace of change.

1.2

At the panel meeting in March 2015, members asked for the next event to offer
examples of the positive impact of integrated care on people’s lives and working roles.
Accordingly, the July 2015 event consisted largely of case studies presented by
Cheshire East Council, Cheshire and Wirral Partnership NHS Foundation Trust, East
Cheshire NHS Trust, Peaks and Plains Housing Trust, and the Working Together
partnership of general practices.

1.3

Case studies included the provision of intravenous diuretics in the community,20 the role
of care co-ordinators working in general practice,21 the Cheshire East dementia
reablement service,22 Cheshire East substance misuse service,23 integrating a falls
prevention service,24 and the launch of LifeLinks Cheshire East,25 both delivered by
Peaks and Plains Housing Trust.

1.4

The presentations were punctuated by discussion groups that considered the extent to
which the featured services were achieving the eight Caring Together ambitions and
had demonstrated an approach that could be replicated in other service areas.

1.5

An evaluation report of lessons learned will be written post event for consideration by
the CCG’s strategy and transformation team in consultation with partners. The event
will also be reported on the Caring Together website www.caringtogether.info.

2.

Risk Stratification Tool.

2.1

A technical specification has been completed for a risk stratification tool for Caring
Together, which will be included in the specification for the CCG business intelligence
tool. The procurement process will be through the NHS England Lead Provider
Framework. This approach will reduce the time for procurement to two - three months
dependent on the response. The ambition for risk stratification has not changed and
the specification outlines the requirement to risk profile the whole population, includes a
wider set of health data (stroke, A&E attendance, psychosis and social data such as
lives alone, frailty score, carer information). Phased implementation will occur across
the 22 GP practices over a six month period. The CCG will continue to use the current

20

http://www.slideshare.net/NHSECCCG/iv-diuretics-in-the-community
http://www.slideshare.net/NHSECCCG/working-together-50711920
http://www.slideshare.net/NHSECCCG/dementia-reablement-service
23
http://www.slideshare.net/NHSECCCG/cheshire-east-substance-misuse-service
24
http://www.slideshare.net/NHSECCCG/integrating-a-falls-prevention-service
25
http://www.slideshare.net/NHSECCCG/lifelinks
21
22
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risk stratification tool that is provided by the North West CSU and this will continue until
the new tool is implemented.

3.

Eastern Cheshire Integrated Diabetes Care

3.1

Informal meetings have taken place with Mid Cheshire NHS Foundation Trust and East
Cheshire NHS Trust to brief colleagues on plans for Integrated Diabetes Care in
Eastern Cheshire. A presentation on Integrated Diabetes Care for Eastern Cheshire
was made to Eastern Cheshire Health Voice on 18th June 2015.26 An initial co-design
workshop has been scheduled for 28 July 2015 to review examples of best practice
(nationally and internationally). The objective of this workshop is to select best fit
specification for the population of Eastern Cheshire. The workshop will include
members of the public with T1 and T2 diabetes, carers as well as health and social care
professionals. Following this workshop, a project team will be identified and work will
continue on co-designing the commissioning specification. This project will run in
parallel to the Stop and Go project to enable technology to support Integrated Diabetes
Care.

4.

Cheshire Care Record

4.1

Project Manager David Sellers was appointed in May 2015 for NHS Eastern Cheshire
CCG and East Cheshire NHS Trust. A Benefits Manager to cover the whole of
Cheshire is being appointed by Cheshire East Council. As an interim measure David
has started working with General Practice and A&E to document benefits and costs.

4.2

The first Governance and Clinical Design Authority Meeting was held in June. Eastern
Cheshire HealthVoice patient representative Patrick Heywood, who also is a member of
the Caring Together ICT Group, has agreed to be a member of the CCR Governance
Work stream. The East Cheshire Technical Manager has begun sending test data to
Graphnet and the Clinical Design Authority is reviewing the GP clinical data sent. Dr Ian
Hulme, GP Lead for ICT for NHS Eastern Cheshire CCG is a member of this group
ensuring that the data represents what is important data for Eastern Cheshire.

4.3

The GP Data Sharing Agreement is being sent out in July to all GP practice managers.
Cheshire East Council is working on process for gaining citizen consent to share social
care records. Communication and Engagement plans have included, so far,
HealthVoice and Healthwatch Cheshire East presentations, NHS Eastern Cheshire
CCG Locality Meetings, and two peer group multidisciplinary team meetings (MDT).
The other three peer group MDT are being arranged and a demonstration of the tool is
being arranged over lunch times at New Alderley House for CCG Staff. Staff Training of
the tool is being agreed with the Cheshire CSU ICT Service and an engagement plan
for staff and public is required in the next reporting period.

26

http://www.echealthvoice.info/Meetings/2015/06/healthvoice-meeting-24/8284
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Finance & Performance Report
Month 03, as at 30 June 2015

Purpose of paper / report
To provide the Governing Body with a summarised overview of NHS Eastern Cheshire
Clinical Commissioning Group’s (ECCCG’s) financial performance for the period
ending 30 June 2015.

Key points
The Governing Body is asked to note for information:
• Year to Date surplus of £354k as at 30 June 2015.
• Forecast year end surplus remaining on plan at £1.4m.
• Range of risks that have yet to be finalised and how these may be mitigated.
• Expanded reporting in terms of Productivity and Activity/Provider performance.
The Governing Body is asked to approve its preferred approach for awarding a contract as
part of the Cheshire & Merseyside Clinical Commissioning Groups reprocurement of
commissioning support services.
• Option A – Schedule the procurement results for the September 15 Governing Body
meeting for consideration and approval.
Or
• Option B – Approve the reprocurement of shared services within the affordability
envelope range, and to delegate the responsibility to the Chief Finance Officer. The
current financial envelope has already been approved within the 2015/16 Financial Plan.

The Governing Body is asked to:
Approve

Ratify
Endorse

Decide
Note for information



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

Report Author
Alex Mitchell
Chief Finance Officer

Contributors
Elizabeth Insley
Finance Manager

Date of Report

Niall O’Gara
Technical Accountant
15 July 2015
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Finance & Performance Report Month 03
as at 30 June 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 30
June 2015, ECCCG is reporting a surplus of £354k with a yearend forecast surplus of
£1.4m.

Table One-A: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) 2015/16 Financial
Summary to 30 June 2015
Annual
Plan

Income
Expenditure
Programme Costs
Running Costs
Sub Total
2015/16 Deficit/(Surplus)

£000s
(241,824)
236,013
4,400
240,413
(1,411)

Revised
Plan
(Budget)
£000s
(242,351)
236,540
4,400
240,940
(1,411)

Budget
YTD

Actual
YTD

£000s
(60,588)

£000s
(60,588)

59,134
1,100
60,234

59,134
1,100
60,234

(354)

(354)

Variance
YTD

0

Forecast
For
Year
£000s
(242,351)

1
0
1

236,538
4,400
240,938

1

(1,413)

£000s

1.2

Cash Management. ECCCG has successfully managed its cash allocations for the
year with a closing bank balance of £5k as at 30 June 15.

1.3

Better Payments Practice 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 continues to achieve the target with a cumulative average of 98% for invoice
numbers and 99% for invoice value for the accumulated position ending 30 June
2015.

1.5

Additional Allocations. ECCCG has received the following amendments to its
allocations from NHS England:
• General Practice Information Technology £526,000.

1.6

Productivity Plan. Overall, ECCCG remains on target to deliver £2.5m of productivity
savings in line with its 2015/16 Financial Plan. The supporting tables in Appendix 1
outline the progress to date along with an estimation of when the savings will be
achieved within the financial year.

1.7

Investments. Contained within the 2015/16 Financial Plan was circa £10.7m of
identified investments. All of these investments have now been allocated to the
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relevant budget with the exception of the two following areas which, subject to
appropriate approval, will be accessed throughout the year to deliver the 2015/16 Plan
on a Page or to address wider financial pressures:
•
•

Better Care Performance Fund
Transformation Reserve

£1,114,000
£2,672,000

1.8

Provider Performance. Overall, across ECCCG, the Payment by Results (PbR)
activity within acute providers has increased in terms of activity with a similar increase,
albeit not proportional, in costs. Whilst at an economy level this is manageable within
our overall resources it is highlighting some unusual positions for individual providers
and potential future risks. It is recognised that we only have 2 month’s data on which
to base the forecast and a number of work streams are underway to quantify the
provider’s position with supporting rationale. The detailed analysis within Appendix 1
provides an insight into our overall performance and key Provider variances.

1.9

Commissioning Support Unit Reprocurement. ECCCG, along with the Cheshire
and Merseyside CCGs, are preparing for a reprocurement process to seek a new
provider for the provision of services previously supplied by the North West
Commissioning Support Unit (NWCSU). In anticipation of the tight timescales, the
Governing Body is asked to consider its approach to provide the necessary approval
to enable ECCCG to award a contract to the succesful bidder within the timeframes.

2

Recommendation(s)

2.1

The Governing Body is asked to note for information:
• Year to date surplus of £354k as at 30 June 2015.
• Forecast year end surplus of £1.4m
• Range of risks that have yet to be finalised and how these may be mitigated.
• Expanded reporting in terms of Productivity and Activity/Provider performance.

2.2

The Governing Body is asked to approve its preferred approach for awarding a contract
as part of the reprocurement of commissioning support services.
• Option A – Schedule the procurement results for the September 15 Governing
Body meeting for consideration and approval.
Or
• Option B – Approve the reprocurement of shared services within the affordability
envelope range, and to delegate the responsibility to the Chief Finance Officer.
The current financial envelope has already been approved within the 2015/16
Financial Plan.

3

Reasons for recommendation(s)

3.1

The recommendations highlight ECCCG’s performance against key financial
indicators.
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4

Peer Group Area / Town Area Affected

4.1

This relates to all of NHS Eastern Cheshire geographical areas.

5

Population affected

5.1

This relates to all of NHS Eastern Cheshire population.

6

Context

6.1

The 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.

12

Communication

12.1

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

13

Background and Options

13.1

Not applicable.

14

Access to further information

14.1

For further information relating to this report contact:

Name
Designation
Date
Telephone
Email

Alex Mitchell
Chief Finance Officer
15 July 2015
01625 663456
Alex.mitchell@nhs.net
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15

Glossary of Terms

ADHD
BPPC
CAMHS
CEOV
CSU
CT
CWW
DTR
ECCCG
ETO
GPIT
IAPT
LDIP
PbR
PuPoC
RTT
STAIRRS

16

Attention Deficit Hyperactivity Disorder
Better Payments Practice Code
Child & Adult Mental Health Service
Charge Exempt Overseas Visitors
Cheshire and Merseyside Commissioning Support Unit
Caring Together
Cheshire Warrington and Wirral
Default Tariff Rollover
NHS Eastern Cheshire Clinical Commissioning Group
Enhanced Tariff Option
GP Information Technology
Improved Access to Psychological Therapies
Local Delivery Improvement Plan
Payment by Results
Previously Unassessed Periods of Care
Referral to Treatment
Short Term Assessment and Intervention for Recovery and Rehabilitation
Services

Appendices

Appendices Table
Appendix One

Finance & Performance Report Month 03 as at 30 June 2015

Prior Committee Approval / Link to other Committees
Not applicable.

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


Mental Health & Alcohol

Other

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



living independently at home and who
feel supported to manage their condition
Improve the health-related quality of life
of our citizens with one or more long
term conditions, including mental health
conditions
Secure additional years of life for the
citizens of Eastern Cheshire with
treatable mental and physical health
conditions
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Ensure that all those living in
Eastern
Cheshire
should
be
supported by new, better integrated
community services



Key Implications of this report – please indicate 
Strategic
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



NHS ECCCG Governing Body Meeting 29 July 2015

Agenda Item 2.1

Appendix 1

Finance & Performance Report Month 03
as at 30 June 2015
1.

Financial Position

1.1

As at 30 June 15, NHS Eastern Cheshire Clinical Commissioning Group (ECCCG) is
reporting a cumulative surplus of £354k. This is in line with its initial plan and remains
on target to deliver its forecast yearend surplus of £1.413m. Table One-A shows the
current financial position by key expenditure type.

Table One-A: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) 2015/16 Financial
Summary to 30 June 2015
Annual
Plan

Income
Expenditure
Programme Costs
Running Costs
Sub Total

£000s
(241,824)
236,013
4,400
240,413

2015/16 Deficit/(Surplus)

(1,411)

Revised
Plan
(Budget)
£000s
(242,351)
236,540
4,400
240,940
(1,411)

Budget
YTD

Actual
YTD

£000s
(60,588)

£000s
(60,588)

59,134
1,100
60,234

59,134
1,100
60,234

(354)

(354)

Variance
YTD

0

Forecast
For
Year
£000s
(242,351)

1
0
1

236,538
4,400
240,938

1

(1,413)

£000s

2.

Year End Outturn

2.1

As at 30 June 2015, ECCCG is forecasting an estimated surplus of £1.4m and remains
in line with its 2015/16 Plan. There are a number of areas where the costs will either be
refined or verified as we progress through the financial year.

2.2

The following areas are currently included within the forecast based on the assumptions
derived mainly from the 2015/16 Financial Plan. As more certainty is gained, the clarity
on the associated risks emerge around the estimates included within the forecast,
namely the forecast could reduce, or in the worst case exceed current estimates.
Should the latter occur, the Transformation Reserve could be used to offset any
pressures, subject to Governing Body approval.

2.3

Continuing Health Care (CHC) - Cheshire East Council. Overall the work plan is in
line with agreed timeframes and is progressing well. The findings so far remain in line
with our initial assumptions, although the true impact will remain unknown until the
process is completed in full.
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2.4

Continuing Health Care - Assessment Process. Within the past month, ECCCG has
become aware of process issues associated with the CHC checklists as outlined within
the July Governing Body Assurance Framework.
It has confirmed that 810
assessments and 13 Decisions Support Tool (DST) assessments will need to be
reviewed and further work is being undertaken alongside, but independently of, the
CHC process to establish any potential financial implications.

2.5

Provider Contracts. For the cumulative period to June 15 the forecast positions of the
providers has been based on their cumulative activity as at May 15. Whilst the forecast
has been assessed on the most likely outcome, the positions to date are reflecting
some significant fluctuations in Activity. This is noticeable across our main acute
contracts and whilst this is expected at this early point of the year, the key variances are
higher than expected and are subsequently being investigated.

2.6

Transformation Reserve. The reserve is intended to support the pump priming
requirements of the Transformation Program. Whilst identified investments were
already included within the 2015/16 Plan for a number of schemes, Electronic Shared
Record, Risk Stratification, Proactive Care Coordinators etc, this reserve was aimed at
the two key change programmes planned for 2015/16. These being the development of
a new General Practice Specification plus a new Community Specification. The costs
of these schemes are unknown as yet and as such the impact is also unknown. The
key issue going forward will be the need to balance the use of this fund for
Transformation Schemes with the potential need to deliver our planned financial
surplus. The Transformation costs and ECCCG forecast outturn will become more
refined as we progress through the oncoming months.
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2.7

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

Table Two-A: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) 2015/16 Financial Summary to 30 June 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

Other
Continuing Health Care
NHS Funded Care
Learning Disabilities
Transformation Fund
Better Care Fund - Third Parties and Performance Fund
Prescribing
Sub Total
Running Costs
Caring Together (CT) Programme
Sub Total - Total Expenditure
2015/16 Final Planned Position - Deficit/(Surplus)

Original
Plan

Revised
Plan
(Budget)

Budget
YTD

Actual
YTD

Variance Forecast
for
YTD
Year

£000s

£000s

£000s

£000s

(237,234) (237,761)
(4,400)
(4,400)
(190)
(190)
(241,824) (242,351)

(59,823)
(733)
(32)
(60,588)

(59,823)
(733)
(32)
(60,588)

120,842
15,636
15,227
6,789
4,378
557
163,429

118,998
15,636
17,072
6,789
4,377
557
163,429

29,749
3,909
4,268
1,697
1,094
139
40,856

29,687
3,933
4,217
1,665
752
153
40,407

(62)
24
(51)
(32)
(342)
14
(449)

119,992
15,679
16,978
6,758
3,477
530
163,414

£592
£77
£75
£33
£21
£3
£801

£588
£77
£83
£33
£17
£3
£801

7,534
15,788
5,556
2,182
2,673
5,416
32,785
71,934

8,061
15,788
5,556
2,182
2,673
5,416
32,785
72,461

2,016
3,947
1,389
546
668
1,354
8,196
18,116

2,385
4,145
1,125
533
668
1,354
8,367
18,577

370
198
(264)
(13)
0
0
171
462

8,074
15,788
5,556
2,182
2,673
5,416
32,785
72,474

£37
£77
£27
£11
£13
£27
£161
£353

£40
£77
£27
£11
£13
£27
£161
£355

4,400
650

4,400
650

1,100
162

1,100
150

0
(13)

4,400
650

£22
£3

£22
£3

240,413

240,940

60,234

60,234

0

240,938

£1,178

£1,181

(1,411)

(1,411)

(354)

(354)

0

(1,413)

(£7)

(£7)

£000s

£000s

Plan
Cost
Per
Head
£'s

0 (237,761) (£1,163)
(£22)
(4,400)
0
(£1)
(190)
0
0 (242,351) (£1,185)

Forecast
Cost Per
Head
£'s
(£1,165)
(£22)
(£1)
(£1,188)
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2.8

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

66
112
1,277
6,259
163
74,063
42
281
4,257
334
313
262
1,681
2,556
296
62
10,553
1,682
12,055
307
132
638
1,606

16
28
319
1,565
41
18,516
11
70
1,064
83
78
65
420
639
74
16
2,638
421
3,014
77
33
159
402

36
28
293
1,686
22
17,964
14
101
1,097
78
60
62
545
655
84
10
2,697
509
3,460
63
44
134
45

100% 118,997

29,749

29,687

%

£000s
Aintree Hospital NHSFT
Alder Hey Childrens NHSFT
BMI
Central Manchester NHSFT
Countess of Chester Hospital NHSFT
East Cheshire NHS Trust
Liverpool Community Healthcare Trust
Liverpool Women's NHSFT
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

66
112
1,277
6,259
163
75,908
42
281
4,257
334
313
262
1,681
2,556
296
62
10,553
1,682
12,055
307
132
638
1,606
120,842

0.1%
0.1%
1.1%
5.2%
0.1%
62.8%
0.0%
0.2%
3.5%
0.3%
0.3%
0.2%
1.4%
2.1%
0.2%
0.1%
8.7%
1.4%
10.0%
0.3%
0.1%
0.5%
1.3%

Variance Forecast
YTD
Outturn
£000s
20
(26)
122
(19)
(553)
4
31
33
(6)
(18)
(4)
125
16
10
(5)
59
89
446
(13)
10
(26)
(357)

£000s
144
111
1,172
6,751
88
72,537
42
405
4,461
311
242
238
2,180
2,871
289
42
10,905
2,017
14,164
254
174
535
59

(62) 119,992

Table Two-C: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) Mental Health Contracts
Revised Budget Actual Variance Forecast
Mental Health Contracts
Annual
%
Contract
Annual
YTD
YTD
YTD
Outturn
Budget
£000s
£000s
£000s
£000s
£000s
£000s
3,369
3,378
9
13,485
13,475
86.2% 13,475
Cheshire & Wirral MH Partnership NHSFT
5
36
0.1%
16
4
9
North Staffordshire Combined Healthcare NHST
16
13.7%
536
546
10
2,158
Other
2,145
2,145
15,679
3,909
3,933
24
Total
15,636
100% 15,636
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Table Two-D: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) Community Contracts
Annual
%
Revised Budget Actual Variance Forecast
Community Contracts
YTD
Contract
Annual
YTD
YTD
Outturn
Budget
£000s
£000s
£000s
£000s
£000s
£000s
Derbyshire Community
132
0.8%
132
33
32
(1)
151
East Cheshire NHST
16,232
95.1% 16,232
4,058
4,068
10
16,264
Rent Subsidy for Community Buildings
3.5%
590
147
111
(36)
445
Other
118
0.7%
118
30
6
(24)
118
Total
16,482
100% 17,072
4,268
4,217
(51)
16,978
Table Two-E: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) Ambulance Contracts
Revised Budget Actual Variance Forecast
Ambulance Contracts
Annual
%
Annual
YTD
YTD
Outturn
Contract
YTD
Budget
£000s
£000s
£000s
£000s
£000s
£000s
Northwest Ambulance Service NHST
6,288
99.4%
6,624
1,656
1,656
6,623
Other incl ERS Medical Patient Transport
35
0.6%
165
41
9
(32)
135
Total
6,323
100%
6,789
1,697
1,665
(32)
6,758

2.9

Contract Performance – Key Headlines

2.9.1

The predicted forecast outturn as at Month 2 (latest available data) is £1.5m above the
Plan, being a variance of almost 1%. This is based on the Month 2 data and whilst
this does not provide an accurate assessment of the forecast outturn it is higher at this
period than previous years

2.9.2

Some movement between the current position and future reporting months is
expected as the data from Providers is quality assured and issues around
implementation of the new tariff rules are resolved.

2.9.3

The following Provider analysis provides an insight into the key variances as at May
2015.

2.9.4

Spire Regency £315k Forecast Overspend. As with most private providers, Spire
Regency costs correspond to the movement in referrals arising from patient choice.
Spire is currently receiving more patients than planned resulting in a forecast
overspend for the year.

2.9.5

Day-Case is over performing mainly around Ophthalmology although the over
performance is linked to the ceasing of the contract from 1 June 15 and is incurring a
number of outstanding cases. Elective over performance is within Trauma and
Orthopaedics as an additional 10 knee procedures have been undertaken above
planned levels.

2.9.6

Stockport NHS Foundation Trust £352k Forecast Overspend. The main increase
is High Cost Drug expenditure which we are currently validating with the Trust.
Approximately 96% of activity is assigned directly to a patient and will enable our
Medicines Management Team to look into the costs and ensure that we are being
recharged correctly. For Non Elective expenditure the recent changes to the Stroke
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Pathway have made it difficult to quantify the level of activity attending each Hyper
Acute Stroke Unit, therefore this area is likely to be overstated with a retrospective
adjustment being actioned later in the year.
2.9.7

Salford Royal NHS Foundation Trust £499k Forecast Overspend.
Over
performance relates mainly to High Cost Critical Care, plus a patient in Slow Stream
Rehabilitation which is a particularly expensive area of care. The Continuing
Healthcare (CHC) team is working to get these patients into a more appropriate care
setting as quickly as possible.

2.9.8

East Cheshire Trust £3,371k Forecast Underspend. Our main acute provider is
currently reporting a significant underperformance in Urgent Care; specifically Non
Electives arising from the pressure on beds. The position has been verified with the
Trust and work is underway to understand both the activity and the case mix. It is
recognised that some of this activity is being seen by other providers but overall, at
ECCCG level, the activity is higher than planned with costs being lower.

2.9.9

ECCCG will be working closely with the Trust to monitor the trends over the upcoming
months and to identify where possible any activity which is presenting elsewhere as a
consequence of bed pressures.

2.9.10 University Hospital of South Manchester NHS Foundation Trust £2,109k
Forecast Overspend. There is a significant increase in non-elective activity in
relation to Plan which may be linked to the underperformance at East Cheshire Trust.
There are a number of areas that need to be investigated which are likely to reduce
the forecast position, ie, return of marginal rate, Acute Medical Receiving Unit coding.
2.9.11 As with a number of other providers, ECCCG has received significant charges for
patients requiring critical care (Intensive or High Dependency) which attracts a
significant cost due to the level of care required. This is often difficult to predict due to
its volatility but the following prices give an indication of the financial impact and
budget. ECCCG plans to utilise the Trust’s internal reports to accrue where possible.
2.9.12 These costs indicate a cost per bed day:
•
•
•

Adult Critical Care 4 Organs Supported £2,005
Adult Critical Care 2 Organs Supported £1,483
Adult Critical Care 1 Organs Supported £1,103

3.

Financial Plan Amendments

3.1

The 2015/16 Financial Plan agreed at the May 2015 Governing Body was set against
ECCCG’s opening allocation of £241,824,000. Throughout the year, CCGs have had
their allocations amended by directives from NHS England.
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3.2

Table Three-A outlines the updated allocation for ECCCG as at 30 June 2015.

Table Three-A: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's)
Reconciliation of Allocation
Governing Body
Allocation
Updated (Financial
Report)
£000s
Original Plan
241,824
General Practice Information Technology
Total

June 15

527
242,351

4.

Investments

4.1

The 2015/16 Financial Plan agreed at the May 2015 Governing Body outlined a
number of investments as per Table 12 of the 2015/16 Financial Plan. Table Four-A
confirms that the majority of budgets have been allocated to the delegated budget
holder and included within their budgets.

4.2

It is intended that any slippage from the agreed investments would be returned to a
central ECCCG reserve to be used as directed by ECCCG.

Table Four-A: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) 2015/16 Investments
Recurrent
NonTotal
Investment Recurrent Investment
Investment
£000s
6,145

£000s
4,631

£000s
10,776

(1,470)
(1,220)
(100)
(980)
(505)
(756)
(5,031)

(100)

(1,459)
(400)
(1,959)

(1,570)
(1,220)
(100)
(2,439)
(505)
(1,156)
(6,990)

Amount Not Yet Committed

1,114

2,672

3,786

Comprising
BCF Performance Fund
Transformation Fund

1,114
2,672

1,114
2,672

Total

1,114

2,672

3,786

Investments As Per 2015/16 Plan
Allocated Direct to Budgets:
Acute
Mental Health
Community
Continuing Healthcare
Primary Care
Other Commitments Made
Sub Total
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5.

Cash Management

5.1

Part of ECCCG’s financial duty is to deliver a year end cash balance of less than
£250,000 as at 31 Mar 16 and to manage its cash throughout the year to ensure
payments are made to suppliers and staff.

5.2

As at 30 June 15, ECCCG had a cash balance of £5k held within its bank account, as
shown in Table Five-A.

Table Five-A: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) Cash Forecast 2015/16
Forecast

Cash
Drawdown
Less
Payments
Balance

Apr
May
Jun
Jul
Aug
Sep
Oct
Nov
Dec
Jan
Feb
Mar
£000s £000s £000s £000s £000s £000s £000s £000s £000s £000s £000s £000s
15,000 23,000 17,600 18,000 18,000 17,800 17,800 17,800 17,800 17,800 14,700 15,300
14,366 22,880 17,747 17,779 17,749 17,751 17,751 17,782 17,751 17,751 14,752 15,781
32

152

5

226

477

526

575

593

642

691

639

158

NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's)
Cash Forecast 2015/16
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

6.

Better Payments Practice Code (BPPC)

6.1

The BPPC is aimed at paying non disputed non NHS trade creditors within 30 days of
receipt of goods or a valid invoice, unless other payment terms have been agreed.
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6.2

Compliance is measured by achieving 95% or more against the number of invoices
paid and is calculated on both the number of invoices and the value of invoices.

6.3

Currently ECCCG has achieved a cumulative average of 98% for invoice numbers and
99% for invoice values as per Table Six-A. During June 15, a single invoice worth
£543,000 was paid after 38 days of receipt which had a material impact on the inmonth position based on the value reducing to 96%. A review of this delay has taken
place in order to avoid such delays arising again in the future.

Table Six-A: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) Better
Payments Practice Code (BPPC) Summary Analysis
No. of Invoices
Months

Received

Apr-15
May-15
Jun-15
Total

808
913
973
2,694

Paid
784
900
949
2,633

Value of Invoices

Passed
98%
98%
98%
98%

Received
15,290,498
22,741,999
17,574,478
55,606,975

Paid

Passed

15,294,131
22,718,800
16,911,661
54,924,592

100%
100%
96%
99%

NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) Better Payments Practice
Code (BPPC) Summary Analysis
105%

100%

Percentage

No. Passed
Value
Passed
Target

95%

90%
Apr-15

May-15

Months

Jun-15
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7.

Productivity Plans for 2015/16

7.1

ECCCG’s Financial Plan for 2015/16 includes circa £2.5m of productivity efficiencies
that are required in order to achieve the planned surplus of £1.4m. Table Seven-A
summarises the productivity schemes along with their forecast outturn. Overall, whilst
the individual schemes may vary, it is expected that the overall target of £2.5m will be
delivered.

Table Seven-A: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's)
Summary Productivity Schemes 2015/16
Productivity Scheme
Prescribing
Pro-active Care - Reducing Non Elective Admissions
Contract Management
Contract Management (AMD Pathway & Pricing)
Elective Variation
Continuing Healthcare
Caring Together Transformational
Total

Plan
Forecast
£000s
£000s
248
248
700
600
600
600
400
420
200
200
400
450
2,548

2,518

7.2

The productivity schemes were discussed in detail at a recent Finance Committee
meeting with recommendations being made around how to engage with Primary Care.
This proved extremely helpful and resulted in Holmes Chapel & Congleton and
Macclesfield being identified as pilot sites for the Elective Care Scheme.

7.3

Tables Seven-B to Table Seven-G provide an overview of each productivity scheme
providing an insight into the anticipated phasing of the savings and key progress to
date, combined with an assessment as to whether the scheme is on track to deliver its
productivity targets.
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Table Seven-B: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) Productivity Schemes 2015/16 Prescribing
Productivity Scheme Heading
Financial Measures
2016/17
2015/16
£000s
£000s
Prescribing Savings Schemes

Budget vs Actual for GP Prescribing.

248

248

NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) Productivity 2015/16:
Prescribing
£40,000
£35,000
£30,000
£25,000
£20,000
£15,000
£10,000
£5,000
£0
Apr 2015

May 2015

Jun 2015

Jul 2015

Aug 2015

Sep 2015

Productivity Plan

Oct 2015

Nov 2015

Dec 2015

Jan 2016

Feb 2016

Mar 2016

Productivity Achievement

The Medicines Management Team continues to work through the various initiatives with the prescribing leads.
April 15 spend for GP Prescribing was £2,446k and was £67k higher than expected compared to the 2014/15
spend profile, however, the profile varies between years and local schemes are still expected to deliver the
required productivity reductions and the scheme remains on target.

Green

Table Seven-C: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) Productivity Schemes 2015/16 Pro-active Care Non Elective Activity
Productivity Scheme Heading

Financial Measures

2015/16
£000s

Pro-active Care: Reducing NonElective Admissions

Contract Plan vs Actual for Non-Elective Admissions in
Main Acute Providers

700

2016/17
£000s
700

NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) Productivity 2015/16:
Pro-active Care Non-Elective Activity
£140,000
£120,000
£100,000
£80,000
£60,000
£40,000
£20,000
£0
Apr 2015

May 2015

Jun 2015

Jul 2015

Aug 2015

Productivity Plan

Sep 2015

Oct 2015

Nov 2015

Dec 2015

Jan 2016

Feb 2016

Mar 2016

Productivity Achievement

Data from Acute Trusts contract monitoring indicates that non-elective admissions are less than planned
overall for the first quarter of the year. However, the full impact at East Cheshire Trust is reduced by costs
above plan for South Manchester and Stockport. It is difficult to evaluate the long term delivery of the required
savings given the volatility of activity, although recent initiatives around the Caring Together programme will be
having an impact on the monthly performance. The scheme remains on target, albeit medium risk.

Amber
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Table Seven-D: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) Productivity Schemes 2015/16 Contract Management
Productivity Scheme Heading

Financial Measures

2015/16
£000s

Contract Management

Contracts Plan vs Actual does not exceed budget.
Savings log maintained for all contracts.

2016/17
£000s

600

600

NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) Productivity 2015/16:
Contract Management
£70,000
£60,000
£50,000
£40,000
£30,000
£20,000
£10,000
£0
Apr 2015 May 2015 Jun 2015

Jul 2015 Aug 2015 Sep 2015 Oct 2015 Nov 2015 Dec 2015 Jan 2016 Feb 2016 Mar 2016

Productivity Plan

Productivity Achievement

In May 2015 contract conditions were reviewed leading to re-basing of charges in a transport contract which
have resulted in a recurrent saving (year-to-date impact £60k). The scheme remains on target to deliver the
required productivity savings.

Green

Table Seven-E: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) Productivity Schemes 2015/16 AMD Pathway and Pricing
Productivity Scheme Heading

Financial Measures

2015/16
£000s

Contract Management: AMD
Pathway & Pricing

Contract plan vs Actual shows reduction in costs due to
price shift.

2016/17
£000s

400

400

NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) Productivity 2015/16:
AMD Pathway & Pricing
£38,000
£37,000
£36,000
£35,000
£34,000
£33,000
£32,000
£31,000
Apr 2015

May 2015

Jun 2015

Jul 2015

Aug 2015

Productivity Plan

Sep 2015

Oct 2015

Nov 2015

Dec 2015

Jan 2016

Feb 2016

Mar 2016

Productivity Achievement

The implementation of the new AMD pathway following the tender exercise in 2014/15 has significantly
reduced the costs when compared to the 2015/16 Plan. The scheme remains on target to deliver the savings
and is likely to exceed the Plan.

Green
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Table Seven-F: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) Productivity Schemes 2015/16 Elective Variation (Commissioning for Value)
Productivity Scheme Heading

Financial Measures

2015/16
£000s

Elective Variation

Referrals reduce vs previous year.
Contract plan vs actual shows reduction in First
Outpatient attendances.

2016/17
£000s

200

200

NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) Productivity 2015/16:
Elective Variation (Commissioning for Value)
£60,000
£50,000
£40,000
£30,000
£20,000
£10,000
£0
Apr 2015

May 2015

Jun 2015

Jul 2015

Aug 2015

Sep 2015

Productivity Plan

Oct 2015

Nov 2015

Dec 2015

Jan 2016

Feb 2016

Mar 2016

Productivity Achievement

This scheme is being implemented using the national Commissioning for Value packs as a key driver. The
scheme detail and approach have been discussed at the Finance Committee and are due to start in Holmes
Chapel & Congleton locality and Macclesfield GP practices as a pilot commencing in August 15. Review of
the national benchmarking tool indicates that initial pathways should include Cardiovascular Disease, GastroIntestinal Pathways, Respiratory Conditions, and Diabetes. The Plan remains on target although the impact
will be quantified following the pilot evaluation.

Amber

Table Seven-G: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) Productivity Schemes 2015/16 Continuing Healthcare
Productivity Scheme Heading

Financial Measures

2015/16
£000s

Continuing Healthcare

Management of National Risk Pool for old CHC cases
("Restitution"); Productivity represents estimated
funding to be returned to ECCCG in 2015/16.

2016/17
£000s

400

0

NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) Productivity 2015/16:
Continuing Healthcare
£47,000
£45,000
£43,000
£41,000
£39,000
£37,000
£35,000
£33,000
£31,000
£29,000
Apr 2015

May 2015

Jun 2015

Jul 2015

Aug 2015

Productivity Plan

Sep 2015

Oct 2015

Nov 2015

Dec 2015

Jan 2016

Feb 2016

Mar 2016

Productivity Achievement

Correspondence received in mid July 15 from NHS England has rebased the contribution levels downwards
for 2015/16. The scheme remains on target to deliver the required productivity savings.

Green
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8.

Activity Performance

8.1

This section of the Finance and Performance Report outlines at an ECCCG level how
we are performing against our overall planned levels of activity. This is a helpful
indicator as these cover some of the main services for which variation in activity levels
has a direct correlation to variations in cost. The associated costs are an extract from
the provider contracts and are included within the individual provider contracts and
their forecast outturns.

8.2

Table Eight-A provides an overview of the planned levels of activity for the year as
submitted within our 2015/16 Plans across several key areas.

Table Eight-A: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) Planned Levels
of Activity
Financial
Month
Apr
May
Jun
Jul
Aug
Sep
Oct
Nov
Dec
Jan
Feb
Mar
Total

8.3

A&E

4,991
5,117
4,994
5,380
5,099
4,857
4,997
4,868
4,783
4,726
4,457
5,148
59,418

Daycase

Elective

1,231
1,197
1,251
1,276
1,165
1,271
1,336
1,289
1,188
1,169
1,218
1,273
14,864

325
320
335
358
315
340
341
329
324
321
330
339
3,977

Non
Elective
1,515
1,561
1,427
1,497
1,462
1,464
1,501
1,543
1,574
1,477
1,435
1,578
18,034

Outpatients Outpatients
First
Follow
Appointment
Up
4,213
4,025
4,184
4,560
3,875
4,236
4,449
4,184
4,172
4,152
4,164
4,255
50,470

8,458
8,245
8,603
9,510
7,845
9,405
9,577
9,258
8,678
8,771
8,770
9,080
106,200

Excess
Bed
Days
941
829
833
693
956
862
776
704
826
823
822
827
9,891

Tables Eight-B to Eight-I provide an overview of the variances to date along with any
supporting information. It is recognised that there are some wider connections to be
made around evidencing the links with, for example, the reduction in non-elective
activity with the various transformation initiatives already implemented, ie, Proactive
Care Coordinators. This is extremely difficult to quantify but some work is underway to
understand what conclusions can be drawn. The tables display a combined version of
monthly performance plus a monthly assessment on the forecast outturn.
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Table Eight-B: NHS Eastern Cheshire Clinical Commissioning Group's
(ECCCG's) A&E Performance

A&E Performance Activity
62,000

9,000

60,000

Monthly Performance

8,000
7,000

58,000

6,000
5,000

56,000

4,000

54,000

3,000
2,000

52,000

1,000

Forecast Outturn and Plan

10,000

50,000

0
Apr

May

Jun

Jul

Aug

Sep

A&E Plan

A&E Actual

Oct

Nov
A&E FOT

Dec

Jan

Feb

Mar

A&E Yearly Plan

A&E Performance Amount
£8,500,000

£1,400,000

Monthly Performance

£7,500,000

£1,000,000

£7,000,000

£800,000

£6,500,000

£600,000
£400,000

£6,000,000

£200,000

£5,500,000

£0

Forecast Outturn and Plan

£8,000,000

£1,200,000

£5,000,000
Apr May Jun
A&E Actual

Jul

Aug Sep Oct Nov Dec Jan Feb Mar
A&E Plan

A&E FOT

A&E Yearly Plan

A&E performance overall is broadly in line with Plan in terms of value and activity.
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Table Eight-C: NHS Eastern Cheshire Clinical Commissioning Group's
(ECCCG's) Day Case Performance

5,000

19,000

4,500

18,000

4,000

17,000

3,500

16,000

3,000

15,000

2,500

14,000

2,000

13,000

1,500
1,000

12,000

500

11,000

0

Forecast Outturn and Plan

Monthly Performance

Daycase Performance Activity

10,000
Apr

May

Jun

Daycase Actual

Jul

Aug

Sep

Daycase Plan

Oct

Nov

Dec

Jan

Daycase FOT

Feb

Mar

Daycase Yearly Plan

£2,000,000

£14,500,000

£1,800,000

£14,000,000

£1,600,000

£13,500,000

£1,400,000

£13,000,000

£1,200,000

£12,500,000

£1,000,000

£12,000,000

£800,000

£11,500,000

£600,000
£400,000

£11,000,000

£200,000

£10,500,000

£0

Forecast Outturn and Plan

Monthly Performance

Daycase Performance Amount

£10,000,000
Apr May Jun

Daycase Actual

Jul

Aug Sep

Daycase Plan

Oct Nov Dec
Daycase FOT

Jan

Feb Mar
Daycase Yearly Plan

Day Case overall is ahead of Plan in terms of activity and value which reflects an
increasing use of more effective intervention techniques as opposed to lengthy,
unnecessary hospital stays. An issue going forward is the increasing number of GP
referrals which may convert into additional activity later in the year.
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Table Eight-D: NHS Eastern Cheshire Clinical Commissioning Group's
(ECCCG's) Elective Performance

Elective Performance Activity
3,000

5,000.00

Monthly Performance

4,600.00
4,400.00

2,000

4,200.00

1,500

4,000.00
3,800.00

1,000

3,600.00
3,400.00

500

Forecast Outturn and Plan

4,800.00

2,500

3,200.00
3,000.00

0
Apr

May

Jun

Jul

Elective Actual

Aug

Sep

Elective Plan

Oct

Nov

Dec

Jan

Elective FOT

Feb

Mar

Elective Yearly Plan

Elective Performance Amount
£2,000,000

£12,000,000

£1,800,000

Monthly Performance

£10,000,000

£1,400,000
£1,200,000

£9,000,000

£1,000,000
£8,000,000

£800,000
£600,000

£7,000,000

£400,000

Forecast Outturn and Plan

£11,000,000

£1,600,000

£6,000,000

£200,000
£0

£5,000,000
Apr May Jun

Elective Actual

Jul

Aug Sep Oct Nov Dec

Elective Plan

Elective FOT

Jan

Feb Mar
Elective Yearly Plan

Elective performance overall is broadly in line with Plan in terms of value which
reflects the variable case mix when compared to a significant increase in terms of
numbers. An issue going forward is the increasing number of GP referrals which may
convert into additional activity later in the year.
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Table Eight-E: NHS Eastern Cheshire Clinical Commissioning Group's
(ECCCG's) Non-Elective Performance

Non Elective Performance Activity
21,000.00
20,000.00

4,000

19,000.00

3,000

18,000.00
2,000

17,000.00

1,000

16,000.00

0

Forecast Outturn and Plan

Monthly Performance

5,000

15,000.00
Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Non Elective Actual

Non Elective Plan

Non Elective FOT

Non Elective Yearly Plan

Mar

Non Elective Performance Amount

Monthly Performance

32,000,000.00

£4,100,000

31,000,000.00

£3,600,000
£3,100,000

30,000,000.00

£2,600,000

29,000,000.00

£2,100,000

28,000,000.00

£1,600,000

27,000,000.00

£1,100,000

26,000,000.00

£600,000
£100,000

Forecast Outturn and Plan

33,000,000.00
£4,600,000

25,000,000.00
Apr May Jun

Jul

Aug Sep Oct Nov Dec Jan Feb Mar

Non Elective Actual

Non Elective Plan

Non Elective FOT

Non Elective Yearly Plan

Non-elective (Urgent) performance is below expected levels in terms of value. There
are some significant variances between providers which may be due to a change in
patient flow, bed pressures within specific providers or impact of transformation
programs or schemes through the Systems Resilience Group (SRG). Analysis is
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currently being undertaken to understand the current flows and whether trends are
likely to continue.
During the contracting process for 2015-16, providers were given the choice of either
a Default Tariff Rollover (DTR) or Enhanced Tariff Option (ETO) as a result of
feedback from providers on the revised Payment By Results (PbR) tariff. The impact
of the marginal rate is currently being reviewed to ensure the approach has been
implemented correctly.
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Table Eight-F: NHS Eastern Cheshire Clinical Commissioning Group's
(ECCCG's) Outpatients First Appointment Performance

80,000

9,500
8,500
7,500
6,500
5,500
4,500
3,500
2,500
1,500
500

70,000
60,000
50,000
40,000
30,000
20,000
10,000

Forecast Outturn and Plan

Monthly Performance

Outpatients First Appointment Performance
Activity

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

Outpatients First Appointment Actual

Outpatients First Appointment Plan

Outpatients First Appointment FOT

Outpatients First Appointment Yearly Plan

Outpatient First Appointment Performance
Amount
Monthly Performance

£9,400,000

£1,200,000

£9,200,000

£1,000,000

£9,000,000

£800,000

£8,800,000

£600,000

£8,600,000

£400,000

£8,400,000

£200,000

£8,200,000

£0

Forecast Outturn and Plan

£9,600,000

£1,400,000

£8,000,000
Apr May Jun

Jul

Aug Sep Oct Nov Dec

Jan

Feb Mar

Outpatients First Appointment Actual

Outpatients First Appointment Plan

Outpatients First Appointment FOT

Outpatients First Appointment Yearly Plan

Whilst activity levels are above Plan the corresponding cost does not reflect the
increased activity. Work is underway to interrogate the relationship between activity
and cost.
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Table Eight-G: NHS Eastern Cheshire Clinical Commissioning Group's
(ECCCG's) Outpatients Follow Up Appointment Performance

15,000
14,000
13,000
12,000
11,000
10,000
9,000
8,000
7,000
6,000
5,000
4,000
3,000
2,000
1,000

120,000
115,000
110,000
105,000
100,000
95,000
90,000
85,000

Forecast Outturn and Plan

Monthly Performance

Outpatients Follow Up Performance Activity

80,000
Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

Outpatients Follow Up Actual

Outpatients Follow Up Plan

Outpatients Follow Up FOT

Outpatients Follow Up Yearly Plan

Outpatient Follow Up Performance Amount
£9,500,000

£900,000

£9,000,000

£700,000
£500,000

£8,500,000

£300,000
£100,000

Forecast Outturn and Plan

Monthly Performance

£1,100,000

£8,000,000
Apr May Jun

Jul

Aug Sep Oct Nov Dec

Jan

Feb Mar

Outpatients Follow Up Actual

Outpatients Follow Up Plan

Outpatients Follow Up FOT

Outpatients Follow Up Yearly Plan

Whilst activity levels are above Plan the corresponding cost does not reflect the
increased activity. Work is underway to interrogate the relationship between activity
and cost.
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There are a number of key providers where performance of outpatient follow ups
across the Trust are higher than expected and the Contracts Team is planning a
series of benchmarking exercises to understand first to follow up rates, both in
isolation and in comparison to peers.
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Table Eight-H: NHS Eastern Cheshire Clinical Commissioning Group's
(ECCCG's) Excess Bed Days Performance

Excess Bed Days Performance Activity
14,000

2,500

12,000
10,000
1,500

8,000
6,000

Forecast Outturn and Plan

Monthly Perfomance

16,000

4,000

500
Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Excess Bed Days Actual

Excess Bed Days Plan

Excess Bed Days FOT

Exces Bed Days Yearly Plan

Mar

£500,000

£3,400,000

£400,000

£2,900,000

£300,000

£2,400,000

£200,000

£1,900,000

£100,000

£1,400,000

£0

Forecast Outturn and Plan

Monthly Performance

Excess Bed Days Performance Amount

£900,000
Apr May Jun

Jul

Aug Sep

Oct Nov Dec

Jan

Feb Mar

Excess Bed Days Actual

Excess Bed Days Plan

Excess Bed Days FOT

Excess Bed Days Yearly Plan

The initial two months of 2015-16 has seen higher than expected excess bed days,
particularly in the month of May 15. Excess bed days are charges in addition to the
national tariff for patients that stay longer than the expected/average number of bed
days.
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The Contracts Team is currently exploring methods to enhance its forecasting around
this area. This will be supported by utilising Trust based reports on patients in a bed
for more than 20 days and some real time critical care bed data.

