MEETING of the GOVERNING BODY
held in public
Wednesday 29 November 2017 at 9.00am
Boardroom 1, New Alderley House
Chair: Dr Paul Bowen

AGENDA
8.45 ARRIVAL - tea and coffee available
Time
9.00

Agenda
Title / Description
No.

1.

PRELIMINARY BUSINESS

1.1

Welcome
&
apologies
for
absence
Declaration of any interests
relevant to the agenda items
Notes from previous meeting
held in public – 27 October 2017
Public Speaking Time
Chief Officer Report

1.2
1.3
9.05
9.15
9.30

9.50
10.25

1.4
1.5

2.

STANDING ITEMS

2.1

Financial Performance Report
Month 7 as at 31 October 2017
QIPP
(Quality
Innovation
Prevention
&
Productivity)
Update
Governing
Body
Assurance
Framework
Deep Dive Item: GBAF316:
Redesign of Adult Mental Health
Services will be covered under
Agenda item 5.4

2.2

2.3
2.4

10.35

3.
3.1
3.2
3.3

Speaker

Delivery &
Decision

Dr Paul Bowen

Verbal

Dr Paul Bowen

Verbal

Dr Paul Bowen

Paper attached
For approval

Matthew
Cunningham

Paper attached

Alex Mitchell

Paper attached

For information

For information

Neil Evans

Paper attached
For information

Alex Mitchell

Paper attached
For approval

Jacki Wilkes

Presentation
For information

SUB COMMITTEE MINUTES / REPORTS
Governance and Audit Committee Alex Mitchell
- 13 September 2017
Remuneration Committee –
Gill Boston
30 October 2017
Clinical Quality and Performance Dr Jenny Lawn
Committee – 11 October 2017

Paper attached
For information

Paper attached
For information

Paper attached
For information
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Time

10.45

Agenda
Title / Description
Speaker
No.
3.4
Eastern Cheshire Primary Care Gill Boston
(General
Medical)
Services
Commissioning Committee –
1 November 2017
4.

ADVISORY COMMITTEE REPORTS

4.1

Locality Management Meeting –
3 November 2017
Eastern Cheshire HealthVoice
BREAK
BREAK

10.50

4.2
BREAK

11.05

5.
5.1

11.30
11.45

12.05

12.50

5.2

5.3

5.4

Dr Paul Bowen

Delivery &
Decision
Paper attached
For information

Paper attached
For information

None on this occasion
BREAK
BREAK

ITEMS FOR DISCUSSION
Update
on
the
CCG’s
Commissioning
Intentions
2017-19
Annual Workplan 2017-18 of the
Joint Commissioning Committee
of the Cheshire CCGs
NHS Eastern Cheshire CCG
Constitution and Scheme of
Reservation
and
Delegation
updates
Redesign of adult and older
peoples specialist mental health
services –
pre-consultation business case

Closing Remarks

Neil Evans &
Fleur Blakeman

Presentation

Matthew
Cunningham

Paper attached

Alex Mitchell /
Matthew
Cunningham

Paper attached

Jacki Wilkes

Paper attached

For information

For approval

For approval

For information
and approval

Dr Paul Bowen

Verbal

13.00 CLOSE OF MEETING
DATE AND TIME OF NEXT GOVERNING BODY MEETING held in public
Wednesday 31 January 2018
9am – 1 pm
Boardroom 1, New Alderley House
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MEETING OF THE GOVERNING BODY held in public
25 October 2017 – 9 am
Boardroom 1, New Alderley House

Unconfirmed MINUTES
VOTING MEMBERS OF THE GOVERNING BODY
CCG Chair
GP McIlvride Medical Centre, Poynton

Dr Paul Bowen

PRESENT

Chief Officer

Jerry Hawker

PRESENT

Chief Finance Officer

Alex Mitchell

PRESENT

Laura Beresford

PRESENT

Dr Fari Ahmad

PRESENT

Dr Rob Thorburn

PRESENT

Dr Jennifer Lawn

PRESENT

General Practice Representative –
Bollington, Disley, Poynton
General Practice Representative –
Chelford, Handforth, Alderley Edge,
Wilmslow
General Practice Representative –
Congleton and Holmes Chapel
General Practice Representative –
Knutsford
Assistant Clinical Chair , General Practice
Representative – Macclesfield

Dr Mike Clark

APOLOGIES

Deputy General Practice Representative
– Macclesfield

Chris CampbellKelly

PRESENT

Lay member, Governance
Lay Member,
Patient and Public Involvement
Lay Member,
Patient and Public Involvement
Public Health Representative, Director of
Public Health, Public Health Department,
Cheshire East Council
Secondary Care Doctor Member

Gerry Gray

PRESENT

Gill Boston

PRESENT

Jane Stephens

PRESENT

Fiona Reynolds

PRESENT

Registered Nurse Member

vacant
in process of
appointment

-

NON-VOTING MEMBERS
Director of Strategy & Transformation
Turnaround / Commissioning Director

Fleur Blakeman
Neil Evans

APOLOGIES
PRESENT

IN ATTENDANCE
Hazel Burgess
Matthew Cunningham

Note taker, PA to Chief Officer
Head of Corporate Services & Programme
Director for Unified Commissioning
(Cheshire)

Whole meeting
Whole meeting
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Peter Munday

Exec Nurse / Quality and Safeguarding
Director
Designated Nurse for Safeguarding Children
Designated Nurse for Safeguarding Adults
Head of Collaborative Commissioning,
Cheshire and Wirral CCGs
Head of Continuing Healthcare / Complex
Care, Cheshire and Wirral CCGs
Lay Member, Governance, (not yet in post)

1

Member of the public

Sally Rogers
Moira McGrath
Lindsay Ratapana
Phil Meakin
Tracey Cole

1.

PRELIMINARY BUSINESS

1.1

Welcome and apologies for absence

whole meeting
for item 5.1
for item 5.1
for item 5.4
for item 5.5
whole meeting
Whole and part
meeting

Dr Bowen opened the meeting.
Apologies for absence had been received from Fleur Blakeman and Dr
Mike Clark. Chris Campbell-Kelly was welcomed to the meeting as
Deputy GP representative for Macclesfield Peer Group.
On behalf of the CCG, Dr Paul Bowen thanked Gerry Gray, retiring Lay
Member for Governance, for his input to the CCG and for having been an
integral part of the organisation’s Governance structure since its very early
days. He also thanked him for agreeing to continue to cover the role until
a replacement was found.
Dr Bowen expressed regret that again a member of the public who had
hoped to attend the meeting had not been able to stay due to nonfunctioning of the hearing loop which had been brought in following the
failure last month of the installed system. An external assessor of
technology will be invited in to ensure that the arrangements are
functioning for future meetings. It was confirmed the meeting was quorate.

1.2

Declaration of any interests relevant to the agenda items
None The Register of Interests is available either via the CCG or at the
CCG website.

1.3

Notes of the previous meeting held in public – 27
September 2017

1.3.1

Matters arising from the minutes
2.4.3 – correction “to add an objective measure to reduce the risk from 15
to 12..” (not 12 to 15). With this amendment, the minutes of the previous
meeting held on 27 September 2017 were accepted as an accurate
record.