Table Eight-I: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) GP
Referrals All Providers
GP Referrals All Providers
4,500

4,000

Volume

3,500

GP R ef. GA 2014/15
GP R ef. GA 2015/16
GP R ef. Seen GA 2014/15

3,000

GP R ef. Seen GA 2015/16

2,500

2,000
Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

Referrals for the initial two months of 2015/16 are approximately 15% higher than that of the
previous financial year. Much of this is expected to be due to pressures on Primary Care.
The number of referrals seen within these months has also increased by similar levels which
may cause an increase in planned expenditure if this trend continues throughout the year.
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9.

Procurement of Commissioning Support Services

9.1

As previouly discussed with the Governing Body, ECCCG, along with the Cheshire
and Merseyside CCGs, is preparing for the reprocurement of commissioning support
services which are curently supplied by the NWCSU.

9.2

During this process ECCCG has opted to bring in-house specific services due to their
strategic fit within the organisation and the expected efficiencies as these services are
integrated with existing teams within ECCCG.

9.3

The procurement timeframe is extremely tight and is planned to go to market on 27
July 2015. This will be followed by a selction process with an anticipated contract
awarded in October 15 and an intended start date early in January 16, subject to
approprate mobilisation timescales. The process and its risk are being managed by
ECCCG’s Executive Team throughout the oncoming months.

9.4

Table Nine-A identifes the service position and affordability envelope that is being
applied to the procurement process.

Table Nine-A: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) Future Commissioning Support Unit
Arrangements for 2015/16
Service

Existing In House

Business Intelligence
Communications
Human Resources
Governance

ECCCG Information Technology
General Practice Information Technology
Communication
Individual Funding requests
PuPoc (Retrospective CHC)
Affordability Envelope

9.5

Health & Safety
Information Governance
Claims Liaison
Patient Advice & Liaison Service
Subject Access Request Notifications















Procurement
On Going
Fixed
Contract
(March 17)














£787k - £865k £235k - £258k
£1,022k - £1,123k

In assessing the affordability envelope, the Cheshire CCGs have anticipated an
expected benefit in the new contract compared to the current NWCSU spend. Clearly,
this assumption needs to be tested although the costs are not expected to exceed the
affordability envelope range as highlighted in Table Nine-A. It is worth noting that
Previously Unassessed Periods of Care (PuPoc) (Retrospective CHC) is part of the
procurment procress but the contract will only be until March 17 as the assessment of
all retrospective claims (pre 2013) are planned to have been completed no later than
this point.
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9.6

All CCGs are being asked to seek prior approval to enter into the procurement
process with the intention of awarding a contract in the value range of £1,022,000 £1,123,000. Although prior delegation has been provided previously, it is required that
the Governing Body evaluates its options given the anticipated service value in
accordance with the Schemes of Reservation and Delegation. There are two options
available for the Governing Body to consider:
•

•

Option A – Schedule the procurement results for the September 15 Governing
Body meeting for consideration and approval (This does contain a degree of
risk as the specific timetable has not been confirmed and the evulation stage
may not coincide with our existing Governing Body dates, resulting in the need
to convene a specific meeting.
Or
Option B – Approve the reprocurement of shared services within the
affordability envelope range, and to delegate the responsibility to the Chief
Finance Officer. The current financial envelope has already been approved
within the 2015/16 Financial Plan.

GOVERNING BODY MEETING
29 July 2015
Paper
Title

Agenda Item 2.2

Governing Body Assurance Framework

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

Key points
The Governing Body is asked to:
• Review and approve the list of strategic risks for NHS Eastern Cheshire Clinical
Commissioning Group (ECCCG) - Appendix One

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
Alex Mitchell
Chief Finance Officer

Contributor
Michael Purdie
Corporate Programmes and Governance Manager
14 July 2015
Date of Report
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Governing Body Assurance Framework
July 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.

2.

Significant Changes

2.1

3.
3.1

Following the updates from the June Governing Body Assurance Framework, the
remaining risks have remained largely unchanged in terms of risk score, but there
have been updates to the following:
• 02 Access to Dermatology
• 04 North West CSU-Service Disruption
• 05 Caring Together Delivery
• 10 Productivity Delivery (Note: Title changed from QIPP Delivery)
• 11 Potential instability in General Practice
• 13 Quality Assurance in Care Homes

New Risks / Risks Considered for Removal
The following have been added this month:
• 14 East Cheshire Trust Stroke Compliance
• 15 Continuing Healthcare (CHC) Assessments

4.

Recommendation(s)

4.1

The Governing Body is asked to:
• Review and approve the list of strategic risks for ECCCG (Appendix One).

5.

Reasons for recommendation(s)

5.1

By 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
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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

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.

Alex Mitchell
Chief Finance Officer
14 July 2015
01625 663456
Alex.mitchell@nhs.net

Glossary of Terms

ECCCG

NHS Eastern Cheshire Clinical Commissioning Group
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18.

Appendices

Appendix One

Governing Body Assurance Framework

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

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

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

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



Appendix One
Governing Body Assurance Framework
GBAF No Title

GB Review Date

16 July 2015
Corporate Objectives Score

Active Risks
1 Mental Health Capacity

25-Feb-15

Health Need Priorities:

16

2 Access to Dermatology

29-Apr-15

Working Together

9

3 Delivery of the CCG Quality Priorities

27-May-15

Quality

12

4 North West CSU-Service Disruption

27-May-15

Investing Responsibly

16

5 Caring Together Delivery

24-Jun-15

Working Together

15

6 Co Commissioning Primary Care ServicesConflict of Interest

30-Sep-15

Working Together

12

7 Co Commissioning of Primary Care (General
Medical)

28-Oct-15

Working Together

12

8 Business Information Systems

25-Nov-15

Investing Responsibly

12

9 CCG Financial Challenge

27-Jan-16

Investing Responsibly

12

10 Productivity Delivery

24-Feb-16

Health Need Priorities

16

11 Potential instability in General Practice

30-Mar-16

Investing Responsibly

20

12 Systems Resilience in Eastern Cheshire

27-Apr-16

Health Need Priorities

20

13 Quality Assurance in Care Homes

25-May-16

Health Need Priorities

20

14 East Cheshire Trust Stroke Compliance

29-Jun-16

Health Need Priorities

15

15 Continuing Healthcare (CHC) Assessments

27-Jul-16

Quality

20

New Risks

Low to Medium Risk

16 July 2015

High Risk

Very High Risk
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Project Name

ID

PR000083 Corporate Risk Log

00029

Assurance Framework?

Active? Yes

16

Objective Health Need Priorities:

GBAF 1

Owners Jacki Wilkes

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

Risk Score History

Rationale Current Score

Likelihood x Impact - Score

18/07/2014

Update Date

14/07/2015

Target Date

01/11/2014

Risk Closure

15
10
5
0
Jun '15

Date Added

20

Apr '15

12

Appetite

Mar '15

16

Feb '15

4

Jan '15

4

Dec '14

Current

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

25

Nov '14

25

Oct '14

5

Sep '14

5

Aug '14

Initial

Current Controls (What are we currently doing about
the risk?)

Mitigation Action (What have we done/what more
can we do)

Correct monitoring Of IAPT and Neuro developmental
services show significant under performance and
capacity gaps.

Short term funding has been made available. We
now need to agree robust plans to ensure ongoing
capacity meets demand. We will continue to
challenge providers to deliver more productivity and
outcomes achievements.

Assurances (How do we know if things are having a
positive effect?)

Gaps In Control

The current mitigating actions should reduce the risk
impact

None iden ﬁed

Risk Actions
Title

Description

Target Date

Closed Date

Owners

Post implementation review

30 April 2015

Jacki Wilkes

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

In progress

Jacki Wilkes

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

Q2 2015

Jacki Wilkes

16 July 2015
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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

Q2 2015 - Paper going to the July
Governing Body

23/07/2015

Jacki Wilkes

Work in partnership with CWP to Q2 2015
develop a needs led capacity plan
and build a business plan which
demonstrates a phased 2 year
improvement in performance and
investment., in both adult and
children’s services.
Explore opportunities to work
COMPLETED Stakeholder
with the voluntary sector,
workshop booked Q1 2015
learning from and building on the
partnership with Visyon in the
delivery of 16-19 services.

16 July 2015

Jacki Wilkes

12/06/2015

Jacki Wilkes
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Project Name

ID

PR000083 Corporate Risk Log

00007

Assurance Framework?

Active? Yes

9

Objective Working Together

GBAF 2

Owners Neil Evans

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

Risk Score History

Rationale Current Score

Likelihood x Impact - Score

Update Date

13/07/2015

Target Date

19/12/2014

Risk Closure

10
5
0
Jun '15

09/09/2013

15

May '15

Date Added

20

Apr '15

12

Appetite

Mar '15

9

Feb '15

3

Jan '15

3

Dec '14

Current

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

25

Nov '14

10

Oct '14

2

Sep '14

5

Aug '14

Initial

Current Controls (What are we currently doing about
the risk?)

Mitigation Action (What have we done/what more
can we do)

The CCG continues to hold dialogue with East
Cheshire Trust, Vernova Healthcare and Trust A. In
addition advice from Monitor is being sought to
ensure that any changes in service provision are
compliant with legislation.

East Cheshire Trust/Vernova Healthcare have
recruited addi onal locum capacity.
Follow up waits at ECT remain in excess of
acceptable levels. However the Trust are working
with Vernova Healthcare to mitigate this.
Meeting held with NHS England to assess feasibility
of Vernova managing this MDT.

Assurances (How do we know if things are having a
positive effect?)

Gaps In Control

The process continues to seek an appropriate
consultant
First outpatient waits have been brought back within
acceptable limits.

Salford Royal have suspended access to both
Stockport and Salford services, although they have
agreed patients from Disley and Poynton are exempt.

Risk Actions
Title
Trust A and ECT are exploring
feasibility of a service transfer

16 July 2015

Description
Trust A, ECT and Vernova
Healthcare are jointly reviewing
the opportunity to transfer ECT
service to Trust A. Trust A need to
provide assurances as to capacity
available and ability to comply
with Cancer MDT requirements.

Target Date

Closed Date

Owners
Neil Evans

Page 4 of 33

Engage Trust A in developing a
formal process (Completed)

COMPLETED Establish a follow up
meeting with Trust A to see if they
can enter into a formal process.

16/06/2015

Neil Evans

Engage Salford in developing a
formal process (Completed)

COMPLETED Establish a follow up
meeting with Salford to see if they
can enter into a formal process.

16/06/2015

Neil Evans

ECT to seek support for
development of new model from
other providers (Completed)

COMPLETED East Cheshire trust
have agreed to contact other
providers again to see if they
could support the development of
a new model.

16/06/2015

Neil Evans

East Cheshire Trust & Vernova
Healthcare recruiting short term
clinical capacity (Completed)

COMPLETED Local Providers are
recruiting additional short term
clinical capacity to maintain
accessThis has taken place and
the CCG is monitoring access
performance at monthly meetings
with ECT

16/06/2015

Neil Evans

Liaising with providers

COMPLETED Liaising with 3
providers, Monitor + Clinical
Network to validate the plans to
transfer the ECT service to a new
sustainable provider. Vernova
have confirmed that they wish to
provide the service and it is
believed that they have the
capability

16/06/2015

Neil Evans

Meeting arranged re skin cancer
MDT

COMPLETED Meeting with NHS
England to confirm whether
Vernova can comply with NICE
guidance

16/06/2015

Neil Evans

Development of up to date
service specification

31/07/2015
Vernova will be then assessed
against this specification to assess
compliance

Contract variation

Negotiations underway to agree
variation to NHS standard
contracts with ECT and Vernova

16 July 2015

30/06/2015

Neil Evans

29/08/2015
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Project Name

ID

PR000083 Corporate Risk Log

00038

Assurance Framework?

Active? Yes

12

Objective Quality

GBAF 3

Owners Neil Evans

Delivery of the CCG Quality Priorities
The risk is that the CCG may fail to deliver the expected improvements in the quality of care available to our
population. This leads to a quality of service risk to our population and potentially a reputational and financial risk to
the CCG.

Risk Rating

Risk Score History

Rationale Current Score

Likelihood x Impact - Score

4

12

Current

3

4

12
12

Appetite
Date Added

12/05/2015

Update Date

13/07/2015

Target Date
Risk Closure

This is based on
performance in 2014/15. In
May 2015, CQC highlighted
some gaps in relation to
services delivered by East
Cheshire Trust.

25
20
15
10
5
0
Jun '15

3

May '15

Initial

Current Controls (What are we currently doing about
the risk?)

Mitigation Action (What have we done/what more
can we do)

Developed robust implementation plans for our
priority areas . Oversight by Quality and Performance
Committee.
Purchase of Business Information product (Ssentif) to
report on performance.
Maintaining of East Cheshire Trust , CQC plan through
the contract.

Development of plans around delivery of our quality
priorities (quality premium measures).East Cheshire
Trust have developed an action plan to improve
areas of weakness identified by CQC. Whilst the
Trust Development Authority is accountable for
overseeing implementation of this plan the CCG is
working closely with both parties to gain assurance.
We are also working with South Cheshire and Vale
Royal CCGs to align our activities with community
services.

Assurances (How do we know if things are having a
positive effect?)

Gaps In Control

Developed monitoring systems, which will allow the
CCG to quickly respond and develop mitigating plans
where they are going off track.

Business cases will be required to invest in some of
the areas in the plan.

Risk Actions

16 July 2015
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Title

Description

Target Date

Closed Date

Owners

Business Case in development

31/08/2015

Neil Evans

Ssentif dashboard development

31/07/2015

Neil Evans

Ssentif training delivery

31/07/2015

Neil Evans

Monthly CQC Updates

16 July 2015

Monthly CQC updates are being
provided through ECT contracts
meeting

Neil Evans
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Project Name

00036

ID

PR000083 Corporate Risk Log

Assurance Framework?

Active? Yes

16

Objective Investing Responsibly

GBAF 4

Owners A Mitchell

North West CSU-Service Disruption
North West CSU, which serves ECCCG and other CCGs in Cheshire, Merseyside and Greater Manchester was
unsuccessful in its bid for accreditation to provide a 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
organisa onal form.The risk to the CCG are the poten al disrup on in the provision of key services to the CCG as
the transitional arrangements are introduced and a longer term solution is identified.

Risk Rating

Risk Score History

Rationale Current Score

Likelihood x Impact - Score

4

4

16

Appetite

12

Date Added

16/02/2015

Update Date

14/07/2015

Target Date

31/03/2015

Risk Closure

20
15
10
5
0
Jun '15

Current

25

May '15

20

Apr '15

4

Mar '15

5

Feb '15

Initial

At this time the level of
uncertainty is high, as the
CSU have had little time to
respond to the failure in
accreditation. A Transition
Board is in operation and
managing the procurement
process

Current Controls (What are we currently doing about
the risk?)

Mitigation Action (What have we done/what more
can we do)

Weekly on site meetings with the CSU HOCO, who is
providing situation reports to Senior Officers of the
CCG.
Using the monthly contract monitoring meetings to
identify any associated risks as raised by either parties
or arising from the performance of KPI’s.
A Transition Board is in operation which is agreeing
the service transfer.

Senior CCG Officers are attending North West
emergency committees to review the situation and
define a course of action. Creation of a Transition
Board with membership from ECCCG to work
through the various stages of securing a longer term
solution. The CCG are reviewing options around
what services will be transferred to a new provider.
The CCG has confirmed the services to be
commissioned by the new provider and those which
are being in-housed.
Two temporary staff have been appointed, to assist
with the LPF process across Cheshire. A weekly
programme board has been implemented to
manage the process.

Assurances (How do we know if things are having a
positive effect?)

Gaps In Control

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.
Fortnightly briefing from North West CSU on progress
around the transitions.

Currently working with the Transition Board to refine
the procurement timelines around contract award
and migration. Early indications suggest this in longer
than expected initially.

16 July 2015
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Risk Actions
Title

Description

Target Date

Closed Date

Monitoring of monthly
Reports received monthly in line
performance reports from NWCSU with normal contract reviews.

Owners
Alex Mitchell

Member of Transition Board

COMPLETE

30/06/2015

30/06/2015

Alex Mitchell

Option appraisal on future
provision of services to be
developed.

COMPLETE

30/06/2015

30/06/2015

Alex Mitchell

Tender Documentation

27/07/2015
Develop and sign off service
specifications, KPIs and supporting
documentation

16 July 2015

Alex Mitchell
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ID

PR000083 Corporate Risk Log

00019

Assurance Framework?

Active? Yes

15

Objective Working Together

GBAF 5

Owners F Blakeman

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, will 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

Risk Score History

Rationale Current Score

Likelihood x Impact - Score

Date Added

07/03/2014

Update Date

14/07/2015

Target Date

31/03/2016

Risk Closure

20
15
10
5
0
Jun '15

12

May '15

Appetite

Apr '15

15

Mar '15

5

Feb '15

3

Dec '14

Current

25

Nov '14

15

Oct '14

5

Sep '14

3

Aug '14

Initial

Reduction in the risk rating
in July 2014 due to the PMO
team now being in place and
the appointment of an
interim medical director at
East Cheshire NHS Trust. This
is further strengthened by
the appointment of the
Strategy and Transformation
Director.

Current Controls (What are we currently doing about
the risk?)

Mitigation Action (What have we done/what more
can we do)

Caring Together is a Programme that extends for 5
years. The first phase, which is now completed,
focussed on designing the new integrated care model
and high level affordability, which showed the new
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 phase, the Implementation Phase
of the programme. The governance of the CT
Programme has been revised to reflect this 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 Caring Together Programme Management
Group attended by key personnel from ECCCG,
Cheshire East Council (CEC) and NHS England.
Accountability is to the CEC informal cabinet and
ECCCG Governing Body. However the membership of
the latter is currently being reviewed.
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. As we move into the implementation
phase, work under way through the joint development
of a specification for Integrated Care services, quality

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 to ensure the Caring Together
Programme remains on track. 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 were launched in March 2015 to
raise further awareness of the CT programme. An
implementation plan for 2015/16 for both the CCG
and the health and social care system as a whole to
support the delivery of year 3 of the CT programme
and year two of the ECCCG five year Strategic Plan is
nearing completion. A workshop of system leaders
took place in May 2015 as planned. A Champions
event is being planned for September 2015. Cultural
Transformation is an essential prerequisite to
supporting the delivery of the CT programme.
Through contracts with our providers we will
incentivize 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

16 July 2015
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standards and outcome measures. These are being
embedded into the CCG’s 2015/16 contract with the
Trust but will not be triggered until later in the year/
2016-17 as appropriate.
Additional activity modelling has been completed to
assess the deliverability of the activity assumptions as
has the use of risk stratification to identify the patient
population most at risk. More detailed analysis is still
required that also binds in primary care and social care
and is underway to ensure provider deliverability. IT
tools have been identified to support this analysis
work, including the integrated digital care record and
risk stratification tool.
Specific initiatives, STAIRRS, Better Care Fund 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.

locally.
Implementation of the Caring Together Programme
is ongoing. An Integrated Care Framework of
standards and outcome measures is currently being
finalised along with a dashboard of the key
performance metrics to be able to monitor progress
at an individual organisation and system level. Good
progress is being made Work continues to move
forwards with regards to the implementation phase
of the new care model. The service specification and
target operating model are currently being finalised.
These will then be reviewed by the Caring Together
Business Group and Caring Together Care
Professionals Group before being presented to the
Caring Together Programme Management Group.
Any business case for additional investment will be
presented to the Governing Body for approval, to
understand its impact and to ensure deliverability at
a more granular level. More significant strides are
planned and are expected for 2016/17 start.
Developing a system-wide dashboard of
performance indicators to be able to monitor
progress at an individual organisation and system
level.

Assurances (How do we know if things are having a
positive effect?)

Gaps In Control

Partners in the Caring Together programme have
recently provided formal support to the Caring
Together Strategy. A Provider Forum has now been
established. Clear progress against the CT
Programme‘s agreed plan and significant milestones is
evidenced within the CT Update to the Governing
Body and Caring Together Programme Management
Group highlight reports to the Caring Together
Leadership Forum Programme Director’s Report
submission.
Proposal to establish a Commissioning Committee
instead of Commissioning Alliance being presented to
July 2015 Governing Body meeting in Camera.

Establishment of the Commissioning
Alliance/Committee

Risk Actions

16 July 2015
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Title

Description

Target Date

Closed Date

Owners

14/01/2015

Jerry Hawker

Revised implementation plan to
be presented to the statutory
commissioning bodies

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

Partnership Working Models

Agreed to raise at the Caring
Together Leadership Forum the
need to explore options for
partnership working across
providers. CCG working closely
with NHSE and TDA. CEO of East
Cheshire Trust has been asked to
coordinate and present to the
CTLF

31/07/2015

Fleur Blakeman

Implementation phase of
2015/16 to be finalised

To be finalised at July 2015 Caring 15/07/2015
Together LF

Fleur Blakeman

Commissioning Alliance

Establish Commissioning Alliance

31/07/2015

Fleur Blakeman

16 July 2015
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Project Name

ID

PR000083 Corporate Risk Log

00034

Assurance Framework?

Active? Yes

12

Objective Working Together

GBAF 6

Owners M Cunningham

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. The specific risk is that Joint Committee Members are not sufficiently trained in the legal and
governance requirements around conflicts of interest, especially in relation to Primary Care.

Risk Rating

Risk Score History

Rationale Current Score

Likelihood x Impact - Score

12
12

Appetite
Date Added

05/01/2015

Update Date

14/07/2015

Target Date
Risk Closure

20
15
10
5
0
Jun '15

4

May '15

3

Apr '15

Current

There is still an ongoing
requirement for Members of
the CCG and Joint committee
to understand possible and
probable conflicts of interest
arising from cocommissioning .

25

Mar '15

16

Feb '15

4

Jan '15

4

Dec '14

Initial

Current Controls (What are we currently doing about
the risk?)

Mitigation Action (What have we done/what more
can we do)

HOCS has been tasked with developing the
management controls around conflict of interest and
reports to the Executive Committee and Governing
Body on a regular basis.

Con nued communica on with all key
stakeholders. Continued working with NHS England
to ensure national guidance and best practice
adopted and undertaken.
Terms of Reference for Joint Commissioning
Committee has been published and ratified by NHS
England
Arranged conflicts of interest training in May for
Governing Body Members and CCG lay members are
attending NHS England commissioned conflicts of
interest training.
Develop conflicts of interest task and finish group post training.

Assurances (How do we know if things are having a
positive effect?)

Gaps In Control

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
potential risk.

Risk Actions
16 July 2015
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Title

Description

Media Monitoring

On going monitoring of media by
comms team

Complete Terms of reference

Completed -April 2015 Final draft
Terms of Reference completed –
due to be approved

Joint Committee Members
Conflict of Interest Training

16 July 2015

Target Date

Closed Date

Owners
M Cunningham

31/05/2015

31/05/2015

M Cunningham

31/05/2015

M Cunningham

Page 14 of 33

Project Name

ID

PR000083 Corporate Risk Log

00033

Assurance Framework?

Active? Yes

12

Objective Working Together

GBAF 7

Owners M Cunningham

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 existing
CCG staff 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

Risk Score History

Rationale Current Score

Likelihood x Impact - Score

12

Appetite

12

Date Added

05/01/2015

Update Date

14/07/2015

Target Date
Risk Closure

20
15
10
5
0
Jun '15

3

May '15

4

Apr '15

Current

Arrangements still in
progress.

25

Mar '15

15

Feb '15

3

Jan '15

5

Dec '14

Initial

Current Controls (What are we currently doing about
the risk?)

Mitigation Action (What have we done/what more
can we do)

Head of Corporate Services (HOCS) has been tasked
with overseeing and managing the identification of the
implications and resource requirements of
undertaking co-commissioning under joint
arrangements.
HOCS working with NHS England to understand CCG
requirements to deliver co-commissioning, what gaps
exist, where additional investment i.e. staffing,
training is required

Researching and pu ng together of a job
specification for a Service Delivery Manager Primary Care, in order to recruit the specific
resource to manage the CCG responsibilities for
Primary (General Medical) Care Services cocommissioning under joint commissioning
arrangements.
HOCS is working closely with Cheshire and
Merseyside regional team of NHS England and
primary care leads of neighbouring CCGs to
understand roles and resource allocation to CCGs for
undertaking joint commissioning
The budget for the both SDM and finance manager
have been confirmed within the running costs of the
CCG
The CCG is working to bring in some additional
external resources to address supporting the existing
capacity and skills within the CCG.

Assurances (How do we know if things are having a
positive effect?)

Gaps In Control

The job role specification for the Service Delivery
Manager is to be completed and out to advert by end
of May. The job role specification for the Finance

None identified

16 July 2015
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Manager with Primary care responsibilities is to be
completed and out to advert by end of May.

Risk Actions
Title

Description

Target Date

Closed Date

Owners

Research of role requirements
and development of draft job
description

Development of job descriptions
for SDM and Chair

31/05/2015

M Cunningham

HOCS investigating external
advisory support

HOCS to investigate external
advisory support and or
developmental training

30/06/2015

M Cunningham

Formalise responsibilities of the
Joint Committee Chair

formalise responsibilities of the
Joint Committee Chair

30/06/2015

M Cunningham

Identify and recruit Joint
Committee Chair

30/06/2015

M Cunningham

Develop Job Specification for
Finance Manager

31/05/2015

E Insley

16 July 2015
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Project Name

ID

PR000083 Corporate Risk Log

00015

Assurance Framework?

Active? Yes

12

Objective Investing Responsibly

GBAF 8

Owners A Mitchell

Business Information Systems
The development of a Business Informa on System is cri cal to support the CCG deliver against its ﬁnancial du es
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

Risk Score History

Rationale Current Score

Likelihood x Impact - Score

Update Date

14/07/2015

Target Date

01/04/2014

Risk Closure

10
5
0
Jun '15

10/09/2013

15

May '15

Date Added

20

Apr '15

12

Appetite

Mar '15

12

Feb '15

3

Jan '15

4

Dec '14

Current

25

Nov '14

16

Oct '14

4

Sep '14

4

Aug '14

Initial

New service specification for
Business Information agreed
as part of the 15/16 North
west CSU contract. The
information provided is still
limited given the current
system and ECCCG have
procured a local system for
the next 12 months.

Current Controls (What are we currently doing about
the risk?)

Mitigation Action (What have we done/what more
can 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 were TUPE'd across
on the 1st September 14Alterna ve 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 mee ngs with the CSU have improved the
information and will maintain until completed.
Poten al to enforce contractual levers around non
delivery following the issue of possible improvement
no ces. Revised SLA in place with agreed KPI's.
The CCG are procuring additional IT systems to
provide more BI Intelligence and support.

Assurances (How do we know if things are having a
positive effect?)

Gaps In Control

Interim solu on 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.

Risk Actions

16 July 2015
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Title
Revised SLA reflecting CCG
commissioning requirements

Description
COMPLETE SLA Signed 15th
January 2015

Target Date

Closed Date

Owners

15/01/2015

14/01/2015

Alex Mitchell

14/01/2015

Alex Mitchell

Develop detailed list of reports to COMPLETE
include in contract (Complete)
Staff TUPE'd to CCG

COMPLETE - effective 1/9/2014

01/09/2014

01/09/2014

Alex Mitchell

Withdraw from CSU element of
service (Complete)

COMPLETE - notice given on
1.4.2014

01/04/2014

01/04/2014

Alex Mitchell

Agree list of contract validations

COMPLETE

01/04/2014

Alex Mitchell

30/06/2015

Neil Evans

Procurement of additional system COMPLETE

16 July 2015

30/06/2015
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Project Name

ID

PR000083 Corporate Risk Log

00040

Assurance Framework?

Active? Yes

12

Objective Investing Responsibly

GBAF 9

Owners A Mitchell

CCG Financial Challenge
ECCCG has agreed to continue with its 5 year strategy whilst maximise its resources in order to deliver NHS
England’s business where possible. Currently, for 15/16 ECCCG is not meeting its 15/16 required surplus of 1%, but
is planning to deliver £1.4m (0.6%). The approach enables ECCCG to create a transformation fund that is required to
pump prime service change as it transforms the system into a long term clinically and financially stable economy.
Risk Possibility that NHS England may not accept ECCCG position and require a planned surplus of 1% which would
reduce the transformation fund and delay our 5 year strategy.

Risk Rating

Risk Score History

Rationale Current Score

Likelihood x Impact - Score

4

12

Current

3

4

12
12

Appetite
Date Added

18/05/2015

Update Date

14/07/2015

Target Date
Risk Closure

ECCCCG 15/16 financial plan
has been submitted to NHS
England and agreed.

25
20
15
10
5
0
Jun '15

3

May '15

Initial

Current Controls (What are we currently doing about
the risk?)

Mitigation Action (What have we done/what more
can we do)

2015/16 Financial Plan submitted to the Governing
Body in draft.
Governing Body committed to 5 year plan whilst
maximising surpluses.
2015/16 Financial Plan submitted to NHS England in
accordance with appropriate timescales.
ECCCG budget to be monitored via Finance Committee
and Governing Body.
Continual dialogue with NHS England around ECCCG
financial position.

Potential to use any slippage on budgets and or
transformation fund to increase our year end
surplus. Any revisions to our surplus would be
agreed by the Governing Body prior to discussing
with NHS England.

Assurances (How do we know if things are having a
positive effect?)

Gaps In Control

In year monitoring of performance compared to
budgets.
Forecast is in line with planned surplus as reported to
Finance Committee and Governing Body.

Rework ECCCG 5 year financial model taking account
of latest changes to ECCCG financial allocations and
14/15 actuals.

Risk Actions

16 July 2015
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Title

Description

Target Date

Closed Date

Owners

Submit financial plan

Submit detailed 15/16 Financial
Plan to May Governing Body

31/05/2015

A Mitchell

Submit 5 year plan

Submit revised 5 year plan

01/08/2015

A Mitchell

Financial Plan approved

Governing Body approved
2015/16 Financial plan 28/5/15

16 July 2015

28/05/2015
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Project Name

ID

PR000083 Corporate Risk Log

00041

Assurance Framework?

Active? Yes

16

Objective Health Need Priorities

GBAF 10

Owners A Mitchell

Productivity Delivery
Within the 15/16 Financial Plan, ECCCG has a requirement to reduce its costs by circa £2.55m in line with its
Productivity plan. The successful delivery of its productivity initiatives will improve the quality of services whist
reducing the expenditure and enabling ECCCG to deliver sits financial plan within its available resources. Risk: The
potential non delivery of productivity in year could impact on ECCCG ability to meet its annual objectives and or its
financial surplus.

Risk Rating

Risk Score History

Rationale Current Score

Likelihood x Impact - Score

4

16

Current

4

4

16
12

Appetite
Date Added

18/05/2015

Update Date

14/07/2015

Target Date
Risk Closure

Productivity schemes have
been identified in summary,
with detailed plans to be
developed for some of the
schemes only.

25
20
15
10
5
0
Jun '15

4

May '15

Initial

Current Controls (What are we currently doing about
the risk?)

Mitigation Action (What have we done/what more
can we do)

Schemes identified
Productivity targets agreed and transferred to budget
holders.
Detailed monitoring via the Finance Committee.
Detailed productivity schemes reviewed by the
Finance Committee.

Slippage on in year investments to be available
should productivity schemes appear to be not
delivering in full within the financial year.

Assurances (How do we know if things are having a
positive effect?)

Gaps In Control

Progress and delivery to be monitored via the Finance
Committee and reported through to the Governing
Body.

Potential lack of capacity within ECCCG to manage
the productivity schemes.

Risk Actions
Title

Description

Target Date

Closed Date

Owners

Sign off plans

Sign off High Level plans at May
Governing Body

31/05/2015

A Mitchell

Finalise schemes

Finalise plans, leads and
timeframes for each Scheme

30/06/2015

E Insley

Summary productivity Plan

Summary productivity plan
reviewed at finance committee

10/06/2015

16 July 2015

10/06/2015

A Mitchell
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Project Name

ID

PR000083 Corporate Risk Log

00037

Assurance Framework?

Active? Yes

20

Objective Investing Responsibly

GBAF 11

Owners F Blakeman

Potential instability in General Practice
Potential instability in General practice due to increase in workload, uncertainty regarding future contracting
arrangements and availability of workforce.

Risk Rating

Risk Score History

Rationale Current Score

Likelihood x Impact - Score

Current

5

4

20
12

Appetite
Date Added

02/04/2015

Update Date

13/07/2015

Target Date
Risk Closure

Discussed with Executive
team and identified as a
significant risk.

25
20
15
10
5
0
Jun '15

12

May '15

4

Apr '15

3

Mar '15

Initial

Current Controls (What are we currently doing about
the risk?)

Mitigation Action (What have we done/what more
can we do)

General Practice review Workshop took place on 30th
April 2015.
Task and Finish group established, first meeting held
on 27th May 2015.
All practices providing information regarding services
they are providing over and above core services.
Identification of services that could form part of a
"Caring Together" contract underway.
Task and Finish and Steering Groups continue to meet
on a regular basis.

Project mandate signed off by the Task and Finish
group on 27th May 2015.
Additional capacity being recruited to support the
review process and development of the "Caring
Together" contract.
The CCG is in discussion with NHS England to secure
additional resources to support the process.
Formal bid for resources submitted 13/07/2015

Assurances (How do we know if things are having a
positive effect?)

Gaps In Control

Initial draft of the project mandate shared with NHS
England and LMC representatives
Resources earmarked to support practice
participation.
Proposal drafted and circulated following the locality
meeting on 9/03/15
Launch event taken place as planned, Task and Finish
group now established.
Information being collated to inform the content of
the new contract.
Second workshop held on 8 July 2015

None identified awaiting review outcome

Risk Actions
16 July 2015
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Title

Description

Target Date

Closed Date

Owners

30/06/2015

Jane Miller

Completion of General Practice
Review

COMPLETED General Practice
Review to be completed by 30th
June

30/06/2015

Commence Phased
Implementation

Commence phased
implementation of new contract
from October 2015

31/10/2015

16 July 2015

Neil Evans
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Project Name

ID

PR000083 Corporate Risk Log

00039

Assurance Framework?

Active? Yes

20

Objective Health Need Priorities

GBAF 12

Owners Jacki Wilkes

Systems Resilience in Eastern Cheshire
Delivery of the A&E Target, delayed transfers of Care, 18 week referral to treatment, ambulance access. The risk is
that currently we are failing to deliver the constitutional standards for A&E targets, 18 week referral to treatment
(RTT), and North West Ambulance Service emergency response times, which would lead to a negative impact on
patients and a potential reputational and financial risk to the CCG

Risk Rating

Risk Score History

Rationale Current Score

Likelihood x Impact - Score

4

16

Current

5

4

20
12

Appetite
Date Added

12/05/2015

Update Date

14/07/2015

Target Date
Risk Closure

25
20
15
10
5
0
Jun '15

4

May '15

Initial

Eastern Cheshire Health
Economy are currently
unable to stabilise
performance with marked
variation in the system.
Actions and controls are yet
to be agreed, which puts
service performance for the
year at risk

Current Controls (What are we currently doing about
the risk?)

Mitigation Action (What have we done/what more
can we do)

Initiatives are in place to reduce admissions and
attendances. The Clinical Quality and Performance
Committee is to receive proposals for annual funding
in July 2015.
- Daily monitoring via "Snow White"
- Urgent Care dashboard reviewed at the Systems
Resilience Group

Work continues at PACE on the design of the short
term assessment integrated response and recovery
service (STAIRRS)
Agreement to develop a capacity plan ahead of
Winter 15/16. This will enable targeting of high
impact changes for commissioning and provision.

Assurances (How do we know if things are having a
positive effect?)

Gaps In Control

We have arranged a workshop with NWAS and other
stakeholders to identify opportunities to mitigate any
detriment in performance, scheduled for the last
week in May.

We are not on track in meeting the trajectory set by
the mitigation plans around DTOC and 18 weeks

Risk Actions
Title

Description

Agree urgent actions to be taken
by the end of June.
Capacity Plan

16 July 2015

Progress work on capacity plan
which focuses on high volume
pathways work scoped and
completed by the end of July

Target Date

Closed Date

Owners

30/06/2015

J Wilkes

31/07/2015

J Wilkes
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30/09/2015

SRG Funding

Proposals for remainder of SRG
funding agreed by September
2015

Risk Title Changed

25/06/2015
Risk title changed from System
Resilience Group (SRG) to Systems
resilience in Eastern Cheshire

07/07/2015

J Wilkes

Score Increased

25/06/2015
Score has been changed to 20 likelihood 5 and impact 4, due to
performance e against 18 weeks
refer to treat and 4 hour Accident
and Emergency treatment targets.

07/07/2015

J Wilkes

16 July 2015

J Wilkes
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Project Name

ID

PR000083 Corporate Risk Log

00030

Assurance Framework?

Active? Yes

20

Objective Health Need Priorities

GBAF 13

Owners Julia Curtis

Quality Assurance in Care Homes
Locally we commission care home with nursing services with the local council and together with the CQC and Healthwatch quality assure the care using a quality assurance framework. During 2014 quarter 2 and 3 we had a number
of urgent quality and safeguarding concerns within a number of homes including the subsequent closure of two
homes. During 2014 quarter 2 & 3 the homes were RAG rated on the care home dashboard as Red. In July 2015 we
now have three homes that we have RAG rated as Amber, and we are actively working with these providers to
improve the services. None of these providers are in full default, i.e. unable to admit, however two remain on
restricted/reduced admission levels. All organisations will continue to receive unannounced quality reviews and
where issues have been identified on-going follow ups.

Risk Rating

Risk Score History

Rationale Current Score

Likelihood x Impact - Score

Date Added

18/07/2014

Update Date

14/07/2015

Target Date
Risk Closure

20
15
10
5
0
Jun '15

12

Apr '15

Appetite

Mar '15

20

Feb '15

4

Jan '15

5

Dec '14

Current

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

25

Nov '14

25

Oct '14

5

Sep '14

5

Aug '14

Initial

Current Controls (What are we currently doing about
the risk?)

Mitigation Action (What have we done/what more
can we do)

The CCG works with the local authority, CQC, infection
Control team, Hospice Care Homes team &
Healthwatch to quality assure local care homes. This
includes scru ny of providers, ac on planning
suppor ng homes to improve, regular monitoring
and where required implementa on of penal es
The CCG is also working collabora vely to review the
robustness of contracts and develop a range of
quality ini a ves, e.g. improvement programmes.

The CCG has assigned additional resources to the
assessment and monitoring of care home quality.

Assurances (How do we know if things are having a
positive effect?)

Gaps In Control

Care Home quality assurance remains high on the CCG
agenda and is a key project with the ‘Plan on a Page’
‘Continuous Quality Improvement Programme
(2015/16). To date 87 % of all care homes that
provide nursing have since 2014 quarter 2 received an
unannounced quality review. Where concerns have
been identified we have seen a range of
improvements and these have been substantiated at
subsequent follow up visits. One provider who we had

None identified currently

16 July 2015
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concerns with during 2014 quarter 2/3, received a
further visit in May 2015. A number of issues were
again identified, but the team were assured by the
Management teams swift response in rectifying the
issues identified. We continue to have a fortnightly
shared intelligence meeting and are now working
more closely with a number of Clinicians including
local GPs to ensure, a richer, more triangulated
understanding of the standard of care provision within
our local care homes. Fortnightly joint governance
meetings remain in place, however due to the
reduced number of issues and requirement for default
decisions, several of these meetings have been
cancelled indicating an overall improvement in care
provision. The CCG, Local Authority and CQC continue
to work together in a more coordinated and joint
commissioning shared approach. An Executive level
meeting is also planned week commencing 13th July
2015, where it is envisaged that the group will jointly
set out the Strategic Commissioning direction for Care
Homes and a position will then be shared with the
Health and Well Being Board (Sept 2015).

Risk Actions
Title

Description

Target Date

Closed Date

Owners

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

Develop Project Group Formed
and scoping commenced

14/07/2015

Julia Curtis

CCG in sourcing of CHC

CCG in sourcing of CHC - CSU have
been notified of intention and due
diligence complete re-design of
services being undertaken. TUPE
of staff being completed.

14/07/2015

Julia Curtis

Management of Quality Issues in
Care Homes - working with the
CHC Team (CSU)

Ongoing – Discussions commenced

14/07/2015

Julia Curtis

Set up carer forums

Listening events scheduled for
March.

31/03/2015

Julia Curtis

Student Quality Ambassadors

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

31/03/2015

Julia Curtis

Work streams identified with
local authority

Project group is now in place

31/03/2015

Julia Curtis

Strategic direction for Care
Homes Executive level meeting

Strategic direction for Care Homes 31/07/2015
Executive level meeting

16 July 2015

S Rogers
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Strategic Direction to be shared
with the H&W Board

16 July 2015

Strategic Direction to be shared
with the H&W Board

30/09/2015

S Rogers
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Project Name

ID

PR000083 Corporate R

00042

Assurance Framework?

Active? Yes

15

Objective Health Need Priorities

GBAF 14

Owners Neil Evans

East Cheshire Trust Stroke Compliance
East Cheshire Trust are currently not achieving a number of national quality measures. These are specifically in
relation to access to a consultant, speech and language therapy and physiotherapy provision.

Risk Rating

Risk Score History

Rationale Current Score

Likelihood x Impact - Score

5

3

15

Current

5

3

15
12

Appetite
Date Added

13/07/2015

Update Date

14/07/2015

Considerable concern at
both a local and national
level in relation to ECT's
ability to deliver compliance
in a timely manner.

25
20
15
10
5
0

Target Date
Risk Closure

Jun '15

Initial

Current Controls (What are we currently doing about
the risk?)

Mitigation Action (What have we done/what more
can we do)

Measurement of performance against National Stroke
quality indicators

Held a review meeting with the ECT and the national
Clinical Director for Stroke and both local clinical
networks. (Cheshire and Merseyside and Greater
Manchester and Lancashire) Improvement
opportunities were discussed and prioritised. We are
currently working with the Trust to develop a
community rehabilitation / early supportive
discharge service, which will give greater capacity
and capability to care for people, either in their own
home or in the hospital.

Assurances (How do we know if things are having a
positive effect?)

Gaps In Control

We have agreed the improvement priorities to
achieve compliance. We have a meeting arranged
with ECT, Stockport Foundation Trust and Greater
Manchester Network to discuss opportunities to use a
network arrangement to achieve compliance.

ECT does not currently have the staffing capacity to
deliver the quality measures required and have been
unable to recruit.

Risk Actions

16 July 2015
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Title

Description

Target Date

Closed Date

Owners

Meeting with Stockport

Meeting with Stockport to
conclude network arrangements

27/07/2015

Neil Evans

Confirm in writing the CCG
expectation

Confirm in writing the CCG
expectation in relation to an
improvement trajectory

31/07/2015

Neil Evans

16 July 2015
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Project Name

PR000083 Corporate Ris Log

ID

00043

Assurance Framework?

Active? Yes

20

Objective Quality

GBAF 15

Owners A Mitchell

Continuing Healthcare (CHC) Assessments
NHS Eastern Cheshire Clinical Commissioning Group (ECCCG) has been made aware that between April 2013 and
May 2015 individuals have been assessed using NHS England’s 2009 Continuing Healthcare (CHC) checklist as
opposed to the current 2012 NHS England CHC checklist. The checklist is used as an initial screening tool for an
individual if it appears that there might be a need for CHC.
Generally, if the checklist proves “positive” (i.e., there appears to be a need for CHC) then the individual moves to
the next stage. The team use NHS England’s 2012 Decision Support Tool (DST) and process set out in the National
Framework for NHS Continuing Healthcare and NHS-Funded Nursing Care. If they have a negative checklist then the
individual has been assessed as not requiring CHC and their care is managed within existing commissioned care
services
Risks: There are a number of risks to consider.
1.Impact on individuals in terms of emo onal, psychological and physical poten al for harm.
2.Individuals previously assessed with a nega ve outcome when using the 2009 checklist may have had a posi ve
outcome when using the current 2012 checklist. This would then require the individual assessment to be moved
onto the next stage of the CHC process.
3.Poten al ﬁnancial consequences should any individuals qualify for CHC following a completed CHC process.
4.Reputa onal risks to ECCCG.
5.Poten al increase in complaints and legal challenge.

Risk Rating

Risk Score History

Rationale Current Score

Likelihood x Impact - Score

4

5

20

Current

4

5

20

Appetite

12

Date Added

14/07/2015

Update Date

16/07/2015

Current Score reflects the
confirmation in terms of the
number of assessments
involved, launch of the
investigation and a process
in place to progress the
assessments.

25
20
15
10
5
0

Target Date
Risk Closure

Jun '15

Initial

Current Controls (What are we currently doing about
the risk?)

Mitigation Action (What have we done/what more
can we do)

The CHC team was part of the services commissioned
from the North West Commissioning Support Unit
(NWCSU) from April 2013 to Feb 2015. Towards the
end of this timeframe the Cheshire CCGs collectively
agreed to terminate the contract and bring the
services in-house. This was based on a number of
ongoing and growing concerns over the management
of the service and service delivery. Since the transfer,
the CCGs have created a Joint Committee to
undertake a review of the service, its operating model
and workforce requirements. The work programme is
on target with its agreed timeline and delivery dates.
The CHC service operates as a shared service across
Cheshire and is hosted by NHS South Cheshire Clinical
Commissioning Group (SCCCG).

The Eastern Cheshire CHC locality team was
instructed to use the correct CHC Checklist
immediately on identification of the incident (from
June 2015 onwards.). The event has been reported
as a serious incident (Strategic Executive Information
System) by the host employers SCCCG on behalf of
the CCG shared service.
The following actions have also been taken in
response to the incident:
All providers across Cheshire have been written to
seeking assurance that they are using the correct
documentation along with the other CHC locality
teams.
A comparison of both the current and previous
Checklist and Decision Support Tool has been

16 July 2015
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An “Incident Group” has been created with
representatives from each of the CCGs who
commission the CHC service and NHS England to
manage the incident and provide assurance around its
progress.
The NWCSU is supporting the Incident Group, but due
to its disbandment under the NHS England LPF process
it was agreed that they should not lead the
investigation.
This also influenced the decision to seek independent
HR advice to manage professional issues and ensured
staff were supported throughout the investigation
Once identified, it was necessary to undertake a data
validation process to identify the extent of the
incident. This involved reviewing every Checklist and
DST since April 2013 and was completed in July 2015.
The findings have confirmed that the use of the
incorrect checklist is localised to the locality team
covering ECCCG only. It has identified 810 individual
assessments that were undertaken on the wrong
checklists.
It has also been confirmed that 13 DSTs have been
undertaken during this period using the outdated form.
The Incident Group has implemented a programme to
reassess the individual assessments over a 3 month
period along with the DST with a target end date of
September 2015.
The Incident Group has appointed a third party, as
recommended by NHS England, to undertake an
investigation into the incident in order to understand
the events leading up to ECCCG becoming aware of
the incident along with any recommendations to
prevent such an event from re-occurring.

undertaken to identify key changes in order to
assess the materiality of the difference.
ECCCG has implemented an agreed process to
review the assessments in full using the current
checklist, with a further independent audit of 20% of
the whole assessments for added assurance on the
findings. This is to be completed over a period of 3
months.
ECCCG briefed its Governing Body once it became
aware of the incident and kept them informed whilst
the data collection / verification process was being
completed.
ECCCG is developing a communication plan that
considers all aspects of the incident for the
individuals impacted by the incident as well as the
public.
Additional capacity is being relocated from within
the CHC service to assist the Eastern Cheshire
locality team in the process.

Assurances (How do we know if things are having a
positive effect?)

Gaps In Control

Process to be managed and monitored via Incident
Group and reported through to Governing body.
Outcome of learning via investigation will be
incorporated into draft operating model.
Current checklists and DST are now being used by
locality team. Learning to date has been shared
across CHC shared service resulting in assurances that
the correct forms are being used.
The risk score will reduce following the completion of
the process.

Ensure that the Operational Group reviewing the
operating model for CHC includes the findings of the
investigation.
To assess the impact of the incident in terms of the
risks identified.
Develop a quality assurance process to monitor use
of documentation in line with recommendations
from the investigation.
Ensure processes are aligned in transformation work.

Risk Actions
16 July 2015
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Title
Lead for Investigation

Description
Agreed Terms of Reference,
appointed lead
investigator,commenced
investigation

Develop Communications Plan
Incident Group Members

16 July 2015

As outlined above - on-going - no
target date

Target Date

Closed Date

Owners

14/08/2015

S Rogers

27/07/2015

M Cunningham
S Rogers
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GOVERNING BODY MEETING held in public
29 July 2015
Paper Title

Agenda Item 2.3.3

Summary of the Clinical Quality and Performance
Committee meetings in July 2015

Purpose of paper
This paper seeks to provide the Governing Body with:
 the minutes of the July 2015 Clinical Quality and Performance Committee meeting
(Appendix A).
 highlights of any current concerns in relation to the quality of services being
delivered to the Eastern Cheshire population
 assurance with regards to action being taken in relation to these concerns.

Key points
 The Committee was:
 presented with the draft NHS Eastern Cheshire CCG ‘How are we doing’ webpage on
the CCG intranet and internet. The website includes information for CCG quality,
performance dashboards including care home quality issues. This is the first iteration
of the webpage and further development is planned over the coming months.
 provided with a demonstration of the new E-referral system (Choose and Book). It
was highlighted that despite improvements to the system, the number of days a
patient has to wait for an appointment was often incorrect. Capacity issues were also
highlighted as a problem in Ear Nose and Throat (ENT), Dermatology, Urology and
Rheumatology. As an action the Committee requested a mailbox be set up for GPs
to inform the CCG of any service issues. The mailbox will be monitored and a report
provided on a quarterly basis as issues and mitigating actions.
 informed that a new report for the Joint CCG – Continuing Health Care (CHC)
Operational meeting will now be produced on a monthly basis. Several issues were
already identified; these included: capacity issues – demand for CHC is growing
rapidly, Underlying data sometimes being inaccurate. Actions to address these issues
are being taken in the shared CHC Service.
 presented with an update from the Systems Resilience Group and were asked to
approve continued funding of a list of schemes. These included the following: Acute
Visiting Service (AVS) , Rapid Response, Speech and Language Therapy (SaLT),
Respond and Refer Car (‘Green Car’) Service, Neighbourhood Integrated Medicines
Optimisation Service (NIMO) for patients with complex needs, Psychiatric Liaison and
Rapid Response for people who have fallen. The Committee was also informed of
schemes that did not evaluate well; these were mainly due to workforce recruitment
issues. It was agreed to continue to explore these schemes further and provide
deeper evaluation before considering their future commissioning.
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GOVERNING BODY MEETING held in public
29 July 2015

APPENDIX A
Clinical Quality & Performance Committee
Minutes – meeting held on 8 July 2015

Agenda Item 2.3.3

Minutes of ECCCG Clinical Quality and Performance
Committee held 8th July 2015
Name

Initials

Gill Boston

GB

Dr James Milligan

JM

Sally Rogers

SR

Neil Evans

Present

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



NE

Commissioning Director, ECCCG



Anita Mottershead

AM

Quality and Performance Analyst, ECCCG

Moira McGrath

MM

Lindsay Ratapana

LR

Duncan Matheson
(Deputy Chair)





DM

Secondary Care Doctor ECCCG Governing Body



Julia Huddart

JH

Executive GP for Clinical Team, ECCCG



Andrew Binnie

AB

Quality and Performance Manager, ECCCG



Jacki Wilkes

JW

Associate Director of Commissioning







Janet Kenyon

JK

Sophie Clarke

SC

Emma Hardy

EH

Clinical Quality & Performance Officer, ECCCG



Gill Pickering

GP

Primary Care Applications Manager, NWCSU



Emma Leigh

EL

Clinical Project Manager, ECCCG



Agenda
Item
1
1.1

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

2

Minutes of Previous Meeting and Matters Arising

2.1

Minutes of the previous meeting



Discussion and Actions Agreed

The following corrections were made to the minutes of the June meeting:
Item 3.1 – SRG Update – (bullet four) the minutes will be changed to say
Programme Management Board instead of executive team as this is
incorrect.
Item 3.4 – Performance Dashboard – an error was highlighted in the
sentence, not will be changed to no.
2.2

In
Attendance



Designated Nurse for Safeguarding Children South &
Eastern Cheshire CCG
Adult Safeguarding Clinical Manager South & Eastern
Cheshire CCG, ECCCG

Deputy Head of Prescribing and Medicines
Optimisation, ECCCG
PA to Associate Director of Commissioning, ECCCG
(Minutes)

Apologi
es

Matters Arising
3.2.3 – CQP Template – JW asked that the group consider using the PMO
template for future meetings to prevent duplicating work unnecessarily. GB
to discuss outside the meeting.
Meeting
Chair
Date
Venue

Page 1 of 13
ECCCG Clinical Quality and Performance Committee
Gill Boston
08.07.15
Time
09.00 – 12.00
Completed by
Sophie Clarke
Meeting Room D, 1st Floor New Alderley House, Victoria Road, Macclesfield SK10 3BL

Action/
Date

3.3.1 – Mortality Workshop – JM attended the workshop and will share the
slides from the event with members of the group who wish to see them.
13.2 – Verbal Updates – it was agreed that only standing items should have
a written report. Non standing items may be given as a verbal update if they
are relatively short.
2.3

Action Log
The action log was reviewed with the following noted.

2.3.1

CCG Quality Strategy – a new ‘How are we doing’ page has been added to
the ECCCG website and includes dashboards and care home quality
updates. EH is working with the communications and engagement team to
help promote this. It was suggested that this be added to the next
Healthvoice and Healthwatch agendas for feedback.
The group are asked to look at the ‘How we are doing’ page on the
ECCCG website and give any feedback or suggestions to AB

2.3.2

SRG Crisis care for young people – this has been deferred until the
September meeting.

2.3.3

Patient discharge notes – JM met with Dr Telfar to discuss the issue. The
main problems are IT issues and junior doctors are given training on the
software by IT staff rather than clinicians. Rosie Kendrew (Complaints,
Incidents & Governance Manager) is looking in to this issue and will
feedback.
RK to look into the issue with patient discharge notes and feedback to
the committee

2.3.4

ALL

RK

Joint CCG CHC Operational Meeting Report – This is a new report that will
be produced on a monthly basis. A couple of issues have already been
highlighted:
 Underlying data is not correct
 Capacity issues - demand for CHC (Continuing Healthcare) is
growing rapidly
The following actions are being taken to address the issues:
 Recruitment drive
 Redesign of the service
 Working with CWP for more integration (larger pool of specialists)
Item to be added to August agenda.
The group are asked to read the report and feedback any suggestions
to NE before the next committee meeting
JH highlighted that most GP’s do not understand personal health budgets
and it was suggested that Alison Kay (Individual Commissioning Nurse,
Meeting
Chair
Date
Venue
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ECCCG Clinical Quality and Performance Committee
Gill Boston
08.07.15
Time
09.00 – 12.00
Completed by
Sophie Clarke
Meeting Room D, 1st Floor New Alderley House, Victoria Road, Macclesfield SK10 3BL

ALL

CHC – Continuing Healthcare) attend the next Locality meeting to talk about
CHC.
NE to contact Alison Kay to request she attends the next Locality
meeting in September to discuss CHC
3
3.1

Choose & Book System
GP gave a demonstration of the amended Choose & Book system.








The E-referral system was released on 15th June 2015 however
some issues have been reported. The system will be more versatile
and will include follow up appointments. Appointments can be
amended without being classed as DNA’s (Do not attend).
The font size will be increased in a future update.
It was highlighted that the numbers of days waiting for each service is
rarely correct.
Macclesfield and Leighton Hospital include the names of consultants
on the system however no other suppliers do. This used to be a
requirement however it no longer is. There was a discussion about
allowing patients to choose which consultant they see however some
of the group agreed this would lead to some consultants having a
long waiting list.
Capacity issues have been identified with some services including
ENT, Dermatology, Urology and Rheumatology. It was agreed a
mailbox should be set up for GP’s to inform ECCCG of any service
issues. GP and NE will have access to the mailbox.

An update on access issues will be brought to the meeting on a
quarterly basis

NE

NE will setup a mailbox to enable GP’s to highlight any access issues
& will ask the DATIX lead to send an email informing GP’s of the new
procedure.

NE



There was a discussion about patients wanting to choose same sex
consultants for intimate examinations or issues. It was agreed that
further discussions need to take place to agree how ECCCG might
facilitate this.

GB & NE to discuss same sex consultants for patients with sensitive
issues
4
4.1

NE

Dashboard
SRG Update
JW gave the following highlights
 A&E four hour target – ECT (East Cheshire Trust) has failed to
achieve the target for Quarter 1 however ECT are currently achieving
Quarter 2 performance.
 DTOC (Delayed Transfer of Care) – the figures are still high however
Meeting
Chair
Date
Venue
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Time
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Completed by
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Meeting Room D, 1st Floor New Alderley House, Victoria Road, Macclesfield SK10 3BL

GB/NE




they are on a downward trend currently at around 8%.
Readmissions – ECT are maintaining a steady rate and the figures
are lower than previous year’s figures.
JW highlighted two pieces of work due to be undertaken by SRG:
- Complete a capacity and demand plan with the assistance of an
external NHS approved consultant.
- A national piece of work is being completed to assess total
capacity in the system and identify any blocks.
- On completion, the SRG will have identified any gaps in the
system enabling them to commission the appropriate services.

SRG Capacity & Demand outcomes will be added to the September
agenda



STAIRRS is progressing quickly and the service and operational
models are due to be completed at the end of July. The service is due
to start on 1st October 2015.
NE highlighted that the feedback from the Mike Potts visit suggested
perfecting improvement trajectories. SRG should be a standing item
on the leadership forum to allow any issues to be escalated.

JW to speak with Sally Rogers regarding a slot at the leadership forum


SRG Schemes for approval
The Executive Committee agreed to continue with the SRG schemes that
evaluated well and these have been funded by the overspill from the last
financial year. The committee were asked to approve the decision to
continue with the following schemes:



Meeting
Chair
Date
Venue

JW

JW discussed the issue with templates for the committee going
forward. JW suggested using the PMO report template which includes
a highlight report to prevent duplicated work. GB advised that she is
not particular about which template is used as long as consistency is
maintained.

GB to discuss which highlight report template will be used in future
with JW and AB
4.2

JW

JW highlighted an ongoing issue with the LA (Local Authority) not
attending SRG meetings. The problem has been escalated to Brenda
Smith however a responsive has not yet been received.

JW to write to the LA advising that the committee has requested a
response to her previous letter regarding their attendance at SRG
meetings.


SC

AVS Service – the service has reduced A&E attendances and
subsequently admissions.
Rapid Response Speech and Language Therapy
Respond and Refer Car (‘Green Car’) – the service has reduced
admissions. Issues have been identified with the workforce however
Page 4 of 13
ECCCG Clinical Quality and Performance Committee
Gill Boston
08.07.15
Time
09.00 – 12.00
Completed by
Sophie Clarke
Meeting Room D, 1st Floor New Alderley House, Victoria Road, Macclesfield SK10 3BL

GB/JW/A
B





more stability from funding will help overcome this.
Neighbourhood Integrated Medicines Optimisation service for
patients with complex needs (NIMO) – this scheme will be redirected
to CBCC (Community Based Co-ordinated Care).
Psychiatric Liaison – this service is provided by CWP and is in
addition to their contracted service. It will move to baseline next year.
Rapid response to people who have fallen

The committee approved the decision to continue with the above schemes
however JM requested JW provide with more details about outcomes. JW
agreed to work with the 3rd sector organisations to explore the outcomes of
these schemes.
The majority of unsuccessful schemes did not evaluate well were due to
issues with workforce. NE suggested the SRG continue to explore these
schemes to try and overcome issues as they could be successful in helping
patient flow.
4.3

Performance Dashboard
Highlights were:
 Potential Years of Life Lost – a discussion took place regarding why
ECCCG are performing so well. It may be a statistical anomaly.
 DTOC – the figures are slowly decreasing and JW is awaiting
agreement to implement the BUPA support for assess to discharge
scheme to help with this issue.
 Mental Health (A&E attendance) – the figures vary however this is
only a small group of people. JW will discuss this with AB following
the meeting.
JW & AB to discuss Mental Health A&E attendance figures variation


Patients with SMI – reduction in smoking of people with Mental
Health problems – this is a new target this year. AB is still awaiting
baseline figures. The committee would like to know what is being
done to achieve this target.

AB to report back what actions are being taken to reduce smoking of
people with mental health problems




Meeting
Chair
Date
Venue

AB

Pressure Sores – a discussion took place regarding how this target is
measured due to the fluctuating figures reported.

AB will quantify what the issue is with pressure sores and report back
at the August meeting


JW/AB

A&E waits – a deep dive has been undertaken and AB will share the
results with JW. ECT failed quarter 1 however the figures are a big
improvement on quarter 4 last year.
Ambulance Calls – a transport workshop has been scheduled for 15th
July to help tackle the issues. JW will report the results at the next
meeting and if the workshop is unsuccesfful then JW will speak to
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AB

Jerry Hawker regarding lobbying for CCG’s to monitor the ambulance
service.
JW to give a highlight report at the next meeting following the NWAS
deep dive.


4.5

Mixed Sex accommodation – the target is not achieving due to
pressures with bed capcity. No action is required at this stage. AB
has requested that the ECT director on call escalate any issues to the
ECCCG director on call and they are happy to do so.

Mortality Report
 The committee were happy with the report and no action is required
at this stage. AB should continue presenting the report on a quarterly
basis however the committee agreed a chart format would be more
helpful.
AB to continue to bring the Mortality report on a quarterly basis and
change the layout to a chart format

5
5.1

Friends & Family Test – Patient Experience
A&E
 The results are good and above the national average.

5.2

Staff


JW highlighted that the returns were better than expected.

6
6.1

Monthly Infections Report
The following was highlighted
 No lapses in care have been identified.
 NE highlighted that a national increase in C difficile has been
observed.
 The report should continue to come to this committee on a monthly
basis

7
7.1

Escalations and Reviews from Monitoring Committees/Meetings
SUI Group
No escalations to report.

7.2

Complaints and Concerns
No escalations to report.

7.3

JW

TOR’s for ratification – SUI review group
 JW highlighted that the role of Deputy Chair should be changed to
Julia Curtis, Service Delivery Manager, rather than Louise Conway.
 5. Quorum – NE questioned whether he was the most appropriate
person to attend the meeting as a voting member if insufficient voting
members attend and suggested someone with a clinical background
Meeting
Chair
Date
Venue
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AB


7.4

should take on this role instead.
It was agreed that two clinically qualified voting members should be
present at all meetings and JW and MM offered to stand in if required.

Draft Standard Operating Procedure SUI
 JW highlighted a lack of emphasis in phase 1 and suggested the
document be more specific.
 NE highlighted a numbering error in phase 2.
 The committee are happy to accept the document with the changes
highlighted above.
JW will provide feedback to Rosie Kendrew regarding phase 1 of
standard operating procedure SUI

8
8.1

NICE
NICE Guidelines
 This item has been deferred to the August meeting

8.2

CARE Group Terms of Reference
 AB has new dates for the Care Group meetings and will share them
with the group.
AB/GB to invite Annie Coppell (NICE) to present to GP’s at future
Locality meeting

9
9.1

AB/GB

Safeguarding Adults
LR gave the following highlights:




Prevent Strategy – all main providers will report on this matter. It will
be on the dashboard for the forward year.
Adult Safety Board – the board has been without a permanent chair
for some time. LR raised the issue with Brenda Smith (CEC) who
advised that measures are being put in place.
NE suggested any risks be bought to the committee more frequently.

LR to bring the Merseyside Internal audit around safeguarding and
implications to the next meeting
10
10.1

JW

Safeguarding Children
MM gave the following highlights:





Meeting
Chair
Date
Venue

A serious case review has been set up for a case in Handforth that
also involves MDGH (Macclesfield District General Hospital). The
case will be going to panel to decide if it is a serious case or practice
learning review.
There are not enough clinics within ECT. Initial health assessments
are not being completed within the statutory timeframe.
Interviews are taking place next week for a Child Exploitation Nurse.
The Designated Nurse Resource will be increased starting from next
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LR

10.2

week.
Practice Learning Review Report
 It was agreed this report and all future Serious Case Reviews should
go to the SUI group first for review and recommendations.
The Practise Learning Review report will be added to the SUI agenda
with an action plan and will also be added to the agenda for the next
committee meeting

11
11.1

SC

IAPT Effectiveness
EL gave the following update regarding the IAPT service:






Contract Query – EL is still awaiting a response from CWP regarding
their underperformance and they are not being proactive with
changing the service.
New Self-Referral Initiative – The IAPT service will be adopting the
same self-referral and telephone triage model used in South & Vale
Royal CCG’s within six weeks. This has been driven by ECCCG
rather than CWP. ECCCG will monitor the wait time between
telephone triage and treatment to ensure the wait times are not
hidden.
Silvercloud – this initiative has helped remove around 100 step 2
patients from the backlog.
EL highlighted a complex and ongoing complaint from a patient
regarding the IAPT service however this is being dealt with. This will
make a good case study in future.

EL to meet with AB to discuss why the ongoing IAPT complaint has not EL
been escalated
12
12.1

Mental Health Quarterly Report
EL gave the following update regarding Mental Health services:






13
13.1

Baseline Review – EL has completed a review of Mental Health
services offered by ECCCG.
IAPT Early Intervention – the service will be ready by April 2016 and
will intervene when required. CWP are currently recruiting staff.
Dementia Reablement Service – the service is creating very good
outcomes. Work is ongoing to establish how people are getting in to
the service.
CAMHS 16-19 – the service has been extended for three months with
a redesign to overcome initial problems.
Demand/Capacity – AB will be leading a workshop to establish the
demand and capacity for Mental Health services to address any gaps.

LDSAF
KB discussed the Learning Disabilities report:


Meeting
Chair
Date
Venue

KB will take the report to the Learning Disabilities Board
NE suggested the action plan should state how actions will be
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completed.
JW advised there is too much to do within 12 months and suggested
the action plan be set over a larger timeframe.

JW to work with KB to prioritise actions and decide who will do what
14
14.1

JW

ECT CQC/TDA Update
NE agreed to the following:
NE to bring a summary of the monthly meeting between the Trust
Development Authority and ECT to the next committee meeting

15
15.1

Any Other Business
No other business

16

Dates of Future Meetings
05.08.15
Meeting room B

11.00 – 2.00 pm

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

Meeting
Chair
Date
Venue

Lindsay Ratapana (LR)
Neil Evans (NE)
Julia Curtis (JC)
Anita Mottershead (AM)
Rosie Kendrew (RK)

Moira McGrath (MM)
Jacki Wilkes (JW)
Duncan Matheson (DM)
Sophie Clarke (SC)
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NE

ACTION LOG
Item

Agreed Actions

Actions

Date Required

Quality in Care
03.06.15

NE updated that the meeting planned by IT to discuss EMIS was cancelled but have agreed a plan with
EMIS which should be ready for the July meeting. Keep item on action log.
Action: NE to present the agreed plan between IT and EMIS.

NE

03.06.15

GB

08.07.15

JW

02.09.15

3.4.1

It was established the above point related to Crisis Care for young people – street triage. At present
there is no provision for young people it is only available for adults. It was agreed JW will attend the
HealthVoice meeting in July to present an overview of the services.
Performance Dashboard
AB to present new dashboard to July CQP Committee.
Nice Guidelines

AB

08.07.15

10.1

AB to meet with ECT regarding NICE Guidelines and feedback to July meeting.
CCG Quality Strategy

AB

05.08.15

2.3.1

The group are asked to look at the ‘How we are doing’ page on the ECCCG website and give any
feedback or suggestions to AB
Patient Discharge Notes

ALL

05.08.15

RK to look into the issue with patient discharge notes and feedback to the committee

RK

05.08.15

Review of Committee Effectiveness Audit
03.06.15

Ongoing. GB will get feedback from Paul Bowen re TOR. Keep on action log.

SRG Crisis care for young people
03.06.15

08.07.15
2.3.3

Meeting
Chair
Date
Venue

ECCCG Clinical Quality and Performance Committee
Gill Boston
03.06.15
Time
Meeting Room B, 1st Floor New Alderley House, Victoria Road, Macclesfield SK10 3BL
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2.3.4

Joint CCG CHC Operational Meeting Report

08.07.15

The group are asked to read the report and feedback any suggestions to NE before the next committee
meeting

ALL

05.08.15

NE to contact Alison Kay to request she attends the next Locality meeting in September to discuss CHC
Choose & Book System

NE

04.09.15

3.1
08.07.15

An update on access issues will be brought to the meeting on a quarterly basis

NE

07.10.15

NE will setup a mailbox to enable GP’s to highlight any access issues & will ask the DATIX lead to send
an email informing GP’s of the new procedure.

NE

05.08.15

GB & NE to discuss same sex consultants for patients with sensitive issues
SRG Update

GB/NE

05.08.15

4.1
08.07.15

SRG Capacity & Demand outcomes will be added to the September agenda

SC

02.09.15

JW to speak with Sally Rogers regarding a slot at the leadership forum

JW

05.08.15

JW to write to the LA advising that the committee has requested a response to her previous letter
regarding their attendance at SRG meetings.

JW

05.08.15

GB to discuss which highlight report template will be used in future with JW and AB
Performance Dashboard

GB/JW/AB

05.08.15

4.3
08.07.15

JW & AB to discuss Mental Health A&E attendance figures variation

JW/AB

05.08.15

Pressure Sores:
AW will quantify what the issue is with pressure sores and report back at the August meeting

AW

05.08.15

Ambulance Calls:
JW to give a highlight report at the next meeting following the NWAS deep dive.

JW

05.08.15

Meeting
Chair
Date
Venue

ECCCG Clinical Quality and Performance Committee
Gill Boston
03.06.15
Time
Meeting Room B, 1st Floor New Alderley House, Victoria Road, Macclesfield SK10 3BL

Page 12 of 13
11.00 – 13.00

Completed by

Yvonne Gregory

4.1

Mortality Report
AB

07.10.15

7.4

AB to continue to bring the Mortality report on a quarterly basis and change the layout to a chart format
Draft Standard Operating Procedure SUI

08.07.15
8.2

JW will provide feedback to Rosie Kendrew regarding phase 1 of standard operating procedure SUI
CARE Group Terms of Reference

JW

05.08.15

AB/GB

05.08.15

9.1

AB/GB to invite Annie Coppell (NICE) to present to GP’s at future Locality meeting
Safeguarding Adults

08.07.15
11.1

LR to bring the Merseyside Internal audit around safeguarding and implications to the next meeting
IAPT Effectiveness

LR

05.08.15

EL to meet with AB to discuss why the ongoing IAPT complaint has not been escalated
Practice Learning Review Report

EL/AB

05.08.15

10.2

MM

05.08.15

13.1

The Practise Learning Review report will be added to the SUI agenda with an action plan and will also
be added to the agenda for the next committee meeting
LDSAF

08.07.15
14.1

JW to work with KB to prioritise actions and decide who will do what
ECT CQC/TDA Update

JW

05.08.15

08.07.15

NE to bring a summary of the monthly meeting between the Trust Development Authority and ECT to
the next committee meeting

NE

05.08.15

08.07.15

Meeting
Chair
Date
Venue

ECCCG Clinical Quality and Performance Committee
Gill Boston
03.06.15
Time
Meeting Room B, 1st Floor New Alderley House, Victoria Road, Macclesfield SK10 3BL
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Report Title

Agenda Item 2.4.1

Locality Management Meeting 3 July 2015

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

Key points
The July 2015 meeting discussed the following areas:
 Challenges and successes within each peer group area
 Chief Officer Report
 CCG Directorate reports
 CCG Finance update
 Presentations on:
 IAPT Service – changes to referral pathway
 LifeLinks Universal Outreach and Prevention Service
 Fit For Work rollout
 Cheshire East Dementia Reablement Service
 Caring Together Live2
 Update on the data sharing agreement for the Cheshire Shared Care Record
 Community Based Co-ordinated Care
 DMARDS Shared Care
 Workshop on moving care out of the hospital and into the community

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

20 July

20 July 2015

Location of paper on CCG www.easterncheshireccg.nhs.uk/GoverningBody/29-july-2015.htm
Website

NHS ECCCG Governing Body Meeting held in public 27 May 2015

Agenda Item 2.4.1

NHS Eastern Cheshire Clinical Commissioning Group
Locality Management Meeting – 3 July 2015
1.

Executive Summary

1.1

NHS Eastern Cheshire Clinical Commissioning Group (CCG) Locality Management
Group meetings take place bi-monthly. Attendees are the GP leads from each of the 23
GP Practices, Practices Managers, the Executive Team and Senior Managers of the
CCG.

1.2

Topics covered included:
 Challenges and successes within each peer group area
 Chief Officer Report
 CCG Directorate reports
 Presentations on:
 IAPT Service – changes to referral pathway1
 LifeLinks Universal Outreach and Prevention Service2
 Fit For Work3
 Cheshire East Dementia Reablement Service4
 Caring Together Live25
 Update on the data sharing agreement for the Cheshire Shared Care Record
 Community Based Co-ordinated Care6
 DMARDS Shared Care
 Workshop on moving care out of the hospital and into the community

2.

Recommendation(s)

2.1

The Governing Body is asked to:
 note for information the minutes (Appendix A) and the presentations of the 3 July
2015 Locality Management Meeting of the CCG.

3.

Reasons for recommendation(s)

3.1

The Locality Management Meeting is a formal advisory committee of the Governing
Body of the CCG and under its scheme of delegation the Governing Body receives the
minutes of its advisory committees.

4.

Access to further information

4.1
For further information relating to this report contact:
Name
Matthew Cunningham
Designation
Head of Corporate Services
Telephone
01625 663339
Email
matthew.cunningham@nhs.net

Appendices
Appendix A
1

Unconfirmed minutes of the 3 July 2015 Locality Management Meeting

http://www.easterncheshireccg.nhs.uk/Downloads/Locality/1.%20IAPT%20Eastern%20CCG%20Presentation%20July%2015%20Shaun.pdf
http://www.easterncheshireccg.nhs.uk/Downloads/Locality/2.%20Life%20Links%20Presentation%20July%202015.pdf
http://www.easterncheshireccg.nhs.uk/Downloads/Locality/3.%20FFW%20Primary%20care%20Presentation.pdf
4
http://www.easterncheshireccg.nhs.uk/Downloads/Locality/4.%20DRS%20presentation%20for%20GPs.pdf
5
http://www.easterncheshireccg.nhs.uk/Downloads/Locality/5.%20Caring%20Together%20LIVE%202-%20Proactive%20Care.pdf
6
http://www.easterncheshireccg.nhs.uk/Downloads/Locality/6.%20CBCC%20spec%20July%2015%20V2.pdf
2
3
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Governance and reporting
Prior Committee Approval / Link to other Committees
Not Applicable
CCG Five Year Strategic Plan programme of work this report is linked to
Caring Together
Quality Improvement
Mental Health & Alcohol

Other

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








Key Implications of this report – please indicate

Strategic
Consultation & Engagement
Finance
Equality
Quality & Patient Experience
Legal
Staff / Workforce
CCG Values supported by this report – please indicate
Valuing People
Innovation

Working Together
Quality
Investing Responsibly
NHS Constitution Values supported by this report – please indicate

Working together for patients
Compassion

Respect and dignity
Improving lives

Commitment to quality of care
Everyone counts
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Locality Management Meeting Notes
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LOCALITY MANAGEMENT MEETING
Friday 3rd July 2015
Oakleigh House (Masonic Hall), Macclesfield

NOTES

Practice

GP / Exec

Practice Manager /
other practice rep

Alderley Edge, George St Practice

P. Speake

M. Martin

Annandale Medical Centre

Dr G Auen

S. Ridley

Bollington Medical Centre

-

-

Broken Cross Surgery, Macclesfield

Dr Ian Collyer

-

Chelford Surgery

Dr Helen Thomas

Janet Tildsley

Cumberland House, Macclesfield

-

-

Handforth Health Centre

Dr J Milligan

J. Moll

High Street Surgery, Macclesfield

-

Kenmore Health Centre, Wilmslow

Dr Mike Clark
Julie Sercombe
Dean Grice
Rob Thorburn
Dr Julia Huddart

Lawton House Surgery, Congleton

Dr Katherine Savile

Melanie Lyman

McIlvride Medical Centre, Poynton

Dr Paul Bowen

Lindsay Bates

Dr P Kearns

Joan Carpenter

Dr Ian Hulme

Chris White

Park Green Surgery, Macclesfield

Dr Graham Duce

Isobel Chetwood

Park Lane Surgery, Macclesfield

Dr Louise Hastings

C. Campbell-Kelly

Priorslegh Medical Centre, Poynton

Dr David Ward

Angela Wales

Readesmoor Group Practice

Dr Stuart Thomas

-

Schoolhouse Surgery, Disley

Dr A Mavrice

Jill Hampson

South Park Surgery, Macclesfield

Dr David Cragg

-

Toft Road Surgery, Knutsford

Dr Jenny Lawn

M. Thornborrow

Vernova CIC

-

Justin Johnson

Wilmslow Health Centre

Dr Amar Ahmed

-

Holmes Chapel Health Centre

Manchester Rd Medical Centre,
Knutsford
Meadowside Medical Centre,
Congleton

Dean Grice
-

LMM/DW/Page 1 of 6

IN ATTENDANCE
Whole Meeting
Whole Meeting
Part Meeting
Whole Meeting
Whole Meeting
Whole Meeting
Whole Meeting
Whole Meeting
Whole Meeting
Whole Meeting
Part Meeting
Part Meeting
Part Meeting
Part Meeting
Part Meeting

Dr Paul Bowen
Matthew Cunningham
Jacki Wilkes
Neil Evans
Sophie Clarke
Elizabeth Insley
Emma Leigh
Kate Banks
Emma Hardy
Gill Greenwood
Lindsey Taylor
Chris Twomey
Shaun Dugan
David Barker
Dominic Anderson

Chairman, ECCCG
Corporate Services Manager, ECCCG
Associate Director of Commissioning, ECCCG
Director of Commissioning, ECCCG
PA (Minute taker), ECCCG
Finance Manager, ECCCG
Clinical Project Manager
Communications & Engagement Officer, ECCCG
Clinical Quality & Performance Officer, ECCCG
Cheshire East Council
Cheshire East Council
Peaks and Plains
Cheshire & Wirral Partnership
FitForWork

COPIES TO
EC CCG Management Team

1

MEETING BUSINESS

1.1 Apologies for Absence
Dean Grice, Helen Gorley, Debbie McVell, Ted Shaw, Jerry Hawker, Alex Mitchell
1.2
1.3

2

Declaration of interests
None noted.
Matters arising from Previous meeting
Paul Bowen announced that he will be sending a survey via email to members of the
meeting to vote on whether the meeting should be held more frequently (monthly/six
weekly).
Updates
Peer Group Updates:
CHAW
 Care Coordinator is in situ.
 Regular team meetings are being held and are working well with good
attendance.
 A practice learning event has been arranged.
Poynton/Bollington/Disley
 Care Coordinator is in situ.
 A new direct education and referral service has been launched

2

Congleton & Holmes Chapel
 An advert has gone out for a new Care Administrator role.
Knutsford
 Peer group meetings are being held on a fortnightly basis. A representative from
NWAS is now attending the meetings.
 Last year adult safeguarding was identified as needing further attention.
Macclesfield
 Proactive Care administrators have been divided three ways
 A rota is being put in place for the MDT meetings. Patient cases will be brought
to these meetings.
 Practice Primary Care Review – Mike Clark has investigating indemnity
insurance and the current premiums should remain the same.
Additional Discussion
 Proactive Care people in residential homes – ECCCG are awaiting pilot results.
It was agreed that there is a need for this service to be commissioned.
Chief Officer Update (presented by Neil Evans)
 NHS111 will be re-launching nationally in October 2015 and NWAS will be
providing the service locally. The CCG will continue to fund the existing GP Out
of hours service as their will still be the need for call handling and triage. Work is
being done to ensure the service runs seamlessly with GP practices. All
practices will be asked to change their answerphone message from 1st October
to request patients dial 111 when practices are closed.
 Patient Transport Service – the contract with NWAS ends in March and is
currently being re-procured. Arriva won the contract in Manchester.
 NHS Annual Confederation Conference – Jerry Hawker attended the conference.
The financial situation for the NHS is not good and new care models are being
put together. There has been a minor change to the NHS constitution. The 18
week RTT target has changed – 92% of patients must now been seen in under
18 weeks.
 Healthier Together - three Designated Specialised Hospitals have been
appointed in Greater Manchester; Salford Royal, Manchester Royal Infirmary
and the Royal Oldham. A fourth hospital is yet to be chosen for this scheme and
the CCG will write to the panel regarding our preference. Stockport or South
Manchester may be chosen and either of these would be beneficial to Eastern
Cheshire due to reduced travel time for the local population. A decision is due to
be made on 15th July 2015 and the CCG will feedback to practices.
 ECCCG representatives were asked to attend an event celebrating the 750th
anniversary of parliament and the CCG features in a book about the event. Paul
Bowen, Jerry Hawker and David Rutley represented ECCCG.
CCG Directorate Update
Commissioning – Neil Evans
 Dieticians in care homes – an interim business case has been presented for this.
Jackie Stocker discussed the service currently run in South Vale & Royal CCG.
They fund one dietician with new referrals are seen within 14 days and the
service is performing well. Jackie asked members of the group what they would
3







like to see from the service and the following points were highlighted.
The service should cover nursing homes, care homes and housebound patients
Funding – the prescribing budgets must be reduced to fund this service
Nutritional feeds – it is hoped that GP’s will be able to stop prescribing and to this
to the dietician service.
The contract should allow dieticians to speak with housebound patients via
telephone which they currently will not.
Non Obstetric Ultrasound – a provider has written to ECCCG to query how much
choice patients are offered for this service. Neil Evans will arrange for a list of
locations to be sent to GP’s along with wait times.

Finance –Elizabeth Insley
 £241 million budget for 2015/16. ECCCG have planned to have a surplus of £1.4
million and this has been agreed with the Governing Body.
 The financial rules have been set by NHS England.
- 1% of allocation must be committed non-recurrently
- 0.5% of allocation must be held as contingency fund
- 1% surplus is required (currently 0.6%)
- There is a statutory requirement to break even
 The QIPP target for 2015/16 is £2.5 million.
 Feedback on progress will be given early autumn.

3

Topic Updates

3.1 IAPT – changes to referral pathway
A new self-referral model has been put in place for the IAPT service. GP’s are now able
to advise patients to make contact with IAPT rather than using a paper referral. During
their initial telephone call, a goal setting appointment is made with the patient.
If a GP feels a patient will not call the service but is in need of it then a written referral
can still be completed. Alternatively a telephone can be made to the service.
IAPT will continue to send a letter to GP’s once referral has been completed.
3.2 Universal Outreach and prevention service
Life Links Cheshire East is a pilot scheme that has been commissioned by CEC
(Cheshire East Council) for a period of 12 months. The scheme offers planned
preventative outreach services such as preventative dieticians, preventative falls and
social isolation and minimising people’s dependency on services. The scheme will
complement existing services and link them together.
There are three elements to the service:
1. Web Portal
2. Telephone triage
3. Outreach service (7 Life Link wellbeing coordinators)
The aim of the scheme is to keep people out of the system or reduce the time spent
within health services.
Contact details:
Telephone: 0808 281 1052
Email: info@lifelinnksce.org
4

Website: www.lifelinksce.org
3.3 Fit for Work rollout
Fit for Work is a national scheme launched by the Department of work and pensions and
will run for 5 years. Those who have been signed off work for a period of 4 weeks or
more will be eligible for the scheme and they have to be referred by their GP. A return to
work plan is agreed and worked through to assist people back in to the workplace. The
service will look after people for a period of 3 months and a sick note will be raised to
cover this period. If a person is not back in work after this period they will be referred
back to their GP.
Contact Details:
Telephone: 0800 032 6235
Website: www.fitforwork.org
3.4 Dementia Reablement Service
The Dementia reablement service is a 12 month pilot scheme funded by the BCF (Better
Care Fund) and commenced on 1st May 2015. The service supports those who have
received early diagnoses for dementia to boost self-esteem, increase confidence and
enable them to remain at home as long as possible. The service helps patients for up to
12 weeks at which point they are referred to a dementia advisor.
Contact details
Telephone: 01625 378287
Email: dementiareablementnorth@cheshireeast.gov.uk
3.5 Caring Together Live Proactive Care Plan
Following feedback received for version one of the Caring Together Live Proactive Care
plan, a second version will be released containing updates. The old version should be
deactivated before upgrading to the new version. The update includes baseline
information regarding patients however GP’s will need to inform GP OOH about poorly
patients.
Version 2 will be sent via email with the minutes of the meeting.
3.6 Data Sharing agreement for the Cheshire Care Record
Data sharing agreements will be sent to practices via email over the coming week. Any
issues or questions should be raised with David Sellers or Ian Hulme. Once the
agreement has been signed the implementation of the Cheshire Care record can
commence. The email will include posters and leaflets containing further information for
patients.
3.7 Community Based Co-ordinated Care Update
 A task and finish group will meet on the morning of Weds 8th July followed by a
workshop in the afternoon to look at the specification and operating model.
 STAIRRS – an operating model and implementation plan is due at the end of July
however concerns were raised regarding the readiness of the plans. Jacki Wilkes will
speak to Steve Adams (STAIRRS lead) to get an update on progress.
 Risk Stratification – support is needed in terms of capacity.

5

GP’s are asked to feedback to Jane Miller/Paul Bowen regarding the risk
stratification, costings and what is required
3.8 DMARDS Shared care
 There is a perceived risk for initiating DMARDS in primary care and practices are
now reluctant. This means it is pushing in to secondary care and will impact on wait
times. Those practices who traditionally offered DMARDS are asked to continue
doing so.
 Any concerns should be raised with Graham Duce.

4

Workshop

4.1 Moving care out of the hospital
Paddy Kearns outlined plans for a new service supporting existing community services.
Vernova are proposing to establish three community clinician posts to work with
practices. These clinicians will deal with the OOH gap and offer backup for community
teams.
Feedback during this session:
 The patients usual GP should act as a consultant to community clinicians.
 A new joint governance board for community services should be established.
 The community clinician, AVS service and GP OOH will overlap and will need to
work together.
GP’s were asked to read the attached specification and consider the following:
 Do you feel there is a need to commission additional GP support for community
services 24/7 above and beyond the existing GP OOH and AVS service?
 Is it addressing the needs of the local population?
 Is it supporting other things we commission (STAIRRS e.t.c.)
 Timings
 Think about governance and accountability
 How can this realistically be delivered?
 Think about innovative ways to work side by side
GP’s are asked to give feedback via email to Paddy Kearns or to their local Vernova
representative.