1.4

Public Speaking Time
No questions or requests to speak had been received in advance of the
meeting.
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1.5

Chief Officer Report

1.5.1

electronic link to paper Jerry Hawker highlighted items from his report.
He and Alex Mitchell met with NHS England yesterday around progress to
improve the CCG’s financial position. Details of the meeting were to be
covered under Alex Mitchell’s Finance report.

1.5.2

In addition to ensuring the system has an effective plan to manage winter
pressures, the CCG has a responsibility to have an on call system to
respond to escalating challenges. Strengthened arrangements through to
the end of the financial year include a virtual winter desk in the CCG office,
and awareness for all staff through daily updates to a system status board.
Plans are in place to ensure people will be available should the system
come under pressure.

1.5.3

Jerry Hawker commented that it was disappointing that Stockport NHS
Foundation Trust, a significant provider to the local population, had
received a rating of “inadequate” from CQC for safe care, although the
overall rating was “required improvement”. The CCG is working closely
with the Trust and Stockport CCG, the lead commissioner of its services,
to monitor progress against the improvement action plan.

1.5.3.1

In answer to a query about implications for the stroke service supplied to
Eastern Cheshire patients, Jerry Hawker gave assurance that despite the
overall rating of requires improvement at Stockport FT, its hyperacute
stroke service continues to be good and is performing well.

1.5.3.2

There was discussion about whether the CQC rating for Stockport FT
warranted inclusion on the CCG’s risk register; the Clinical Quality and
Performance Committee will assess the nature and severity of the risk and
whether to refer it to the Governing Body for inclusion on the Assurance
Framework.

1.5.3.3

There was consideration of the CCG’s responsibility to inform the local
population, and GPs, about known issues at providers of services they
may use, including acute hospitals and nursing homes.
Jerry Hawker responded that Stockport FT’s rating was being raised in
public at this meeting and through the Governing Body papers, it has been
widely publicised in the local media, and all acute hospital trusts have an
obligation to publish their CQC ratings on their website. Sally Rogers
suggested the Improvement Assessment Framework (IAF) ratings for
Eastern Cheshire CCG, which lists all providers and their performance,
could be uploaded to the CCG’s website. The CCG’s website has links to
NHS Choices which provides information on local services on choosing
“Search for services” under “find local services”.
It was felt that setting up and maintaining a separate system would be
onerous to maintain, and the information is already available to the public
on the CQC website.
The Governing Body
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Noted the contents of the Chief Officer Report

2.

REGULAR REPORTS

2.1

Financial Performance Report Month 6, as at 30 September
2017
Alex Mitchell summarised the CCG’s current financial performance and
risks to achieving the Financial Plan of an agreed control deficit of £13.4
million. electronic link to paper here

2.1.1

Pending agreement from NHS England to change the financial reporting,
the CCG continues to report separately the risk-adjusted forecast of a
£23.1 million deficit. The forecast is reviewed every month. It will be tested
further during a ‘deep dive’ at the November Finance Committee meeting.

2.1.2

There is national supply issue with replacements for certain drugs; the
CCG continues to paying premium rates and the estimated cost is £1.4
million. This is outside the CCG’s control and the lack of available options
is a national issue.

2.1.3

The year to date deficit of £7.8m reflects the initial control deficit. An
equivalent position based on the risk adjusted outturn would be a year to
date variance of £11.3m. The difference relates to the £7m unidentified
QIPP which is profiled to March 8 (month 12).

2.1.4

Additional savings schemes explored at an extraordinary meeting of the
Governing Body held on 11 October 2017 were discussed with NHS
England on 24 October; the CCG is now working through the likely impact
of introducing these schemes on improving the forecast £23 million deficit.

2.1.4.1

Regarding NHS England’s response at the meeting to the proposals and
whether it recognises the CCG is doing all it can, Alex Mitchell replied that
there was focus on the requirement to improve the CCG’s financial
position and a recognition that some schemes were in draft form. NHS
England’s response was positive and all schemes were accepted for
further work to proceed. NHS England has provided additional support to
help deliver the schemes and gain assurance that the CCG is doing
everything it can.
Dr Bowen asked, in the absence of formal written feedback from NHS
England being forthcoming on submissions being made by the CCG, for
informal feedback from Jerry Hawker and Alex Mitchell that NHS England
recognises that the Governing Body is doing everything it can to support
and that it has explored every option which does not breach constitutional
standards. Alex Mitchell stated that all obvious opportunities are already
included in the CCG’s QIPP plan and have been validated via reports done
by external consultants or the CCG’s assessment of its plan against the
national list of QIPP opportunities.
Jerry Hawker cautioned that that the CCG has a statutory duty to operate
within its financial allocation, and at a minimum is required to deliver a
control total of £13.4 million. As such, NHS England reserves the view
that the CCG is not discharging its statutory duties. Their response to the
proposals is a recognition that the CCG is continuing to bring forward
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options to improve the position, no matter how challenging. A truly positive
response will not be given until the CCG meets its control total, which
remains a significant challenge. He clarified that NHS England’s “positive”
response is to productive and efficient working and assurance that the
CCG has continued to challenge providers and taken sufficient costs out of
the system, or is it commissioning “too many” services for the population
within the available funding.
It was raised that there is a need for the CCG to balance two statutory
responsibilities: being in financial balance, and its duty under the Health
and Social Care Act to meet the NHS Constitutional standards.
It was commented that experience of some commissioning decisions
made elsewhere in the country in the interests of efficiencies have not
shown results due to fixed costs, and there is a need to look at
decommissioning services which do not impact the CCG’s statutory duties
under the NHS Constitution.
2.1.4.2

There was a question about whether, if challenges of quick implementation
could be overcome, the impact of the schemes would be seen in this
financial year. Dr Bowen stated that advice is being taken on the legal and
financial implications of the proposals, no decisions can be taken pending
discussion with providers, and there cannot be discussion in public at this
stage due to commercial confidentiality.

2.1.5

The Governing Body noted:





2.2

2.2.1

The forecast outturn aligned with 2017/18 Financial Plan is a
£13.4m deficit, until agreement is reached with Regulators to
align with the risk adjusted position.
The risk adjusted forecast outturn for 2017/18 is a £23.1m
deficit which reflects the level of risks currently being
managed and reflects the most likely outturn.
QIPP identified plans of £10.8m (3.9% of turnover) contain a
risk to delivery of £2.7m (high risk schemes).
Additional QIPP proposals have been submitted to NHS
England for consideration with the aim of improving the risk
adjusted forecast outturn.

QIPP (Quality innovation Productivity and Prevention)
Update
electronic link to paper here Neil Evans, Turnaround Director
summarised progress in delivering the CCG’s £10.4 million QIPP plan for
2017/18.
The position is similar to previous months. £2.7 million of the core QIPP
plan of £10.9m is at high risk of non-achievement; this is being mitigated
by work to identify additional in-year possibilities which would make
savings in the next 4-5 months. The core QIPP plan continues, good
progress is being made with RightCare, concentrating on efficiency of
essential services recognising that savings are difficult to achieve and are
often realised over the longer term.
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2.2.2

Some of the project management clinical support from NHS England has
delivered positive progress, specifically around referral management
systems and prescribing, however some, in relation to gastroenterology
and back pain, has not delivered as hoped. Ongoing work on RightCare
includes work with the Walton Neuro Vanguard, completing the work on
gastroenterology and back pain, which includes discussions with the
Neurosurgery team from Salford.

2.2.3

Benchmarking comparing progress with RightCare peer CCGs shows that
nearly everything that can be done is being done. Small schemes or
opportunities can be built into shorter term plans and 2018-19 QIPP plan.
The on-going cycle of identifying opportunities is increasingly challenging
and there are few additional schemes which can be included in
commissioning intentions next year.
Next year’s plan will require transformation or discussions about what the
NHS will provide. At a recent meeting of the Cheshire East Adult and
Social Care Overview and Scrutiny Committee, Eastern and South
Cheshire CCGs attended to talk about future plans, and there was a
recognition from the Committee that difficult decisions will be required.
Neil Evans stated that the CCG will continue to be honest and transparent
and it is necessary for the public to come to understand the reasons
behind difficult decisions which may be made.

2.2.4

Alex Mitchell reported that there has been a transfer from Specialist
Commissioning to the CCG of responsibility for cancer and some related
services which have been overspending by £6-700k on the £2 million
budget. As part of a mitigating strategy, the CCG has written to providers
indicating that it will pay only in line with the budget. There has been a
mixed response, and there will be three-way talks will take place between
the CCG, Specialist Commissioning and providers.

2.2.5

It was raised that the NHS’s biggest cost is staff. If contract values are
reduced, there will be an impact on staffing for providers where activity
drives their income. It was queried whether the approach of telling
providers there is a fixed amount that can be afforded is an approach
being taken anywhere else and whether NHS England is suggesting there
is a need to change the contracting approach.
Neil Evans and Alex Mitchell responded that the Capped Expenditure
Process was designed to drive the conversations between commissioners
and providers, but the CCG’s spend with the local acute hospital provider
is only 1/3 of its total expenditure, with the local population also being
served by Greater Manchester hospitals. The CCG’s commissioning
intentions for next year will include looking to move from Payment by
Results arrangements to more block contracts where this is appropriate.

2.2.6

In answer to a question about whether anything can be done to reduce the
high risk on some schemes, and whether the value might be delivered, but
next financial year, Neil Evans responded this varies by scheme: some are
rated red because savings are not going to come through in time, for
example cardiovascular includes pathway changes to avoid strokes – and
the benefits will only be seen in the longer term. Regarding
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gastroenterology, this would be progressed by a consolidated effort: a new
referral pathway and approach to thresholds is being implemented. Next
month there will be indications on whether the in-year savings will be
achievable in the required timescales.
2.2.7

It was queried whether any of the small number of schemes going into
2018-19 plans could be brought forward. Neil Evans explained these are
material conditioning changes which need a lead-in time, design work,
contractual discussions or public consultation and they could not be
accelerated.

2.2.8

It was commented that a positive decision on transformation funding could
mean significant improvements could be achieved.

2.2.9

The Governing Body noted the progress report on implementing the
2017-18 QIPP Programme of £10.9 million including
 the QIPP Programme is risk assessed as having £2.6m already
fully delivered, £2.2m on track with a low risk, £3.3m with some
risk of delivery, £2.8m high risk and £7m remaining
unidentified;
 mitigating actions to address 2017-18 slippage and realise
savings in year are being developed;
 planning for the 2018-19 financial recovery plan is in
development with work on benchmarking plans with peer
CCGs complete.

2.3

Governing Body Assurance Framework
electronic link to document here
Alex Mitchell explained that the version presented this month was not up
to date due to logistical difficulties in its preparation. He talked about how
in order to maintain the format agreed as optimal for the Governing Body,
each month the information is manually extracted from the Datix risk
register, which is populated by staff, and he gave assurance that the
process will be worked through to minimise future hitches. He
acknowledged a comment that some words are lost in the formatting and
that some tweaking of the template to accommodate proper display of
words and descriptions is necessary.

2.3.1

2.3.2

Jerry Hawker clarified that the risk on emergency ambulance services will
be rewritten and resubmitted at a future meeting as per the request of the
Governing Body.
GBAF 240 – Caring Together Programme Delivery
Concerns were raised over the Caring Together Programme as regards
the current reworking of its governance, and that discussions about
moving it closer to South Cheshire CCG’s Connecting Care Programme,
will distract and delay implementation. Jerry Hawker indicated that the
risk as written is about recognition that deliverability of the programme is
reliant on access to transitional funding to double-run services initially
and this risk is still current. Concerns about distraction caused by
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contemplation of potentially expanding the footprint of the programme
and integration with another programme may need to be raised as a new
risk.
These concerns were aired in relation to the need for the Governing Body
to have a full discussion and assessment of whether the original
aspiration of a care system right for the local population - clinically and
financially sustainable – is deliverable on all three counts. At the time
the programme was established the CCG was not in the same financially
challenged position. It was commented that possibly the programme has
achieved all it can on the current footprint and the work may need to
move on in a different form to deliver. A joint meeting between the
boards of Caring Together and Connecting Care programme is planned
for 9th November. It is anticipated that recommendations will then be
brought to the statutory bodies about how the Caring Together
programme needs to evolve to deliver on the original aspirations.
Jerry Hawker said that the 8 Caring Together ambitions are still relevant.
He referred to the challenge around timing, with discussions in public of
the Capped Expenditure Process work and the Cheshire (Eastern and
Central Cheshire) Review not being able to take place until all is
concluded. He indicated that taking into account the emerging role of
the Cheshire & Mersey STP, work is likely to be moving to a broader
footprint. A refresh of the Caring Together strategic 5 year plan will be
brought to a future meeting, the CCG recognises the value the
programme has brought and would want to retain its values and
principles.
Recognising that the report as presented was not up to date, the
Governing Body


noted the list of significant risks for NHS Eastern Cheshire
CCG

3.

SUB COMMITTEE MINUTES

3.1

Governance and Audit Committee
No report this month. The minutes of the recent meeting will be brought
to the next Governing Body meeting for information.

3.2

Remuneration Committee
No report this month

3.3

Clinical Quality and Performance Committee
electronic link to document here Regarding concerns about diabetes
care at East Cheshire Trust, Dr Jenny Lawn reported that assurance has
been received that a permanent endocrinologist has now been recruited
and there are arrangements with South Manchester to cover maternity
care. Recognising it will still be a single-handed service, this will be
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monitored.
It was queried whether there is a plan to change the model of care for
autism and ADHD reviews to shared care with general practice. Dr Lawn
confirmed this is being discussed. It was commented in some areas GPs
are already being asked to do some dementia surveillance so there is
precedent. Concern was expressed that adding work to primary care
workloads could create a capacity issue. Dr Bowen stated that the
Caring Together contract included recognition that this this sort of work is
being taken on.
The Governing Body
 Noted the summary and notes of the Clinical Quality and
Performance Committee held on 13 September 2017

3.4

Eastern Cheshire Primary (General Medical) Care Services
Commissioning Committee
No report this month.
There was a question about progress with providing the Primary Care
dashboard. Neil Evans confirmed this has been discussed at the
Operational Group and would be taken to the next meeting of the Primary
Care Commissioning Committee, which is attended by representatives
from the five peer groups. The intention is to send the dashboard to
practices in advance of visits as a basis for discussion.