5

Any Other Business

5.1 None

6

Next Meeting

6.1 The next meeting will be held on Friday 4th September 2015, 08.45am at Oakleigh

House (Masonic Hall) in Macclesfield

6

GOVERNING BODY MEETING held in public
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Report Title

Agenda Item 2.4.2

Eastern Cheshire HealthVoice

Purpose of report
This report provides the Governing Body with an overview of discussions that have taken
place at the patient and carer advisory committee “Eastern Cheshire HealthVoice”.

Key points
Since the last report to the Governing Body meeting, the group has met on 18 June 2015.
There were 16 members of the public present. The following items were on the agenda:
 Election of HealthVoice Chair - Trevor Lerman was re-elected for another year.
 Sub- group reports
 Systems resilience
 Communications and Marketing
 Commissioning Intentions.
 Further development of HealthVoice - further development of HealthVoice was proposed
in which a structure would continue to be developed to mirror that of the CCG locality
areas to facilitate joint working, and whereby a HealthVoice representative would be
‘attached’ to each locality peer group and looking to work closely with each CCG Peer
Group Lead.
 Diabetes Education update
 Healthier Together - members were invited to express interest in joining the proposed
Patient & Carer Advisory Group
 Mental Health Services update - members requested regular updates
 Think Pharmacy update - uptake of Think Pharmacy is slower that desired, so PPG
members were urged to raise this at their next meeting and ask their local pharmacist
why it isn't being implemented in their area if it is not already
 HealthVoice Charter - tabled and comments invited to lead to a revised version for the
next meeting.
Future Meeting Date:
Friday 25 September 2015 10.00 – 12.00, Congleton Library, Market Square, Congleton,
Cheshire CW12 1ET
http://www.echealthvoice.info/healthvoice-meetings/healthvoice-meeting-25/8799?diaryentryid=43608

The Governing Body is asked to:
Approve
Ratify
Endorse

Decide
Note for information
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Thursday 18th June, 18:15-20:30
Capesthorne Room, Macclesfield Town Hall, Market Place, Macclesfield
Attendee’s Name
Trevor Lerman
Andrew Blain
Charlotte Peters Rock
Rebecca Patel
Gill Griffies
Colin Sibley
Maureen Sibley
Mike Heale
Michael Murphy
Jacqui Grinham
Jo Rose
John Adams
Anne Davies
Chris Godfrey
DW
Archie Watt

TL
AB
CPR
RP
GG
CS
MS
MH
MM
JG
JR
JA
JoT
CG
DW
AW

Chair and Handforth Health Centre PPG
Kenmore PPG
Vice Chair and Action for Sick Children
Healthier Together
PPG Chelford
Chair of Mcllvride PPG
Mcllvride PPG

In Attendance
ECCCG
Fleur Blakeman
Matthew Cunningham
Charles Makin
Bill Swann
Kate Banks

FB
MC
CM
BS
KB

Strategy and Transformation Director
Head of Corporate Services
Communications Manager
Governing Body Lay Member
Note taker, Communications and Engagement Officer

Usman Nawaz
Janet Kenyon
Bernadette Bailey
Karen Burton
Emma Leigh

UM
JK
BB
KaB
EL

Engagement and Involvement Manager
Deputy Head of Prescribing and Medicines Optimisation
Transformation Manager
Clinical Projects Manager
Clinical Projects Manager

Citizens Advice Bureau (CAB)
Annandale PPG
Action for Sick Children
Manchester Road PPG
Toft Road PPG
Chelford PPG
Chelford PPG

Item
Welcome and apologies
TL read out apologies from those who couldn’t attend
1 TL reaffirmed need for anyone who wished to speak to use a microphone
for the benefit of those who are hard of hearing.
Since it was their first meeting, TL introduced both Usman Nawaz and
Kate Banks and welcomed them to HealthVoice.

Actions

Item

Actions

Election
Candidates Charlotte Peters Rock and Trevor Lerman both gave a two
minute pitch, detailing why they thought they should be elected as chair
of HealthVoice.
2
CCG staff collected members’ ballot papers and UN informed the group
that the result would be revealed at the end of the meeting.

Minutes of the last meeting and Matters Arising
Andrew Blain affirmed he was going to follow up a HealthVoice
representative to represent us at the review of GP Practices.
3
The minutes were agreed as an accurate record of the last meeting.

Meeting Specific Agenda items
Sub- Group Reports:
 Systems Resilience
JA presented his SRG report to the group, which focused on A&E, Friends
and Family, Acute, Issues, North West Ambulance Service, seven-day
working and the CQC inspection.
JA’s full report will be sent out along with these minutes.

4

FINAL JA Patient
report June 15.docx



Comms & Marketing

TL reaffirmed that the HealthVoice website is up and running and that the
Twitter page is gathering momentum.
TL said HealthVoice had received a significant amount of coverage in the
last month in the Macclesfield Express, Congleton Chronicle, Knutsford
Guardian and Wilmslow Guardian.
TL stated that the Comms and Marketing Group had now received proofs
for new leaflets, posters and pull-up banners which the group is in the
midst of approving.
Once approved and printed there will be a robust effort to distribute these

Eastern Cheshire HealthVoice – Meeting notes June 2015

Item

Actions

in a variety of areas. It was hoped that HealthVoice members would assist
in this.


Commissioning Intentions

AB reported that JW has invited HealthVoice members to from a new
Commissioning Intentions group, which will oversee the process of
agreeing next year’s annual plan.
AB said the group would meet for something like a year to 18 months. First
meeting soon, so anyone who is interested in joining should make
themselves known.
Action: Those interested in joining the group should contact AB or JW.
JW can be contacted via jackiwilkes@nhs.net.

Further development of HealthVoice
TL set out his vision for the next step in the development of HealthVoice.
TL said he believes we have begun to get some structure within
HealthVoice and wants to move further in ‘infiltrating’ collaboratively
within the CCG.
At the beginning of his tenure he indicated that it would be beneficial if
HealthVoice could develop a structure which ‘mirrored’ the CCG where
possible.
With the significant changes about to take place within primary care as
well as the fact that the CCG will be co commissioning this shortly, he
5 proposed having a HealthVoice representative attached to each locality
peer group. There are 5 groups in all:
Knutsford
Macclesfield
Congleton and Holmes Chapel
Poyton, Bollington and Disley
Wilmslow, Alderley Edge, Handforth and Chelford
BS said HealthVoice’s drive into primary care is very timely considering the
CCG’s move towards co-commissioning and that he would be very
supportive of HealthVoice moving in this direction. The proposal was felt
generally to be a good move forward.
TL would be writing to members about this proposal in more detail,
inviting people who wished to take up these roles.
6 Diabetes Education Update
Eastern Cheshire HealthVoice – Meeting notes June 2015

Item
Karen Burton, CCG Clinical Project Manager and Marie Ward, CCG
Transformation Project Manager, gave a presentation on the
transformation of diabetes care in Eastern Cheshire.
Members asked whether initiative would focus on childhood intervention
– MW assured members that the programme would cover birth to end-oflife.
KB and MW’s presentations have been combined into one powerpoint
document which can be viewed below.

Combined
presentations - HV 18.06.15.pptx

Healthier Together Patient & Carer Advisory Groups coordinated by
Healthwatch Cheshire East
Rebecca Patel, former engagement manager for the CCG and current
Patient and Community Engagement Manager for NHS Greater
Manchester Service Transformation, spoke to members about the
Healthier Together programme.
RP explained that the three strands of the programme are integrated care,
primary care and hospital care.
RP explained that there will be four patient, care and community groups
for Healthier Together, one of which will consist of people from Eastern
Cheshire and North Derbyshire. (The other three will be drawn from North
West Manchester, North East Manchester and South Central Manchester.
7 RP explained that Healthier Together would like members of the public to
sit on the eastern Cheshire/North Derbyshire patient group and explained
that HealthWatch will be running the recruitment process.
RP affirmed that she would like HealthVoice members to publicise the
patient group opportunity through their networks.
Further information can be found in the below Word document.

HVOICE - Patient
group overview - 18.06.2015.docx

Action: HealthVoice members to promote Healthier Together patient
group opportunity through their networks and encourage people to have
their say.

Eastern Cheshire HealthVoice – Meeting notes June 2015

Actions

Item
JA raised concerns that the four specialist hospitals could turn Eastern
Cheshire residents away when they are at capacity.
JW assured him that the CCG has spent a lot of time modelling and that
contracts are in place which means turning away Eastern Cheshire patients
would be impossible.

Mental Health Services Update
Emma Leigh, CCG Clinical Projects Manager, spoke to members about the
transformation of mental health services.

8

EL explained to members that she has spent the last three months
speaking to relevant parties about mental health provision in Eastern
Cheshire.
EL affirmed that she wants the CCG to implement a ‘whole life view’
approach and JW has backed her proposal.
EL told members that she has commissioned posters to be created
explaining her vision and that she will come back and present them to
HealthVoice when they are finished.

'Engagement of the 'Seldom Heard' - Overview and Inclusion strategies
for Eastern Cheshire

TL explained that unfortunately due to illness, Mark Franklin could not
attend. Also both Milka and Loreen were not present at the meeting. He
9
explained that this is a critical area for HealthVoice to tackle and would be
requesting that this presentation comes to the next meeting in September.
Action: presentation on the engagement of the seldom heard to take
place at the next HealthVoice meeting.

Update on Think Pharmacy
Janet Kenyon, CCG Deputy Head of Prescribing and Medicines
Optimisation, gave a presentation about the
Think Pharmacy initiative.
10

JK explained that Think Pharmacy is a service which aims to make it easier
for patients to get healthcare and advice on minor ailments at a time that
suits them – as well as allowing GPs to focus on more pressing matters.
JK explained that implementation of the service is sporadic and suggested
PPG members bring Think Pharmacy up at their next meeting and ask their

Eastern Cheshire HealthVoice – Meeting notes June 2015

Actions

Item

Actions

local pharmacy managers why it isn’t being implemented in their area.
JK’s presentation can be viewed in the below ‘combined presentation’
(after KB and MW’s presentations).

Combined
presentations - HV 18.06.15.pptx

HealthVoice Charter
UN presented the proposed new HealthVoice charter to the group.
11

Since time was pressing and various people had comments they wished to
make, it was agreed that UN would circulate the Charter by e mail and
request feedback. A new version taking members comments into account
would then be circulated.

Any Other Business
UN announced the result of the Election, confirming that TL had been re
elected to serve as Chair, with a 20-5 result. TL thanked CPR and other
members.
CPR said her recent petition had attracted widespread support and
indicated that a similar approach should be taken when engaging with the
12
seldom heard.
Some members asked whether further meetings could be timetabled in
the evening rather than during the day. TL said we were constantly
reviewing meeting times but that it was impossible to please all of the
people all of the time.

Dates of future meetings:
25th September 10:00 – 12:00 Congleton Library (Downstairs Meeting Room)
20th November 10:00 – 12:00 Oakenclough Children’s Centre (Main Hall),
Handforth
22nd January 2016 – 10:00 – 12:00 The Hall at Marthall (Main Hall), Marthall

Eastern Cheshire HealthVoice – Meeting notes June 2015

All to note
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Annual Report on Safeguarding Children, Cared
for Children and Adults at Risk 2014-15

Purpose of report
To provide assurance that NHS Eastern Cheshire CCG is in line with statutory
guidance, and takes account of the responsibility of all NHS funded organisations
and healthcare professionals to ensure that people in vulnerable circumstances are
not only safe but also receive the highest possible standard of care.

Key points
 Safeguarding is our core business and fundamental to high quality health and social
care. It is our duty to protect those in our care.
 2014-15 has been an extremely busy year for the Safeguarding team and much has
been achieved.
 Domestic violence, child sexual exploitation, human trafficking and modern slavery are
all areas where evidence is growing and Cheshire is certainly not exempt.
 Key achievements for 2014-15 and priorities for 2015-16 are highlighted within the body
of the main report. In summary the CCG has:
 demonstrated that its safeguarding responsibilities have been met under section 11
of the Children Act 1989 and The Care Act 2014.
 evidenced improvement by actively monitoring compliance with safeguarding
standards we developed in 2013/14
 continued to actively contribute to the multi-agency Improvement Board for Children,
chair and contribute to Board sub committees and are members of the business and
Executive groups for each of the Safeguarding Boards.
 led the development of a Cheshire wide multi agency Information Sharing Protocol
for LSAB/LSCB
 commissioned new/extended existing posts to further support work in domestic
violence, Child Sexual Exploitation and Mental Capacity Act/Deprivation of Liberty
safeguards, co locating where possible to improve interface with multi agency teams.
 continued to contribute at a national and local level to safeguarding, which keeps us
in line with national thinking and affords opportunity for local contribution to policy.
 led a proactive, multi disciplinary approach to challenging out of area and mental
health providers
 continued to learn, develop training, showcase best practice and network regionally
and Nationally
 begun to reap the benefits of investing in a robust quality approach to Care Homes,
reducing the number of safeguarding issues and providing further assurance.
 already begun to address requirements following the July publication of the
Safeguarding Vulnerable People in the NHS - Accountability and Assurance
Framework.

1
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The Governing Body is asked to:
Approve
 Decide
Ratify
Endorse

Note for information



Benefits / value to our population / communities
As a CCG we have a commitment to our communities and the people within them to
ensure that our services work together to safeguard individuals when they are unable to
uphold this right for themselves.

Report Author
Moira McGrath
Designated
Children

Nurse

Contributors
Sally Rogers
for

Safeguarding Lead Nurse Community and Safeguarding /

Registered Nurse, Governing Body Member

Lindsay Ratapana
Designated Nurse Adult Safeguarding

Sheila Williams
Designated Nurse for Cared for Children

Date of report

21 July 2015

Location of paper on CCG www.easterncheshireccg.nhs.uk/GoverningBody/29-july-2015.htm
Website
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Annual Report on Safeguarding Children, Cared for Children
and Adults at Risk 2014-15
1.

Executive Summary

1.1

This is NHS Eastern Cheshire CCGs third Safeguarding Children, Cared for
Children and Adult at Risk Annual Report since authorisation.

1.2

Its purpose is to provide assurance to the Governing Body that:
 its statutory responsibilities in respect of Safeguarding Children, Cared for
Children and Adults at Risk have been met
 the CCG has taken account of the responsibility of all NHS funded
organisations and healthcare professionals to ensure that people in vulnerable
circumstances are not only safe but also receive the highest possible standard
of care.

1.3

The full Annual report can be seen in Appendix A.

2.

Recommendation(s)

2.1

The Governing Body is asked to:
 receive and approve the Annual Report for Safeguarding Children, Cared For
Children and Adults at Risk 2014-15.

3.

Reasons for recommendation(s)

3.1

Approval of the report will allow for the progression of the design and publication of
the report on the CCG website.

4.

Peer Group Area / Town Area Affected

4.1

All geographic areas of the CCG.

5.

Population affected

5.1

The whole population of Eastern Cheshire.

6.

Communication

6.1

Following approval of the draft Annual Report, the report will be formatted within the
corporate branding and published on the CCG website. Stakeholders and interest
groups will be notified of its publication.

7.

Context

7.1

Safeguarding Children. NHS Eastern Cheshire CCG has demonstrated that its
safeguarding responsibilities have been met under Section 11 of the Children Act
1989.1 This has been evidenced through the completion and submission of a
Section 11 (S11) audit of safeguarding services requested by the Local
Safeguarding Children Board (LSCB) in June of this year, and through the detail of
the main report.

1

http://www.leics.gov.uk/section11_of_the_childrens_act_2004.pdf
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7.2

The CCGs two main safeguarding aims over the past year have been:
 Aim One: to improve the quality of the health services contribution to support
and protect children, through establishing a set of safeguarding standards which
have been included in all provider contracts. These standards set out
requirements for health organisations to have a well-trained workforce with
robust safeguarding policies and procedures in place, who are able to take action
when they identify any child who is in need of support or protection.
 A formal safeguarding assurance process has been established to monitor
providers’ progress in meeting these standards. Provider organisations are
required to complete an annual self-evaluation audit (aligned to S.11 statutory
requirements) in respect of the contract standards. This is formally monitored for
quality by the CCG and a formal escalation process is initiated when standards
are not met. In addition, the CCG has produced a set of dashboards for use by
its main providers. These dashboards serve a dual purpose in reporting on both
safeguarding activity and quality. They are supported by patient stories to
evidence the actual outcome of good practice for children and families. This
information is formally monitored through quarterly safeguarding assurance
meetings held by the CCG with its main providers.
 Aim Two: Secondly, to contribute to the multi-agency improvement board and to
the LSCB and all its sub groups with the aim of improving standards, promoting
good multi-agency working, and further integrating children’s safeguarding
services across all partners. This has included the work of the Child Death
Overview Panel (CDOP), Child Sexual Exploitation LSCB sub group, the multiagency case audit process and Practice Learning Reviews.

7.3

Priorities for 2015-16. The following priorities have been identified for safeguarding
children:
 to identify the permanent services of an appropriately qualified paediatrician to
carry out the responsibilities of Designated Doctor for Safeguarding Children
across the whole Local Authority area
 to support the newly recruited Named GP in the role
 to support the CDOP paediatrician and specialist nurse in further development of
the rapid response process undertaken when a child dies unexpectedly
 to lead on the development of multi-agency support and training in bereavement.
 to work with health providers and the Local Authority to strengthen the operational
multi-agency integration of services at the front line
 to support the specialist nurse for child sexual exploitation within the integrated
multi-agency team
 to positively contribute to early intervention/ early help work through
commissioning, in order for children, young people and families to be able to
access help and have their health needs met at the earliest possible stage
 to continue to contribute to the work of the multi-agency improvement board and
the LSCB
4
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 to work with the Named GP and NHS England to promote best quality
safeguarding practice within General Practice, Dental Health Services, Optometry
and Pharmacies
 to work to improve processes for information sharing between GP practice and
children’s social care
 ensure health service planning and developments consider the views and
experiences of children and young people and appropriately includes them in
recruitment processes
 to work with changing landscape of commissioners and providers to maintain a coordinated approach to safeguarding across the health economy.
7.4

Cared for Children. Progress during the year 2014-15:
 progress has been made in ensuring children and young people’s views are
heard. In particular the Fun Health Consultation held on 10 April 2015 provided a
great opportunity to hear young people’s voices in relation to their health and the
partnerships developed here are likely to continue into the forthcoming year with
similar events being planned
 following consultation the young people’s health guide booklet has been reprinted
and an APP has been developed with funding from Cheshire East Council so that
Cared for Young People can access information and the Cared for Health Team
via their mobile phone. This will be launched August 2015.
 consultation has also taken place in relation to providing information for care
leavers in relation to their own health as they leave care. This is an area for further
development in the forthcoming year and is likely to include flexible approaches to
review health assessment and health care planning for the small number of
teenagers who are reluctant to engage in the health assessment process. This is
likely to involve closer working with young people’s personal advisors.
 in the light of national statutory guidance Promoting the health and well being of
looked after children Statutory Guidance (DoH & DfE, 2015) together with an
Updated intercollegiate role framework (RCN & RCPCH, 2015). Both NHS Eastern
Cheshire and NHS South Cheshire CCGs have increased the funding for
Designated Nurse post and have arranged for this 22.5hr post to be employed
directly by NHS Eastern Cheshire CCG.
 further review of staffing within Cared for Children’s team is planned in order to
meet the recommendations of statutory guidance and as a result of changes to
commissioning arrangements.
 the Associate Children in Care Nurse to work with care leavers aged 16-18yrs
post is currently vacant; discussions are taking place between the local authority
and the CCG with regard to how we can best meet the needs of care leavers.
There is an increasing recognition of the health needs of care leaver s and their
vulnerability as young adults.
 the team have access to the Cheshire East and Cheshire West and Chester
Children’s Social Care electronic records. In Cheshire East discussions are taking
place in order to improve information sharing and transfer in relation to health
assessments.
5
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 work is currently underway in order to improve the timeliness of initial health
assessments. There are currently delays in the receipt of requests from social
care and in the provision of clinics. This is being by quarterly audit at present,
changes to the system of reporting via liquid logic will mean a much tighter focus
on tracking this.
 the end of figures in relation to review health assessments are currently being
collated and will be reported to the CCG’s in July 2015.
 co-location with East Cheshire Local Authority Cared for Children team continues
with increasing integration in some parts of the service and a strong focus on
emotional well being.
 case specific supervision for all clinicians working with looked after children is
becoming established.
 a system of recharging for health assessments completed on children placed with
Cheshire East has become established with the CCG’s.
 the quality assurance tool for health assessments has become established in
practice.
7.5

Priorities 2015-16. The following priorities have been identified for cared for
children:
 to establish the role of Designated Nurse Cared for Children within the Clinical
Commissioning Groups with increased capacity 22.5hrs.
 a review of services commissioned for Cared for Children will take place to
ensure compliance with recently revised statutory guidance (DoH & DfE, 2015)
and Intercollegiate Role Framework (RCN &RCPCH, 2015).
 continue to develop multi agency healthy care partnerships and re-establish work
in relation to audit of the NICE/SCIE Quality Standard Statements.
 to work with the local authority in order to improve the timeliness of initial health
assessments.
 to improve the information technology arrangements both for record keeping and
for communications between health and social care. This will include access to
reporting via liquid logic and will report in more accurate and complete data
sharing. This will streamline the health assessment processes.
 to ensure an increased uptake of level three training for all clinical staff involved
in meeting the health needs of Cared for children.
 to work with the local authority within the New Belongings Project in order to
improve the health and well being of care leavers.

7.6

Safeguarding Adults. In accordance with The Care Act 2014,2 adults have the
right to live free from abuse and neglect. As a CCG we have a commitment to our
communities and the people within them to ensure that our services work together
to safeguard individuals when they are unable to uphold this right for themselves.

2

http://www.legislation.gov.uk/ukpga/2014/23/contents/enacted/data.htm
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7.7

For 2014-15 the key priorities in Adult Safeguarding have been:
 to strengthen the local intelligence sharing between visiting professionals and
monitoring bodies, including the Care Quality Commission, Healthwatch and
NHS England, to our healthcare providers inclusive of nursing and residential
provider services. This will ensure professionals are aware of their key
responsibilities when visiting establishments.
 to review and re-energise the National Audit Tool to become the commissioning
standards document for all our NHS providers. The document has become a
robust monitoring tool to tease out the commitment all NHS providers are signed
up to regarding their safeguarding responsibilities to both children and adults at
risk. The revised document has also been adopted by partner CCG’s regionally
and by the local Adult and Children Safeguarding Boards.
 to strengthen the joint working from the Designated Nurse who works alongside
the Local Authority safeguarding SMART (Skilled Multi-Agency Response Team)
when safeguarding issues are raised regarding a Nursing/Residential care home
provider. This ensures that key care issues are challenged by the Designated
Nurse with provider managers so that a best practice approach is undertaken by
the home and clear recommendations are put together in an action plan, with
timelines to ensure homes adhere to the accountability expected of them within
their provider contract.

7.8

Priorities for 2015-16. The following priorities have been identified for
safeguarding adults:
 to ensure the Mental Capacity Act [MCA] and Deprivation of Liberty Safeguards
[DoLS] are robustly threaded through the workstreams of the CCG facilitated by
the newly appointed MCA/DoLS practioner.
 to raise the awareness within the CCG of the Trafficking and Moder Slavery Act
in line with National work that is gaining momentum both locally and Nationally.
 to ensure Adult Safeguarding is embedded within any new and established CCG
workstreams though joint working with colleagues
 ensuring Adult Safeguarding Training compliance is within the context of the
Care Act and meets the national agenda from central government
 to ensure statutory partner relations are strong in delivering the key principles of
Adult Safeguarding both within the CCG and externally.

8.

Access to further information

8.1

For further information relating to this report contact:

Name
Designation
Date
Telephone
Email

Sally Rogers
Lead Nurse Community and Safeguarding
22 July 2015
01625 663786
sallyrogers1@nhs.net
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Quality and Performance Committee

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

To prevent alcohol related harm



To
prevent
prematurely



people

dying

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

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


Mental Health & Alcohol
Other


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

Finance
Equality

Quality & Patient Experience
Legal

Staff / Workforce






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

Working Together
Quality

Investing Responsibly





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

Respect and dignity
Improving lives

Commitment to quality of care
Everyone counts
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APPENDIX A
Annual Report for Safeguarding Children, Cared for Children and
Adults At Risk 2014-15

Annual Report on Safeguarding Children, Cared for Children
and Adults at Risk 2014-15
1.
INTRODUCTION
This is the third joint annual report for Safeguarding Children, Cared for Children and Adults
at Risk for NHS Eastern Cheshire Clinical Commissioning Group (CCG) since authorisation.
The report demonstrates the CCG’s strong commitment to safeguarding and promoting the
welfare of children (including children cared for by the Local Authority) and Adults at Risk
who are living within our communities in Eastern Cheshire. The report further provides
information about how the CCG carries out its statutory responsibilities in this regard.
For the purpose of clarity the main body of the report will present each of the three areas in
a dedicated section.
The safeguarding requirements upon health are enshrined in statute within children’s
services. The Children Act 1989 and 2004 provides the legislative framework for
safeguarding children and is supported by statutory and supplementary guidance in
Working Together (HM Government 2015). This guidance sets out the roles and
responsibilities of all agencies including Clinical Commissioning Groups (CCGs) in ensuring
their functions are discharged with regard to the need to safeguard and promote the welfare
of children.
For adults, the Care Act 2014 has ensured adult safeguarding is now on a statutory footing
to ensure the six key safeguarding principles are adhered to with health and social care.
The Mental Capacity Act [2005] and Depreviation of Liberty Safeguards [2009] are key
pieces of legislation in place to protect the most vulnerable within our society.
The mandate from the Government to NHS England was published in November 2012 and
states:
‘We expect to see the NHS, working together with schools and children’s social
services, supporting and safeguarding vulnerable, looked after and adopted children,
through a more joined-up approach to addressing their needs.’
The Care Act [2014] highlights Adult Safeguarding as ‘protecting an adults rights to live in
safety, free from abuse and neglect’ with the addition that professionals should work with
the adult to establish what being safe means to them and how that can be best achieved,
and not embedding the adult in a process-driven arrangement.
NHS England published guidance entitled ‘Arrangements to secure children and adults at
risk in the future NHS’ (September 2012). This framework focused on the statutory
requirements in safeguarding children, with reference to similar principles being applied as
part of best practice in relation to arrangements to safeguard adults at risk. The guidance is
intended to support the NHS and all its organisations to fulfil their statutory safeguarding
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duties. A revised version of this guidance is out for consultation and is expected to be
finalised later into 2015/16.
The CCG further takes into account the legislation listed below when carrying out its
statutory safeguarding arrangements.
 Working Together to Safeguard Children 2015
 Statutory Guidance on Promoting the Health and Well-being of Looked After Children
2015
 Mental Health Act, 1983
 Human Rights Act, 1998
 Mental Capacity Act 2005-Deprivation of Liberty Safeguards [DoLS] 2009
 Safeguarding Vulnerable Groups Act, 2006
 NHS Act, 2006
 Equality Act. 2006
 Health and Social Care Act 2012
 Care Act 2014
 Future legislation regarding the safeguarding of adults.
 Trafficking and Modern Slavery Act 2015
 CQC Fundamental Standards 2015
 Making Safeguarding Personal 2014
2.
PURPOSE OF THE REPORT
To provide assurance that NHS Eastern Cheshire CCG is operating in line with statutory
guidance, and takes account of the responsibility of all NHS funded organisations and
healthcare professionals to ensure that people in vulnerable circumstances are not only
safe but also receive the highest possible standard of care.

3.
LEADERSHIP AND ACCOUNTABILITY
Section 11 of the Children Act 2004 outlines the requirement for a clear line of
accountability within NHS organisations in respect of safeguarding and promoting the
welfare of children. The NHS safeguarding accountability and assurance framework
supports this requirement and extends to include adults at risk.
NHS Eastern Cheshire CCG has demonstrated that their safeguarding children
requirements have been met during the past year as set out in the authorisation process
and through the annual Local Safeguarding Children Board Section 11 audit of
safeguarding arrangements.
Leadership and management for safeguarding is one of the key requirements for the CCG.
Leadership and responsibility for safeguarding at Governing Body level is achieved through
the Executive Nurse. This lead role provides the CCGs representation on both the Local
Safeguarding Children Board (LSCB) and Safeguarding Adult Board (SAB). In addition the
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Chief Operating Officer acts as the responsible officer for the CCG in cases where there is
an allegation of abuse against a professional.
Clinical expertise in the CCG is provided through the Designated Professionals for
Safeguarding Children, Safeguarding Adults and Cared for Children. Resource for these
posts is regularly reviewed against local demand and national guidance. This has led to
additional resource being commissioned for the Designated Nurse for Looked after Children
role. In addition the CCG employs a Designated Paediatrician for Child Deaths and a
specialist nurse for Child Deaths. More recently for adults, a dedicated practitioner post has
been established for Mental Capacity Act/Deprivation of Liberty Safeguards.
These
professionals are all directly accountable to the Executive Lead Nurse and Chief Operating
Officer. As clinical experts and strategic leaders, they provide a vital source of advice to the
CCG, NHS England, Local Authority, LSCB, and SAB. They also provide advice and
support for health professionals in provider organisations and GP practices.
NHS Eastern Cheshire CCG has developed a hosting arrangement with the neighbouring
CCG [South Cheshire CCG] to share the expertise of their designated professionals.
The two CCGs, together, commission health services within the same Local Authority (LA)
footprint. This arrangement contributes successfully to the multi-agency safeguarding
agenda and in particular the work of the Local Safeguarding Children and Adult Boards in
Cheshire East LA.
The NHS England Local Area Team has formed local safeguarding networks to include
CCG Designated Professionals from Cheshire, Warrington, Wirral, and more recently
Merseyside, to strengthen safeguarding and to ensure a standardised approach to
safeguarding is achieved throughout the area.
The Named GP for safeguarding children is employed by NHS England but remains
accountable to the designated professionals. The named GP post is now filled. This post is
hosted by South Cheshire CCG but supports three CCGs [Eastern Cheshire, South
Cheshire and Vale Royal]. In support of the accountability and assurance framework every
GP practice in Eastern Cheshire also has an identified Adult at Risk lead and a
Safeguarding Children lead.
There are safeguarding leads at executive level and named professionals within each
individual health provider organisation locally as required in both the NHS and private
sector.
The CCG is committed to improving the quality of safeguarding within health services
across the CCG area so that adults, children and families can be assured that they will be
provided with co-ordinated support at whichever level of need they require. This may be
early help, child in need, child protection or as a child who is being cared for by the Local
Authority, or support from social care when a person is no longer able to care for
themselves.
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To this end the CCG has developed a set of safeguarding standards now formally known as
the Commissioning Standards document which is included in all provider contracts and
provides a formal process of quality monitoring to assess progress.
4.
SAFEGUARDING CHILDREN
This section will demonstrate the work of NHS Eastern Cheshire CCG in the last 12 months
in respect of safeguarding children.
4.1 Safeguarding Children Activity
Cheshire East Council has a resident population of approximately 83,000 children age 0-19
of which 40,884 are registered with GP Practices in the Eastern Cheshire CCG area.
Although most children’s needs are met through universal services, there are some children
who require extra support or protection or to be in the care of the Local Authority. The
information below shows the current number of children with a child protection plan across
the local authority area. This is not broken down by CCG area.
Table 1. Cheshire East Children Subject to a Child Protection Plan
Year
March
March
March

2013
2014
2015

Total Number of Children Subject to a plan in
Cheshire East
160
204
321

Table 1 shows a continuing rise in numbers of children with a child protection plan in the
last three years. This rise has followed changes to social work practice in response to a LA
Improvement Plan, as well as an increased understanding of the thresholds of need across
all agencies. More children are in need of a Child Protection Plan to meet their needs for
protection and support.
The CCG is working with its providers to further promote a common approach to thresholds
of need through an integrated Children’s Social Services ‘front door.’ A health professional
has been identified to be part of the integrated multi-agency team based in Sandbach.
This health professional will contribute to decision making in individual cases.
Table 2. Cheshire East children subject to child protection plans divided into
categories of abuse
Category of abuse
Sexual abuse
Physical abuse
Neglect
Emotional abuse

Total number of children in the LA
area March 2015
21
41
158
101
4

The categories of child abuse, shown in Table 2, reflect three of the Local Safeguarding
Children Board (LSCB) priorities: firstly, tackling neglect; secondly, reducing self -harm and
substance misuse in children and young people, and thirdly; tackling Child Sexual
Exploitation.
The largest cohort of children on a child protection plan remains those suffering from
neglect. In response, the LSCB has reviewed and launched a revised neglect strategy with
the aim of identifying and acting on neglect at the earliest opportunity. The CCG has
identified a neglect champion to contribute to this work.
Early help is seen as a key strategy in providing help for children and families when
problems are first recognised. The use of the Common Assessment Framework (CAF) and
effective supervision supports the early help process. To identify neglect, the CCG is
promoting, through its provider contracts, the use of the CAF and the use of research based
tools. The number of CAFs initiated and led by health professionals in provider
organisations is monitored. A slow but steady rise in numbers has been demonstrated.
The second largest cohort of children requiring a child protection plan are those who are
suffering from emotional abuse. Emotional abuse appears to be strongly linked to the
number of children being identified as living with severe domestic violence. The impact of
domestic abuse on children, and particularly on their emotional well- being, is now far better
understood. Training has further improved identification of children living in vulnerable
situations including those who abuse substances and self -harm. The CCG is working
alongside other agencies to co-commission support services for this group of children and
young people.
The increase in children on a child protection plan for sexual abuse is due in some part to
young people who are at high risk of sexual exploitation. The Government has
communicated the need for organisations to work together to tackle this problem and keep
our young people safe. The CCGs have contributed to the work of Pan Cheshire and
Cheshire East Sexual Exploitation sub groups, by participating in awareness raising
initiatives, contributing to the development of staff training and risk assessment tools, and
through the commissioning of a specialist nurse to be based with the multi-agency ‘child
sexual exploitation team. All GP training has included child sexual exploitation with
presentations being given by Cheshire Police colleagues.
4.2 Inspections
In March 2013, Ofsted carried out an inspection of Cheshire East Local Authority
safeguarding children arrangements.
The outcome of this inspection was that
safeguarding children services in the Local Authority was deemed inadequate. A multiagency Improvement Board was established, which included NHS Eastern Cheshire CCG,
to improve planning and implementation of safeguarding services across the Local Authority
and its multi-agency partners. This work has been recognised by Ofsted as producing
satisfactory progress.
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The CCG has, in addition, contributed to several safeguarding peer reviews this year,
including a Police Academy Peer Review of Tackling Child Sexual Exploitation across
Cheshire and a Peer Review of Local Safeguarding Children Board arrangements.
The CCG will continue to work as part of the Improvement Board and LSCB as they focus
on partner engagement in safeguarding.
There has been no CQC inspection of safeguarding services across the health economy in
the last year, although this is expected in the near future.
4.3 Serious Case Reviews
A Serious Case Review is undertaken when a vulnerable person dies or is seriously
harmed through neglect or abuse, and there are concerns as to the effectiveness in the way
agencies worked together. Regulation 5 of the Local Safeguarding Children Board
Regulations 2006 requires LSCBs to undertake reviews of serious cases which meet the
criteria outlined in Chapter 4 of Working Together to Safeguard Children (HM Government
2013), in order to ensure that important lessons for intra and inter-agency working are
learnt. There is a further requirement for reviews to be carried out regularly on cases which
do not meet statutory criteria, but which can provide useful insights into the way
organisations are working together to safeguard and protect the welfare of children.
There have been no Serious Case Reviews carried out in respect of children over the last
year in NHS Eastern Cheshire CCG.
There is currently a practice learning review being undertaken. This involves health
services only. Learning and recommendation will be reported to the CCGs and the LSCB in
August 2015.
The thematic review into suicides in young people, undertaken by an independent reviewer
and commissioned by the LSCB last year, has now been completed. This piece of work
has resulted in a comprehensive action plan. The CCG has contributed to this plan through
its revision of Child and Adolescent Mental Provision, leading to increased commissioning
of services alongside multi-agency partners.
Learning from all safeguarding reviews is disseminated within the CCG via the joint quality
and performance committee and through mandatory safeguarding training for staff.
4.4 Local Safeguarding Children Board
The Local Safeguarding Children Board (LSCB) is the key mechanism for agreeing how the
relevant organisations in each local area will co-operate to safeguard and promote the
welfare of children and for ensuring the effectiveness of their work. The CCG supports the
Boards through attendance at Board meetings and actively supporting the sub groups.
Local statutory membership of the LSCB is set out in ‘Working Together to Safeguard
Children 2015’. The CCG Safeguarding Lead is a Governing Body Member. In addition, the
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Designated Nurse and Doctor attend in an advisory capacity, providing clinical safeguarding
expertise for the Board as necessary.
This year the LSCB has asked each member organisation to update the Board on its
safeguarding priorities. It has also asked members to undertake a visit to a different
member organisation with the purpose of understanding how safeguarding responsibilities
are carried out and the challenges that entails to the organisation.
The CCG actively supports the LSCB subgroups through:
 Attendance and active contribution at subgroup meetings
 Providing assurance to the LSCB, through quality and performance management data,
that standards for effective safeguarding are in place for all local health providers and are
being effectively monitored. This includes providing information requested by the LSCB
for the multi-agency quality reports.
 Submitting a S.11 (Children Act) Audit to the LSCB to evidence that the CCG’s statutory
responsibilities for safeguarding children have been met.
 Contributing to the development and updating of the LSCB Child Protection Procedures.
Examples of those developed this year are the Child Protection Medicals policy and the
Multi-Agency Private Fostering policy.
 Participating in the planning and commissioning of services for children in Cheshire.
Recent priorities have included the commissioning of a Child Sexual Exploitation
Specialist Nurse Post to work within the co-located multi-agency Child Sexual
Exploitation Team.
 Contributing to the planning and delivery of multi-agency and single agency training. This
has included the development and delivery of Level 6 Safeguarding training specifically
required for Governing Body Members.
 Contributing appropriately to strategy meetings regarding the management of concerns
against adults who work with children/young people.
 Addressing and communicating the wider safeguarding agenda through the engagement
of partners and the community.
 Contributing to the work of the Child Death Overview Panels (CDOP) in Cheshire through
the collection and analysis of information about child deaths. This work includes the
health contribution to the rapid response to child death. This process is enabled by the
CDOP nurse role and the Child Death Paediatrician.
 Co-ordinating the health response to the multi-agency case audits required by the LSCB.
These audits identify themes and provide important information to identify areas of good
practice and areas where agencies could improve the way they work together.
 Undertaking Serious Case Reviews, single agency reviews and multi-agency reviews of
cases as required. This includes the dissemination of learning across health
organisations and implementing recommendations as required.
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 Working with multi-agency partners to implement new developments in working practice.
Work is being undertaken to establish how to further integrate children’s safeguarding
services.
 Contributing to the multi-agency response to domestic abuse through training and MultiAgency Risk Assessment Conferences (MARAC) steering groups.
 Contributing to the strategic and operational work of the missing from home and sexual
exploitation subgroup. The Designated Nurse leads the work of the CCG in this area.
 Contributing to the work of the Private Fostering subgroup.
4.5 Safeguarding Quality Assurance [Adult & Children]
The CCG has submitted a completed section 11 (Children Act) audit to the Cheshire East
Local Safeguarding Children Board as evidence that they are meeting their statutory
safeguarding children responsibilities.
The CCG is responsible for promoting safeguarding quality and quality assurance within its
health services.
As such, its main safeguarding focus over the last year has been to improve the quality of
the health services contribution to support and protect children and Adults at Risk, through
further developing the commissioning standards document which is included as an addition
in all provider contracts. These now include standards relating to Child Sexual Exploitation,
Female Genital Mutilation, Mental Capacity Act/Deprivation of Liberty Safeguards,
PREVENT all to strengthen the development of multi-agency integrated working in respect
of front line staff.
The Commissioning Standards Document sets out requirements for health organisations to
have a well-trained workforce with robust safeguarding policies and procedures, who are
able to take action when they identify any child or adult who is in need of support or
protection.
Each organisation is expected to complete an annual self-evaluation audit (aligned to S.11
statutory requirements) in respect of the commissioning standards document. This will be
formally monitored for quality by the CCGs and a formal escalation process initiated when
standards are not met.
The CCGs have produced a set of dashboards [for both Children and Adults] for use by its
main providers. These dashboards serve a dual purpose in both reporting on safeguarding
activity for example within the children’s dashboard: number of child protection medicals
undertaken, and on quality of number of child protection medicals reported on within 72
hours. For Adults, the number of staff trained in Adult Safeguarding, the number of
safeguarding concerns raised to Local Authority and the number of Deprivation of Liberty
Safeguards Assessments made to Local Authority.
This data is produced both monthly and quarterly and includes health data in respect of
Cared for Children. The process is fully supported by the CSU. The dashboard information
is formally monitored through quarterly safeguarding assurance meetings held by the CCG
with its main providers. The information is shared with the LSCB/LSAB on a quarterly basis
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and provides the information requested by the LSCB/LSAB for its multi-agency performance
scorecard.
The dashboard information includes indicators set by the CCG in response to LSCB
priorities. For example ‘early help’ is seen as a key strategy in providing help for children
and families when problems are first recognised, so preventing escalation into the child
protection system. The CCG is promoting the use of the Common Assessment Framework
(a key tool in early intervention) through its provider contracts. The number of CAFs carried
out by providers is monitored through the dashboard system and has shown a positive slow
but steady rise in numbers.
The CCG, as commissioners of health services are represented at the local Quality
Surveillance Group supported by NHS England, Cheshire, Warrington and Wirral Area
Team.
4.6 Involving Children and Young People
The CCG is committed to listening to the voice of young people when commissioning health
care services. It works closely with youth advisors it has drawn together from Eastern
Cheshire schools, local employers and organisations representing young people. It
engages young people in describing how services work for them and how they could be
improved.
Where appropriate, young people are being invited to contribute to staff recruitment
interview panels. A young person has recently been part of the interview panel for the new
Child Sexual Exploitation Specialist Nurse Role.
The CCG has included ‘the voice and lived experience of the child’ in its safeguarding
standards and expects its providers to evidence that this is being done in the course of their
work. Patient stories evidencing the lived experience of children are being presented at the
quarterly safeguarding assurance meetings with providers.
4.7 Policies and Procedures
The CCG has a safeguarding children policy outlining the organisation’s safeguarding
requirements. This is updated on a yearly basis or when new national guidance is issued.
Staff both employed and contracted, are regularly sent updates informing them of changes
and relevant information related to safeguarding practice.
Safeguarding information is posted on the CCG website. The CCG web is a good source of
safeguarding information, including policies and flow charts showing ‘What to do if you are
worried a child or adult is at risk of being abused.’
Further information is posted on the web site as appropriate, for example, information about
private fostering to support the national ‘private fostering week’.
All staff can access links to the LSCB multi-agency procedures through the CCG web site.
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4.8 Learning and Development
Safeguarding children training is critical to protecting children and young people from harm.
Training for NHS staff is mandatory. All staff must know how to identify abuse and neglect
and act on their concerns. Each staff member within the CCG has had their required level
and frequency of safeguarding training identified in line with National Guidance
(Safeguarding Children and Young People: roles and competencies for health care staff Intercollegiate Document : September 2014). All training once undertaken is recorded at a
central point within the CCG and is audited on a quarterly basis. The CCG has achieved
full compliance with training targets.
Training is carried out through a mixture of e-learning packages, face to face training and
multi-agency training as appropriate to the level and complexity of the subject.
During the last year the Designated Professionals have further contributed to safeguarding
learning and development through:
 Working collaboratively with Commissioners and Providers to develop training
programmes that include the dissemination of lessons learnt from recent Serious Case
Reviews and Independent Management Reviews both within our CCG area and
nationally.
 Working collaboratively with the Named GP for Safeguarding, GP Practices and NHS
England to ensure their GPs have access to appropriate training.
 Contributing to the work of the LSCB training sub groups to revise and develop multiagency learning packages. This includes working with the Cheshire Domestic Abuse
Partnership.
 Providing the required Level 6 Children Safeguarding Training for Governing Body
Members
 Working in conjunction with NHS England to provide training and updates for dentists
and pharmacists
 Leading on the development of the pan Cheshire safe sleep guidelines for the multiagency workforce and the commissioning of the Lullaby Trust to provide training for the
multi-agency workforce.
4.9 Safeguarding Supervision and Support
Working in the field of child protection entails making difficult and risky professional
judgements. The work is increasingly demanding and can be distressing and stressful, not
the least because of the public interest created by national headline stories. All those
involved have access to immediate advice and support from the safeguarding team.
All health practitioners involved in day to day work with children and families require
effective safeguarding supervision. Supervision and support standards are included in the
Safeguarding Children Policy for provider organisations. Designated professionals provide
continuing support and supervision to named professionals within the NHS economy. They
also provide supervision, support and advice when required and on an individual case
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basis. This includes support for GP practices, dental staff, pharmacists, and private health
care providers.
Designated professionals for safeguarding children obtain peer supervision through the
Cheshire and Merseyside Designated Professional Network. In addition the CCGs across
Cheshire have jointly commissioned an independent professional to provide group
supervision for the Designated Nurses for Safeguarding Children.
4.10 Safeguarding Within Primary Care Services
General Practitioners have been identified as key professionals in protecting children from
harm and promoting the welfare of children through early intervention. Although CCGs are
not directly responsible for commissioning primary medical or other primary care services,
they have a duty to support the achievement of high quality safeguarding practice in primary
care in conjunction with NHS England and the Named GP for safeguarding children.
A Named GP for Safeguarding Children is now in post. This post spans three CCGs,
Eastern Cheshire, South Cheshire and Vale Royal. It is hosted by South Cheshire CCG.
There has been considerable work carried out with GP practices this year to ensure
safeguarding standards for CQC are met. All practices now have a lead GP for
safeguarding with updated information being sent through the lead.
The Named GP is currently developing group meetings with the GP safeguarding leads in
Eastern Cheshire CCG area, with the aim of developing their role in safeguarding within
their individual practices.
A primary focus of work this year is on the development of good communication pathways
with Cheshire East Local Authority safeguarding team with the aim of improving the present
processes for collecting accurate data in regard to timely provision of GP reports for child
protection case conferences. This data will be used to help inform the development of a
more efficient process for the requesting and provision of GP reports.
4.11 Safer Recruitment and Vetting Procedures [Adults & Children’s]
The CCG has a recruitment and selection policy which has been reviewed in line with
recent government changes to the vetting and barring process. The CCG adheres to these
standards. All new employees will be subject to the safe recruitment procedures outlined in
the policy including DBS checks as required.
The designated nurses and the HR service have worked together to identify the CCG posts
which require a DBS check.
4.12 Key Achievements
 The CCG has demonstrated that its statutory children’s safeguarding responsibilities
have been met under section 11 of the Children Act 1989
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 We have contributed to increasing the quality of safeguarding within health services by
developing a set of safeguarding standards in our contracts with providers, clarifying their
obligation to ensure there are robust safeguarding policies and procedures in place. We
will actively audit compliance.
 In addition to being Local Safeguarding Board members we have actively contributed to
the multi-agency improvement board for children, we chair and contribute to board sub
committees and are members of the business and executive groups for each of the
safeguarding boards.
 We have seen a continuation in our increased investment in the Cared for Children’s
team continued through the extra resource we have commissioned for the Designated
Nurse for Cared for Children.
 We have led on the development of the new multi-agency LSCB Information Sharing
Protocol, which has been developed for use by front line practitioners in line with National
guidance.
 We have secured the services of a Designated Doctor for safeguarding children and
have access to the services of a Named GP for safeguarding children through NHS
England.
 We contribute at a national and local level to safeguarding which keeps us in line with
national thinking and affords opportunity for local contribution to policy.
 We have led on the development of the pan Cheshire ‘Safe for Use’ by the multi-agency
workforce and commissioned the Lullaby Trust to provide training.
 We have contributed to the commissioning of an independent Domestic Violence
Advocate who is based at Macclesfield Hospital. This role is specifically to increase the
safety of people who are victims of domestic violence who are using the hospital
services.
 We have commissioned a new of post of a specialist nurse to be co-located as part of the
multi-agency child sexual exploitation team.
 We have led on the provision of specialist safeguarding health professionals being colocated with and working as part of a multi-agency team.
 We have challenged children’s homes when we have had concerns about care of
individual children and referred to Ofsted when necessary.
4.13 Priorities for 2015/16
 To identify the permanent services of an appropriately qualified Paediatrician to carry
out the responsibilities of Designated Doctor for Safeguarding Children across the
whole Local Authority area.