4.

ADVISORY COMMITTEE REPORTS

4.1

Locality Management Meeting
No report this month

4.2

Eastern Cheshire HealthVoice – notes of meeting held on
14 September 2017
electronic link to paper here

4.2.1

Jerry Hawker will be meeting with some HealthVoice members on 31
October to hear and discuss their concerns about the level of
involvement by HealthVoice in the work of the CCG. There was general
agreement that involvement of HealthVoice in recent health optimisation
work had been valuable and there has been no change in approach.

4.2.2

Acknowledging a comment that there is a challenge in attracting a group
representative of the local population, Jane Stephens commented that
holding evening meetings has not brought a different group of people.

4.2.3

It was noted from the minutes that the Carer’s Trust would be asked to
attend a future HealthVoice meeting in relation to a perceived lack of
support for carers in practices; the rationale for following this course of
action was not clear from the minutes. Dr Bowen suggested that any
issues be picked up with the Chair and that it would be helpful for the
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minutes to include actions.
The Governing Body
 Noted the summary and notes of the HealthVoice meeting
held on 14 September 2017

5.
5.1

ITEMS FOR DISCUSSION
Annual Report for Safeguarding Children, Adults at Risk
and Looked After Children – July 2016-July 2017
electronic link to document here
Moira McGrath, designated nurse for safeguarding children, and Lindsay
Ratapana, designated nurse for safeguarding adults, joined the meeting.
Sally Rogers introduced the item by referring to how the scope of
safeguarding has widened in the last five years, quoting new legislation,
new responsibilities and the establishing of a new Safeguarding Adults
Board in addition to the Safeguarding Children’s Board. link to
presentation

5.1.1

Lindsay Ratapana talked about key achievements in adult safeguarding
in the past year, including standardisation of processes; introduction of a
pocket book and app; joint training for primary care with the designated
GP, and the scope of the Cheshire Anti-Slavery Network in raising the
profile and breaking down barriers in Cheshire regarding trafficking and
modern day slavery work.
Priorities going forward include: leading the review of the Level 2 ELearning Adult Safeguarding training to ensure the legal detail is at an
appropriate standard and then rolling this out locally, regionally and
nationally; continuing to work with contracts to ensure the standardisation
of contract reviews are robust in safeguarding through the commissioning
of standards which meet CQC requirements; work with the Local Authority
to embed these standards as a joint partnership approach; ensuring that
Health is represented at the Safer Cheshire East Partnership Board and
provide the health expertise during a domestic homicide review.

5.1.1.1

On Personal Health Budgets, it was raised that DVS checking of personal
assistants has not been mandatory but there are moves to introduce it.
Lindsay Ratapana and Moira McGrath are aware of the potential
safeguarding issues and that no legislation is currently in place; they have
contributed to the consultation document and acknowledged the
responsibility to raise awareness when people are engaging personal
assistants. There are also implications in domiciliary care contracting. This
issue has been discussed at the Learning and Development Sub-Group to
the SAB and solutions are being looked into on a multi-agency approach,
including introducing standard systems and processes.

5.1.1.2

The value of raising awareness of safeguarding was discussed. Lindsay
Ratapana talked about the use of publicity campaigns and social media
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posts. Emerging trends in referrals can be identified by the Local Authority
Safeguarding Governance Committee Data where data on local providers
is received and analysed.
5.1.2

5.1.3

5.1.3.1

Moira McGrath talked about the main achievements in child safeguarding
over the last year including increased named GP for safeguarding
resource; upskilling events held for the practices’ lead safeguarding GPs ;
enhanced quality of reports; and improved information sharing by GPs for
child protection case conferences . A specialist nurse has been jointly
commissioned with South Cheshire CCG and Public Health. The Nurse is
part of a multi-agency team co-located with social workers and the police.
Following any child concern referrals she will work with the team by
collecting and analysing heath information and contributing to strategy
meetings and decision making for each individual child. The aim is to
make better informed decisions and in shorter timescales so that children
are made safe and have their needs met as quickly as possible.
Priorities for next year include further promoting best safeguarding practice
in general practice; including children in planning and developing of health
services; and - with neglect being the biggest issue, and the aim of acting
earlier being a priority - promotion of the Local Safeguarding Children’s
Board’s neglect strategy
Sally Rogers indicated that the post of designated nurse for Cared For
Children has been vacant since the end of June and Moira McGrath has
picked up the additional work. From 1st November there will be one full
time designated nurse for Cared For Children covering the whole of the
Cheshire footprint, and with dedicated administrative support.
Work on Special Educational Needs is done in partnership with the Local
Authority.
A nurse has been commissioned to work with cared for children aged 16+
Priorities for next year include: renewed focus on sexual health, emotional
wellbeing and mental health; improved listening to cared for children; and
integrated commissioning arrangements.
Referring to integrated commissioning, it was queried who undertakes the
initial health assessment of cared for children. Moira McGrath explained
that when a child is taken into care the Local Authority has a statutory
requirement to notify Health, then a health assessment is carried out by a
paediatrician either from East Cheshire NHS Trust, or Mid Cheshire
Hospitals FT. A combination of the need to have experienced
paediatricians, enough clinics available, and for the child to be brought to
the appointment has resulted in the number of health assessment done in
the required timescale being quite poor. A deep dive into the causes of late
assessments showed that in 30% of cases the paediatrician was
unavailable or a clinic had to be cancelled; in 70% of cases, the delay was
caused by children not being brought to appointments or cancellation of
appointments by foster parents. The process has now been refined: when
an appointment is made, the admin team will check with the foster carer
whether they can bring the child at that time and to that place.
The number of children going into care has increased by an average of
17% this year. The usual monthly figure was around 15 children per
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month coming into care across Cheshire East; in August 2017 it was 35.
This is a pressure for both health organisations and the Local Authority.

5.1.4

It was queried whether there was confidence the extra support will deliver
the level of improvement required; Moira McGrath said there is a robust
plan and progress will be monitored at a bi-monthly meeting.
It was commented that the Safeguarding Report is a public-facing
document which simplifies the very complex safeguarding system. There
is a need to make it easy for early signs of neglect to be referred into the
system. Patients have GPs or nurses to help.
Moira McGrath and Lindsay Ratapana agreed that people are now more
aware of issues and the system has become much more complicated.
They mentioned some of the changes in legislation, and new governance
which has been established; there is more clarity as regards children but
with adults they have their own rights to live as they wish to live in
sometimes very complex situations so long as they have capacity, the role
in safeguarding is to empower individuals and when they do not have the
capacity to provide appropriate advocacy.

5.1.5

5.1.6

The CCG’s website has information on what to do and who to contact to
report concerns. electronic link to web page
Responding to a query about the new “Corporate parenting Board” and
who commissions that area of work, Moira McGrath said there is an early
help sub group within the Local Authority, and that Public Health
commissions a family nurse practitioner to work intensively ante- and postnatally with young mothers under 19, which it is hoped should make a big
impact.
Dr Bowen asked that it be made clear that the numbers in the report are
for the area covered by the Cheshire East Local Authority, area, and not
just for Eastern Cheshire, covered by the CCG. He thanked Lindsay
Ratapana and Moira McGrath for bringing the report to the meeting.
By consensus, the Governing Body



5.2

Approved publication of the report on the NHS Eastern
Cheshire CCG website
Noted that the report will be shared with Cheshire East Council
(Cheshire East Council) Local Safeguarding Children’s Board,
Safeguarding Adults Board and Cheshire East Health and
Wellbeing Board.

Eastern Cheshire Winter Resilience Plan 2017/18
electronic link to document here
Jerry Hawker gave apologies that the full Winter Plan should have been
included as an appendix to the report, and published alongside it.
electronic link to document here Paper copies of the plan were distributed
during the meeting and a slide presentation given to support discussions.
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The plan went through a number of iterations up to its approval by the
Eastern Cheshire A&E Delivery Board, and it has been endorsed by NHS
England as compliant. Jerry Hawker gave thanks to Neil Evans,
Karen Burton and Jo Williams for their significant support in preparation of
the plan. He talked through a presentation summarising the plan.
The aim of the plan is to ensure the local health and social care economy
has capacity to meet population need over the winter period and provide
safe care to patients. Jerry Hawker emphasised it is not all about Accident
& Emergency and hospital care, but about how the whole system,
including social care, will respond to supporting people. There is a
significant focus nationally on ensuring there will be no repeat of the
system failures which happened last year.
Measurement of how systems are performing includes A&E performance
(4 hour target), the number of ambulances waiting outside hospitals, and
managing Delayed Transfers of Care (DTOCs) from hospital for people
who are medically fit for discharge.
The A&E Delivery Board has overarching responsibility for the winter plan
and for delivering the five priority improvement work streams. Analysis
and work by the Emergency Care Improvement Programme and external
consultants Fusion 48 has contributed to the plans to manage patients
over the winter period.
Questions were taken during the presentation.
5.2.1

It was raised that the £2.2 million investment in general practice
referenced in the plan was essentially recycling of various funding streams
already received by some practices, and was not specifically to help with
winter pressures. Jerry Hawker confirmed that no additional winter
planning funding has been received but this illustrated what has been done
differently over the last 12-18 months.

5.2.2

The A&E Delivery Board is aware that available bed capacity in the
hospital may not be sufficient to meet the need over the winter period. In
answer to a question Jerry Hawker confirmed that the economy has taken
the decision to plan to reduce the amount of elective (non-urgent) surgery
being undertaken in January-March at Macclesfield Hospital release bed
capacity and consultant time.
There was a lengthy discussion on the implications of this approach, with
three main concerns




5.2.2.1

the need for clear and transparent communication with GPs and the
public
clinical safety and compliance with NHS constitutional standards
authority and governance of the decision making process

It was affirmed that it is normal practice to reduce elective hospital activity
over winter to free up beds, and comments that even if there were no plan,
operations might still have to be cancelled to create capacity to meet the
need for unplanned hospital stays over winter, and it makes better sense
to have a plan.
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It was commented that patients are likely to understand the chances of
elective care taking place as planned are higher over summer and it is
better to make the decision in advance to suspend elective activity for a
period rather than cancel operations at the last minute.
Neil Evans undertook to make sure the plan is communicated,
commenting that winter resilience plans for other local hospitals are likely
to be similar. Alex Mitchell intimated that communication with local
hospitals and GPs about how they manage activity has been thought
through and would be discussed at the meeting to be held in camera later
in the day.
The Lay Members advocated for the CCG to demonstrate openness about
potential implications for patients awaiting elective care. Jerry Hawker
affirmed that all the A&E Delivery Board partners were taking the
Resilience Plan through their governing body/board meetings held in
public. He acknowledged that more narrative should be provided in the
public domain around the document, including emphasis on the
responsibility of individuals to use every aspect of the care system.
5.2.2.2

Concerns were expressed about the clinical implications for delaying
treatment for patients awaiting elective procedures.
Jerry Hawker reiterated that the winter plan is about forward planning and
suggested there is a greater risk to patient safety if capacity to deal with
unplanned emergencies is not available when required. He emphasised
that the plan was aligned to advice from NHS England in line with the Five
Year Forward View, which is clear that the care system has to respond to
the need for emergency care in preference to elective care, it has been
signed off by the A&E Delivery Board and approved by NHS England for
implementation.
The discussion linked back to the need for transparency with the patient
when a referral is made regarding any likely delay to their treatment and
their choice options at that point. It was raised that frail patients and those
with complex conditions are disadvantaged as regards choice and options
to go to other providers as they will not routinely be accepted by private
providers who carry out NHS work.
The point was made that patient referrals to providers are being made now
and with due consideration; practices need to understand the likelihood of
the patient’s treatment being delayed and it was suggested that for
transparency providers planning to reduce activity should remove
themselves from the Choose and Book system.
Sally Rogers and Neil Evans confirmed that clinical urgency always takes
precedence over chronological wait, with a letter going to patients
informing them if their procedure has been delayed.
Dr Bowen repeated concerns for frail patients and asked for assurance of
a clinical risk assessment having been made of the implications of the
plan. Jerry Hawker reported that a CCG GP is on the Operational
Resilience Group which was involved in setting the plan, as was East
Cheshire NHS Trust’s Medical Director, and there are medical
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professionals on the A&E Delivery Board all of whom supported the plan.
5.2.2.3

Jerry Hawker stated that as Accountable Officer, he represents the CCG
on the A&E Delivery Board, which has the responsibility to produce a
winter resilience plan, and the decision was approved by all partners as
part of the joint resilience planning.
He gave further assurance the decision to plan for a reduction in elective
activity had been made specifically in the interests of managing the
available capacity of hospital beds, and was not based on financial
grounds.

5.2.3

Returning to the resilience plan, Jerry Hawker talked about plans to
increase care capacity in the community. There is a stronger focus on
the “Home First” approach, aiming to discharge people from a hospital bed
to home. The iBCF (improved Better Care Fund) monies will be used to
spot purchase more “discharge to assess” beds. This is to enable people
medically fit for discharge but unable to go straight home to be transferred
to a bed in the community where they will be assessed and either return
home with a package of care, or go on to a care home. “Hospice at home”
will also be available.

5.2.4

Commenting on the plan for increasing capacity in the Out of Hours GP
Service, the hope was expressed that although funding has been
earmarked for this, arrangements to secure services of local GPs to staff
the slots would be made in good time.

5.2.5

Jerry Hawker referred to the mandated requirement to introduce primary
care streaming at A&E Departments: this approach was instigated at
Macclesfield Hospital earlier in the month. £800,000 capital funding has
been received by East Cheshire NHS Trust and the service is expected to
be fully operational in December, on completion of the capital build. The
aim is to manage people who arrive at A&E but can be managed in
primary care; nationally this is 30-40% of attendances, locally the figure is
7-10%. There is no additional funding to staff the service, which will be
carried out using existing staff.

5.2.6

There is a programme of national communications about preparations to
meet the challenges of winter, including a plan for ‘flu outbreaks.

5.2.7

It was noted that there are a significant number of vacancies at the
hospital and commented that it poses a risk. It was queried whether this
was worse than the situation last year. Neil Evans commented that the
CQC recognises the national difficulty in recruiting nurses and Gill Boston
added that there is a similar issue for care homes.