To support the newly recruited Named GP in the role.



To support the CDOP Paediatrician and specialist nurse in further development of the
rapid response process undertaken when a child dies unexpectedly.
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To lead on the development of multi-agency support and training in bereavement.



To work with health providers and the Local Authority to strengthen the operational
multi-agency integration of services at the front line



To support the specialist nurse for child sexual exploitation within the integrated multiagency team.



To positively contribute to early intervention/ early help work through commissioning, in
order for children, young people and families to be able to access help and have their
health needs met at the earliest possible stage



To continue to contribute to the work of the multi-agency improvement board and the
LSCB



To work with the Named GP and NHS England to promote best quality safeguarding
practice within General Practice, Dental Health Services, Optometry and Pharmacies



To work to improve processes for information sharing between GP practice and
children’s social care.



To ensure health service planning and developments consider the views and
experiences of children and young people and appropriately includes them in
recruitment processes.



To work with changing landscape of commissioners and providers to maintain a coordinated approach to safeguarding across the health economy.

5.
CARED FOR CHILDREN
Cared for Children (Looked After Children) are some of the most vulnerable members of our
society for whom we have a shared sense of responsibility. There has been an increasing
awareness as to the nature and extent of health disadvantages which looked after children
face:
“Looked after children and young people share many of the same health risks and problems
as their peers, but often to a greater degree. They often enter care with a worse level of
health than their peers in part due to the impact of poverty, abuse and neglect.” (DCSF
2009)
This has been recognised by the Clinical Commissioning groups locally. As a direct result
this has led to improved funding and service development.
At the request of Cheshire East Children in Care Council, the Children looked after by
Cheshire East Council are referred to as ‘Cared for Children’ so locally the two terms are
synonymous.
On 31st March 2014 there were 68,840 Looked After Children (LAC) in England
representing an increase of 1% since 2013 and 7% compared to 2009. This increase has
been reflected locally over the past few years, however numbers appear to have stabilized;
there were 374 children cared for by Cheshire East Council at 30 th June 2015. Of these 233
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are placed within Cheshire East and 141 are placed outside of the area. There are 65
young people 16-18 years old and 200+ young adult care leavers .
5.1 Progress during the past year
 Progress has been made in ensuring children and young people’s views are heard. In
particular the Fun Health Consultation held on 10th April provided a great opportunity to
hear young people’s voices in relation to their health and the partnerships developed
here are likely to continue into the forthcoming year with similar events being planned.
 Following consultation the young people’s health guide booklet has been reprinted and
an APP has been developed with funding from Cheshire East Council so that Cared for
Young People can access information and the Cared for Health Team via their mobile
phones this will be launched August 2015.
 Consultation has also taken place in relation to providing information for care leavers in
relation to their own health as they leave care. This is an area for further development in
the forthcoming year and is likely to include flexible approaches to review health
assessment and health care planning for the small number of teenagers who are
reluctant to engage in the health assessment process. This is likely to involve closer
working with young people’s personal advisors.
 In the light of national statutory guidance Promoting the health and well being of looked
after children Statutory Guidance (DoH & DfE, 2015) together with an Updated
intercollegiate role framework (RCN & RCPCH, 2015). Eastern and South CCG’s have
increased the funding for Designated Nurse post and have arranged for this 22.5hr post
to be employed directly by the CCG.
 Further review of staffing within Cared for Children’s team is planned in order to meet the
recommendations of statutory guidance and as a result of changes to commissioning
arrangements.


The Associate Children in Care Nurse to work with care leavers aged 16-18yrs post is
currently vacant; discussions are taking place between the local authority and the CCG
with regard to how we can best meet the needs of care leavers. There is an increasing
recognition of the health needs of care leaver s and their vulnerability as young adults.

 The team have access to the East Cheshire and Cheshire West and Chester Children’s
Social Care electronic records. In Cheshire East discussions are taking place in order to
improve information sharing and transfer in relation to health assessments.
 Work is currently underway in order to improve the timeliness of initial health
assessments. There are currently delays in the receipt of requests from social care and
in the provision of clinics. This is being by quarterly audit at present, changes to the
system of reporting via liquid logic will mean a much tighter focus on tracking this.
 The end of figures in relation to review health assessments are currently being collated
and will be reported to the CCG’s in July 2015.
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 Co-location with East Cheshire Local Authority Cared for Children team continues with
increasing integration in some parts of the service and a strong focus on emotional well
being.
 Case specific supervision for all clinicians working with looked after children is becoming
established.
 A system of recharging for health assessments completed on children placed with East
Cheshire has become established with the CCG’s.
 The quality assurance tool for health assessments has become established in practice.
5.2 Health Data:
The following health information has been collected for the annual government returns.
(children who have been in care for at least 12 continuous months as at 31 st March):
Number
of
looked
after
st
children at 31
March who had
been
looked
after for at least
twelve months

Number
of
children whose
immunisations
were up to date

Number of
children
who
had
their teeth
checked

Number
of
children who
have had their
annual health
assessment

Number of these
children
whose
developmental
assessments were
up to date

Cheshire
East - 2015

358

97.6%

98%

97.6%

100%

Cheshire
East - 2014

345

96.7%

97.1%

93.8%

100%

68,840

87.1%

84.4%

88.4%

England2014

Review health assessments:
Number
of
children
in cohort

Health
Assessments
NOT up to
date

0-4

12

5

5-9

60

10-15

123

16+

50

Health
Assessments
Up to Date

% up to date

7

58.3%

60

100.0%

1

122

99.2%

4

46

92.0%
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Comments:
Whilst overall compliance rates for health assessments is good there is work to be done in
improving the overall processes and reporting systems. This work is in hand and should
enable much more effective reporting including that of initial health assessments.
Dental Checks:
Age
Band

Number of
children

0-4

12

5-9

Assessments
NOT up to date

3

Assessments
to Date

Up

% up
date

to

9

75.0%

60

60

100.0%

10-15

123

123

100.0%

16+

50

48

96.0%

2

Comments:
NHS dentist provision locally has improved. The community dental service takes referrals
for children have additional needs. The community dental service also contributes oral
health promotion to the foster carer training programme.
Overall picture for health returns:
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Comments:
Overall the review health assessment returns are good however there has been a dip in
compliance for children under 5 years who should receive 6 monthly assessments. Steps
have been taken to launch a new process using liquid logic from 30 th July 2015. This will
enable more effective monitoring by the Cared for Children’s health team. Steps will be
taken to engage 16+ young people in their health assessment process by working with the
personal advisors and utilising a recently introduced health assessment tool.
Substance misuse:

Comment:
This is low in comparison to Cheshire East’s statistical neighbours. Advice and support is
available via Catch 22 in relation to alcohol and substance misuse.
Emotional well being:
Strengths and difficulties questionnaire (SDQ) results:
Banded SDQ Score
Average
Reporting
SDQ
Percentage
Year
score
Normal Borderline

Concern

2012

14.1

46%

18%

36%

2013

14.4

47%

12%

42%

2014

14.2

45%

14%

41%

2015

13.4

50%

15%

34%

Comments:
The cared for children’s health team continue to work closely with the children and families
support team in order to share information regarding SDQ scores and tracking Cared for
Children with high emotional needs.
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The SDQ completion rates by Carers continues to improve at 97%

Emotional well being is a vital area in which to continue to develop services for Cared for
Children. The children and families support team provide excellent services for Cheshire
East Cared for Children. It is anticipated that work within the New Belongings project during
the forthcoming year will lead to improvements in provision of services to support the 200+
Cheshire East Care leavers.
There will also be implications for the emotional support of younger children placed for
adoption in Cheshire East which will need to be considered in relation to the new
government adoption support fund.
5.3 Priorities 2015/16
 To establish the role of Designated Nurse Cared for Children within
Commissioning Groups with increased capacity 22.5hrs

the Clinical

 A review of services commissioned for Cared for Children will take place to ensure
compliance with recently revised statutory guidance (DoH & DfE, 2015) and
Intercollegiate Role Framework (RCN &RCPCH, 2015)
 Continue to develop multi agency healthy care partnerships and re-establish work in
relation to audit of the NICE/SCIE Quality Standard Statements.
 To work with the local authority in order to improve the timeliness of initial health
assessments.
 To improve the information technology arrangements both for record keeping and for
communications between health and social care. This will include access to reporting via
18

liquid logic and will report in more accurate and complete data sharing. This will
streamline the health assessment processes.
 To ensure an increased uptake of level 3 training for all clinical staff involved in meeting
the health needs of Cared for children.
 To work with the local authority within the New Belongings Project in order to improve the
health and well being of care leavers.
6.

ADULTS AT RISK

6.1 Developments in Legislation
The following section will illustrate the developments in legislation and law and the work
undertaken over the last year by Eastern Cheshire CCG with regards to Adults at Risk.
One of the biggest developments this year for adult safeguarding is the reform of the law in
relation to the Care Act 2014, the Act now clearly sets adult safeguarding on a statutory
footing to ensure that statutory partners inclusive of Health, Social Care and Police
demonstrate their own legal accountability with adult safeguarding. The local authority is the
lead in adult safeguarding and holds key responsibilities including:


Making enquiries if it believes an adult is experiencing/ or is at risk of abuse/neglect



Setting up a Safeguarding Adults Board [SAB]



Providing [where appropriate] an independent advocate to represent/support an adult
who is subject to an enquiry/safeguarding adult review



Co-operating with each of the statutory partners to protect the adult



Ensuring statutory partners are co-operating with the Local Authority

The Care Act in totality will be implemented in stages over the next three years. However,
safeguarding commenced as of the 1st April 2014 and with this a significant amount of work
has been undertaken with the respective statutory partners to ensure key elements have
been set up. There is an established SAB with a clear constitution that has had public
engagement and approval.
So what does this mean for community in Cheshire East? “The Care Act represents the
most significant reform of care and support in more than 60 years, putting people and their
carers in control of their care and support. For the first time, the Act will put a limit on the
amount anyone will have to pay towards the costs of their care”. Norman Lamb May 2014
This Act now defines the work that the Caring Together team are striving for in Cheshire
East, keeping the patients at the heart of the services that they use. From a safeguarding
perspective the Care Act cements the following in Adult Safeguarding: The creation of safeguarding adults boards [now established]
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 Ensuring safeguarding enquiries are a corporate duty for local authorities [now
established]
 Ensuring Serious Case Reviews are mandatory, with specific triggering situations
 Co-operation over the supply of information
 A duty of candour on providers about failings in hospital and care settings
 Creation of a new offence for providers of supplying false or misleading information, in
the case of information they are legally obliged to provide
The work undertaken by Cheshire East Adult Safeguarding Board has, over the last 3
years as part of best practice, incorporated the elements noted above. Monitoring
authorities have awaited the Care Act to reinforce the ownership on providers for their
transparency in reporting Adult Safeguarding more formally; the Care Act will provide the
much needed statutory framework.
Just prior to the Care Act came the High Court ruling regarding the Deprivation of Liberty
safeguards whereby care providers are being encouraged to review the care of adults who
lack capacity in the light of the Supreme Court’s judgment in the P v Cheshire West and
Chester Council: P and Q v Surrey County Council May 2014 cases. In particular, to review
any restrictions that might stop any person being “free to leave”, or which amount to
“continuous supervision and control” (the two key elements of care the Court said constitute
deprivation of liberty under the Mental Capacity Act (MCA)).
The impact from this ruling has been overwhelming for all health care providers as well as
the Local Authority, with assessments for Deprivation of Liberty into the Local Authority
more than trebling. Nationally all Local Authorities are awaiting formal guidance on the
ruling- what has been reiterated to all providers in Cheshire East is to follow the person
centered approach to care management of individuals and ensuring risk assessments are
clearly focused on the needs of the individual and not on the organization.
Social Care Institute for Excellence had put together a number of supporting documents to
support front line staff in the quest to ensure all ‘at risk’ adults have the right care, managed
in the right way. To furnish staff in Cheshire East with the most upto date information on the
Mental Capacity Act and Deprivation of Liberty Safeguards, the first Adult Safeguarding
Seminar was undertaken.
The seminar housed over 120 deligates with guest speakers from central government. The
policy requirements were given to the barrister who had sat on the Cheshire West case in
2014, highlighting the positives and negatives of the court ruling from then to where we are
today, and the wider implication this has had on resource. A colleague from Derbyshire
CCG illustrated an honest perspective on safeguarding and the continual balancing act that
remains a challenge with all staff in defining the fine line of quality and safeguarding. Finally
our police colleagues supplied the audience with salient points about health professionals
working together in partnership with police to obtain the right outcome during investigations
for the adult at risk.
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Feedback on the day was very positive and at the close there was suggestion that there
was potential for both an annual event and also a smaller working group on MCA/DoLS to
work alongside the national team.
6.2 Partnership Safeguarding with Local Authority
The last year has seen significant changes within safeguarding at the Local Authority. As a
CCG the challenge has been to remain focused on the safeguarding work and the close
links that we had developed to ensure the service remained uncompromised for the adults
at risk.
The reporting of safeguarding concerns remains the same, to report into one place to
ensure all the information is collated at one point. The figures reported to the Local
Authority this year illustrate that domiciliary care in the community has the highest number
of referrals. This would not be an uncommon trend given the volume of care that is now
delivered within a person’s home. The positive element is that, due to robust training, staff
are recognising and reporting safeguarding sooner. Provider trusts, nursing and residential
homes are also high reporters of safeguarding concerns which enables Health and Social
Care, where necessary, to directly hold provider owners to account on the safeguarding
issues.
Throughout the last year a significant amount of work has been undertaken with key health
and social care teams to support high risk areas/providers in managing Adults at Risk. This
support has been in a number of ways including unannounced visits by key professionals
within health and social care and at times joint visits, in collaboration with the Care Quality
Commission [CQC] and Healthwatch.
Provider manager meetings are held with the key health and social care managers as well
as the home manager, regional managers, and where necessary CQC and Continuing
Health Care colleagues. At these meetings the Local Authority and CCG hold providers to
account against their contract. Evidence from unannounced inspections is shared with the
attending managers and, where the evidence suggests disparity against the contract,
suspension of placements will be enforced. The home is also accountable to the CQC and
both monitoring bodies will provide the home with actions to meet their compliance against
the contract within agreed timescales. Failure by the provider to comply can result in
withdrawal of the contract which destabilises the financial viability of the provider, resulting
in potential closure.
Within the last year there have been two nursing home closures in Eastern Cheshire, one
as a direct result of significant failings highlighted by both health and social care, and further
supported by the CQC regulatory body. The second home was sold off for land
development. This has reduced the number of homes in Eastern Cheshire to 59 bringing
nursing and residential bed availability to under 2,500.
6.3 Multi-Agency Safeguarding Hub [MASH]
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The last year has seen a complete change to what was formally known as the MASH. The
hub has been redesigned into a wider team within the local authority; the purpose of this
being to ensure that any concerns regarding quality or safeguarding are filtered at one
entry point. The Skilled Multi-Agency Response Team [SMART] are now the first point of
contact. From here all information is then directed to the most appropriate manager to
review the case.
Eastern Cheshire CCG continues to work in partnership with the Local Authority and has
been instrumental in ensuring the new process is cascaded out when undertaking bespoke
training sessions, as well as disseminating information via e-mail. The changes have
provided a way of working which incorporates partners at appropriate times, with the
appropriate skills to managed specific cases in relation to safeguarding, and where
necessary involve other professionals when safeguarding is not the primary issue.
The development within the Local Authority aims to promote enhanced communication,
information sharing and shared planning through a streamlined process incorporating
safeguarding professionals. This centralisation of information aims to prevent duplication in
working and makes best use of available resources.
Having a secure first response access, there was an identified need for a next level multiagency professionals' forum to manage complex safeguarding concerns. A lot of joint work
has been undertaken to ensure that where there is a complex safeguarding concern, for
example; where multiple issues have been raised and quality issues are also a concern,
there is now in place a bi-weekly Governance and Safeguarding meeting that consists of
strategic leads from CCG Safeguarding & Quality, CQC, Police, Local Authority and
Individual Commissioning.
These meetings review all the high level concerns and have the decision makers present to
decide if a home is to progress into default of contract [or lift them out of default] and if there
is a need to progress any safeguarding to a large scale investigation, and if so where the
resources will come from to manage the workload.
In support of the Governance and Safeguarding meeting, an intelligence meeting is held a
few days before with a select number of professionals who share current information
relating to low level intelligence around quality and safeguarding. The information can
come from a number of sources for example; GP’s, District Nurses, contracts officers and
through safeguarding concerns. This information helps to furnish a picture that there may
be escalating concerns at a particular provider.
The information assists in deciding the best action to take to the Governance and
Safeguarding meeting to obtain the safest outcome for all involved. The new way of working
remains a work in progress and has not been without teething problems. However, health
and social care teams are keen to learn from what has gone before to strengthen the way
forward in managing safeguarding in the best way possible for all the adults at risk.
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6.4 Monitoring and Inspections
The new way of partnership working within the Local Authority ensures that the Local
Authority leads on Safeguarding as defined within The Care Act, with the support of the
CCG’s Designated Nurse in Adult Safeguarding. Where necessary this includes supporting
unannounced reviews of nursing and residential homes. This can be as a direct result of
whistleblowing, regarding care within a home, or a rise in concerns being received through
the local intelligence meetings or the governance and safeguarding meetings.
Relevant information regarding trends of a particular home is also shared at the Regional
Quality Surveillance Group led by NHS England. This rich source of intelligence helps to
build a bigger picture of what is happening both locally and nationally with the care home
providers.
The monitoring of homes has resulted in significant improvements over the last year due to
the appointments of key quality professionals within both CCG and Local Authority who are
able to provide a robust monitoring programme of nursing and care homes within the
locality. This work now needs to bed in and remain consistent to ensure the same
messages are sent out to all care providers regarding the quality of care expected by all
partners.
Monitoring adult safeguarding for the larger hospital trust providers and all the smaller
contracted services is undertaken using the nationally recognised NHS Audit tool. The tool
has been transformed into the Commissioning Standards Document [CSD] which reflects
the key national requirements (including the 6C’s, safeguarding principles and Section 11).
The CSD enables the extraction of appropriate information for independent monitoring by
regulators, such as CQC and Ofsted. The document incorporates both Adult and Children’s
Safeguarding and has been approved by the SAB, LSCB and NHS England. The CSD is
now an addition to the standard NHS contract and is issued to all commissioned services
within Cheshire East.
Bespoke support is provided by Adult Designated Nurses to provider Adult Safeguarding
Leads to ensure a clear understanding of the information required. The information provided
within the commissioning standards document feeds into a Safeguarding Adult Dashboard
to provide robust measures of Adult Safeguarding from the provider on a quarterly basis.
The information assists the CCG to understand the robustness of Adult Safeguarding within
the organisation and is also a monitoring tool to challenge for assurance at the quarterly
safeguarding assurance meetings that are held formally with the CCG.
CCGs, as part of the assurance, have also asked providers to identify how they are
developing their workforce as part of a wider strategy for improving quality and preventing
abuse and neglect within services. The assurance has been requested in the form of
service user stories. The information regarding service user feedback now forms part of the
Quality Assurance Agenda to ensure the CCG has a clear understanding of not just the
negative aspects of Adult Safeguarding and numbers within a dashboard, but also
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showcasing the excellent work that the front line staff manage each day, through patient
stories bringing the information to life.
6.5 Safeguarding Adult Reviews [Serious Case Reviews]
The Care Act 2014 is very clear that the local authority is the accountable authority for the
management and delivery of safeguarding adult reviews [SAR’s] formally known as serious
case reviews [SCR’s]. This means that Safeguarding Adult Boards must arrange a SAR
when an adult within the area dies as a result of neglect, whether known or suspected, and
there is concern that partner agencies could have worked more effectively to protect the
adult.
SAB’s must also arrange a SAR if an adult in its area has not died, but the SAB knows or
suspects that the adult has experienced serious abuse or neglect. In the context of SAR’s,
something can be considered serious abuse or neglect where, for example the individual
would have been likely to have died but for an intervention, or has suffered permanent harm
or has reduced capacity or quality of life [whether because of physical or psychological
effects] as a result of the abuse or neglect. SAB’s are free to arrange for a SAR in any other
situation involving an adult within area with needs for care and support.
With the accountability clear the SAB have a SAR Sub Group. The group has been
established over recent months and has been keen to develop the policies and processes
for a working group to manage any SAR’s coming into the SAB. Statutory partners are
represented on this group including the CCG Designated Nurse.
Since the commencement of The Care Act there have been no SAR’s to report on.
However, there have been two Domestic Homicide Reviews [DHR’s] that have been
completed. Both the DHR’s have had the input of the Designated Nurse for Adult
Safeguarding. One of the cases was led by Preston, as the victim resided in Preston and
the perpetrator of the homicide is a Cheshire resident.
A considerable amount of work has been undertaken with NHS England and the relevant
GP practice to ensure support has been offered to the key personnel involved with the
perpetrator. The work was completed in December 2014 and findings were initially shared
with family members before being sent to the Home Office for publication. As with all
DHR’s the actions have been shared with the professionals involved and key learning
points embedded into training and development programmes across borders.
The second DHR within the Eastern Cheshire footprint was completed in January 2015 and
sent to the Home Office for publication; actions from the review have been shared with key
providers involved and embedded into mandatory training programmes. Within both cases
there were immediate actions that were addressed at the time of the findings.
6.6 Safeguarding Adult Board
Prior to the Care Act 2014, Cheshire East Local Adult Safeguarding Board [LSAB] had been
in place for over three years following the response to ‘No Secrets’ which was published in
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2000 by the Department of Health and the Home Office as guidance under section 7 of the
Social Services Act 1970. This has now been superseded by The Care Act. The ultimate
objective of the SAB is to assure itself that local safeguarding arrangements and partners
act together to help and protect adults within area.
The SAB has a strategic role that is greater than the sum of the operational duties of the
statutory partners. It oversees and leads adult safeguarding across the locality and will be
interested in a range of matters that contribute to the prevention of abuse and neglect.
These will include the safety of patients in its local health services, quality of local care and
support services, effectiveness of prisons and approved premises in safeguarding offenders
and awareness and responsiveness of further education services.
It is important that SAB partners feel able to challenge each other and other organisations
where it believes that their actions or inactions are increasing the risk of neglect or abuse.
This will include commissioners, as well as providers of services.
A SAB has three core duties:


It must publish a strategic plan for each financial year that sets out how it will meet
its main objective and what the members will do to achieve this.



It must publish an annual report detailing what the SAB has done during the year to
achieve its main objective and implement its strategic plan.



It must conduct SAR’s in accordance with section 44 of the Care Act.

As statutory partners the CCG supports the work of the SAB to: Identify the role, responsibility, authority and accountability with regard to the action each
agency and professional group should take to ensure the protection of adults
 Establish ways of analysing and interrogating data on safeguarding notifications that
increase the SAB’s understanding of prevalence of abuse and neglect locally that builds
up a picture over time.
 Establish how it will hold partners to account and gain assurance of the effectiveness of
its arrangements
 Determine its arrangements for peer review and self audit
 Establish mechanisms for developing policies and strategies for protecting adults which
should be formulated, not only in collaboration and consultation with all relevant agencies
but also take account of the views of adults who have needs for care and support, their
families, advocates and carer representatives.
 Develop preventative strategies that aim to reduce instances of abuse and neglect within
area
 Identify types of circumstances giving grounds for concern and when they should be
considered as a referral to the local authority as an enquiry
25

 Formulate guidance about the arrangements for managing adult safeguarding, and
dealing with complaints, grievances and professional and administrative malpractice in
relation to safeguarding adults
 Develop strategies to deal with the impact of issues of race, ethnicity, religion, gender
and gender orientation, sexual orientation, age, disadvantage and disability on abuse
and neglect
 Balance the requirements of confidentiality with the consideration that, to protect adults, it
may be necessary to share information on a ‘need to know’ basis
 Identify mechanisms for monitoring and reviewing the implementation and impact of
policy and training
 Promote multi-agency training and consider any specialist training that may be required.
Consider any scope to jointly commission some training with other partnerships, such as
the community safety partnership.
The Designated Nurse has been actively involved in the work and development of the SAB,
is chair of the Training and Development sub-group and is a member of the business
management group alongside the Executive Nurse to assist in driving the agenda for SAB.
6.7 Policy and Procedure
Currently the Adult Safeguarding Policy and supporting information is located on the CCG
website
information
is
updated
regularly.
https://www.easterncheshireccg.nhs.uk/Links/safeguarding.htm
The Care Act 2014 has instigated a review of ECCCG policy to ensure that the statutory
recommendations are reflected appropriately. The designated nurses receive regular
updates from the communications team and in year information accessed from the website,
indicated that Safeguarding has been in the top 5 most popular searches for staff reviewing
the site.
The site is a platform of information inclusive of: Links
to
the
SAB
multi-agency
procedures.co.uk/cheshireeast/

procedures

at

http://www.online-

 NICE Guidelines, the NHS/Sexual Assault Referral Centre [SARC] in Manchester and
NHS information leaflets on professional responsibilities for all staff.
 Links to EPAIGE which is a web based resource to support Health & Social care
professionals delivering end of life care in the last year of life. There has been a
dedicated post within East Cheshire Hospice to drive this new development and ensure
all providers are aware of the resource.
CCG staff can also be signposted to the Aide Memoire for CCG’s which was circulated
following the Francis Report 2013 to set out how CCG’s discharge their duties in
accordance with the legislation, guidance and policy relating to Safeguarding Adults. The
document sits alongside a sister document ‘Safeguarding and Protecting the Welfare of
Children and Child Protection: Aide Memoire for CCG’s Nov 2012.
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6.8 Learning and Development
The last year has highlighted staff training gaps within the CCG regarding Adult
Safeguarding. A number of bespoke training sessions were delivered by the Designated
Nurse to ensure that staff within the CCG are aware of their own responsibilities in relation
to Adult Safeguarding. This is monitored quarterly and staff within the CCG also have
access to the e-learning tool on the website.
The e-learning programme is under review in the year ahead to ensure that the content
meets the requirements of The Care Act, Mental Capacity Act and Deprivation of Liberty
Safeguards, completion of this will be in November 2015.
6.9 Safeguarding within Primary Care Services
The Designated Nurse within the CCG has had a shared responsibility for delivering Adult
Safeguarding Awareness Training to GP practices and Dentists with the support of NHS
England. Over the last year, NHS England have worked closely with all the Designated
Lead Nurses to provide a clear framework for all GP practices regarding Safeguarding
training to ensure that the framework supports the CQC requirement in fundamental
standards of care. Of the 23 Eastern Cheshire practices just over half have received
bespoke training.
Over the last year the Designated Nurse has cemented links with GP practices, ensuring
GP’s and their practice teams are aware not only of their responsibilities regarding Adult
Safeguarding, but also what to do and who to refer to when Adult Safeguarding issues
arise.
There is a Nursing Home GP Support Meeting that is undertaken quarterly and run by the
CCG to give updated information in relation to old age psychiatry, palliative care,
safeguarding, caring for residents in nursing homes and providing enhanced care. This
support group provides advice to ensure the range of services commissioned by CCG’s
takes account of the need to safeguard and promote the welfare of Adults at Risk.
6.10 Key Achievements
The role of the Designated Nurse is:
 Promoting and influencing Adult Safeguarding across the NHS services.
 Strengthening the partnership working with multi-agencies and provider services,
including CQC and Local Authority.
 Reinforcing a shared partnership approach with Children’s services to ensure a more
holistic view of families.
 Having an influencing voice within the Trust Boards at the safeguarding committees,
providing clear insight to what the expectations are from the CCG regarding Adult
Safeguarding.
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 Establishing a user friendly Safeguarding CCG website providing up to date Adult at Risk
information and direct links for key Safeguarding contacts, as well as a valuable source
of up to date information relating to Adult Safeguarding.
 Applying a clear process through bespoke awareness training with practice managers,
ensuring that emails are sent to all practice managers on any developments regarding
Adult Safeguarding to enable them to cascade the information to their teams.
 Providing leadership in Adult Safeguarding within the CCG and health providers to
support queries raised by health colleagues when they are confronted with a
safeguarding concern and they require signposting to the most appropriate person or
professional.
 Delivering the Adult Safeguarding expectations of the CCG within the Local Authority
through the provider forums to showcase the developments to date regarding Adult
Safeguarding progress within health care and sharing good practice with care staff.
 Cementing the working relationship within the private providers and Designated
Safeguarding Leads to ensure they have a senior point of contact within the CCG
regarding Adult Safeguarding and that they are following the same reporting processes
as NHS colleagues.
 Establishing a senior health team meeting to bring together Adult leads regionally to
support each other in driving the Adult Safeguarding agenda and learn from each other’s
practices as part of peer support.
 Being the Adult Safeguarding Designated Lead Nurse voice for ECCCG at the
governance and safeguarding meeting that is run by the Local Authority to review all the
supported care services and ensure that any concerns are discussed with health input.
 Leading the Adult learning and development sub group that is now an independent
meeting with a clear focus on the adult safeguarding agenda, with reporting on progress
directly back to SAB. As chair there will also be some cross fertilisation working with the
lead for Children’s training and development so that both groups are aware of progress
and key learning.
 Hosting the first Adult Safeguarding Seminar for MCA/DoLS
 Securing 12 months of funding for a Designated MCA/DoLS Practitioner
 Being the regional link for raising awareness on the Trafficking and Modern Slavery Act.
6.11 Priorities for 2015/16
 To ensure the Mental Capacity Act [MCA] and Deprivation of Liberty Safeguards [DoLS]
are robustly threaded through the workstreams of the CCG facilitated by the newly
appointed MCA/DoLS Practioner.
 To raise the awareness within the CCG of the Trafficking and Modern Slavery Act in line
with national work that is gaining momentum locally.
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 To ensure Adult Safeguarding is embedded within any new and established CCG
workstreams through joint working with colleagues.
 To ensure Adult Safeguarding Training compliance is within the context of the Care Act
and meets the national agenda from central government.
 To ensure statutory partner relations are strong in delivering the key principles of Adult
Safeguarding both within the CCG and externally.
7.
CONCLUSION
The CCG has worked in partnership with the Local Safeguarding Boards and partner
agencies, to ensure robust safeguarding arrangements are in place within the organisation
and within commissioned services provided by health organisations within the NHS Eastern
Cheshire CCG footprint. Vulnerable people, whether they be adults or children, are at the
heart of all safeguarding development.
The CCG takes its duty seriously to ensure functions are effectively discharged with regard
to the need to safeguard and promote the welfare of children and adults at risk. This Annual
Report demonstrates how we are fulfilling our duty to safeguard children, young people and
adults and aims to identify planned improvements in 2015/16.
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GOVERNING BODY MEETING held in public
29 July 2015
Paper Title

Agenda Item 4.2

Commissioning a Care Home and domiciliary
dietetic service across Eastern Cheshire

Purpose of paper
To seek approval from the Governing Body to proceed with commissioning a care
home and dietetic service across Eastern Cheshire.

Key points
 There is currently no provision for dietetic input into Care Homes in Eastern Cheshire
meaning we have inequality in provision
 The CCG currently spend approximately £1,000,000 on nutritional supplements across
community settings
 Commissioning dietetic input into Care Homes (including Domiciliary, for those who
cannot access a clinic) will ensure that supplements are prescribed appropriately, prevent
admissions and support the CCG QIPP scheme
 The cost of commissioning a Care home and domiciliary dietetic service within Eastern
Cheshire is around £123,000 per annum. This will be funded by reducing the Prescribing
Budget to cover this cost. Additional savings are expected not only from reduced
prescribing of supplements but also from reduced admissions and demands on
community services.

The Governing Body is asked to:
Approve
 Decide
Ratify
Endorse

Note for information

Benefits / value to our population / communities
Patients within Care homes will be assessed on an individual basis to understand their
nutritional needs and how best to support to optimise health and wellbeing. This service will
also help to support the admission avoidance policy.

Report Author
Lana Davidson
Senior Contract Manager

Date of report

Contributors
Karen Burton, Clinical Project Manager
Mark Dickinson, Clinical Project Manager
Jacqui Stocker, Lead Dietician, East Cheshire NHS Trust
20 July 2015

Location of paper on CCG www.easterncheshireccg.nhs.uk/GoverningBody/29-july-2015.htm
Website
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Commissioning a Care Home and domiciliary dietetic service
across Eastern Cheshire
1.

Executive Summary

1.1

There is currently no dietetic input into Care Homes commissioned by the CCG. As a
consequence, residents within Care Homes and housebound patients are required to
access services within East Cheshire NHS Trust or fail to have nutritional needs
adequately met.

1.2

Due to the current arrangements around nutritional supplement prescribing, there is
no governance or gatekeeping facility to assess the appropriateness of prescribing
within Care Homes.

1.3

Member practices and the CCG Medicines Management Team have articulated the
need for a commissioned service to enable supplement prescribing and monitoring.
This will improve patient outcomes as well as contributing to the CCG QIPP scheme
through a reduction in inappropriate supplement spend.

1.4

It is widely and nationally recognised that adequate nutrition is vital to ensure optimal
health, reduce lengths of stay and number of attendances as well as avoiding
unnecessary admissions (Appendix A).

1.5

By addressing the current gap in service provision, there will be reduced malnutrition
leading to improved outcomes for patients including:
 stabilising diabetes
 reducing the prevalence of malnutrition related pressure sores
 reduction in unnecessary prescription of food supplements
 hospital admission and time in hospital.

1.6

The CCG has worked with East Cheshire NHS Trust to develop a proposal for
providing dietetic input into homes for £123,000 per annum (plus £6,000 set up costs)
which will fund the three members of staff as well as the necessary non-pay costs

1.7

The savings generated by implementing an adequate process for ensuring appropriate
prescribing will be used to pump prime the costs of the Care Home Dietetic service.
This is likely to impact fully in 2016-17 as the service is utilised fully.

1.8

Trend analysis has shown that the prescribing spend is increasing by approximately
10% per annum as more people are identified as having a need for nutritional
supplements. This needs to be taken into consideration when aiming to identify and
monitor the savings generated by the Dietetics service.

1.9

A minimum saving of £170,000 is forecast from the reduction in inappropriately
prescribed nutritional supplements. In addition, reduced admissions and demand on
Community services will also contribute to forecasted savings. The prescribing budget
will be reduced by the cost of the service. It is recognised that should the service not
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deliver its expected improvements then this could lead to the budget being exceeded
although clinical review of evidence sees this as a very small risk.
1.10

A service specification has been drafted and, subject to Governing Body approval to
commission this service, further work will be undertaken to finalise the specification
over the next couple of weeks. This work will include further engagement with the
Medicines Management Team, GPs and Care Homes to finalise a robust specification.

2.

Recommendation(s)

2.1

The Governing Body is asked to:
 approve the decision to proceed to invest £123,000 recurrently and £6,000
non-recurrently into the Care Home Dietetics service to be provided by East
Cheshire NHS Trust as additional input to the current Dietetics service.
 delegate responsibility to the Executive Team to review and sign off the final
specification which will be used to commission and monitor the successful
implementation of this service
 note that the funding of this service will be directly achieved by reducing the
prescribing budget but that there is a risk that should the service fail to deliver its
assessed benefits that the budget may be exceeded

3.

Reasons for recommendation(s)

3.1

There is currently a service gap within the community for dietetic input into Care
Homes. Therefore, patients experience disruption by being required to access the
service provided within East Cheshire NHS Trust – if the resident cannot attend an
appointment, they are left with a lack of nutritional input and support which may result
in an unnecessary admission to hospital or frequent attendance by a GP or other
health care professional.

3.2

The aim of the proposed service is to provide nutritional and dietary advice and ensure
that residents are receiving the most appropriate dietary advice for their needs to
ensure the best outcomes and quality of life. This service will also support the CCG’s
admission avoidance policy where possible.

3.3

The service will ensure more cost effective prescribing of Oral Nutritional Supplements
(ONS) which will support the CCG QIPP scheme for 2015-16 onwards.

3.4

The service will also support long term conditions such as diabetes and provide
inreach support where applicable in order to offer continuity of care. Well controlled
diabetes will result in fewer admissions and – in extreme case – fewer potential
amputations.

3.5

This service will reduce the burden on the District Nursing Team in the management of
pressure sores as a result of malnutrition.

3.6

The commissioning of this service will also address an identified service access
inequality for a vulnerable section of the Eastern Cheshire population.
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4.

Peer Group Area / Town Area Affected

4.1

This service will be delivered to Care Homes across Eastern Cheshire as well as
those who are housebound.

5.

Population affected

5.1

All Care Home residents and our housebound population

6.

Context

6.1

The dietetic service proactively supports evidence based practice in response to
national drivers and guidance which impact on the service, namely: NICE Clinical Guideline 32 Nutritional Support in Adults: Oral nutrition support,
enteral tube feeding and parenteral nutrition, 2006
 NICE Clinical Guideline 66 Management of T2DM – Managing blood glucose levels
 NICE Clinical Guideline 43 Obesity: guidance on the prevention, identification,
assessment and management of overweight and obesity in adults and children,
2006
 NICE Clinical Guideline 48 MI Secondary Prevention: secondary prevention in
primary and secondary care for patients following a myocardial infarction, 2007
 NICE Guideline 86 Coeliac Disease: Recognition and assessment of coeliac
disease, 2009
 National Service Framework for diabetes, coronary heart disease, older people and
children.

6.2

This service will also support the CCG Caring Together programme by integrating the
acute and community dietician services with a Care Home service to offer consistent
care with the required outcomes.

7.

Finance

7.1

The cost per annum of providing this service (excluding set up costs of £6,000) will be:

Total staffing cost

£
£112,788,

(1.5 WTE Band 6, 1.0 WTE Band 3, 0.5 WTE Band 3)

Recurrent annual costs (Travel & Licences)
Total cost per annum
Plus CQUIN @2.5%

£7,773
£120,561
£3,014

7.2

The current cost across Eastern Cheshire for nutritional supplements is approximately
£1,000,000 per annum. Recent analysis suggests that these costs are increasing by
10% each year.

7.3

It is anticipated that by implementing the Care Home Dietetics service along with
changes to the current prescribing and monitoring routes for nutritional supplements,
there will potentially be savings in excess of the cost of the newly commissioned
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service – these savings are likely to be staggered across 2015-16 and 2016-17 as the
service is mobilised.
7.4

It is important to note that, alongside the increased intervention from the dietetics
team, the CCG have also asked for a malnutrition scheme to be adopted by East
Cheshire NHS Trust as part of the 2015-16 CQUIN scheme. Without dietetic
involvement, this scheme could have a major impact on prescribing costs of ONS.
With dietetic intervention there will still be a potential increase in the numbers of
prescribed supplements as previously unmet demand is identified – however, the
service will also address those who have inappropriately remained on supplements.

7.5

NICE clinical guidance 32 (2006) clearly indicates the benefits to patients in health
outcomes and wound healing by ensuring proper nutrition is received. This will
contribute to admission avoidance and reduced lengths of stay as indicated in
Appendix B.

8.

Quality and Patient Experience

8.1

Based on national evidence, the importance of good nutrition is paramount to patient
experience and clinical outcomes. There is a significant gap within Eastern Cheshire
for the provision of nutritional support and by addressing this gap there will be
improved quality of Care and patient experience within the community and Care
Homes.

8.2

The specification for the service is being finalised and will be used to monitor the
successful implementation of this service. Key measures of success will include:
 service user and carer feedback
 stakeholder feedback (Care Homes, General Practice, Community Nursing)
 impact on pressure sore prevalence
 reduction in the unnecessary prescribing of supplements
 hospital admissions related to malnutrition
 hospital length of stay.

8.3

The scheme will support a number of CCG priorities including development of
integrated teams, improving quality in care homes, reduction in pressure sore
incidence and improved diabetes outcomes.

9.

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

9.1

The CCG has been engaging with GPs, Medicines Management leads and the lead
dietician at East Cheshire Trust to establish the risks and benefits to current Nutrition
supplement prescribing and dietetic input.

9.2

There has also been engagement with Care homes, their residents and their families
around the current gaps in nutritional support leading to poorer health outcomes,
delayed wound healing and potentially frequent admission and/or GP attendances.
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10.

Equality

10.1

A Care Home Dietician service with Domiciliary input will address the current
inequality for residents in Care Homes and for those who are housebound.

11.