5.2.8

Responding to a question about the cost of implementing the plan, Jerry
Hawker said there is no material financial risk to the CCG. Most of the
plan is already covered by contractual activity which has already been
budgeted for, and the only additional funding required or received has
been the capital investment for primary care streaming and iBCF funding
for spot purchasing of community beds. Neil Evans reported that the STP
has allocated a small amount of money to East Cheshire Trust which the
Operational Resilience Group has prioritised for areas such as home iv.
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5.2.9

Dr Bowen expressed the view that if the Governing Body were to endorse
the plan, there needed to be acknowledgement of the risks.
Views were expressed by several members that proactive forward
planning will reduce risks in a managed way and it is better to create
capacity rather than wait and reactive action have to be taken when the
system is under pressure.
Dr Bowen summarised the discussions and opinions which had been
expressed during the discussions which had taken place:





There is a recognition of the need to manage conflicting risk, but the
plan is intended to ensure those with the most urgent emergency
need get seen this winter.
There may be an impact on people currently waiting for elective
procedures, and those who might be referred in the next few
months, which carries some risk for which assurance should
continue to be sought including the
There is a need for clear communication with GPs, stakeholders
and the public

5.2.13

Recognising that demand for patient care in Eastern Cheshire will not
be met over winter unless the Eastern Cheshire Winter Resilience
Plan is implemented, but that some people waiting for elective
procedures will be adversely affected, by consensus, the Governing
Body
 Endorsed the Eastern Cheshire 2017-18 Winter Resilience Plan

5.3

Cheshire & Merseyside Five Year Forward View Prevention
Programmes – Update and Next Steps
electronic link to document here Phil Meakin, Head of Collaborative
Commissioning for the Cheshire, Wirral and Warrington CCGs attended
the meeting to present the paper.
The Cheshire & Merseyside Five Year Forward View (FYFV) prevention
programme builds on work done by the Cheshire & Merseyside Public
Health Collaborative on the need in Cheshire & Merseyside for work on
high blood pressure, antimicrobial resistance (AMR) and alcohol misuse.
A strong case for change was developed by public health and health
economists and this was endorsed when the FYFV was published.
Three hypertension and two AMR measures have been selected to bridge
the gap between a “gold standard” that has been developed and what is
already in place locally. This was established via an audit undertaken by
CCG colleagues to provide assurance that there will not be a duplication of
measures between what is already being developed in Eastern Cheshire
CCG and what the FYFV proposals seek to achieve.
These measures have a clear care and financial benefit for a relatively little
financial outlay that had already been planned for and accrued by the
CCG.
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5.3.1

Phil Meakin was asked to further clarify the work that had gone into the
AMR programme as it came across as less developed than the high blood
pressure programme.

5.3.2

The next step and action is development of an implementation plan for
Eastern Cheshire that will be reviewed by Marie Ward of the
Transformation Team the Executive Committee.

5.5.3

The Governing Body noted
 the proposed approach to delivering the C&M FYFV
programmes for high blood pressure, Anti-Microbial
Resistance and Alcohol
 that additional funding of £15,000-£18,000 to implement the five
highest impact measures to deliver High Blood Pressure and
Anti-Microbial Resistance programmes has already been
accounted for in the CCG budget for 2017/18

5.4

Quality and Performance Q2 (July-September 2017)
Progress Report
electronic link to document here
Sally Rogers, Quality and
Safeguarding Director offered to take any questions about the report.

5.4.1

She agreed that the information should be more visible to the public
particularly as despite its financial position, the CCG is doing well in terms
of quality of services it commissions, and safeguarding.

5.4.2

Jerry Hawker responded to a query about the performance on the new
ambulance standards; data is not yet available but there has been an
improvement in available capacity of ambulances.

5.4.3

A typographical error was noted in Table A 5a - reducing gram negative
infections – should be “less than” instead of “greater than” 10%.

5.4.4

The CCG is back on track with the cancer target, A&E 4 hour waits have
improved. The reasons for five 12-hour trolley waits in A&E for Eastern
Cheshire patients throughout the UK are being investigated.

5.4.5

Sally Rogers asked if there was anything else the Governing Body would
like to see included in future reports. It was suggested that it may be
worthwhile discussing with Public Health analysts what metrics are
available in other sectors, and incorporating these (e.g. suicide and self
harm rates) as they become available.
The Governing Body
 Noted the current progress and actions taken to improve
performance and quality

5.5

Continuing Healthcare (CHC) Update
electronic link to document here
Tracey Cole, Head of Continuing Healthcare / Complex Care for the five
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CCGs in Cheshire and Wirral attended the meeting to present the paper.
This was an update following a report taken to the Governing Body
meeting held in camera on March on the actions being taken to meet
challenges experienced by the service following its transition from the
Cheshire & Merseyside Commissioning Support Unit to being taken “in
house” by the CCGs.
Tracey Cole talked the performance of the local service at Quarter 2
against 6 key metrics which are considered as most important by NHS
England.
Tracey Cole also described the overall rating of the continuing healthcare
service which was set by NHS England in June 2017 as “good “overall.
Expressing pride in the rating of “good” and that the performance trajectory
is moving in the right direction, she stated that the work remains
challenging and there is still much to do. Actions being taken are detailed
in the report. Questions were posed.
5.5.1

Regarding the reasons for the increasing demands on the service, and the
high costs, Tracey Cole said there are a range of contributing factors
including the ageing demographics of the local population; the local care
home market’s charges; and the number of specialist providers of care in
the area meaning it is a net “importer” of patients requiring continuing
healthcare and complex care. She gave assurance that the team is doing
all it can to ensure needs are being met appropriately.

5.5.2

In response to a query about the comparison with peer CCGs’ spend, Alex
Mitchell said that, at £31.5 million, the CCG has one of the highest spends
in England. At the end of Quarter 1 the CCG had the 9th highest eligibility
rate per 50,000 population, work is being done with the National Strategic
Improvement Programme to identify Eastern Cheshire’s peer CCGs on
CHC to give an aspirational benchmark.

5.5.3

There were questions about the value of the electronic dynamic
purchasing system which had been introduced with a view to reducing
costs of packages of care. Tracey Cole reported that in addition to cost
reduction the system was intended to speed up and make more efficient
the process of arranging care; however its implementation had proved to
be problematic. An evaluation of its impact and the benefits derived is in
progress. Tracey Cole reminded everyone that NHS England and the
National Audit Office have recommended use of an electronic system,
although not necessarily the one tried locally. When the evaluation is
complete it will be reported to the Cheshire and Wirral Programme Board
for CHC for decision.
Neil Evans said that the Local Authority is in favour of jointly working with
the CCG, using a dynamic purchasing system to procure care and manage
the care home market as part of a whole economy strategy. Tracey Cole
agreed with this and confirmed that this had been discussed at the most
recent Cheshire and Wirral CHC Programme Board and there was
commitment from all 5 CCGs and the 2 Local Authorities present to work in
partnership to further procure high quality, best value care. Tracey Cole
went on to explain that she has already had a helpful discussion with
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Nicola Glover Edge, Director of Commissioning, Adult Social Care, at
Cheshire East Council in this regard.
5.5.4

Highlighting that the CCG is under significant scrutiny regarding what is
perceived to be disproportionate expenditure on CHC, Jerry Hawker asked
how the service was assuring itself that assessments of eligibility are
compliant with regulations, and costs are appropriate.
Tracey Cole responded that before October 2016 each CCG had an
individual decision-making system; across the Cheshire & Wirral CCGs
there are now standardised quality levels and assurance milestones within
the internal assessment and decision-making process leading up to
recommendation by a Multi Disciplinary Team on eligibility. The decision is
then made by a team of staff who have received specialist training. There
is peer review, internal audit, and also benchmarking to ensure the levels
are correct. Where recommendations do not meet the quality assurance
levels they are returned to be re-completed.
In addition, an external audit was commissioned to cover 10% of NHS
Eastern Cheshire cases to ensure that eligibility was/is decided
appropriately. In the past in some cases there was pressure to assess
and make a CHC eligibility decision too soon in the patient journey. Now
the “discharge to assess” process means patients are optimised before
they are assessed. It is important that the CCG continues to progress the
Discharge to Assess work so that this supports the correct levels of CHC
eligibility being made.