Legal

11.1

Due to the continuing work around integrated community teams, the CCG is proposing
to utilise the current delivery and expertise of East Cheshire NHS Trust and develop
the existing team. This service will form part of the existing Community Healthcare
contract held between NHS Eastern Cheshire CCG and East Cheshire NHS Trust.

12.

Communication

12.1

There has already been communication with GP’s and Care Homes and this will
continue throughout the implementation and mobilisation phase.

13.

Background and Options

13.1

Engagement with a variety of stakeholders has identified the need for nutritional
support within Care Homes and for patients that are housebound.

13.2

This service will also contribute towards the CCG target of reduction in pressure sores.

13.3

This proposal has received support from GPs, stakeholders and approval via the CCG
Executive team.

14.

Access to further information

14.1

For further information relating to this report contact:

Name
Designation
Telephone
Email

15.

Lana Davidson
Senior Contract Manager
01625 663338
Lana.davidson@nhs.net

Appendices

Appendices Table
Appendix A
Supporting information for the consequence of malnutrition
Appendix B
Number of admissions as a result of malnutrition
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Governance and reporting
Prior Committee Approval / Link to other Committees
This paper has previously been approved by the CCG Executive Team.

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

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

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

Key Implications of this report – please indicate 
Strategic
Finance
Quality & Patient Experience
Staff / Workforce




Consultation & Engagement
Equality
Legal

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

Working Together
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
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Appendix A

The consequences of malnutrition

Clinical consequences of malnutrition
- Impaired immune response
- Reduced muscle strength
- Impaired wound healing
- Impaired psycho-social function
- Impaired recovery from illness/surgery
- Poorer clinical outcomes
Cost implications of malnutrition
- More hospital admissions/readmissions
- Longer Length of stay
- Greater healthcare needs in the community (more GP visits, Care at home, anti-biotic
and so on)
Disease related malnutrition costs in excess of £13 billion nationwide. (Managing Adult Nutrition in
the Community – www.malnutritionpathway.co.uk)

“At any one time more than 3 million people in the UK are at risk of malnutrition – most (93%)
live in the community”
(Nutrition support in adults: Oral nutrition support, enteral tube feeding and parenteral nutrition. NICE Guidelines
(CG32) (2006) https://www.nice.org.uk/guidance/cg32)

A study by the British Association for Parenteral and Enteral Nutrition (BAPEN) (2009) found
that malnourished patients stay in hospital longer, succumb to infection more often, visit their
GP more and require longer-term care and more intensive nursing care. They also identified
additional consequences of malnourishment, such as muscle wasting, increased risk of
infection, predisposition to falls and pressure ulcers, delayed recovery and reduced quality of
life. BAPEN estimated in 2005 that malnutrition costs the NHS £7.3 billion annually. Of this,
52% (£3.8 billion) relates to malnourished patients in hospital, and a further 36% (2.6 billion) to
patients in long-term care facilities. Proper hydration alone could lead to savings of £0.95
billion (NPSA, RCN & Water UK).
See more at:
http://www.institute.nhs.uk/building_capability/general/keeping_nourished_getting_better.html#
sthash.QhIy7Ack.dpuf
(NICE Quality Standard (QS24) (2012) https://www.nice.org.uk/guidance/qs24)

Nutrition support in adults has important implications in both health and social care settings.
When people are malnourished, their basic health and social care outcomes are significantly
affected, making malnutrition an important patient safety issue. It continues to be both underdetected and undertreated, with potentially fatal consequences.
For the purposes of this quality standard, malnutrition is defined as a state in which a
deficiency of nutrients such as energy, protein, vitamins or minerals results in measurable
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adverse effects on body composition, function or clinical outcome. (In this quality standard,
malnutrition does not refer to excessive nutrition linked to conditions such as obesity.)
Malnutrition is both a cause and an effect of ill health. Good nutrition support services are
crucial in treating a number of other conditions. In many cases nutrition support services are
provided as part of a wider care package to treat the underlying cause of malnutrition or
manage the increased risk of malnutrition.
This quality standard describes interlinked markers of high-quality, cost-effective care that,
when delivered, will improve the effectiveness, safety and experience of care for people who
need nutrition support in the following ways:
 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 that people have a positive experience of care.
 Treating and caring for people in a safe environment and protecting them from avoidable
harm.

Page 9 of 10

NHS ECCCG Governing Body Meeting held in public 29 July 2015

Agenda Item 4.2

Appendix B

Number of admissions as a result of malnutrition

It is difficult to quantify the full impact that malnutrition has on activity flows due to the nature of
NHS coding and subsequent algorithm. There are also large numbers of patients being
treated within the community that are not currently counted within the datasets.
Admissions directly attributable to malnutrition
 These figures are unlikely to include admissions where malnutrition has contributed to a
specific illness, therefore may be underestimated
 The average cost of these admissions is £3,142
 If we were to implement the additional nutritional support, we could potentially save 15-20%
of avoidable admissions at a cost of £57-77k per annum.
Admissions aged over 70 with a diagnosis of constipation as a result of malnutrition
Between April 2014 and May 2015, 178 patients received an unplanned admission for
constipation as a result of malnutrition – this was at a cost of £332,000.
Emergency admissions with a diagnosis of complications through unstable diabetes
Between April 2014 and May 2015, 2,671 patients were admitted with a diagnosis including
unstable diabetes – this can often be attributable to malnutrition. The introduction of increased
dietetic support will improve diabetes outcomes via stabilisation of the condition through
adequate nutrition.
Patients with a recorded pressure sore
Again, this number is difficult to quantify accurately as many patients will be placed in the
Community and are not subject to the same recording mechanisms. Current yearly
admissions with pressure sores are estimated to be upwards from 120 per annum.
Total potentially avoidable admissions = 3,092 per annum
Implementation of the additional Dietetic input could potentially save 5% (n154) admissions
per annum as well as reducing the length of time each patient spends in a hospital setting,
what isn’t identified above is the improved clinical outcomes for patients placed in the
community that will benefit from reduced health professional visits and improved recovery
rates.
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Community Based Co-ordinated Care Draft
Outcome Based Commissioning Specification

Purpose of report
This paper is brought to:
 update the Governing Body on the progress with the commissioning and
implementation of Community Based Co-ordinated Care
 inform the Governing Body that a business case will be required for the additional
resources to deliver Community Based Co-ordinated Care
 provide assurance to the Governing Body that Caring Together is making progress
and breaking new ground with Community Based Co-ordinated Care in the delivery
of co-ordinated care and integrated commissioning of care

Key points













The Caring Together Community Based Co-ordinated Care workstream is presenting the
outcome based commissioning specification to the Governing Body for information on the
commissioning approach to be used to progress to delivery of Integrated Community
Teams and Short Term Assessment Integrated Response and Recovery (STAIRRS).
The specification is the culmination of nine months of co-design work bringing together all
the Caring Together work to date and applying it to the commissioning of the core care
components for transforming community care for those people at most risk of high use of
health care. That is the top 20% at risk or up to 40,000 people living in Eastern Cheshire.
The approach taken to preparing and writing the specification is based on the design of
system outcomes that are required for the delivery of effective community based care.
The Caring Together high level outcomes have been used to set the overall approach
and more specific outcomes and standards have been co-designed for community based
care which are aligned with the levels of risk in the population, as identified through the
use of the risk stratification tool.
The specification is built around a number of key elements; these include the community
based care quality standards, care model and key interventions, standards and outcomes
framework targeting the right care to the people at the different levels of risk.
The specification also includes information on the approaches to be taken to delivering
proactive long term care and reactive short term care and the current services and how
these will be included in the future integrated care system.
Standards and outcomes in the commissioning specification were considered by the
Care Professionals Group on 2 June 2015. The group were assured that the standards
and outcomes for community based co-ordinated care contribute to the delivery of the
Caring Together Integrated Care Framework.
The Community Based Co-ordinated Workstream has a provider sub group that is
developing an operating model and implementation plan in response to the
commissioning specification, including the design of the model, identification of staff and
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enabling resources and their alignment to the Integrated Community Teams and
STAIRRS. The work to date on the operating model was presented to and endorsed by
the Caring Together Provider Forum on 10th June 2015.
The commissioning specification and operating model have been shared and tested out
with a wider stakeholder group on 9th July 2015. The outputs of this event will be used to
further develop the implementation plan.
The Programme Management Group considered the specification on 16 th July and made
recommendations on including transition performance measures as well as outcome
measures.
Work is continuing on the financial and activity modelling for community based care and
is planned to be completed by 31st July 2015.
Commissioners need to consider the best way to commission the service. Consideration
is being given to integrated commission but it is not yet clear whether timescales will
allow for this given that there is need to implement the new ways of working ahead of
next winter.

The Governing Body is asked to:
Approve
Ratify
Endorse

Decide
Note for information



Benefits / value to our population / communities
The outcome based specification describes the care to be provided and drives the
commissioning of joined up co-ordinated care for those with the most complex needs in our
population. It will commission longer term proactive care for people with multiple ongoing
care needs and short term rapid response when people have a short term care need.

Report Author
Bernadette Bailey
Transformation Manager

Contributors
Members of the Community Based Coordinated Care Workstream

Date of report

22 July 2015

Location of paper on CCG www.easterncheshireccg.nhs.uk/GoverningBody/29-july-2015.htm
Website
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Community Based Co-ordinated Care Draft Outcome Based
Commissioning Specification
1.
1.1

Executive Summary

2.

Recommendation(s)

2.1

The Governing Body is asked to:
 note for information:
 the progress with the commissioning and implementation of Community Based
Co-ordinated Care
 that a business case will be required for the additional resources to deliver
Community Based Co-ordinated Care
 that Caring Together is making progress and breaking new ground with
Community Based Co-ordinated Care in the delivery of co-ordinated care and
integrated commissioning of care.

3.

Reasons for recommendation(s)

3.1

The outcome based specification describes the care to be provided and drives the
commissioning of joined up co-ordinated care for those with the most complex needs
in our population. It will commission longer term proactive care for people with multiple
ongoing care needs and short term rapid response when people have a short term
care need.

4.

Peer Group Area / Town Area Affected

4.1

The specification relates to people who live in all areas of Eastern Cheshire.

5.

Population affected

5.1

The specification relates to the population who are at most risk of high use of health
care. That is the top 20% at risk or up to 40,000 people in Eastern Cheshire.

6.

Context

6.1

This is the first area of commissioning of components in the Caring Together care
model. The Community Based Co-ordinated Care commissioning specification is the
culmination of nine months of co-design work bringing together all the Caring Together
work to date and applying it to the commissioning of the core care components for
transforming community care for those people at most risk of high use of health care.
That is the top 20% at risk or up to 40,000 people living in Eastern Cheshire.

6.2

The approach taken to preparing and writing the specification is based on the design
of system outcomes that are required for the delivery of effective community based

The Community Based Co-ordinated Care workstream is presenting the outcome
based commissioning specification to the Governing Body for information on the
commissioning approach to be used to progress to delivery of Integrated Community
Teams and Short Term Assessment Integrated Response and Recovery (STAIRRS).
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care. The Caring Together high level outcomes have used to set the overall approach
and more specific outcomes and standards have been co-designed for community
based care which are aligned with the levels of risk in the population, as identified
through the use of the risk stratification tool.
6.3

The specification is built around a number of key elements; these include the
community based care quality standards, care model and key interventions, standards
and outcomes framework targeting the right care to the people at the different levels of
risk. The specification also includes information on the approaches to be taken to
delivering proactive long term care and reactive short term care and the current
services and how these will be included in the future integrated care system.

7.

Finance

7.1

The financial resources in the current health and social care contracts and services
have been identified and aligned with the Community Based Co-ordinated Care
model. Work is continuing to ensure the accuracy of this data and the alignment of the
existing resources to the future care model. The existing indicative financial resources
that are included in Community Based Co-ordinated Care specification total
£29,092,000.

8.

Quality and Patient Experience

8.1

The development of the specification is based on the Caring Together ambitions and
outcomes and includes outcomes and standards that have been specifically designed
to improve a person’s involvement in the design and delivery of their care. The
intention is that the care commissioned will improve the experience and effectiveness
of care whilst maintaining safety for people.

9.

Consultation and Engagement

9.1

The care model and the specification have been co-designed with local people who sit
on the workstream group. In addition, the work has been tested out at key points with
a wider reference group which includes the public, health and social care staff,
volunteers and third sector organisations. Overview summaries as part of Caring
Together updates have been presented to the Cheshire East Health and Adult Social
Care Overview and Scrutiny Group and Eastern Cheshire HealthVoice.

10.

Equality

10.1

The specification is designed to commission proactive care which identifies those
people who are most at risk of deteriorating health due to long term health conditions.
The care staff will work with each person to identify their needs and goals and develop
and organise delivery of a care plan to address their needs over a period of time. The
persons’ individual care plan will include a contingency plan for if their health or
situation deteriorates, including if necessary access to a rapid or reactive response.
This individual approach to the design and delivery of care will ensure equality for all
to care that is tailored to their needs regardless of any specific needs or protected
characteristics.
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11.

Legal

11.1

No specific legal issues have been identified to date.

12.

Communication

12.1

Communication is a regular part of Caring Together using a range of methods
targeted at the public, champions, stakeholders and staff. This will continue to include
the Community Based Co-ordinated Care and specific communication and
engagement is taking place with the staff groups affected by the specification.

13.

Background and Options

13.1

This commissioning specification is written for the first services to be commissioned as
part of the Caring Together integration transformation programme in Eastern
Cheshire.

13.2

Caring Together was developed as a programme in 2012 in response to the health
and social care services in Eastern Cheshire facing a number of significant
challenges, including the rapidly increasing older population, increasing life
expectancy, high levels of demand on care services, increasing complexity in
people’s needs, people experiencing fragmented care that was difficult to access and
at the same time it was recognised that there was limited funding for health and social
care.

13.3

Commissioners and providers across health and social care have been working
together with local people to redesign the delivery of care, focused on empowering
people and care staff, to improve the health and wellbeing of people in Eastern
Cheshire and the quality and experience of the care they receive and to do so within
available resources.

13.4

Caring Together is working to address these challenges and develop a sustainable
integrated care system by 2019 which will also meet the requirements and challenges
of the Health and Social Care Act (2012) and the NHS Five-Year Forward View
published in December 2014 by NHS England and partners. This publication
highlights that the NHS cannot continue as it is and that to improve health and
wellbeing within the funding available will require care services to work more
effectively together to prevent illness, empower patients to look after themselves
better, and provide integrated joined-up care that allows rapid recovery when people
become unwell.

13.5

The design of the care model in Caring Together and this specification is based upon
the international evidence for integrated care, benchmarking with other areas in
England, local best practice and engagement with local people and care staff.

13.6

Currently services are commissioned separately by multiple commissioning
organisations and delivered by many individual health or social care provider
organisations. Eastern Cheshire’s approach to commissioning integrated care is to
deliver a shift from this way of commissioning services, to an environment where all
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commissioners work together to commission joined up care services based on
outcomes which are delivered through provider collaborations. Eastern Cheshire aims
to do this by 2018/19.
13.7

The aim for this specification is to assist and enable care providers to continuously
innovate in the delivery of Community Based Co-ordinated Care and therefore the
intention is for the specification to evolve and be amended through the transition
phase and beyond.

13.8

All health and social care services commissioned for the population of Eastern
Cheshire from April 2015 onwards will be part of Caring Together and providers are
required to work together to deliver innovative joined up care in line with the Caring
Together vision, values, principles, behaviours, ambitions, and standards as defined
in the NHS contracts with local provider organisations.

14.

Access to further information

14.1

For further information relating to this report contact:

Name
Designation
Date
Telephone
Email

15.

Bernadette Bailey
Transformation Manager
22 July 2015
01625 663482
Bernadettebailey1@nhs.net

Appendices

Appendices Table
Appendix A
Appendix B

Community Based Co-ordinated Care Draft Outcome Based
Commissioning Specification
Appendices to the Community Based Co-ordinated Care Draft Outcome
Based Commissioning Specification
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SCHEDULE 2 – THE SERVICES
A.

Service Specification

Service Specification
No.
Service
Commissioner Lead
Provider Lead
Period
Date of Review

Community Based Co-ordinated Care provided through
integrated community team working
Commissioning partnership which includes NHS Eastern
Cheshire Clinical Commissioning Group, Cheshire East
Council and NHS England
Collaboration between all local health and social care
providers
st
Commencing in 2015/16 and operating until 31 March
2018
Quarterly reviews with an annual rolling contract

1. Introduction to Integrated Care
This commissioning specification is written for the first services to be commissioned as part of
the Caring Together integration transformation programme in Eastern Cheshire.
Caring Together was developed as a programme in 2012 in response to the health and social
care services in Eastern Cheshire facing a number of significant challenges, including the rapidly
increasing older population, increasing life expectancy, high levels of demand on care services,
increasing complexity in people’s needs, people experiencing fragmented care that was difficult to
access and at the same time it was recognised that there was limited funding for health and social
care.
Commissioners and providers across health and social care have been working together with
local people to redesign the delivery of care, focused on empowering people and care staff, to
improve the health and wellbeing of people in Eastern Cheshire and the quality and experience of
the care they receive and to do so within available resources.
Caring Together is working to address these challenges and develop a sustainable integrated
care system by 2019 which will also meet the requirements and challenges of the Health and
Social Care Act (2012) and the NHS Five-Year Forward View published in December 2014 by
NHS England and partners. Which highlights that the NHS cannot continue as it is and that to
improve health and wellbeing within the funding available will require care services to work more
effectively together to prevent illness, empower patients to look after themselves better, and
provide integrated joined-up care that allows rapid recovery when people become unwell.
The design of the care model in Caring Together and this specification is based upon the
international evidence for integrated care, benchmarking with other areas in England, local best
practice and engagement with local people and care staff.
Currently services are commissioned separately by multiple commissioning organisations and
delivered by many individual health or social care provider organisations. Eastern Cheshire’s
approach to commissioning integrated care is to deliver a shift from this way of commissioning
services, to an environment where all commissioners work together to commission joined up
care services based on outcomes which are delivered through provider collaborations. Eastern
Cheshire aims to do this by 2018/19.
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The aim for this specification is to assist and enable care providers to continuously innovate in the
delivery of Community Based Co-ordinated Care and therefore the intention is for the
specification to evolve and be amended through the transition phase and beyond.
All health and social care services commissioned for the population of Eastern Cheshire from
April 2015 onwards will be part of the Caring Together and providers are required to work
together to deliver innovative joined up care in line with the Caring Together vision, values,
principles, behaviours, ambitions, and standards as defined in the NHS contracts with local
provider organisations (Schedule 2 – The Services – Other Local Agreements, Policies and
procedures).
Caring Together Vision
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 people this 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 care staff this means:
‘Supporting people to live well. By supporting people to access joined
up care when it is needed, we support them to stay well’.

Caring Together Values
The values to be used across all areas of care are:





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

This specification is for the first phase of the services to move into the Caring Together
integrated care model in 2015/16 and over the next three years other services will be included
and the specification will develop to become fully outcome based. Health and social care
commissioners have worked collaboratively with local service providers to develop this
specification for Community Based Co-ordinated Care based on local needs, evidence of
effectiveness, and international best practice. This specification is the start of the transition to
outcome based commissioning of integrated care and is written as a hybrid of an outcomes
based approach (the future) and a detailed service specification (the current).
This specification is for Community Based Co-ordinated Care provided through integrated
community team working and therefore predominately includes care provided out of hospital. As
the focus is on continuity of care for people the interface and co-dependencies between
community and hospital delivered services is critical and these areas are linked in the
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specification. The intention is that increasing amounts of care will be provided at home or as
close to home as possible which will require new ways of working for care staff and new
arrangements for clinical governance and responsibility for delivering safe care to people. To reflect
the developmental nature and progression of community based care the specification will be revised
as progress is made in delivering the full integrated care system in Eastern Cheshire over the
next 3 years.
Care providers will be required to ensure a culture of creativity and continual innovation to
developing services that are responsive to the population needs whilst delivering the Caring
Together vision, values, ambitions, standards and outcomes.

2. Population Needs
2.1

Eastern Cheshire

The population of Eastern Cheshire in 2015 is 204,000 people and is summarised as:
Growing and changing population:



The population is forecast to increase moderately by 4,100 (2%) to 208,100 by 2020
and by 28,000 (14%) by 2035 (Office for National Statistics, 2010)
The age structure of the population is forecast to change significantly with reductions in
young people and the working age population, with a 42% increase in people over 65
years of age and a 92% increase in those over 85 years by 2035 (Office for National
Statistics, 2010)

Ageing population:



59,500 or 20% of population is over 65 compared to national average of 16% (2011 Census)
Eastern Cheshire has the fastest growing over 65 and over 85 years populations in the
North West (Cheshire East Joint Strategic Needs Assessment 2012, population
projections 2010) with more than one in five people being over 65. This ratio is higher
than the national average of 16%, and will become nearer to one in four people by
2021(Office for National Statistics, 2010)

Growing burden of disease:
•

•

•
•

2.2

Increasing numbers of people have co-morbidities, particularly in the 65 years and over
group – 7,264 people have 3 or more long term conditions , 2,083 people have 4 or more
long term conditions and 503 people have 5 or more long term conditions (risk
stratification for Eastern Cheshire April 2015)
Hypertension, depression and diabetes are the most common conditions, with the
greatest incidence being in GP practices in Knutsford, Handforth, Macclesfield, and
Congleton which are aligned to the areas of greatest deprivation conditions (risk
stratification for Eastern Cheshire April 2015)
Deprivation levels are lower than the national average at 4.5% (9,180) of local people
living in an area that is in the 20% most deprived in England (Office for National
Statistics, 2010)
Variation in Life Expectancy – across eastern Cheshire there are some startling variations,
for example, a woman living in Macclesfield Town South is expected to die on average
almost 13 years earlier than a woman living a couple of miles away in Tytherington
(Office for National Statistics, 2010)

Risk Stratification of the Population

Eastern Cheshire is using a predictive modeling risk stratification tool which identifies the level of
risk of future hospital admission for each person in a GP practice population based on their
previous use of health care. This supports GP practices to identify patients at different risk levels,
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assess/review their needs and take a proactive approach to personalised care p l a n n i n g to
provide the most appropriate interventions for each person. This is of particular benefit for people
with multiple with long term conditions and complex needs.
The risk stratification tool also enables Eastern Cheshire Clinical Commissioning Group
(ECCCG) to review the predicted risk of future hospital admission across the total population to
support the planning and commissioning of services.
Figure 1 below shows the levels of risk for the population of Eastern Cheshire and the ages and
incidence of long term conditions in April 2015.
The focus of this specification is on the 20% or 40,000 people with the highest level needs and
who use care services the most (75% of the cost of care services). This population is shown in
the moderate, high and very high risk sections of Figure 1 and in further detail for each Peer Group
locality in the illustrations in Appendix 1.
The risk stratification data for April 2015 (in Figure 1 and Appendix 1) shows that for the 20%
(39,894) of the population with the highest levels of risk:









approx. 61.5% are over 65 years of age
they used 67% of the non-elective hospital activity
7,264 people have 3 or more long term conditions and 47% of these are identified as
having depression
2,083 have 4 more long terms conditions
503 have 5 or more long terms conditions and 64% of these are identified as having
depression
Hypertension is the most prevalent condition, with 16,498 people being diagnosed
Depression is the second most prevalent condition, with 9,149 people being diagnosed
Diabetes is the third with 6,549 people being diagnosed

The care described within this document is designed for adults over 18 years of age, and
especially people over 65 years of age who make up the largest number (61.5%) within the highest
risk levels.
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Figure 1
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3. Outcomes
3.1

National Outcomes Framework Domains and Indicators

All health and social care services commissioned for the population of Eastern Cheshire from April
2015 will be required to deliver the relevant areas within the NHS, Social Care and P u b l i c
Health outcome frameworks. The areas relevant to the care being commissioned in this
specification are indicated in the tables below.

3.1.1 NHS outcome 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

x
x
x
x
x

3.1.2 Adult Social Care Outcomes Framework
Domain 1
Domain 2
Domain 3
Domain 4

Enhancing quality of life for people with care and
support needs
Delaying and reducing the needs for care and support
Ensuring that people have a positive experience of care
and support
Safeguarding people whose circumstances make them
vulnerable and protecting them from harm

x
x
x
x

3.1.3 Public Health Outcomes Framework
Domain 1
Domain 2
Domain 3
Domain 4

3.2

Improving the wider determinants of health
Health Improvement
Health Protection
Healthcare public health & preventing premature
mortality

x
x

Local Caring Together Outcomes, Ambitions and Quality Standards

The care being commissioned in this specification must achieve the relevant ambitions, standards
and outcomes for Caring Together and in particularly those that are specific to Community Based Coordinated Care.
The use of outcomes in Eastern Cheshire is linked to the 8 Caring Together Ambitions which are
illustrated in Appendix 2 and included the NHS contracts 2015/16 with local provider
organisations (Schedule 2 – The Services – Other Local Agreements, Policies and procedures).
Caring Together Quality Standards have been co-produced with local people and care staff to
align with the 8 Ambitions and record the minimum requirements that people can expect from
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local care services, these are shown in Appendix 3 and included the NHS contracts 2015/16 with
local provider organisations (Schedule 2 – The Services – Other Local Agreements, Policies and
procedures).
Specific quality standards for the areas of Empowered Person and Mental Health have also been
developed and can be seen in Appendix 4.
The quality standards for Community Based Co-Ordinated Care are most relevant to this
specification and are shown below:
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3.2.1 Community Based Care Quality Standards

Care Model Ambition (from
the Case for Change)

Quality Standard statements
I, as a person or carer, expect the following standards of care

1. Empowered Person:
People are empowered to
take responsibility for their
own health and wellbeing
(includes self-management)
2. Easy Access:
Access that is designed to
deliver high quality,
responsive services and
information

I will be encouraged and supported by all care staff to take an active part in my care and the support available to me. I
will feel empowered to manage my own health
All contacts with care staff support me to improve and maintain my health and wellbeing

I will have access to information and triage 24hrs per day, seven days a week and I will be directed to the most
appropriate service to meet my needs
I will be able to use the most suitable access method to access information and services

3. Support for Carers:

As a carer I can balance my caring role and maintain my physical, mental and emotional wellbeing

Carers are valued and
supported

I will continually be involved throughout the care process
I will have access to an assessment of my own needs as a carer and I will be given the support I need to continue in my
caring role
I have the information and advice I need to fulfil my caring role

4. High Quality Care:

I and/or my carer/representative will:

The highest quality care
delivered by the right person
regardless of the time of day
or day of the week

Be dealt with in a courteous and respectful manner
Receive assessment and recommendations for care based on current best practice
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Care Model Ambition (from
the Case for Change)

Quality Standard statements
I, as a person or carer, expect the following standards of care
Be actively informed where there is a change in my health status and/or a need to alter my current plan of care
Receive specialist input into my care when appropriate, in the most appropriate setting, delivered face-to-face, by phone
or remotely via technology, in a way which does not unduly delay progress in my care

5. Integrated care:

If I have with complex needs

Staff working together with
the person at the centre to
proactively manage long term
physical and mental health
conditions

I will be offered co-ordinated care including a personalised care plan which includes a contingency plan and a named
care co-ordinator who will work with me to organise my care
Multi-disciplinary groups will work together to support and empower me. I will have input from GPs, primary, community
health, social care, mental health and other specialists to manage co-ordinated care delivery
Care co-ordinators will work with me to assess my health, determine my needs, and manage and review my care. This
may include the use of technology or portable diagnostics
Where it is in the interests of the myself, care will be managed at my home and in the local community
My care staff will use shared decision making and make all my contacts promote health and
well being
My information and care records will be shared to enable care staff to provide the appropriate joined up care

6. Planned pathways:

All care staff will follow agreed pathways in order to provide me with consistent high quality care
Pathways will be used based on national standards and adapted for local use, according to my individual needs

Simplified planned care
pathways delivered as locally
as possible
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Care Model Ambition (from
the Case for Change)

Quality Standard statements
I, as a person or carer, expect the following standards of care

7. Rapid Response:
A prompt response to urgent
needs so that fewer people
need to access urgent and
emergency hospital care

My carers and I will have access to 7 day 24 hour response for an urgent care need from one point of access
As a result of triage:
If I have been identified as having a lower level urgent need, I will be given a timed appointment or visit within an agreed
time
If I and/or my Carers have been identified as having an urgent high risk need, I will have a co-ordinated assessment of
my/our needs within an agreed time of requesting support
If I and my Carers have been identified as having an urgent high risk need, I will have a personalised care plan set up
within an agreed time to support me with my urgent care needs and care will be delivered at a time agreed with me.
If I have been identified as having non urgent needs that cannot be resolved by phone, I will be offered the choice of an
appointment with a GP within an agreed time or an appointment to see a GP in my own practice within an agreed time

8. Appropriate time in
hospital:

During all my hospital stays, discharge planning will start on admission and will ensure I have a planned and smooth
transition back to the community which fully involves me and is tailored to my needs

Appropriate time in hospital,
with prompt discharge into
well organised community
care

When required, care staff working in the hospital and community will work together with me to facilitate my timely return
to the community after a hospital attendance or stay 7 days a week
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3.2.2 Caring Together Integrated Care Framework
The 3 elements of the national outcome frameworks, local ambitions and quality standards have
been brought together to develop a Framework for Caring Together, supported with information
on what measurers will be used to monitor the achievement of these outcomes. The Caring
Together Integrated Care Framework is work in progress. The current version is shown in
Appendix 5 and included the NHS contracts 2015/16 with local provider organisations (Schedule
2 – The Services – Other Local Agreements, Policies and procedures).
All care services commissioned for the population of Eastern Cheshire from April 2015 will be
required to deliver the Caring Together ambitions, quality standards and relevant outcomes.

3.3

Community Based Co-ordinated Care Outcomes

Specific standards and outcomes for Community Based Co-ordinated Care are included in section
4.3 Care Models where they are aligned with the population risk levels and the standards for the
types of care and interventions to be provided.

3.4 Caring Together Care Model
The Caring Together model of care has been developed to deliver the ambitions and quality
standards for care and is organised into the following 4 key areas:





Empowering people to take responsibility for their own health
Empowering people with more complex needs with support from a fully integrated
community team
Providing high quality proactive routine care that will be made available to the
empowered person to meet their needs at a convenient time and location
Ensuring when care is needed urgently, the person will be able to access high quality
reactive care quickly and as close to home as possible

The change to commissioning and delivering an integrated care system based on outcomes is a
significant cultural change for both providers and commissioners and will require ongoing
innovation and development during the implementation stages over the next 3 years.

4. Scope
4.1 Aims and objectives of Community Based Co-ordinated Care
The aim is to commission a community based approach which provides co-ordinated care for people
with short or long term care needs delivered as close to their home, as is practical, 7 days a week. The
care will be designed to meet the needs of the 20% of the population (or up to 40,000 people) who
use 70% of all current health and social care resources. The care will be available to people over 18
years of age who are living and registered with a GP within Eastern Cheshire CCG area.
The implementation of Community Based Co-ordinated Care will be phased. The phases in 2015/16
will focus on the delivery of:
1. reactive or urgent rapid response (short term assessment, integrated response and
recovery (STAIRRS)) commencing in 2015 (Phase 1)
2. proactive care co-ordination delivered through integrated community team working
within localities commencing in 2015 (Phase 2)
The intention by 2019 is for the majority of care to be co-ordinated by and provided in localities
by the team that knows the person receiving the care. The workforce will be redesigned with a
focus on increasing the proactive personalised support and contact with people through greater
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efficiencies and reduction in duplication. Therefore all developments and transition plans must be
designed to achieve this.

4.2 Existing Services and Resources
Community Based Co-ordinated Care will be delivered by care staff working across
organisational boundaries with the skills and competencies required to respond to the range of
presenting needs and the level of frailty and complexity of the local population. The integrated
team will include a range of care professionals and support staff from health, mental health,
social care, palliative care and the third sector and provide care as close to home as possible.
The new ways of working require new arrangements for clinical governance, i.e. accountability
and responsibility for people being cared for in different ways and locations. It is imperative that it
is clear to all the care staff involved and the person receiving care, who has the overall and day
to day responsibility for the person and the care being provided. Work is continuing to develop
these new accountability and responsibility arrangements which will continue to be tested and
developed as the new model of Community Based Co-ordinated Care is implemented.
During phase 1 and 2 in 2015/16, the intention is for the existing health and social care staff to be
aligned and work together to implement a truly integrated model of Community Based Coordinated Care. The tables below show the existing services and the plan for how these will be
included in the integrated care system over the next year. The tables include the specialist services
and the plan for these services to be accessible to the Integrated Community Teams and STAIRRS
and for more of these services to be provided in people’s homes through home visits and
community clinics.
The services will be required to continue to provide care that is not included in the scope of
Community Based Co-ordinated Care, i.e., for people who are under 18 years of age or do not
have needs that fall into the high risk levels. People who do not require care co-ordination and
input from a range of services should have access to one-off interventions or courses of
interventions or care as required.
The delivery of integrated care and the progression to an integrated care system across Eastern
Cheshire over the next 3 years; will include additional resources being invested in community
services and the required enabling support to increase the scale and scope of Community Based
Co-ordinated Care . The detail for these longer term plans continues to be co-designed and this
specification will develop over time in line with these changes.
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4.3 Existing Financial Resources
The financial resources in the current health and social care contracts and services have been
identified and aligned with the Community Based Co-ordinated Care model. Work is continuing to
ensure the accuracy of this data and the alignment of the existing resources to the future care model.
The financial resources required to deliver the full commissioning specification will be subject to a full
business case to be presented to the Governing Body of NHS Eastern Cheshire CCG and to
Cheshire East Council in due course.
4.4 Service description/care pathway
The Caring Together care model design work during 2014 identified the following care components
as being critical to the delivery of local integrated care:
4.4.1 Providers must ensure that everything they do will seek to empower people to take
responsibility for their own health. So that:








People will be supported to self-care. This will involve the use of web-based resources,
patient education and public health programmes
People will have a 24/7 single point of contact with the health and social care system. This
first contact will direct them to the right information or service to best meet their needs. If
required, there will be an early assessment by a senior professional to make sure that
people receive an appropriate response as soon as possible
There will be appropriate signposting to support people to self-care and a directory of
services available to professionals and people
There will be support and investment in community resources to empower people.
A communication campaign will inform and engage people as part of helping them
understand what being empowered might feel like for them
The health and social care workforce will be directed, supported and developed to
make everyone accessing services feel they are being empowered

4.4.2

Community based co-ordinated care

Providers will empower people with more complex needs with support from a fully
integrated community team. So that:









Risk stratification of the population will enable services to be targeted to the people who
need them. It will identify the top 20% of the population who are most at risk of experiencing
poor health and empower them to live more independently
These people will receive a single assessment focused on their lifestyle, goals and care
needs using a joint assessment across health and social care
For those most at risk, a care co-ordinator will be identified from within an integrated
community team
A care plan will be created jointly with the person to include goals, required interventions,
provider details, and information on who to contact in case of change or crisis. For less
complex needs, this may simply be a crisis plan
Services will then be put in place to empower the person and their carers and meet their
needs. The integrated community team and care co-ordinator (if appointed) will then
undertake case management to empower the person to follow the care plan and make sure
that care takes place
Specialists will provide support in the community for professional care staff and
patients
Education and training will be delivered across all care settings and involve the whole
workforce in a rolling evidence-based training and mentoring programme.

4.4.3

Urgent Rapid Response (short term assessment, integrated response and
recovery (STAIRRS)).
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Providers will ensure that when care is needed urgently, the person will be able to access
high quality reactive care quickly and as close to home as possible. So that:











Where a need is urgent but doesn’t require hospital treatment, people will have access to
urgent care assessment and services at an appropriate time and location. This might be at
a GP surgery, at an urgent care centre or at a specialist rapid access clinic
This will include ambulatory care for many of the people with a medical problem who
require a stay of less than 48hrs in hospital
Rapid assessment will be provided at home or as close to home as possible, as an
alternative to admission to hospital or care homes by responding to a person’s need in
situations of crisis
Where people do need to visit a hospital, discharge support will start from day 1, with
people assessed regularly during their stay, and all care packages put in place for when the
person returns home. This will ensure that post-acute care happens at home whenever
possible
Where more specialist services are needed, people will be able to access high quality
hospital services where senior doctors are available 24/7, supported by specialist
equipment and teams
Urgent care needs will be resolved within a community setting where possible, but where more
specialist services are needed, 90% of the population will be able to reach an emergency
department within 20 minutes and 100% within 30 minutes
Regional specialised services will be networked with local services to make sure that
specialist support is available when required (most relevant to Acute Workstream)
The most specialist services such as major trauma, cancer, renal transplant and heart attack
centres will continue to be provided by specialist hospitals across the North West and further
afield (most relevant to Acute Workstream)
Education and training will be delivered across all care settings and involve the whole
workforce in a rolling evidence-based training and mentoring programme

Figure 2 below illustrates the key care components for Community Based Co-ordinated
Care, taken from the descriptions above, aligned with the population risk stratification levels
and the numbers of people that are predicted to benefit from each of these. This diagram is
used to show the scale and application of these across the local population and is for
illustrative purposes only.
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Figure 2
Population Size and Care Components (April 2015)

Moderate
Risk
(5-20%)

(including needs
assessment and care
planning)

Specialist input in
the community

Rapid Response Discharge Support

29,924

Low Risk
(20-50%)

60,038

Very Low Risk
(>50%)

99,308

15,060

50,000

10,215

997

8,973

Short term care

2,410

Single point of
contact

21,222

High Risk
(0.5-5%)

Selfcare

204,000

Very
High
Risk
(<0.5%)

Risk Stratification

204,000

Population

204,000

Care Components
Care co-ordination

199,240
Notes:
Total in risk straification population is less than total population as a number of people have chosen to opt out.
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4.5 Community Based Co-ordinated Care Model

4.5.1 Care Model Processes
The co-designed care model process for proactive Community Based Co-ordinated Care
delivered through integrated community team working including reactive or urgent rapid
response (short term assessment, integrated response and recovery (STAIRRS)) is shown below
in Figure 3.
This shows the pathway for people accessing and receiving care. The expectation is that the care
model and processes will be improved and further developed by care providers as the integrated
care system is implemented through a cycle and culture of continuous innovation focused on
people’s needs in each locality. The aim is for people to be able to access information, advice and,
where appropriate, care easily and for it to respond to their needs in a timely way. This can be
described as “no wrong door”, i.e. the wherever a person contacts care services they are helped or
directly passed to the service or person that can help, or “no locked doors”, i.e. care staff can
access the right care for the person at the right time. In order to deliver this person centred joined
up responsive approach and care, there needs to be high levels of collaboration and
communication between care staff to ensure there are effective and efficient access/referral routes,
co-ordination of care delivery and where appropriate joint or shared management of a person’s
care between services and care staff.
The staff included in Figure 4 below are the minimum requirements for the Community
Based Co-ordinated Care delivered through integrated community team working and
reactive or urgent rapid response (short term assessment, integrated response and
recovery (STAIRRS)).
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Figure 3
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Figure 4

Integrated Community Teams
the care staff who will deliver proactive and reactive care
for people with complex needs

The 3 Local Multi-disciplinary teams working with GP clusters is for illustration. The actual numbers of teams will be
determined based on the population needs and the implementation model developed for implementing the
specification.
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4.5.2

Peoples Experience of Community Based Co-ordinated Care
Examples of how the care model applies to local people’s lives are illustrated through
the fictitious Cranford Family’s experience of care. This is included in Appendix 6.

4.5.3

Key interventions in Community Based Co-ordinated Care

The delivery of community based co-ordinated care includes the range of services from
information and advice through to high levels of care support in the community for people.
This includes the interface with and management of access routes to and discharge from
hospital.
The following key interventions have been shown to be effective in meeting the needs of
those with complex needs and in particular older people:
1.
2.
3.
4.
5.
6.
7.
8.
9.