5.5.5

Regarding whether capacity is sufficient to do the job to the best standard,
Tracey Cole praised the Eastern Cheshire Continuing Healthcare team’s
work, saying capacity (including number of staff and skills) would need to
be reviewed in keeping with the move from many assessments in hospital
to more being completed in the community. She expressed that to enable
timely reviews to take place, it is important there are adequate staffing
levels. When pressed about what more capacity would allow the team to
do, she said 75-80% of reviews were being done in a timely manner, this is
good performance but could always be improved.

5.5.6

It was asked what standards the local Continuing Healthcare Joint
Committee has set for carrying out reviews at 3 and 12 months, and what
capacity is required to meet the standards.
Tracey Cole responded that the target is 80%. Eastern Cheshire’s service
is one of the five in Cheshire and Merseyside operating at a really high
level, but more can always be done. She highlighted that reviews of
patient needs can mean costs of care might increase rather than
decrease.

5.5.7

It was queried how often reviews result in patients being found no longer
eligible for Continuing Healthcare, whether the outcome of doing reviews
means any money is returned, and how the discussions with patients re
handled.
Tracey Cole did not have the figures for the total number of reviews carried
out, but there were 45 reviews in Eastern Cheshire this financial year
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which resulted in care reducing or stopping. She confirmed there is a
financial return on investment in doing the reviews (in that the staff salaries
are less than the cost of care packages), but emphasised it is not just
about cost - more importantly carrying out the reviews at 3 and 12 months
means the CCG is compliant with the requirements of the national
framework, and ensures patients’ needs are being met.
Patients no longer eligible might still be eligible for Funded Nursing Care,
sometimes their packages of care are reduced or amended rather than
stopped in line with their needs. In all instances patients are signposted to
all the other core components of care such as community services and
GPs. The nurses acknowledge it is part of their job to have the
conversations with patients and families and handle these sensitively.
Patients are not asked to return funding if their care package is reduced or
stopped.
5.5.8

Dr Bowen stated it would be useful for Tracey Cole to attend a meeting of
Nursing Home doctors to help them understand the role they could play in
appropriate triggering of patient assessments for continuing healthcare,
and he undertook to arrange this.
Dr Bowen expressed the thanks of the Governing Body to the Continuing
Healthcare and Complex Care Team for all they do, playing a key role in
quality and safety of services to patients, and an important part in the work
of the CCG.
The Governing Body
 Noted current performance of the Continuing Healthcare
Service and improving trajectories
 Noted actions taken to move forward the key challenges

Closing Remarks
Dr Paul Bowen closed the meeting, apologising that it had overrun the
anticipated time.

Date of next Governing Body meeting held in public
Wednesday 29 November 2017, Boardroom 1, New Alderley House,
Macclesfield District General Hospital, Macclesfield SK10 3BL, time to be
confirmed.
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Chief Officer Report
1.

Executive Committee – decisions made in late October and
throughout November 2017

1.1

The Executive Committee agreed the value of student placements in the CCG and
that recruitment for next year’s students should proceed.

1.2

The Executive Committee agreed that the outline specification of a community model
of stoma/incontinence services should be taken to the Cheshire CCG Joint Executive
Team meeting on 20 November 2017 for discussion on whether there is an appetite to
have one service for the whole of Cheshire.

1.3

The Executive Committee also agreed an updated version of the Executive Committee
Terms of Reference (Appendix A).
The Governing Body is asked to approve the updated Executive Committee
Terms of Reference.

2.

Cheshire CCG Joint Commissioning Committee

2.1

NHS Eastern Cheshire CCG has now received verbal confirmation of approval from
NHS England regarding the request to vary its Constitution. NHS England requested a
number of changes to v1.6 of the CCGs Constitution which was signed off by the
Governing Body at its July 2017 meeting.1 The amendments requested by NHS
England are covered separately in Agenda item 5.3 of the November 2017 Governing
Body meeting. The CCG is waiting to receive the formal letter of approval from NHS
England.

2.2

The CCG Clinical Chair and Accountable Officer have identified and appointed the
following individuals as its members for the Cheshire CCG Joint Commissioning
Committee:
 Dr Paul Bowen – Clinical Chair
 Jerry Hawker – Chief Officer
 Jane Stephens – Lay Member for Public and Patient Involvement
 Fleur Blakeman – Executive Representative

2.3

At the time of writing this report, the CCG has yet to identify the additional GP
representative on the Joint Committee.

2.4

The CCG Clinical Chair and Accountable Officer recommend that the Governing Body
endorse the appointment of the NHS Eastern Cheshire CCG individuals as members
of the Joint Commissioning Committee.
The Governing Body is asked to endorse the recommended CCG individuals to
be the CCG representatives on the Joint Commissioning Committee.

1

https://www.easterncheshireccg.nhs.uk/Downloads/Governing-Body/Meetings/2017-07-26/5.4%20Cover%20-%20Joint%20Commissioning%20Committee.pdf
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3.

Cheshire Continuing Healthcare (CHC) Policy

3.1

NHS Eastern Cheshire CCG together with over 40 other CCGs have received
correspondence from the Equality and Human Rights Commission confirming that
they are undertaking an assessment of CCG CHC Policies under the belief that in
some instances these policies may not comply with obligations under the European
Convention of Human Rights and the Equality Act (2010).

3.2

The CCG is working closely with NHS England and in partnership with other CCGs to
review and respond to the concerns raised. Mills & Reeves have been appointed as
legal advisors supporting the four Cheshire CCGs and another six CCGs to help
ensure a consistency in approach. Due to the amount of work required the legal
advisors have submitted a holding letter on behalf of the CCGs to enable sufficient
time for a thorough review to be undertaken.

3.3

Further updates will be provided to the Governing Body as the investigation
progresses and upon receipt of advice from our legal representatives.

4.

Mental Capacity Act 1983

4.1

The Chief Officer has received a letter from NHS England and NHS Improvement
which was sent to all CCGs, providers and regions informing that the government has
confirmed that changes to sections 135 and 136 of the Mental Health Act 1983, as
enacted in the Policing and Crime Act 2017, will come into effect on 11 December
2017.