Healthy active ageing and supporting independence
Helping people to live well with simple or stable long term conditions
Helping people live with complex co-morbidities, including dementia and frailty
Rapid support close to home in times of crisis
Good acute hospital care when needed
Good discharge planning and post-discharge support
Good rehabilitation and reablement (outside acute hospitals) after acute illness or injury
High quality, long term nursing residential care for those who need it
Choice, control, care and support towards the end of life

These are drawn from a range of publications, including: the “Silver Book guidelines on
emergency care for older people” (British Geriatrics Society, 2012); “Safe, compassionate
care for frail older people using an integrated care pathway: practical guidance for
commissioners, providers and nursing, medical and allied health professional leaders” (NHS
England, South - February 2014); work carried out by the King’s Fund on integrated care
pathways for frail older people (Oliver et al, 2013) and “Making our health and care services
fit for an ageing population” (Kings Fund 2014). These are written with a focus on older
people care and are transferrable to adults with complex needs.
This specification relates to the delivery of the interventions in numbers 1, 2, 3, 4, and 7, and
interfaces with those in numbers 5, 6, 8 and 9, listed above, for the 20% or approx. 40,000
people who are at moderate, high and very high risk of hospital admission in the next 12
months, as identified by the risk stratification tool and clinical judgement.
To assist with the implementation of the Community Based Co-ordinated Care model a key
interventions, standards and outcomes framework has been developed which is shown in 4.3.4
below. The key interventions, standards and outcomes framework has been co-designed with
local people and care staff and is founded on the overarching community based care quality
standards in section 3.2.1, the Caring Together Integrated Care Framework (in Appendix 5) and the
evidence base above. This framework includes a more detailed of set of local standards and
outcomes specifically for Community Based Co-ordinated Care which have been aligned to
the different levels of risk in the population of Eastern Cheshire.
The Key Interventions, Standards and Outcomes Framework is a guide and the expectation
is that care staff will collaborate to manage care across these levels to provide joined up care
for each person and significant improvement and innovation will be achieved as new ways of
working and integration are implemented. This specification includes the care for people in the
moderate, high and very risk parts of the framework. However the care provided in the lower
levels should also be available to people in these higher risk levels and co-ordinated for each
person, as required.
Key for the Key Interventions, Standards and Outcomes Framework
The standards and outcomes use a key to make it easier to reference them, e.g.
VLR1 is standard 1 in the section for people with Very Low Risk
OVLR1 is outcome 1 in the section for people with Very Low Risk
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4.5.4

Key Interventions, Standards and Outcomes Framework

VERY LOW RISK
50% of the population – circ. 100,000 people
Information, advice and support for people who are able to manage their own health and
wellbeing
Objective
Healthy active lifestyles maintaining self-reliance and independence
Morbidity
Morbidity due to time limiting or acute illness rather than chronic conditions
Standards

VLR5

 Accessible information including lifestyle and local community based information via
community facilities including hubs, the internet, telephone contact points
 Support to maintain healthy lifestyle – regular exercise, not smoking, reducing
alcohol consumption, healthy eating and preventing obesity
 Community based support to assist lifestyle change
 Immunisations available to vulnerable groups – e.g. Influenza and pneumococcal
pneumonia vaccination
 Self-reliance for maintaining and managing minor health needs, e.g. colds, injuries

VLR6

 Adequate treatment for ‘minor conditions’ which may limit independence

VLR7

 Accessible high quality primary care and community pharmacy

VLR1
VLR2
VLR3
VLR4

Outcomes
OVLR1  People have a greater understanding/knowledge of their health and wellbeing
OVLR2

 People have greater understanding of what they can do to live/maintain a healthy
lifestyle

LOW RISK
30% of the population – circ. 60,000 people
All the interventions for the lower risk levels and:
Prevention and early intervention services for people at risk of deteriorating physical and
mental health and activities of daily living
Objective
Living well with simple or stable long-term conditions
Morbidity
Morbidity due to time limiting or acute illness rather than chronic conditions. People at risk of
developing chronic conditions
Standards
LR1

LR2
LR3

 Self-designed and managed personalised care planning including emergency
contingency plan and shared decision making is available for everyone with one or more
long term conditions
 Treatment and management health conditions is optimised and there is no
discrimination on the basis of age alone
 The use of assistive technology is part of the menu of options in place for people to
effectively self-manage their long term condition
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LR4

 Accessible community support to maintain health and wellbeing, e.g. social activities,
community pharmacists

LR5

 Support for carers to manage their own health and wellbeing

Outcomes
OLR1

 Everybody has the opportunity to have the best health and wellbeing throughout their life,
and can access support and information to help them manage their care needs (ASCOF)

OLR2

 People have a greater understanding of how they can manage their short term health
issues

OLR3

 People have a greater understanding of how they can manage their long term conditions

MODERATE RISK
15% of the population – circ. 30,000 people
All the interventions for the lower risk levels and:
Proactive supported self-condition management, health coaching and lifestyle
management

Objective
Living well with stable long term conditions
People living with long term conditions are effectively managing their daily lives with support
Morbidity
One or two chronic conditions and/or risk factors. Health likely to deteriorate over time.
Standards
MR1

 Systematic, targeted case-finding. This includes using risk stratification, electronic casefinding tools and screening within primary and community settings

MR2

 Proactive contact assessment, self-managed care planning including emergency
contingency plan and shared decision-making is a universal offer for all those with one or
more long term condition, particularly for those aged 75 and over

MR3

 Health coaching and lifestyle management

MR4

 Treatment and management of long term conditions is optimised and there is no
discrimination on the basis of age alone
 The use of assistive technology is part of the menu of options in place for patients to
effectively self-manage their long-term condition

MR5
MR6

 A self-managed care plan and named contact person

MR7

 Carers are offered an independent assessment of their needs and signposted to
interventions to support them in their caring role

Outcomes
OMR1  People manage their own support as they wish, so that they are in control of what, how and
when support is delivered to match their needs (ASCOF)
OMR2  Local care staff have a greater understanding of the needs of the population and local
services to support targeting of the right care and integration of care for each person
OMR3  Carers can balance their caring roles and maintain a desired quality of life
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HIGH RISK
4 -5% of the population – circ. 9,000 people
All the interventions for the lower risk levels and:
Proactive and reactive case and disease management
Morbidity
Multiple long term conditions which are less stable and some social care needs
1. Community co-ordinated assessment, care planning and service provision for
people who have multiple or complex needs
Objective
Living well with complex co-morbidities, dementia and frailty
Standards
HR1
HR2
HR3
HR4
HR5

 Systematic, targeted case-finding. This includes using risk stratification, electronic casefinding tools and screening within primary and community settings
 Proactive comprehensive assessment (e.g. Comprehensive Geriatric Assessment
where relevant) and follow up
 Systematic use of standardised measures to baseline and monitor each person’s
progress
 Each person has an identified key worker who acts as a case manager and co-ordinator
of care across the care system
 General practices monitor hospitalisation and avoidable Emergency Department
attendances regularly and determine whether alternative care pathways might have been
more appropriate

HR7

 Opportunities to participate in exercise are available to people, including frail older
people
 Frail people have access to services to prevent falls, especially frail older people

HR8

 A comprehensive service for those with dementia must be available and accessible

HR9

 Services are available to reduce polypharmacy

HR6

HR10  Access to a range of technologies to support care at home and independence
HR11  Access to equipment to support care at home and independence
HR12  The delivery of appropriate and joined up care for people is supported by information (with
the persons consent) being shared amongst local care staff
Outcomes
OHR1  An increased number of people are supported to live well at home
OHR2  Increased experience of joined up care
OHR3  Less people experience a health crises that results in hospitalisation or admission to a
care home
2. Urgent rapid response and support close to home for people with deteriorating
functional skills and abilities who are in need of short term recovery, response or
reablement or at risk of admission to a care home
Objectives
Rapid support close to home in crisis to enable people to continue living well with complex comorbidities, dementia and frailty
Standards
HRb1  Rapid support close to home in crisis
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HRb2  Single point of access/contact available to facilitate access to community services to
manage crisis at home with specialist opinion and diagnostics
HRb3  A comprehensive assessment initiated rapidly, within two hours of referral, 8am to
8pm, seven days a week
HRb4  Ambulatory emergency pathways with access to multi-disciplinary teams should be
available with a response time of less than four hours for older people who do not require
admission but need ongoing treatment
HRb5  Specialist mental health assessments included, if appropriate
HRb6  An interface, or specialist, is available to provide expert clinical opinion, clinical support
and supervision to community teams and domiciliary care when needed in the location
of the person
HRb7  Rapid access ambulatory pathways and clinics available in acute hospital and community
settings for the provision of rapid access to specialist advice from specialist multidisciplinary teams
HRb8  A personalised care plan including emergency contingency plan, advanced care plan and
the facility to allow a natural death order (if clinically appropriate) is in place and can be
accessed by the person, their carers and all services involved in their care and support
HRb9  Shared care protocols with ambulance organisations that can enable people to remain at
home
HRb10  Rapid access to adequate and flexible provision of step-up home-based and bed-based
services including technology with enough capacity and responsiveness to meet the
needs
HRb11  Rapid access to technology to support care at home and independence
HRb12  Rapid access to equipment to support care at home and independence
HRb13  People know what choices are available to them locally and who to contact when they
need help
HRb14  Care staff access the right care rapidly for people
Outcomes
OHRb1
 Increased number of people are supported to live well at home in times of crises

3. Good rehabilitation and reablement after acute illness or injury
Objectives
Rehabilitation and reablement after acute illness or injury to enable people to continue living well with
complex co-morbidities, dementia and frailty
Standards
HRc1  Adequate and flexible provision of step-up and step-down home-based and bed-based
rehabilitation and reablement services with enough capacity and responsiveness to meet
the needs of everyone who might benefit
HRc2  Shared assessment frameworks across health and social care leading to a personalised
care plan for each person, where the individual and their carers are key participants in
any decision made
HRc3  Organising services is done on the basis of the outcomes desired for the person
HRc4  Systematic use of standardised measures to baseline and monitor each person’s progress
HRc5  Workforce required for home-based rehabilitation and reablement services should include
an appropriate skill mix including a range of nurses, therapists, social workers, voluntary
and community groups, led by a care professional
HRc6  Access to technology to support care at home and independence
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HRc7  Access to equipment to support care at home and independence
Outcomes
OHRc1  People are supported to maintain/return to independent living in their own home
INCLUDED FOR INFORMATION ON INTERFACE WITH COMMUNITY BASED COORDINATED CARE
4. Good acute hospital care when (and only when) needed
Objective
People only use hospital care when required and receive good quality compassionate care
Standards
HRd1  A simple referral system with a single point of access
HRd2  Expert decision makers are available at the front door of the acute hospital from 8am to
8pm, seven days a week. Specialist assessment should be available within 12 hours of
admission, seven days a week
HRd3  An identified Frailty Service should be available with staff trained in how to look after frail
people focusing on rapid assessment, treatment and rapid discharge
HRd4  The presence of one or more frailty syndromes should trigger a comprehensive
assessment (comprehensive geriatric assessment (CGA) where relevant)
HRd5  Systematic use of standardised measures to baseline and monitor each person’s progress
HRd6  Sufficient specialty and community beds to look after all frail people with complex needs
and enough relevantly trained staff to deliver high quality care and assessment for them
HRd7  Hospitals should have operational plans to reduce the number of ward moves, especially
out of hours with accompanying plans to mitigate their adverse effects on continuity of
care, reduction in harm and improved experience for people
HRd8  Adequate education and training for staff in all clinical areas focusing on care and
compassion for people
HRd9  Strategies to reduce avoidable unexpected mortality should be in place including
physiological warning scores, critical care outreach, regular senior review and adequate
access to high dependency beds
HRd10  People must not be denied potential life-saving treatment such as emergency surgery,
stroke thrombolysis or coronary revascularisation on the grounds of age or disability
alone
HRd11  Hospitals incorporate organisational learning from safety incidents and near misses into
operational policies, education and training and should encourage a culture of open
reporting of safety incidents affecting patients who are older or have disabilities
HRd12  Hospitals make safer care for people who are older or have disabilities a key priority, and
safety strategies must include specific attention to the prevention and treatment of falls,
pressure sores, hospital-acquired infection, medication errors and deep vein thrombosis,
based on national guidance. However, hospitals must also have regard for some of the
other potentially preventable harms of hospitalisation for people who are older or have
disabilities. These include malnutrition, delirium and immobility as a result of bed rest
Outcomes
OHRd1 People spend the minimum amount of time in hospital to address their complex health
needs (Reduced length of stay)
OHRd2 People experience high quality hospital care that is co-ordinated with their routine care at
home (Improve experience of care)
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INCLUDED FOR INFORMATION ON INTERFACE WITH COMMUNITY BASED COORDINATED CARE
5. Good discharge planning and post-discharge support
Objective
People receive continuous managed care from their home into hospital (when required) and out
again
People return to their home or an alternative home environment as soon as appropriate for their
needs
Standards
HRe1  People, carers and families are involved in decision making from admission
HRe2  Discharge to a person’s normal residence should be possible within 24 hours, seven days
a week – unless continued hospital treatment is necessary
HRe3  People should only be discharged from hospital with adequate support and with respect
for their preferences
HRe4  People being admitted following an urgent care episode should have an expected
discharge date set within two hours
HRe5  There is a multi-disciplinary team located at the front door of the hospital integrated with
the community team focused on the facilitation of discharge
HRe6  Care packages to support discharge should be available within 4 hours of referral to
community services, including adult social care, mental health and equipment
HRe7  Technology support for independence should routinely be considered
HRe8  Adequate and timely information must be shared between services whenever there is a
transfer of care between professionals or services
HRe9  When preparing for discharge, people and carers should be offered details of local
voluntary sector organisations, other sources of information, practical and emotional
support including information on accessing financial support and reablement services
HRe10  Voluntary sector services should be available to provide a ‘welcome home’ service for frail
older people or those with disabilities who live alone 7 days a week
HRe11  Peoples return to their home environment is planned and organised with them
Outcomes
HRe1  People experience well organised and joined up care to help them achieve a timely return
to their home environment
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Very High Risk
0.5% of the population – circ. 1,000 people
All the interventions for the lower risk levels, intensive case management and:
1. High-quality nursing and residential care for those who absolutely need it
INCLUDED FOR INFORMATION ON INTERFACE WITH COMMUNITY BASED COORDINATED CARE
Objective
High quality nursing and residential care for those who absolutely need it
Standards
VHRa1  Comprehensive assessment should be carried out prior to admission and a
personalised care plan put in place aimed at prevention of admission, optimising
management of long term conditions and ensuring the wishes of the person are at the
forefront of any decision made
VHRa2  All people for whom long-term care is being considered have a comprehensive
assessment of need, adequate treatment of medical problems which are
precipitating decisions to move, adequate rehabilitation and wherever possible, are
not ‘placed’ directly from acute hospital settings
VHRa3  Alternatives to long term care should all be fully considered
VHRa4  Telecare/Assistive Technology options considered and optimised before move to care
home
VHRa5  Assessments should not be a cause of delay in hospital
VHRa6  When a person is admitted to a care home, primary care services should review the
comprehensive assessment and provide personalised care planning in partnership with
the person and carers to plan for the future including advanced care planning
VHRa7  Healthcare for care home residents is an actively commissioned service, with clear
service specifications linked to quality standards detailed in contracts. The goal
should be to provide high quality, multi-disciplinary and multi-agency healthcare
support for older people in long term care
VHRa8  Adequate clinical training for care home staff; both registered and non-registered
workers learning together on site as part of an overall quality improvement programme
VHRa9  When a person moves into a care home, there needs to be a prompt transfer of clinical
information to the care home
Outcomes
OVHRa1 People have access to high quality nursing and residential care when they absolutely
need it
OVHRa2 Peoples care in a care home is provided as a continuity of the care they received at home
OVHRa3 Peoples care is planned and organised with them and their carers
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INCLUDED FOR INFORMATION ON INTERFACE WITH COMMUNITY BASED
COORDINATED CARE
2. Choice, control and support towards the end of life
Objectives
Choice, control and support towards the end of life
Standards
VHRb1

 Structured approaches are used at home and in care homes such as the Gold Standards
Framework, with advance care plans, advance decisions and adequate choice, control
and support towards the end of life

VHRb2
VHRb3

 Tools are used systematically to identify frail people at the end of their life

VHRb4

 Equitable access to specialist palliative care services for frail people

 Advance care planning is not seen as a one-off event; communication with people and
carers is a continuous process and should be made available to people with and
without mental capacity, fully involving carers/relatives in best interest decisions

Outcomes
OHRb1
OHRb2
OHRb3

 People are supported to plan for the end of their life
 People receive care in line with their choices
 Carers are supported and involved in the experience of their loved ones end of life

4.6 Enablers
The key enablers for Community Based Co-ordinated Care delivered through integrated
community team working and reactive or urgent rapid response (short term assessment,
integrated response and recovery (STAIRRS)) are:
4.6.1

Information and Communication Technology (ICT), to deliver:

Risk Stratification Tool
To enable services to be targeted to the people who need them
Local commissioners are procuring a more comprehensive risk stratification in 2015/16, which will
include more comprehensive data on a person’s use of care services and lifestyle factors.
Cheshire Care Record
The Local Authorities and Clinical Commissioning Groups in Cheshire have commissioned the
development of a shared care record for use across Cheshire. This will ensure that information is
accessible to care staff to inform them of a person’s needs and the care they are receiving to enable
the right person centred care to be provided in a joined up way.
Single point of contact
The first stage in developing a single point of contact for Caring Together is the creation of one for
the services operating as part of the short term assessment, integrated response and recovery
(STAIRRS). This will provide a 24/7 contact point to enable care staff to access the right care at the
right time.
This single point of contact for short term assessment, integrated response and recovery
(STAIRRS) will form the foundation for further development over the next 3 years to create a
comprehensive single point of contact that is available 24/7 to enable people and care staff to access
the right care at the right time, that is supported by early access to a senior professional to ensure
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that people receive an appropriate response.
Mobile Technology to support the workforce to deliver care at home
Mobile technology will be made available to relevant care staff working in people’s homes along
with the expansion of Wi-Fi networks in all community facilities and GP practices. This will enable
staff to communicate and access and record information where ever they are seeing a person to
enable them to provide the right care at the right time in a joined up way for the individual.
Assistive technology/eHealth
There is access to a wide range of technology to empower people to manage their own health and
wellbeing and be supported to live independently at home whenever possible.
4.6.2

Estates

Appropriate estate facilities are made available to provide co-location for community based staff to
support team working and the provision of joined up care for people. These facilities must provide
access to the relevant information systems to enable care staff to communicate and provide joined
up care.

4.6.3

Workforce

A skilled and flexible workforce is essential to the delivery of joined up personalised care for people.
The range of professions listed in section 4.3 Care Model workforce must be provided as a
minimum and to a level that enables person centred co-ordinated care to be provided in line with the
requirements and outcomes in this specification.
There must be a process of continual development of staff to ensure they acquire and m a i n t a i n
the skills required to deliver integrated care for people across the range of settings in the care
system, including at home, primary care, care homes, hospital.

4.6.4

Organisational Development and Structure

Organisations must be organised in a way to enable and ensure delivery of joined up care for
people. The expectation is that there will be development within and across organisations to
develop greater communication and collaboration at all levels to support the delivery of joined up care
regardless of which organisation, service or professional provides it.

4.6.5 Leadership and Cultural Transformation
A culture of empowerment of staff and teams to deliver the right care at the right time to meet
individual’s needs is essential to the successful deliver of joined up care across Eastern Cheshire.
Providers are required to implement and maintain approaches that will build and continuously
improve the culture of empowerment, creativity, and innovation to deliver the best joined up care
possible.
4.7 Timescales for Delivery
The table below shows the implementation plan for delivering the new model of care. The
details of the implementation need to be agreed between commissioners and providers.

October 2015

Phase 1

Commence implementation of urgent rapid response (short term
assessment, integrated response and recovery (STAIRRS))
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October 2015

Phase 2

Commence implementation of the Community Based Coordinated Care Integrated Teams

March 2016

Phase 3

Full implementation of urgent rapid response (short term assessment,
integrated response and recovery STAIRRS))

March 2016

Phase 4

Full implementation of the Community Based Co-ordinated Care
Integrated Teams

The commissioners expectation is that the two areas of the care model, that is Urgent Rapid
response (short term assessment, integrated response and recovery (STAIRRS)) and Community
Integrated Teams, will be delivered together to provide joined up care in a locality. With the longer
term plan being that they are combined at a time agreed with providers. This transitional phased
approach to the delivery of care will be tested and altered as required through the implementation
phase.

4.8 Any acceptance and exclusion criteria and thresholds
The access to the service should be inclusive; with people being proactively identified by care
professionals supported by risk stratification in primary care to enable care and support to be
targeted and proportionate to individual’s level of need and strengths. The aim is always to provide
care and support that is focused on self-management and providing the minimal amount of input to
someone life to achieve their goals. The intensity and duration of care and support will vary in
proportion to the person’s needs and strengths. Care and support will be available over the longer
term, if required, with access to a reactive rapid response and interventions for urgent needs. Care
will be delivered to ensure that those in greatest need will have access to the most enhanced level
of service provision. Appropriate joined up care will be accessible to people regardless of the type of
setting in which they live, e.g. people living in a care home will be able to access the same level of
services as someone living in a personally owned or rented home.
4.9 Interdependence with other services/providers
To deliver effective Community Based Co-ordinated Care as part of a developing integrated care
system in Eastern Cheshire, strong and managed interfaces are critical with specialist services
provided both locally and outside of the area.
Of particular importance are the interdependencies/interfaces with specialist community services
and local hospital services to ensure that people are not unnecessarily accessing hospital services
and receive the care they need at or as close to home as possible. The requirement is for more
services to work across the local integrated care system and for them to go to where the person
requires care rather than being constrained to delivery in a set location or building, e.g. hospital.
This will be designed and delivered as the transformation of care continues, particularly over the
next 2 years.
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5. Applicable Service Standards
5.1

Applicable national standards (e.g. NICE)

Care will be delivered to national standards that are relevant to the individual needs of the person
being supported and the area of care/practice/intervention that staff are providing.
5.2

Applicable standards set out in Guidance and/or issued by a competent body
(e.g. Royal Colleges)

Care will be delivered to meet professional standards relevant to the individual needs of the person
being supported and the area of care/practice/intervention that staff are providing.
5.3

Applicable local standards

Safe, accessible and effective care will be delivered to meet the local standards and outcomes
identified in section 4.3.4 Key Interventions, Standards and Outcomes Framework.
Community Based Co-ordinated Care will be delivered by staff with appropriate up-to-date skills
and competencies to meet the local standards that are relevant to the individual needs of each
person being supported and the area of care/practice/intervention that they are providing.
Levels of staffing, in terms of capacity and grades, are provided that enable the delivery of the
levels of care required to meet all standards and are in line with the population sizes planned to
receive the various care components identified in section 4.2.3 Figure 2.
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5.3.1 Outcome Reporting Requirements (DRAFT – under development)
Key
OVLR1

Outcome
People have a greater
understanding/knowledge of
their health and wellbeing

Measures
 Uptake of NHS Health Checks
 Proportion of physically active and inactive adults
 Self-reported wellbeing

OVLR2

People have greater
understanding of what they can
do to live/maintain a healthy
lifestyle






OLR1

Everybody has the opportunity
to have the best health and
wellbeing throughout their life,
and can access support and
information to help them
manage their care needs
(ASCOF)
People have a greater
understanding of how they can
manage their short term health
issues
People have a greater
understanding of how they can
manage their long term
conditions
People manage their own
support as they wish, so that
they are in control of what, how
and when support is delivered to
match their needs

 Activity on NHS Choices website
 Patient Activation Measures

Local care staff have a greater
understanding of the needs of
the population and local

 Utilisation of risk stratification tool
 Utilisation of patient activation measures

OLR2

OLR3

OMR1

OMR2

Baseline
To be agreed
between
commissioners
and providers

Target
To be
agreed

Q1

Q2

Q3

Q4

Uptake of NHS Health Checks
Proportion of physically active and inactive adults
Self-reported wellbeing
Uptake of Expert Patient Programme

 Uptake of think Pharmacy Minor Ailment Schemes
 Patient Activation Measures
 People feel supported to manage their long term
condition
 Patient Activation Measures
 Proportion of people who use services who have
control over their daily lives. (ASCOF)
 Proportion of people using social care who
receive self-directed support and those receiving
direct payments
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Key

OMR3

OHR1
OHR2
OHR3

Outcome
services to support targeting of
the right care and integration of
care for each person
Carers can balance their caring
roles and maintain a desired
quality of life
Increased number of people are
supported to live well at home
Increased experience of joined
up care
Less people experience a health
crises that results in
hospitalisation or admission to a
care home

Measures

Baseline

Target

Q1

Q2

Q3

Q4

 Carers reported quality of life
 To be agreed
 Peoples experience of integrated care
 Avoidable inpatient activity for people with ACS
admissions including LTCs
 Emergency admissions for acute conditions that
should not usually require hospital admissions
 Emergency admissions stratified by age (e.g.
young people, over 65s) and risk group
 Ambulance call outs
 A&E Attendances
 Social Care Emergency Duty Team call out rates
 Emergency admissions for acute conditions that
should not usually require hospital admissions
 A&E Attendances

OHRb1

Increased number of people are
supported to live well at home in
times of crises

OHRc1

People are supported to
maintain/return to independent
living in their own home

 Proportion of older people (65 and over) who were
offered rehabilitation following discharge from
acute or community hospital)
 Proportion of patients with fragility fractures
recovering to their previous levels of
mobility/walking ability at 30/120 days

OHRd1

People spend the minimum
amount of time in hospital to
address their complex health
needs (Reduced length of stay)






OHRd2

People experience high quality

 To be agreed

Delayed transfers of care
Bed occupancy/bed days
Length of stay
Supported early discharge
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Key

OHRe1

Outcome
hospital care that is coordinated with their routine care
at home (Improve experience of
care)
People experience well
organised and joined up care to
help them achieve a timely
return to their home
environment

Measures

Baseline

Target

Q1

Q2

Q3

Q4

 Proportion of older people who were still in their
home 91 days after discharge from hospital into
reablement/ rehabilitation service
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Overarching Quality Standard Statements

Ambition for Future
Services (from the Case
for Change)

Quality Standard statements

1. Empowered Person:

I will have access to up-to-date, relevant and comprehensive information, in the right formats to
enable me to take responsibility for my health and wellbeing and to inform my choice and decision
making.

People are empowered
to take responsibility for
their own health and well
being
(includes self
management)

I, as a patient, citizen or carer, expect the following standards of care

I can access effective and helpful joined up care and support when I need it and I can readily find
accurate information in order to remain mentally and physically well and healthy. ’

When moving between care settings, or when my care is supported by a number of staff, adequate
and accurate information about my condition is shared securely between them, and with me or my
carer.

I will be actively involved in decisions about my care and I will be supported by care staff to make
fully informed choices about investigations, treatment and care that reflect what is important to me.

2. Easy Access:

I will be able to use the most suitable method to access information and services

Access that is designed
to deliver high quality,
responsive services and

I will have access to the appropriately skilled care staff at the appropriate time for the appropriate

Ambition for Future
Services (from the Case
for Change)

Quality Standard statements

information

intervention

I, as a patient, citizen or carer, expect the following standards of care

My care staff will have access to the information, support and advice they need from care
colleagues in order to manage my care well, 24 hours per day 7 days a week

3. Support for Carers:
Carers are valued and
supported

I will have access to an assessment of my own needs as a carer and I will be given the support I
need to continue in my caring role

I can balance my caring roles and maintain my physical, mental and emotional wellbeing
As a carer I am valued, involved and informed throughout the care process
4. High Quality Care:
The highest quality care
delivered by the right
person regardless of the
time of day or day of the
week

I and/or my carer/representative will:



be dealt with in a courteous and respectful manner



receive assessment and recommendations for care based on current best practice



be actively involved where there is a change in my health status and/or a need to alter my
current plan of care

Ambition for Future
Services (from the Case
for Change)

5. Integrated care:
Staff working together
with the person at the
centre to proactively
manage long term
physical and mental
health conditions

Quality Standard statements
I, as a patient, citizen or carer, expect the following standards of care


receive specialist and generalist input into my care when appropriate, either directly or from a
distance, in a way which does not unduly delay progress in my care



receive care from the appropriately experienced and skilled care staff, based on my needs
and conditions as defined by national standards and best practice. .



receive specialist input into my care when appropriate, in the most appropriate setting,
delivered face-to-face, by phone or remotely via technology, in a way which does not unduly
delay progress in my care

I will have the fewest number of assessments required, involving as many agencies as needed to
deliver my coordinated care package.

I will experience continuity of care delivered, whenever possible, by the same care staff or team
throughout a single episode of care.

I will experience care that is tailored to my needs and personal preferences, taking into account my
circumstances, my ability to access services and my coexisting conditions, especially where mental
capacity is an issue.

Ambition for Future
Services (from the Case
for Change)

Quality Standard statements
I, as a patient, citizen or carer, expect the following standards of care
My GP, consultants and other care staff will work together, irrespective of my care settling, to
ensure I receive the most appropriate care for my needs.

My information and care records will be shared with my consent to enable care staff to provide the
most appropriate joined up care
6. Planned pathways:
Simplified planned care
pathways delivered as
locally as possible

My care staff will follow agreed care pathways where applicable in order to provide me with
consistent high quality care.

Care pathways will be based on national standards adapted for local use where appropriate for me.

Care pathways will be shared with me and my carers so that I am fully informed of what care I will
receive and when.

7. Rapid Response:
A prompt response to
urgent needs so that
fewer people need to
access urgent and

I and my carers will have access to a response for an urgent care need from one point of access, 24
hours a day 7 days a week

My care staff will have access to the information, support and advice they need from care

Ambition for Future
Services (from the Case
for Change)

Quality Standard statements

emergency hospital care

colleagues in order to manage my care well, 24 hours a day 7 days a week

8. Appropriate time in
hospital:

During my hospital stays, discharge planning will start on my admission and include the support of a
care co-ordinator.

Appropriate time in
hospital, with prompt
discharge into well
organised community
care

When required, care staff working in the hospital and community will work together with me to
facilitate my timely return to the community 7 days a week.

I, as a patient, citizen or carer, expect the following standards of care

I will be given information on my care, including discharge letters and summaries, and what I can do
to maintain my health and wellbeing.

My GP will always be informed of my hospital admission and will receive details of my care whilst in
hospital.

Appendix 4

The Empowered Person Quality Standard
Our proposed ‘Quality Statement’ is based upon existing values and standards, but with some
amendment to cover areas that we regard as of critical importance in achieving the ‘Caring Together’
vision of empowering individuals to both take responsibility for their own healthcare and wellbeing, and ensure a positive experience in all interactions with the health and care system (with
mental and physical health conditions both treated equally). It assumes a commitment to equitable
provision of health and care so that no residents are disadvantaged irrespective of location, condition,
age, gender, religion etc
For people this means:
I am supported to live well and stay well because I can access effective and helpful joined up care and
support when I need it and can readily find accurate information in order to remain mentally and
physically well and healthy. ’
For care staff this means:
Supporting people to live well. By providing adequate mental and physical wellness information and
supporting people to access effective and helpful joined up care when it is needed, we support them
to stay well.

Underpinning values and behaviours for the ‘Caring Together’ workforce
(adapted from ‘Compassion in Practice – Nursing, Midwifery and Care Staff’ December 2012)
Stated values, behaviours and needs are not, in themselves a new concept. However, with costly yet
fragmented services and the changes in population demographic and expectation, there is a need for
change, which will better serve both the public need and the efficiency and morale of the care
workforce. These values and behaviours must be followed through in practice and as a cohesive
whole.
Care
Care is our core business and that of our organisations. The care we deliver must help the individual
person and thereby must aim to improve the health of the whole community. Caring defines us and
our work. People receiving care expect it to be right for them, consistently, throughout every stage of
their life.
Compassion
Compassion must be demonstrated through relationships based on empathy, respect and dignity - it
can also be described as intelligent kindness, and is central to how people perceive their care.
Competence
Competence means all those in caring roles must have the ability to understand an individual’s health
and social needs and the expertise, clinical and technical knowledge – and will - to deliver effective
care and treatments based on research and evidence.
Communication
Communication is central to successful caring relationships and to effective team working. Proactive
listening is as important as what we say and do and essential for "no decision about me without me".
Intelligent communication must be used as the key to a good workplace with benefits for those in our
care and staff alike.

Courage
We must use courage to enable us to do the right thing for the people we care for, to speak up when
we have concerns and to have the personal strength and vision to innovate and to embrace new ways
of working.
Commitment
A commitment to our patients and populations must be a cornerstone of what we do. We must build
strongly on our commitment to improve the care and positive experience of our patients, to take action
to make this vision and strategy a reality for all, so that we can deal confidently with the health, care
and support challenges ahead.
‘Additional Cs’
Community Control – Combined Services – Corporate Accountability
Local services must be in place to suit the local community which needs them. Regular
communication with the community must be undertaken to ensure that community and individual
needs are met.
Health and care services must combine freely to help meet the need and to avoid wasteful duplication.
Directors, Governors and Leaders responsible for such services must be fully accountable for their
own organisational and other work so that the public can have full confidence that where something is
going wrong or needs improvement, this will be achieved with a minimum of delay and willingly. That
ethos of full accountability must also filter down to those employees at lower levels. Through the
organisation’s Boards and Committee meetings those taking decisions must be available to
communicate accountably and positively with the public whose needs they are paid to serve.
Compliance
There must be open compliance with legislation, national and local targets, timings and quality of
service – and where there is a failure or delay, that must be openly stated, worked on and improved.

Quality statements (based upon the NICE Quality Standard 15 for patient experience
in adult NHS services)

Note that where appropriate the use of the words ’people’ and / or ‘individual’ applies to
the carer/family/registered attorney/welfare deputy or other advocate as well as the
person in need of care.
‘Carer’ means those who choose to act as a family carer or friend carer.
The ‘system’ refers to health and care organisations, the people working within them and
the interactions between them.
Statement 1 Individuals must have access to up-to-date, relevant, accurate and comprehensive
information, in the right formats to enable them to take responsibility for their health and wellbeing and
to inform choice and decision making.
Statement 2 There will be recognition, understanding and positive action by the health and care
workforce in respect of the document ‘Registered Lasting Power of Attorney (Health and Wellbeing)’

(RLPA) and of the legally enforceable implications in relation to that document, for the safeguarding
of the rights of the person requiring care.
Statement 3 Individuals will be enabled (having the knowledge, confidence and skills), with (where
appropriate) the involvement of their carers, to access effective and accountable services (including
from the voluntary and community sector), to help maintain their physical and mental health and
wellbeing and to ensure that those with mental health problems live healthier and longer lives
Statement 4 Carers and families of those in need of care are prioritised, valued and supported
through effective two-way communication, provision of information and facilitated access to support
networks
Statement 5 Active consideration is made of the need for a Care Plan – and whether it would benefit the
individual. Individuals who would benefit from a care plan will have one. A single, accurate care record
– and where necessary a Health Passport - will ensure more effective continuity of care.
Statement 6. Individuals are treated in a timely fashion, with dignity, kindness, compassion, courtesy,
respect, understanding and honesty.
Statement 7. Individuals will experience effective interactions with staff who have demonstrated
competency in - and a willingness to use - relevant two-way communication skills (active listening) and
who recognise the competency in those individuals who exhibit it.
Statement 8. Individuals will be introduced to all members of the health and care workforce involved
in their care, and will be made aware of the roles and responsibilities of the members of the healthcare
team and receive that information in written form.
Statement 9. Individuals will have opportunities to discuss their health beliefs, concerns and
preferences – which will be acted upon - to inform their individualised care.
Statement 10. Individuals will be adequately and positively supported by the health and care
workforce to understand their health condition, and relevant treatment options, including benefits, risks
and potential consequences.
Statement 11. Individuals will be actively involved in shared decision making and supported by the
health and care workforce to make fully informed choices about investigations, treatment and care that
reflect what is important to them. Where individuals clearly show themselves not to understand the
extent or implications of health treatments ie if they have memory and understanding problems
caused by dementias or other mental health problems, birth, or accident the implications will be
factored in, with positive decision-making in favour of the ongoing welfare of the individual.
Statement 12. Individuals are made aware that they have the right to be fully and accurately informed about
illness, proposed treatment, choices of treatment – or where no treatment would help - and then to choose,
accept or decline treatment and that these decisions must be respected and supported.

Statement 13. Individuals will be made aware that they can ask for a second opinion from a suitably qualified
professional, within a specified time span.

Statement 14. Individuals will experience care that is tailored to their needs and personal preferences,
taking into account their circumstances, their ability to access services and their coexisting conditions,
especially where mental capacity is an issue.
Statement 15. Individuals will have their physical and psychological needs regularly assessed and
addressed, including nutrition, hydration, pain relief, personal hygiene and anxiety, especially where
mental capacity is an issue.
Statement 16. Individuals will experience continuity of care and seamless transitions, delivered,
whenever possible, locally and by the same health and care workers or team throughout a single
episode of care.
Statement 17. Individuals will experience coordinated care, with clear and accurate information exchange
between relevant members of the health and care workforce, the individual and/or their Registered Attorney or
Advocate.

Statement 18. An individual’s preferences for sharing information with their partner, family members
and/or carers will be established, respected and reviewed throughout their care.
Statement 19. The individuals is made aware – accurately and in writing - of who to contact, how to contact
them and when to make contact about their on-going healthcare needs

Statement 20 The system will ensure that the safety and care of the individual through full
accountability at all levels, including Board and Governor level is ensured; but where there are any
failings, these are admitted, acted upon and put right within a very short time frame.

Outcomes
Adapted from ‘Think Local Act Personal - Making It Real’ and National Voices – A Narrative for Person
Centred Co-Ordinated care’
Note that where applicable the ‘I’ statement should apply to the carer as well as the person
requiring care
Information and Advice:
I have the information and support I need in order to remain as independent as possible particularly
where there are newly developing problems because of dementia.
I have access to easy-to-understand information about care and support which is consistent, accurate,
accessible and up to date
I can speak to people who are well informed about sources of help and support and can readily
access support when required.
I have help to make informed choices if I need and want it

I know where to find accurate, up-to-date information about what is going on in my community
I have access to a range of support that helps me to live the life I want and remain a valuable,
contributing member of my community

Communication
I tell my story once – and it is accurately and comprehensively recorded.
I am listened to about what works for me, in my life – and action is taken to support that, where
necessary
I am always consulted and kept informed about what the next steps will be
The professionals involved in my care talk to me and to each other; we work as a cohesive and
informed team.
I have one, easily accessible, person as my first contact and know who is co-ordinating my care – and
how to contact that person.
Flexible integrated care and support:
I am in well-informed control of the planning my care and support
I have care and support that is directed by me and responsive to my needs
I have a single, comprehensive and accurate healthcare record, a copy of which I hold/can readily
access. It is accurately and usefully shared by all professionals who support me. I can see and query
it at any time – and can have information changed should it be inaccurate.
I am consulted about my needs, and following my agreement, coordinated accurate support is put in
place to suit my needs. The support team around me works well together and I know who to contact to
get things changed
I have a clear line of two-way communication, action and follow up
Transitions
When I use a new service my care plan is known in advance and respected
When I move between services or settings, there is a plan in place for what happens next, and I am
consulted and fully informed about that plan.
I know in advance where I am going, what I will be provided with, and who will be my main point of
professional contact.

I am given information – and choices where appropriate - about any medicines I take, their purpose,
how to take them and potential side effects; regular reviews are undertaken in respect of effectiveness
and safety of multiple medicines.
If I move across geographical boundaries I do not lose entitlements to care and support. My transition
is achieved with help from both sides, and with my agreement.

Workforce:
I have good information, advice and personal choice on the range of options for choosing my health
and care support and staff
I have considerate support delivered by competent people who learn to know and respect me.
I am supported by people who will help me to make links in my local community

Managing risk: feeling in control and safe
I can plan ahead and have the support to keep control in a crisis
I feel safe, I can live the life I want and am supported to manage any risks.
I have systems in place so that I can get help at an early stage to avoid a crisis.
My family, friend and carer details are readily accessible, in a known location, should a crisis occur.
I can access support that enables me to develop friendships and positive health.
References
Care Quality Commission: ‘What Standards you have a right to expect from the regulation of your care
home’
Department of Health /NHS Commissioning Board: Compassion in Practice – Nursing, Midwifery and
Care Staff Our Vision and Strategy (December 2012)
National Voices: ‘A Narrative for Person-Centred Coordinated care’
NICE Quality Standard 15 for Patient Experience in Adult NHS Services (February 2012)
Think Local Act Personal: ‘Making it Real – making progress towards personalised, community based
support’
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Mental Health Quality Standard Statements
Physical and Mental Health interdependent standards should be achieved in equal measure. (My physical and mental
health are interdependent and should be viewed in equal measure in meeting my care needs)
Ambition for Future
Quality Standard statements
Services (from the Case I, as a patient, citizen or carer, expect the following standards of care
for Change)
1. Empowered Person: I will have access to up-to-date, relevant and comprehensive information, in the right formats to
People are empowered
enable me to take responsibility for my health and wellbeing and to inform my choice and
to take responsibility for
decision making.
their own health and well
being
I can access effective and helpful joined up care and support when I need it and I can readily
(includes self
find accurate information in order to remain mentally and physically well and healthy. ’
management)
When moving between care settings, or when my care is supported by a number of staff,
adequate and accurate information about my condition is shared securely between them, and
with me or my carer.
I will be actively involved in decisions about my care within the terms of my capacity (Mental
Capacity Act 2005 and Deprivation of Liberty Safeguards and I will be supported by care staff to
make fully informed choices about investigations, treatment and care that reflect what is
important to me.
2. Easy Access:
Access that is designed
to deliver high quality,
responsive services and
information

I will be able to use the most suitable method to access information and services
My care staff will make reasonable adjustments (if required) so that I can access services on an
equal basis. (My care staff will make those adjustments that are reasonable to allow me to access
services)
I will have access to the appropriately skilled care staff at the appropriate time for the
appropriate intervention
My care staff will have access to the information, support and advice they need from care
colleagues in order to manage my care well, 24 hours per day 7 days a week

3. Support for Carers:
Carers are valued and
supported

I will have access to an assessment of my own needs as a carer and I will be given the support
I need to continue in my caring role
I can balance my caring roles and maintain my physical, mental and emotional wellbeing
As a carer I am valued, involved and informed throughout the care process

Physical and Mental Health interdependent standards should be achieved in equal measure. (My physical and mental
health are interdependent and should be viewed in equal measure in meeting my care needs)
Ambition for Future
Quality Standard statements
Services (from the Case I, as a patient, citizen or carer, expect the following standards of care
for Change)
4. High Quality Care:
I and/or my carer/representative will:
The highest quality care
delivered by the right
 be dealt with in a courteous and respectful manner
person regardless of the
 receive an holistic assessment and recommendations for care based on current best
time of day or day of the
practice
week
 be actively involved where there is a change in my health status and/or a need to alter
my current plan of care
 receive specialist and generalist input into my care when appropriate, either directly or
from a distance, in a way which does not unduly delay progress in my care
 receive care from the appropriately experienced and skilled care staff, based on my
needs and conditions as defined by national standards and best practice. .
 receive specialist input into my care when appropriate, in the most appropriate setting,
delivered face-to-face, by phone or remotely via technology, in a way which does not
unduly delay progress in my care
 my care will be provided in the least restrictive care environment.

5. Integrated care:
Staff working together
with the person at the
centre to proactively
manage long term
physical and mental
health conditions

I will have the fewest number of assessments required, involving as many agencies as needed
to deliver my coordinated care package.
I will experience continuity in the care that I am delivered, whenever possible, by the same care
staff or team throughout a single episode of care.
I will experience care that is tailored to my needs and personal preferences, taking account of
my circumstances, my ability to access services and my coexisting conditions, especially where
mental capacity or provisions of the Mental Health Act are an issue.
My GP, consultants and other care staff will work together, irrespective of my care settling, to
ensure that I receive the most appropriate care for my needs.
My information and care records will be shared with my consent to enable care staff to provide
the most appropriate joined up care*

Physical and Mental Health interdependent standards should be achieved in equal measure. (My physical and mental
health are interdependent and should be viewed in equal measure in meeting my care needs)
Ambition for Future
Quality Standard statements
Services (from the Case I, as a patient, citizen or carer, expect the following standards of care
for Change)
6. Planned pathways:
My care staff will follow agreed care pathways where applicable in order to provide me with
Simplified planned care
consistent high quality care.
pathways delivered as
locally as possible
Care pathways will be based on national standards adapted for local use where appropriate for
me.
Care pathways will be shared with me and my carers so that I am fully informed of what care I
will receive and when.
7. Rapid Response:
A prompt response to
urgent needs so that
fewer people need to
access urgent and
emergency hospital care

I and my carers will have access to a response for an urgent care need from one point of
access, 24 hours a day 7 days a week

8. Appropriate time in
hospital:
Appropriate time in
hospital, with prompt
discharge into well
Organised community
care

During my hospital stays, transition planning will start on my admission.

My care staff will have access to the information, support and advice they need from care
colleagues in order to manage my physical health and care well, 24 hours a day 7 days a week.

When required, care staff working in the hospital and community will work together with me to
facilitate my timely return to the community 7 days a week and this will include the support of a
care co-ordinator.
I will be given information on my care, including discharge letters and summaries, and what I
can do to maintain my health and wellbeing.
My GP will always be informed of my hospital admission and will receive details of my care
whilst in hospital.
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Strategic Planning Process
2016/17

Interlocking processes
• 5 Year strategic process: reviewed each year to assess the priorities for
the organisation in order to inform the development of the 2 year
operational plan and the commissioning intentions process and the
subsequent development of the operational plan
• Links to the commissioning intentions process and the business
planning process, both yearly processes which are issue based rather
than goal based

Issue Based Process
- Yearly cycle
- Annual commissioning
priorities
- Annual Financial Plan

Commissioning
of Services

Goal Based Process
- 5 yearly cycle
- High level strategic view

Strategic
Planning
Process
Commissioning
Services

Commissioning
Intentions

Basic Strategic Planning Process
•
•
•

NHS Eastern Cheshire CCG have a Five Year Strategic Plan
Refreshed CCG Two year operational plan due for development for 16/17
Operational plan and commissioning intentions process are inherently linked

Purpose or mission
- Exec group to use the
plan to guide
responsibilities and
update progress
- Review status of plan at
governing body

Implement,
monitor and
update

- SWOT analysis
- Stakeholder and
public views

Assessment

Vision:
Inspiring Better
Health and Wellbeing
- Coordination of
strategic plan
with financial plan

Strategic plan with
finance process

- Develop a written plan to track
progress, record results and
communicate to stakeholders

Values:
Valuing People, Working
Together, Innovative, Quality,
Investing Responsibly

Planning document

Action plans and
strategies

Prioritise

- Major issues
and goals
organisations
must reach.

- Define objectives. Goals,
outcomes, actions required,
resources needed, timelines
roles and responsibilities

Commissioning Intentions Process
•
•
•

Existing process that is refined every year
Project mandates to be used to inform prioritisation process
All CI projects need to work towards the outcomes of the 2 year operational plan and the 5 year strategic plan
•
•

•
•

National guidance
Public & Stakeholder
consultation
Performance
information
Complaints & Concerns

Identify issues

• Outcome framework
• Quality and
performance

Monitor plan

Identify ways to
address the issues

•
•

Scoping the issue
Identify projects

• Commissioning
intentions document
inc. project plans and
outcomes
• Plan on a page

Compile projects
into an planning
document

Prioritise

•
•
•

Prioritisation matrix
National Mandates
Local knowledge

Write project plans
and identify
resources

Strategic Planning Process Timescales
• 1st draft of a planning schedule
• Includes elements of the business cycle and the commissioning intentions process
• Timelines suggested allows smooth transition between commissioning intentions process
and business processes
• All project plans would be completed and ready for initiation in April 2016
• Allows development of draft POAP/annual plan to be undertaken in advance of the
Operating Framework being released and completed soon after
• CQUIN development coincides with the project planning phase in order to inform each
other
• Key forums within the governance and engagement structures and proposed dates are

outlined
• Schedule does not include the stages of the project implementation as this would be
different for each initiative

Strategic Planning Process Timescales
Task

Details

Forums

Date

End Date

Review
strategic
priorities

To review whether the strategic priorities set
in 5 year plan are relevant based on
performance, JSNA information and Health
and Wellbeing Strategy
To identify specific issues/ areas that need
addressing in 2016/17

Locality
Health Voice

04.09.15
25.09.15

Mid Aug

Staff briefing
Locality
Governing
Body
Locality
Health Voice
Governing
Body
Staff briefing
Governing
Body
Health voice
Locality

18.08.15
04.09.15
30.09.15

End Sept

04.09.15
25.09.15
30.09.15

End Sept

20.11.15
06.11.15

Mid Nov

Governing
body

27.01.16

Mid Jan

Governing
Body
Staff briefing

24.02.15
30.03.15
00.02.16
00.03.16
04.03.16
00.03.16

First
Draft end
Jan
Final
Draft end
Mar

Draft strategic
priority areas

Identify CI’s

Identify potential CI’s and cross reference with
strategic priorities

Identify project
areas
Prioritisation of
projects

Development of CI mandates for
consideration
Prioritisation of mandates using prioritisation
matrix plus cross referencing with strategic
priorities, national guidance and
consultation with Health Voice and GP
representatives
Detailed PIDs to be completed for all the
prioritised projects using standard
documentation
To include overarching strategic planning
priorities, commissioning intention
statements, project overviews, financial
planning assumptions, monitoring
arrangements and outcome framework
(Plan on a page, annual plan)

Project
planning
Develop annual
planning
documentation
(operational
plan)
Operating
Framework
released
Submission of
CCG financial
plan
CQUINs
Developed
Quality
Schedule
Provider
Contracts
Project
Initiation
Project
Monitoring
Quality and
Performance

Locality
Health Voice

Governing
Body
Development of CQUIN complementing
Commissioning Intentions and Strategic
priorities
Finalsubmission
submission
Final

To include development of specifications and
business cases where appropriate. Coordinated by PMO
Monitoring of Commissioning Intention
related projects
Monitoring of strategic quality and
performance

13.10.15
25.11.15

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

Apr

Mid Oct

TBC

Final sign off in May

TBC

Governing
Governing
body
body
TBC

Jul

TBC
TBC

End Mar

Products and Forums
•

Draft schedule of what meetings/forums products and updates should be presented to, when and for what purpose.

Forum

Date

Documents

Purpose

Governing Body

29 July 2015

Final version Strategic Planning Process

For information

30 September 2015

Strategic Planning Process Update to include:

Final strategic priority areas

Priority areas for commissioning intentions

Agreement and endorsement

25 November 2015

Strategic Planning Process Update to include:

Finalised list of prioritised commissioning intentions

For information

24 February 2016

First draft of CCG Plan on a Page/ annual plan

For information and comment

30 March 2016

Final Draft CCG Plan on a Page/ annual plan

Sign off

04 September 2015

Final version of strategic planning process including commissioning intentions process
Strategic Planning Process Update to include:

Final strategic priority areas

Draft list of commissioning intentions

For information

06 November 2015

List of project mandates
Prioritisation process

For information and feedback
For discussion/workshop

04 March 2016

Draft CCG Plan on a Page/annual plan

For comment

25 September 2015

Final version of strategic planning process including commissioning intentions process
Strategic Planning Process Update to include:

Final strategic priority areas

Priority areas commissioning intentions

For information and endorsement

20 November 2015

List of prioritised commissioning intentions/mandates

For information

25 March 2016

Final Draft CCG Plan on a Page/ annual plan

For endorsement

February/March 2016

Operational Plan

For approval

18 August 2015

Final version of strategic planning process including commissioning intentions process
Strategic Planning Update to include:

Final strategic priority areas

For information

13 October 2015

Draft list of commissioning intentions and proposed projects

For discussions and feedback

Feb & March 2016

Draft plan on a page and annual plan

For discussion

Locality Meeting

Health Voice

Health and Wellbeing
Board
Staff Briefing

For discussion and feedback

For information and feedback/discussion &
identification of potential projects
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Strategic Planning Process
Draft Version 1.2
Last Edited 15 July 2015

Forum

Date

Documents

Purpose

Governing
Body

29 July 2015

Final version Strategic Planning Process

For information

30 September 2015

Strategic Planning Process Update to include:
 Final strategic priority areas
 Priority areas for commissioning intentions
Strategic Planning Process Update to include:
 Finalised list of prioritised commissioning intentions
First draft of CCG Plan on a Page/ annual plan

Agreement and endorsement

Final Draft CCG Plan on a Page/ annual plan
Final version of strategic planning process including commissioning
intentions process
Strategic Planning Process Update to include:
 Final strategic priority areas
 Draft list of commissioning intentions
List of project mandates
Prioritisation process

Sign off
For information

Draft CCG Plan on a Page/annual plan
Final version of strategic planning process including commissioning
intentions process
Strategic Planning Process Update to include:
 Final strategic priority areas
 Priority areas commissioning intentions
List of prioritised commissioning intentions/mandates

For comment
For information and endorsement

25 November 2015
24 February 2016

Locality
Meeting

30 March 2016
04 September 2015

06 November 2015

Health Voice

04 March 2016
25 September 2015

20 November 2015

25 March 2016
Final Draft CCG Plan on a Page/ annual plan
February/March 2016 Operational Plan including Quality Premium

Health and
Wellbeing
Board
Staff Briefing 18 August 2015

For information
For information and comment

For discussion and feedback
For information and feedback
For discussion/workshop

For information and feedback/discussion &
identification of potential projects
For information
For endorsement
For approval

For information

13 October 2015

Final version of strategic planning process including commissioning
intentions process
Strategic Planning Update to include:
 Final strategic priority areas
Draft list of commissioning intentions and proposed projects

Feb & March 2016

Draft plan on a page and annual plan

For discussion

For discussions and feedback

Task

Details

Forums

Date

End Date

Review
strategic
priorities

To review whether the strategic priorities set
in 5 year plan are relevant based on
performance, JSNA information and Health
and Wellbeing Strategy
To identify specific issues/ areas that need
addressing in 2016/17

Locality
Health Voice

04.09.15
25.09.15

Mid Aug

Staff briefing
Locality
Governing
Body
Locality
Health Voice
Governing
Body
Staff briefing
Governing
Body
Health voice
Locality

18.08.15
04.09.15
30.09.15

End Sept

04.09.15
25.09.15
30.09.15

End Sept

20.11.15
06.11.15

Mid Nov

Governing
body

27.01.16

Mid Jan

Governing
Body
Staff briefing

24.02.15
30.03.15
00.02.16
00.03.16
04.03.16
00.03.16

First
Draft end
Jan
Final
Draft end
Mar

Draft strategic
priority areas

Identify CI’s

Identify potential CI’s and cross reference with
strategic priorities

Identify project
areas
Prioritisation of
projects

Development of CI mandates for
consideration
Prioritisation of mandates using prioritisation
matrix plus cross referencing with strategic
priorities, national guidance and
consultation with Health Voice and GP
representatives
Detailed PIDs to be completed for all the
prioritised projects using standard
documentation
To include overarching strategic planning
priorities, commissioning intention
statements, project overviews, financial
planning assumptions, monitoring
arrangements and outcome framework
(Plan on a page, annual plan)

Project
planning
Develop annual
planning
documentation
(operational
plan)
Operating
Framework
released
Submission of
CCG financial
plan
CQUINs
Developed
Quality
Schedule
Provider
Contracts
Project
Initiation
Project
Monitoring
Quality and
Performance

Locality
Health Voice

Governing
Body
Development of CQUIN complementing
Commissioning Intentions and Strategic
priorities
Final submission

To include development of specifications and
business cases where appropriate. Coordinated by PMO
Monitoring of Commissioning Intention
related projects
Monitoring of strategic quality and
performance

13.10.15
25.11.15

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

Mid Oct

TBC

Final sign off in May

TBC

Governing
body
TBC

Jul

TBC
End Mar

Apr
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Implementation Plan 2015-16 Quarter One Update
Report: Progress against our Plan on a Page
2015-16

Purpose of paper
A paper outlining the proposed Implementation Plan for 2015-16 was presented at the April
2015 Governing Body. This paper provides an update of performance as at the end of
Quarter One 2015-16.

Key points
 Since the submission of the 2015-16 Plan on a Page, the format of the Plan on a Page
has been revised to include an additional Programme. Therefore the CCG is now working
towards the delivery of five key Programmes as opposed to four as indicated in the last
report. These include:
1. Integrated Care
2. Specialist and Direct Care
3. Systems Resilience (the additional Programme now added)
4. Continuous Quality Improvement
5. Duty of Care
 It should be noted that the Projects that sit within the Plan on a Page have not changed
and that work has been reallocated accordingly.
 A revised illustration of the Plan on a Page is included within this report to reflect the
above changes.
 Further progress to note includes the establishment of a dedicated CCG Programme
Management Group (PMG) which is to be chaired by the CCG Director of Finance. The
group met for its inaugural meeting on 02 June 2015.
 The CCG PMG has set itself responsibility for the oversight of the development and
delivery of the five Programmes listed on the 2015/16 Plan on a Page and has been
established to support delivery and monitor progress of the Programmes/Projects and to
ensure all interdependences are explored in full.
 The CCG PMG is responsible for the oversight of the development and delivery of the five
Programmes listed on the 2015/16 Plan on a Page and has been established to support
delivery and monitor progress of the Programmes/Projects and to ensure all
interdependencies are explored in full.
 The CCG PMG will monitor progress against the Plan on an ongoing basis and will also
hold the Programme leads to account on the status of individual Projects including
performance against key performance indicators (where appropriate), delivery against
key milestones, areas of underperformance and mitigating actions.
 Each Programme has been assigned a designated lead who will be accountable
(although not directly responsible) for delivery of underpinning Projects. Conversely each
Project has a designated lead, responsible for the delivery of a particular Project.
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 Having the CCG PMG in place aims to provide the Governing Body with assurance that
the CCG remains on track to deliver on its intentions and plans. It will also allow Quarterly
updates on progress to the Governing Body to be provided.

The Governing Body is asked to:
Approve

Ratify
Endorse

Decide
Note for information



Benefits / value to our population / communities
The CCG’s plans for 2015/16 support the delivery of the 2014/15-2018/19 Five Year
Strategic plan, Eastern Cheshire Caring Together Programme, Cheshire East Joint Strategic
Needs Assessment and Cheshire East Health and Wellbeing strategy. Implementation of the
2015-16 plans will result in:
 securing additional years of life for the people of Eastern Cheshire with treatable mental
and physical health conditions
 improving the health-related quality of life of the people with one or more long term
conditions, including mental health conditions
 reducing the amount of time people spend avoidably in hospital through better and more
integrated care in the community, outside hospital
 increasing the proportion of older people living independently at home following discharge
from hospital
 increasing the number of people having a positive experience of hospital care
 increasing the number of people with mental and physical health conditions having a
positive experience of care outside hospital, in general practice and in the community
 making significant progress towards eliminating avoidable deaths in local hospitals
caused by problems in care.

Report Author
Hadleigh Stollar

Contributors
Fleur Blakeman

Senior Programme Manager

Director of Strategy and Transformation

Date of report

21 July 2015

Location of paper on CCG www.easterncheshireccg.nhs.uk/GoverningBody/29-july-2015.htm
Website
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Implementation Plan Quarter One Update Report: Progress
against our Plan on a Page 2015-16
1.

Executive Summary

1.1

NHS Eastern Cheshire Clinical Commissioning Group (CCG) recognises the need to
improve the health and wellbeing of the local population. Our Five Year Strategic Plan
2014/15 – 2018/191 sets out how the CCG intends to do this.

1.2

A paper outlining the proposed Implementation Plan for 2015-16 was presented at the
April 2015 Governing Body.2 2015-16 is year two of the Five Year Strategic Plan and
this paper outlines the status of each respective Programme as laid out in our revised
2015-16 Plan on a Page (Appendix A), which supports the delivery of the (now) five
key Programmes of work that the CCG has identified internally.

1.3

Our plan for 2015-16 has been refined in partnership with our key stakeholders
including service users and the public.

1.4

Our plan for 2015-16 also supports the delivery of the Cheshire East Joint Strategic
Needs Assessment, Cheshire East Health and Wellbeing strategy, the Eastern
Cheshire Caring Together programme and other key national and local priorities.

1.5

Through the establishment of a dedicated Programme Management Group, the CCG
will now formally be able to monitor and report on progress of the plan on a regular
basis to ensure we remain on track to deliver our intentions and plans.

1.6

The purpose of this paper is to present to the Governing Body with the first Quarterly
update and aims to share milestones achieved to date and identifies areas for
continued development.

2.

Recommendation(s)

2.1

The Governing Body is asked to:
 Note the format of the CCG Year Two (2015-16) Implementation Plan ‘Plan on a
Page’ which has been revised to include five key programmes of work
 Note progress made against our plans, including the current status of Projects
presented.

3.

Reasons for recommendation(s)

3.1

To provide assurance to the Governing Body that the CCG plans are aligned to and
will support the delivery of national and local priorities, and to gain Governing Body
approval for the CCG’s plans for 2015/16.

1

http://www.easterncheshireccg.nhs.uk/downloads/publications/Strategies/NHSECCCG5YearStrategicPlan.pdf
http://www.easterncheshireccg.nhs.uk/Downloads/Governing-Body/Meetings/29%20April%202015/3.2%20%20Implementation%20Plan%20201516.pdf
2
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3.2

To provide assurance to the Governing Body that the CCG remains on track to deliver
on its intentions and plans.

4.

Peer Group Area / Town Area Affected

4.1

All localities.

5.

Population affected

5.1

All of the population of Eastern Cheshire.

6.

Context

6.1

CCGs are required to produce, submit to NHS England and make public an annual
plan setting out its commissioning priorities and plans for the year ahead. The CCGs
Year Two Implementation Plan (2015-16) is this annual plan and it will be delivered
through five core Programmes of work, each underpinned by a number of Projects,
progress of which are reported against within this paper.

6.2

The need to support delivery of the CCG Five Year Strategic plan 2014/15-2018/19,
Eastern Cheshire Caring Together Programme, Cheshire East Joint Strategic Needs
Assessment and Cheshire East Health and Wellbeing strategy.

7.

Finance

7.1

Our Year Two (2015-16) Implementation Plan ‘Plan on a Page’ will support the
delivery of our Quality, Innovation, Prevention and Productivity plans which require us
to deliver £5.5m savings (£2.5m recurrent, £3m non-recurrent) in 2015/16.

8.

Quality and Patient Experience

8.1

The plans for 2015-16 support the delivery of the CCG Quality and Patient Experience
Commitments.

9.

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

9.1

A proposal was made at the inaugural CCG Programme Management Group meeting
to open up the membership of the group to include a member of Healthwatch
Cheshire East. It was agreed that this would be further explored in September 2015 in
order to allow the group to develop its way of working but it noted the importance of
this external scrutiny.

10.

Equality

10.1

The plans for 2015-16 support the delivery of the CCG Equality Commitments.

11.

Legal

11.1

The plans for 2015-16 support the delivery of the CCG Statutory Duties.
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12.

Communication

12.1

Once approved, the refreshed Year Two (2015-16) Implementation Plan ‘Plan on a
Page’ will be published on the CCG website and included in the 2015-16 CCG
Prospectus.

13.

Background and Options

13.1

Further detail is contained within the report (Appendix One).

14.

Access to further information

14.1

For further information relating to this report contact:

Name
Designation
Telephone
Email

15.

Hadleigh Stollar
Senior Programme Manager
01625 663 783
hadleighstollar@nhs.net

Appendices

Appendix One Implementation Plan 2015-16 Quarter One Update Report
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Governance and Reporting
Prior Committee Approval / Link to other Committees
n/a

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


Mental Health & Alcohol





Other

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



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



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



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





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

Finance
Equality

Quality & Patient Experience
Legal

Staff / Workforce






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

Working Together
Quality

Investing Responsibly





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


Respect and dignity
Improving lives


Commitment to quality of care
Everyone counts
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1.

Introduction

1.1

NHS Eastern Cheshire Clinical Commissioning Group (CCG) recognises the need to improve
the health and wellbeing of the local population.

1.2

Our Five Year Strategic Plan 2014/19 sets out how the CCG intends to do this. 2015/16 is
year two of the five year Plan and this paper outlines progress being made to support the
delivery of the five key Programmes of work CCG has identified internally and which also
support the strategic direction of travel of the health and social care economy as a whole.

1.3

Our plan for 2015/16 was developed in partnership with our key stakeholders including service
users and the public. Our plan for 2015/16 supports the delivery of the Joint Strategic Needs
Assessment, Health and Wellbeing strategy, the Caring Together Programme and key
national and local priorities.

1.4

We made a commitment at the April 2015 Governing Body to provide quarterly updates in
performances against the 2015/16 Plan on a Page. This serves as the first of such reports and
it aims to share milestones achieved to date and identifies areas for continued development.

2.

System Vision

2.1

The CCG recognises the need to improve the health and wellbeing of the local population. A
high level summary of our Five Year Strategic Plan 2014/19 (refreshed March 2015) is
outlined in Figure One.

2.2

Figure One: NHS Eastern Cheshire Clinical Commissioning Group Five Year Strategic Plan
2014/15 – 2018/19 ‘Plan on a page’ – refreshed April 2015
Eastern Cheshire health economy is a system comprised of partners from across Eastern Cheshire who have come
together to agree, refine and implement the Caring Together Programme over the next five years.
Our shared vision is to join up care, improve outcomes and our citizens’ experience of care whilst responding to
increasing clinical and financial sustainability challenges within an environment of one of the fastest ageing
populations in England.
To make affordable high value health services available to all to improve the health and wellbeing of our population.
Delivered through:
System
Ambition One
Increase the
number of people
having a positive
experience of
care

System
Ambition Two
Reduce the
inequalities in
health and social
care across
Eastern Cheshire



Learning the lessons from the feedback from service users, carers
and staff.



Giving people greater control over their care and the associated
resources assigned to meeting their heath goals.



All those individuals with a long term condition will have a
personalised care plan containing details of their agreed care
outcomes and how they will be supported to achieve these.



All individuals within Eastern Cheshire will have access to their
Integrated Digital Care Record.

Overseen by the
following
governance
arrangements:


NHS Eastern
Cheshire
Clinical
Commissioning
Group



Cheshire East
Health and
Wellbeing
Board



Caring Together
Leadership
Forum

Delivered through:
 Using the Joint Strategic Needs Assessment and the Health and
Wellbeing Strategy to align resources more closely to meeting the
needs of our population.
 Using the latest tools and techniques identify those individuals most at
risk and ensuring they have a designated care coordinator to ensure
they receive the help and support they need.
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System
Ambition Three
Ensure our
citizens access
care to the
highest standards
and are protected
from avoidable
harm

Delivered through:
 Defining for our providers the evidence based standards of care and
specifying the outcomes we want to achieve.



 Undertaking specific service reviews to determine whether they meet
best practice standards and act on the review findings.

Measured using the
following success
criteria

 Learning the lessons when things don’t go to plan to avoid the same
mistakes happening again.
 Encouraging our staff, service users and carers to speak out when
they have concerns.
Delivered through:

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

 Greater integration of health
and social care services and better coordination of care so that people
don’t have to repeat their history and there is more continuity of care
and care is better tailored to meeting their needs.

System
Ambition Five
Increase the
proportion of older
people living
independently at
home and who
feel supported to
manage their
condition

Delivered through:

System
Ambition Six
Improve the
health-related
quality of life of
people with one
or more long term
conditions,
including, mental
health conditions
System
Ambition Seven
Secure additional
years of life for
the people of
Eastern Cheshire
with treatable
mental and
physical health
conditions

 Person centred care planning, care provided closer to home and
designing services to be more flexible to meet the changing needs of
individuals.
 Implementing an integrated health and social care record.
 Proactive case management of those individuals living with one or
more long term conditions so that they can avoid being admitted to
hospital unless absolutely necessary and they remain as fit and well as
possible for as long as possible.

 Implementation of assistive technology to help individuals manage
their long term conditions themselves.
 Ensuring equal emphasis is placed on mental and physical health in
the planning and delivery of health services to improve their quality of
life and help avoid premature death.

Cheshire
Pioneer Panel

 Compliance
against the
emerging
Caring Together
and Healthier
Together care
standards and
outcomes
framework
 Delivery of the
improvement
metrics for each
ECCCG
ambition (Two
Year
Operational
plan) and
Caring Together
ambitions
 All
organisations
within the health
economy report
a financial
surplus in
2018/19
 NHS
Constitution

Delivered through:
 Improving access to routine screening and improving uptake of
immunisations, particularly for those individuals with a learning
disability after routine screening and also add after ‘immunisations’ to
help those most at risk avoiding becoming unwell with preventable
illnesses.

 ECCCG Quality
Premium
metrics

 Improving access to mental health services by reducing waiting times
for initial assessment and treatment.
 Improving outcomes for those individuals suffering a mental illness to
improve their quality of life and help avoid premature death.
Delivered through:
 Improved access to services to ensure early diagnosis and treatment
to optimise treatment and recovery.
 Proactive case management so that health and social care
professionals act on the early signs of changes in people’s health and
wellbeing.
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2.3

The CCG Plan on a Page for 2015/16 (Figure Two) is illustrated again for information on the key Programmes of work and associated
Projects for 2015/16 to be reported against, year two of the Five Year Strategic Plan 2014/19

2.4

Figure Two: Eastern Cheshire CCG 2015/16 Plan on a Page
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3.

Monitoring and Reporting

3.1

Since the submission of the 2015/16 Plan on a Page, a dedicated CCG Programme
Management Group (PMG) has been established, chaired by the CCG Director of Finance,
and has met for its inaugural meeting in June 2015.

3.2

The CCG PMG is responsible for the oversight of the development and delivery of the five
Programmes listed on the 2015/16 Plan on a Page and has been established to support
delivery and monitor progress of the Programmes/Projects and to ensure all
interdependencies are explored in full.

3.3

The Group shall operate within its Terms of Reference, which directly reports to the Eastern
Cheshire CCG Governing Body, via the Executive Team, as illustrated in Figure Three below.

3.4

Figure Three: Eastern Cheshire CCG Governance and Delivery structure

3.5

The Programme Management Group will monitor progress against the 2015/16 Plan on a
Page an ongoing basis and will also hold the Programme Leads to account on the status of
individual Projects including performance against Key Performance Indicators (where
appropriate), delivery against key milestones, areas of underperformance and mitigating
actions.

3.6

Each Programme has been assigned a designated lead who will be accountable (although not
directly responsible) for delivery of underpinning Projects. Conversely each Project has a
designated lead, responsible for the delivery of a particular Project.

3.7

Performance against Project milestones and outcome framework indicators will be monitored
as appropriate through the Programme Management Group.

3.8

The Programme Management Group is chaired by the CCG’s Director of Finance.
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4.

Integrated Care – Progress to date against our 2015/16 Plans
Integrated Care Programme

Total number of integrated care
Projects
Completed Projects
Projects in Delivery
Projects Under Analysis
Projects on Hold
Pipeline Projects

INITIATIVE / PROJECT

OVERALL RAG
STATUS OF
PROJECT

10
0
9
0
0
1

MILESTONES
ON TARGET
(RAG STATUS)

RISK
STATUS
(RAG
RATING)

PROJECT
PLAN IN
PLACE

ADDITIONAL COMMENTS ON PROGRESS MADE IN THIS REPORTING PERIOD

 Standards and outcomes in Commissioning specification were considered by
the Caring Together Care Professionals Group on 02 June 2015. The group
were assured that the standards and outcomes for Community Based Coordinated Care contribute to the delivery of the Caring Together Integrated
Care Framework.

Community Based
Coordinated Care

 Provider sub-group continuing to develop the Operating Model, including the
design of the model, identification of staff and enabling resources and their
alignment to the Hubs and Integrated Community Teams. Model presented to
the Caring Together Provider Forum on 10 June 2015 who approved the work
to date and asked for regular progress reports.
 Workshop with practitioners/ stakeholders took place on 09 July 2015 to share
the model, identify gaps, further develop implementation plan and empower
practitioners to deliver where relevant.
 Commissioner sub-group finalising the outcomes based specification. This
requires approval by the Caring Together Programme Management Group and
the development of a business case for the expected additional resources to
support the transformation of existing community services to the new model
and on-going service capacity.
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INITIATIVE / PROJECT

OVERALL RAG
STATUS OF
PROJECT

MILESTONES
ON TARGET
(RAG STATUS)

RISK
STATUS
(RAG
RATING)

PROJECT
PLAN IN
PLACE

ADDITIONAL COMMENTS ON PROGRESS MADE IN THIS REPORTING PERIOD

 Background: Commissioning of life course diabetes care for adults from pre
diabetes/weight and life style management to complex diabetes care (including
Type 1 and Type 2).
 Informal meetings have taken place with mid Cheshire NHS Trust and East
Cheshire NHS Trust to brief colleagues on plans for Integrated Diabetes Care
in Eastern Cheshire.
Integrated Diabetes Care

 An initial co-design workshop has been scheduled for 28 July 2015 to review
examples of best practice (nationally and internationally) and select best fit for
the population of Eastern Cheshire this workshop will include members of the
public with Type 1 and Type 2 diabetes, Carers as well as health and social
care professionals.
 Following this workshop, a project team will be identified and work will
continue on co-designing the commissioning specification.
 Project Manager - David Sellers Appointed in May 2015 for Eastern Cheshire
CCG and East Cheshire NHS Trust. A Benefits Manager to cover the whole of
Cheshire is being appointed by the Cheshire East Council. As an interim
measure David Sellers Project Manager has started working with General
Practice and A&E to document benefits and costs.

Cheshire Care Record

 Eastern Cheshire Project Manager has completed Project Initiation
Documentation. Project Managers meet monthly and an action log is
reviewed at each meeting. The first Governance and Clinical Design Authority
Meeting were held in June. Eastern Cheshire patient representative Patrick
Heywood who also is a member of the Caring Together ICT Group has agreed
to be a member of the CCR Governance Workstream. East Cheshire
Technical Manager has begun sending test data to Graphnet. Clinical Design
Authority is reviewing the GP clinical data set and Dr Ian Hulme GP Lead for
Eastern Cheshire is a member of this group ensuring that the data represents
what is important data for East Cheshire.
 The GP Data Sharing Agreement is being sent out in July to all GP practice
managers, Cheshire East Council is working on process for gaining citizen
consent to share social care records.
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INITIATIVE / PROJECT

OVERALL RAG
STATUS OF
PROJECT

MILESTONES
ON TARGET
(RAG STATUS)

RISK
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(RAG
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PROJECT
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PLACE

ADDITIONAL COMMENTS ON PROGRESS MADE IN THIS REPORTING PERIOD

 Communication and Engagement plan have included Health Voice and Health
Watch presentations, Eastern Cheshire CCG Locality Meetings, 2 peer group
multidisciplinary team meetings (MDT), the other 3 peer group MDT are being
arranged and a demonstration of the tool is being arranged over lunch times at
New Alderley House for Eastern Cheshire Staff.

Risk Stratification Tool

I P Networking
Infrastructure - Link the
ECCCG PSN Network to
Cheshire East

 The Risk Stratification business case was approved for progression by Eastern
Cheshire CCG and following this a technical and clinical specification has
been developed. This specification is due to be presented for recommendation
at the July 2015 Caring Together Programme Management Group for
recommendation and final sign-off to the CCG Governing Body.

 Project not due to commence until October 2015.

MPLS:

I P Networking
Infrastructure
MPLS - PSN Network







MPLS requirements sent to BT – awaiting confirmation of costs
ICT site surveys of Practice network infrastructure complete
KO meeting with CCG
Weekly conference calls arranged with CCG
Project governance/reporting agreed with CCG

Wireless:
 New network switches installed at all sites to facilitate wireless access points
(completed last year)
 Procurement process for wireless hardware complete
 Wireless controller ordered & delivered
 110 x wireless access points ordered and delivered

I P Networking
Infrastructure
Server Replacement
Programme

 No progress to report to date. Project proposal is overdue as a result of reorganisation of ICT service to the CCG; however we remain confident that this
will still be delivered by the expected end date of May 2016.
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INITIATIVE / PROJECT

OVERALL RAG
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PROJECT
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(RAG
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ADDITIONAL COMMENTS ON PROGRESS MADE IN THIS REPORTING PERIOD

 Empowerment has been adopted as one of the five Pioneer work streams for
Connecting Care/Caring Together across Cheshire.
 Public Health (Cheshire East Council) presented a paper at the May 2015
Caring Together Programme Management Group meeting which identified four
potential Projects to move the Empowerment Workstream forward in the short
term:
Support Empowerment of
our people through
improved information,
communication and selfmanagement techniques

1.

Information Advice and Guidance,

2.

Patient Activation,

3.

Community Navigators and

4.

Community Commissioning

 These were supported in principle. These Projects have been developed in
more detail. In addition development of a fifth Project: Making Every Contact
Count has started.
 An inaugural meeting of a Pioneer Empowerment group was held on 30 June
2015. The agenda for this meeting was to discuss how best to move forward
with Empowerment across the Cheshire footprint.
 Further updates to be provided in the next report.

Undertake a review of
General Practice with a
view to developing
sustainable services as a
basis for future
transformation

 Eastern Cheshire CCG, working in collaboration with NHS England (NHSE), is
undertaking a review of General Practice. The purpose of the review is to gain
a better understanding of the services being provided above the core General
Practice services. The Commissioners (NHSE/Eastern Cheshire CCG) will
develop a transparent and fair commissioning approach and will work with the
practices to develop a new specification for additional services that is
defensible to the public, reduces variation in services and improves patient
outcomes and patient experience. Throughout the review we are seeking
stability of service provision.
 The review will build on the work completed in the initial phase of the Caring
Together Programme (June 2014).
 GP and Practice Manager support for the Project is Dr Mike Clark and Angela
Wales.
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INITIATIVE / PROJECT

OVERALL RAG
STATUS OF
PROJECT
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ADDITIONAL COMMENTS ON PROGRESS MADE IN THIS REPORTING PERIOD

 24 June2015 - third Task and Finish group meeting reviewed the financial
information from NHS England and received the first version of the draft
Caring Together Contract. Chapter leads came forward from the group to
review the chapters for inclusion into the contract.
 The next event for all practices to review the work of the Task and Finish
group is planned for the afternoon of the 08 July 2015.
Development of services
in the community to
support care and
treatment closer to home,
including testing for Deep
Vein Thrombosis (DVT,
Pneumonia and Home
Intravenous Therapy
Services

European Project
Sustainable Technology
for Older People - Get
Organised (STOPandGO)

 Project scope completed.
 Review of current Ambulatory Care Unit underway.

 More than 170 people attended an event staged by NHS Eastern Cheshire
CCG and partners at Alderley Park Conference Centre on Friday 12 June
2015 to shape how telehealth is used to help people with long-term conditions,
with a focus on diabetes care. The conference brought together local people
with healthcare commissioners and providers, technology firms and telehealth
innovators. Findings will be used by the CCG and its partners to decide how
technology is bought and implemented to help people live independently at
home.
 Work is now underway to formalise our commissioning plans in order to deliver
STOPandGO which will include a formal procurement process and the
publication of a Prior Identification Notice to inform the market of our
commissioning intentions.
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5.

Specialist and Direct Care Services – Progress to date against our
2015/16 Plans
Specialist and Direct Care Services

Total number of specialist and
direct care services Projects
Completed Projects
Projects in Delivery
Projects Under Analysis
Projects on Hold
Pipeline Projects

INITIATIVE / PROJECT

OVERALL RAG
STATUS OF
PROJECT

3
0
2
0
0
1
MILESTONES
ON TARGET
(RAG STATUS)

RISK
STATUS
(RAG
RATING)

PROJECT
PLAN IN
PLACE

ADDITIONAL COMMENTS ON PROGRESS MADE IN THIS REPORTING PERIOD

Maternity and Obstetric
Services

 Project is solely a watching brief of the national review. Background work has
been undertaken.

Completed a review of
children's services to
determine whether they
meet best practice
standards

 Project is not to be activated until Quarter 3 and so there is no progress to
report.

Participate in relevant
transformation
programmes to ensure
equity of access to high
quality services in
neighbouring health and
social care economies

N/A

N/A

N/A

 This is not a specific Project (more of a watching brief) however updates to be
provided to the Governing Body via the Strategy and Transformation Director
as and when appropriate.
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6.

System Resilience Programme – Progress to date against our 2015/16
Plans
System Resilience Programme

Total number of system resilience
Projects
Completed Projects
Projects in Delivery
Projects Under Analysis
Projects on Hold
Pipeline Projects
INITIATIVE / PROJECT

Improve mental health
services with a focus on
improving our response to
those in crisis, access to
primary mental health
services and improving
physical health
To ensure system
resilience; develop
services that can
response to and
accommodate peaks in
demand and make
progress towards services
being available 7 days a
week, including providing
rapid response when
required, and
rehabilitation following a
stroke

OVERALL RAG
STATUS OF
PROJECT

4
0
4
0
0
0
MILESTONES
ON TARGET
(RAG STATUS)

RISK
STATUS
(RAG
RATING)

PROJECT
PLAN IN
PLACE

ADDITIONAL COMMENTS ON PROGRESS MADE IN THIS REPORTING PERIOD

 Key activity for this period has centred around the continued mental health
strategic review, which will form the basis of the forthcoming mental health
strategy development and potential to redesign mental health services within
eastern Cheshire (in line with the outcome and learning from the forthcoming
mental health Joint Strategic Needs Assessment).


The forward plan and proposed mental health activity moving forwards from
July 2015 until and beyond July 2017 is due to be tabled to the CCG
Executive Team in July 2015 for approval.

 A detailed service specification and partial business case has been developed.
A number of discussions are now underway to determine the social
care/reablement element of the integrated service, funding streams and cost
benefits to the health economy. There is also an opportunity to work outside
the traditional 'Tariff based' commissioning model and move to a pathway
model which focusses on the achievement of outcome.
 Slippage has occurred on the implementation of the SRG deliverables of the
Project; however plans are now in place to address this and to move the
Project forward.
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INITIATIVE / PROJECT

Implementation of the
newly procured 111
services

Short Term Assessment
Intervention Reablement
and Recovery (STAIRRS)

OVERALL RAG
STATUS OF
PROJECT

MILESTONES
ON TARGET
(RAG STATUS)

RISK
STATUS
(RAG
RATING)

PROJECT
PLAN IN
PLACE

ADDITIONAL COMMENTS ON PROGRESS MADE IN THIS REPORTING PERIOD

 Project on track as per the plan and progress to be reported by exception.
 The draft Community Based Co-ordinated Care Outcome Based
Commissioning Specification and Provider Operating Model (which
incorporates STAIRRS) is to be presented to the Caring Together Programme
Management Group in July 2015 for recommendation and final sign-off to the
Caring Together Leadership Forum and CCG Governing Body.
 A design group has been established to enable commissioners and providers
to work together to take forward the design principles agreed in the Project
mandate. the service delivery will focus on achieving patient outcomes and
caring together quality standards.
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7.

Continuous Quality Improvement Programme – Progress to date
against our 2015/16 Plans
Continuous Quality Improvement Programme

Total number of continuous quality
improvement Projects
Completed Projects
Projects in Delivery
Projects Under Analysis
Projects on Hold
Pipeline Projects

INITIATIVE / PROJECT

OVERALL RAG
STATUS OF
PROJECT

8
0
8
0
0
0
MILESTONES
ON TARGET
(RAG STATUS)

RISK
STATUS
(RAG
RATING)

PROJECT
PLAN IN
PLACE

ADDITIONAL COMMENTS ON PROGRESS MADE IN THIS REPORTING PERIOD

Improve appropriate
access to Ambulance and
Transport

 Progress delayed as deep dive meeting cancelled on two occasions - now set
for the 15 July 2015.

Introduce new standards
to improve outcomes for
patients with sepsis

 Reporting dates have been established and there is currently work being
undertaken to establish the baseline for both parts of the CQUIN
(administration and anti-biotic sections). Meetings have been held with the
Critical care Nurse lead for the Project and the A&E consultant to discuss
delivery and Quarter One reports.

Introduce new standards
to improve outcomes for
patients Acute Kidney
injury

 The CCG is still awaiting the first results of Quarter One for progress of the
CQUIN from the Trust. Projects leads have been identified and a working
relationship has been established and methodology has been agreed for this
CQUIN. Establish a MDT steering group for AKI. Create discharge summary
which must include four key items as per NICE Guidance. Patient discharge
summary must include four key items:
1.

Stage of AKI (key aspect of AKI diagnosis).

2.

Evidence of medicines review having been undertaken (key aspect of AKI
treatment).
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INITIATIVE / PROJECT

OVERALL RAG
STATUS OF
PROJECT

MILESTONES
ON TARGET
(RAG STATUS)

RISK
STATUS
(RAG
RATING)

PROJECT
PLAN IN
PLACE

ADDITIONAL COMMENTS ON PROGRESS MADE IN THIS REPORTING PERIOD

3.

Type of blood tests required on discharge for monitoring (key aspect of
post discharge care).

4.

Frequency of blood tests required on discharge for monitoring (key aspect
of post discharge care).

 Practices have been advised of the targets for primary care prescribing; and
Dr. Graham Duce has arranged a training session to be held on 07 July 2015.
 Audit work is underway in identified practices.

Continuous Improvement
work to improve antibiotic
prescribing

 Links have been made with the microbiology team and the Antibiotic
Stewardship group at ECT. Practices have received copies of the
Management of Infections in primary care guidance.


East Cheshire Trust has completed the data validation exercise.

 CMCSU are working on making ‘treating your infection’ leaflet available in
practices via practice clinical systems (e.g. EMIS). Communication plan in
development across Cheshire CCGs. Prescribing data show that 14 practices
are below the CCG target for the volume of prescribing indicator, and 20
practices are below the CCG target for broad spectrum antibiotic prescribing.

Ensure our population can
access best practice
cancer care



GP and practice nurse education focused on early detection of cancer.



Information circulated to Primary Care, pharmacies, etc. for National “Be Clear
on Cancer” campaign starting in July.



Working with ECT to ensure capacity for Be Clear on Cancer Campaign.



Cancer Peer Review assessments.



Cancer services directory started.



Cancer Strategy started.



Advice sought from National Cancer Team on dermatology model and
compliance for skin cancer.
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INITIATIVE / PROJECT

OVERALL RAG
STATUS OF
PROJECT

MILESTONES
ON TARGET
(RAG STATUS)

RISK
STATUS
(RAG
RATING)

PROJECT
PLAN IN
PLACE

ADDITIONAL COMMENTS ON PROGRESS MADE IN THIS REPORTING PERIOD

Ophthalmology:

Improve elective
pathways to provide
better access to services
including Ophthalmology,
Dermatology, and
Endoscopy whilst
managing the provider
market and reducing
variation in referral
practice across our
population

Specification developed and AQP process commenced and is currently in the
evaluation stage. Service expected to be mobilised in mid-August 2015.

Optometry
Two key projects:
1. Glaucoma - Service is operational as of the 1st April 2015
2. Cataract – CCG working with the LOC/Secondary care to implement.
Currently looking at the governance issues. Implementation dates to be
confirmed.
Dermatology:


Service specification commenced.

Endoscopy:

Continuing Healthcare:
Funded nursing, Care
Complex Care Integrated
Personal Commissioning
Personal Budgets



Initial discussions commenced with Dr Mike Clark (Clinical Lead).



Recruitment underway for key posts.



Design and visioning days completed.



Discussions taken place to join resources and progress PHB agenda in
partnership with IPC, LD and MH Programmes.



Work underway to develop robust integrated working arrangements within LD
and MH agenda.



Scoping of Broadcare issues completed and escalated to CSU for action.
Initial management plan has been agreed and lack of progress escalated.



Work underway to develop cross Cheshire/Wirral paper around community
equipment.



Further work to develop a process for carrying out FNC reviews within nursing
homes has been developed.
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INITIATIVE / PROJECT

Support care homes with
nursing to raise quality
standard and Domiciliary
Care - Assurance of
Standards

OVERALL RAG
STATUS OF
PROJECT

MILESTONES
ON TARGET
(RAG STATUS)

RISK
STATUS
(RAG
RATING)

PROJECT
PLAN IN
PLACE

ADDITIONAL COMMENTS ON PROGRESS MADE IN THIS REPORTING PERIOD



Scoping document completed, Small scale research undertaken with
innovative providers. Agile working/IT workshops taken place. Business
requirements document drawn up to commission CSU for solution to support
agile working.



Interim support been commissioned to support the development of the
performance function, use of Broadcare and agile working business case.



Weekly meetings with finance sub group core members have been underway.



Development of OD scoping has been completed and initial meeting taken
place. Scoping document to follow to help shape commissioning of OD plan
and training and development plan.



Development of a framework to measure quality in care - A draft policy is in
development detailing the framework, RAG rating system and escalation
processes, currently in place. In addition, consultation is taking place re. A
draft Care home Closure Policy. Newly revised joint quality and contract
monitoring paperwork has been created, incorporating the '6 C's' and is being
piloted within Eastern Cheshire.



Implementation of a shared Health and Social Care web based system - This
is currently on hold. Funding was unavailable during 2014/15. A Business
Case will be developed with colleagues.



Expansion of Nursing Team with QA role - A paper to be presented to the
ECCCG Executive Committee.



Implementation of a Care Home Collaborative - "Hear to Care" is a small scale
project, which is being designed, with NHS Action of Hearing Loss, local
HealthVoice, and the Deafness Support Network, to enhance the care of
residents with hearing loss in a Care Home with nursing setting.
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8.

Duty of Care Programme – Progress to date against our 2015/16 Plans
Duty of Care Programme

Total number of duty of care
Projects
Completed Projects
Projects in Delivery
Projects Under Analysis
Projects on Hold
Pipeline Projects

INITIATIVE / PROJECT

Improve Learning
Disability Services
Learning Disabilities,
Neuro development
pathways, SEND

Develop processes to
ensure maximum learning
from patient and
professional experiences
of services

OVERALL RAG
STATUS OF
PROJECT

3
0
3
0
0
0
MILESTONES
ON TARGET
(RAG STATUS)

RISK
STATUS
(RAG
RATING)

PROJECT
PLAN IN
PLACE

ADDITIONAL COMMENTS ON PROGRESS MADE IN THIS REPORTING PERIOD



Development of the Business Case for Neurodevelopmental Pathways
(Autism and Attention Deficit Hyperactive Disorder).



Due to go to Governing Body July 2015.



Terms of reference for the SUI and Complaints & Concerns Sub Group have
been approved by the sub-groups and are awaiting Clinical Quality and
Performance Ratification at the July meeting (Project Plan Item: 2.2).



Performance standards have been agreed for all areas of work and are
embedded within the team member’s individual PDR objectives. The
objectives and any learning needs will also be discussed during the scheduled
monthly 1:1s that take place with the team members (Project Plan Items: 5.1
& 5.2).



Following a meeting with Cheshire & Wirral CCG colleagues on 27 May 2015
the CCG's standard operating procedure for SUI management was reviewed
and agreed to form the basis of a regional policy for SUI management across
the regions of Cheshire and Wirral. The Project Lead has completed a first
draft of the regional policy which was discussed on 1 July 2015. The Project
lead is in the process of preparing a final draft which will seek to be adopted
amongst all CCG's in the locality (Project Plan Item: 2.4).
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INITIATIVE / PROJECT

Joint Implementation of
the Carer Strategy with
Cheshire East Council

OVERALL RAG
STATUS OF
PROJECT

MILESTONES
ON TARGET
(RAG STATUS)

RISK
STATUS
(RAG
RATING)

PROJECT
PLAN IN
PLACE

ADDITIONAL COMMENTS ON PROGRESS MADE IN THIS REPORTING PERIOD



The Project lead has worked with the Corporate Director to review the likely
resources required to bring PALs and Subject Access Requests in-house, with
it looking as though these services will transfer from September 2015 (Project
Plan Item: 7).



RAG rated reporting of the SUI workload has been developed and is shared
on a monthly basis with the providers and SUI sub group (Project Plan Item:
8.1).



The complaints, concerns & compliments team attended the Practice Manager
meeting on 9 June 2015 to introduce the team, summarise our work and share
our ethos (Project Plan Item: 9.2).



There is some slippage on original timescales due to further work required
following feedback from the ECCCG Governing Body.



Carer engagement events taken place.



First draft written along with an implementation plan with clear priorities.



Carers identified to include real life stories into the strategy and to follow the
effect the new Carers Strategy will have on their lives.



Jacki Wilkes confirmed as the Lead on Carers for the three organisations ECCCG, East Cheshire Council and South Cheshire CCG at this time.



All bids received for funding with regards to delivering Carer Breaks have
been scored.
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Progress Report Key:
RED

The timeline/cost/scope are at Some slippage and the Project has missed key milestones and it is unlikely that the Project will be delivered within the
risk.
agreed timescales and or budget.

AMBER

The timeline/cost/scope may
be at risk.

Some slippage and key milestones likely to be unmet, but this is being managed and it is likely that the Project can still be
delivered within the agreed timescales and or budget. Mitigating actions are in place.

GREEN

The timeline/cost/scope are
within plan.

No slippage and on schedule to deliver within agreed timescales. Project is on time and within Budget.

BLUE

N/A

Project is closed/completed
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