4.2

These sections relate to police powers of detention under the Mental Health Act. The
amendments carry important implications for local NHS, policing and local authority
partners, who will need to work together to prepare adequately for their
commencement.

4.3

The letter has been published online in full, and can be read on NHS England’s
website. 2

4.4

For further information about this please speak to Sally Rogers, Quality and
Safeguarding Director or Lindsay Ratapana, Designated Nurse Adult Safeguarding.

5.

Cheshire East Pharmaceutical Needs Assessment Consultation

5.1

The Health and Wellbeing Board (HWBB) of Cheshire East are producing a new
Pharmaceutical Needs Assessment (PNA), which looks at the current provision of
pharmaceutical services across Cheshire East and how well needs for pharmaceutical
services are being met. The last PNA was produced in 20153 and by law4 all HWBBs
in England must publish a new PNA by 1 April 2018. Once the PNA has been
finalised, NHS England will use it to consider applications to open a new pharmacy,
move an existing pharmacy or to commission additional services from a pharmacy.

2

https://www.england.nhs.uk/publication/commencement-of-amendments-to-the-mental-health-act-1983/
http://www.cheshireeast.gov.uk/pdf/pharmaceutical-needs-assessment-2015.pdf
4
This is a statutory responsibility, as set out under the NHS (Pharmaceutical Services and Local Pharmaceutical Services) Regulations 2013.
3
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5.2

On the 13 November 2017, the HWBB launched an online consultation on the draft
Cheshire East PNA 2018 which will close on the 12 January 2018. The consultation is
available via https://surveys.cheshireeast.gov.uk/s/PNADraft/.

5.3

An updated PNA including consultation process and responses will be presented to
the HWBB in March 2018 and published shortly afterwards.

6.

Governing Body Appointments

6.1

I am pleased to confirm that Sheila Hillhouse will be joining the CCG from
20 November 2017 as the new Clinical Member – Registered Nurse on the Governing
Body. Sheila will be present at the Governing body meeting on 29 November 2017.

6.2

The CCG is in communication with NHS England with regards the continued challenge
to appoint to the vacant Clinical Member – Secondary Care Doctor position on the
Governing Body. The CCG hopes to work with NHS England to identify possible ways
to address the issue.

7.

CCG 360 Stakeholder Feedback Survey 2018

7.1

The CCG 360° Stakeholder Survey assesses how stakeholders perceive the CCG and
how the CCG works with them to improve quality and outcomes for patients within the
Eastern Cheshire health and care system. The results of the survey contribute to NHS
England’s statutory annual assessment of CCGs, and provide a valuable tool for all
CCGs to evaluate their progress and inform future development.

7.2

The CCG is required to provide its list of stakeholders and any localised question
statements to Ipsos MORI by 08 December 2017. Fieldwork is expected to be
undertaken by Ipsos MORI between 15 January and 23 February 2018. The CCG
should receive the final report by the end of March 2018.

8.

Online Conflicts of Interest Training

8.1

Within the publication of the NHS England document ‘Managing conflicts of interest:
Revised statutory guidance for CCGs’5 CCGs were instructed to ensure that training is
offered to all employees, governing body members, members of CCG committees and
sub-committees and practice staff with involvement in CCG business on the effective
management of conflicts of interest.

8.2

The CCG has received notification from NHS England that the planned on-line
conflicts of interest training package will now be available to roll out from midNovember 2017. This training will form part of the CCGs Statutory and Mandatory
training and will need to be completed by all staff on a yearly basis. The annual
training will be mandatory. CCGs will be required to record their completion rates as
part of their annual conflicts of interest audit.

5

https://www.england.nhs.uk/wp-content/uploads/2017/06/revised-ccg-coi-guidance-jul-17.pdf
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8.3

Upon receipt of further details, the CCGs will disseminate this information to the
relevant individuals It is expected that this training will need to be completed by 31st
March 2018.

9.

CCG Governing Body Meeting May 2018

9.1

The CCG has been informed of the timeline and key dates for the CCG Annual Report
and Accounts 2017-18 submission. To enable the CCG Governing Body to receive
and approve the final version of the Annual Report and Accounts 2017-18 ahead of
final submission to NHS England, the date of the May 2018 meeting has been
changed to Wednesday 23 May 2018. Governing Body members are asked to note
this within their diaries.

10.

CCG Assessment against the Patient and Community Engagement
Indicator in the 2017-18 CCG Improvement Assessment Framework

10.1

The CCG has recently received the NHS England assessment (Appendix B) for the
patient and community engagement indicator in the 2017/18 CCG Improvement
Assessment Framework (CCGIAF). This is the first time that CCGs have been
assessed against this indicator and will be used as a baseline measure for
comparison for future assessments.

10.2

The CCGIAF indicator ‘Compliance with statutory guidance on patient and public
participation in commissioning health and care (166a)’ is based on assessing 10 ‘key
actions’ outlined in the revised ‘Patient and public participation in commissioning
health care: Statutory guidance for clinical commissioning groups and NHS England’
(April 2017)6, which enable CCGs to demonstrate they meet their statutory duties. The
10 ‘Key actions’ for CCGs and NHS England on how to embed involvement in their
work are:
 Involve the public in governance
 Explain public involvement in commissioning plans
 Demonstrate public involvement in Annual Reports
 Promote and publicise public involvement
 Assess, plan and take action to involve
 Feedback and Evaluate
 Implement assurance and improvement systems
 Advance equality and reduce health inequality
 Provide support for effective engagement
 Hold providers to account.

10.3

Each CCG has been assessed based on their Annual Report and other public
information where available online, including Constitution, Governing Body meeting
records, involvement webpages, engagement plan, and relevant reports. An
assessment template, agreed by the NHS England Public Participation Working Group
defines criteria closely linked with the ‘key actions’ and grouped under five domains:

6

https://www.england.nhs.uk/publication/patient-and-public-participation-in-commissioning-health-and-care-statutory-guidance-for-ccgs-and-nhs-england/
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a. Governance
b. Annual Reporting
c. Practice
d. Feedback and Evaluation
e. Equalities and health inequalities.
10.4

Each CCG was scored and rated against each of these domains. The CCG received
the following ratings:
Domain
Governance
Annual Reporting
Practice
Feedback and Evaluation
Equalities and health inequalities

Score
Good
Good
Good
Requires improvement
Good

10.5

The CCG overall RAG assessment was AMBER. The CCG has the opportunity to
submit evidence for further review and assessment to improve this rating. The Head of
Corporate Services has been tasked to review the feedback provided by NHS
England, along with the Lay Members for Public and Patient Involvement, develop and
implement an action plan to address any areas for improvement.

11.

CCG Improvement Assessment Framework (CCGIAF)

11.1

The final CCGIAF for 2017-18 and the accompanying Technical Appendix has been
issued on the NHS England website.7 The revised CCGIAF for 2017/18 contains a
total of 51 indicators. The changes made this year are relatively minor, reflecting
feedback from stakeholders, including NHS Clinical Commissioners, that they would
welcome stability in the assessment process for 2017/18.

11.2

There are five new indicators in the CCG IAF for 2017/18:
 Patient Safety
 Patient And Community Engagement
 End Of Life Care
 Improving Access To Psychological Therapies (IAPT) and alignment with Next
Steps mental health priorities and linked to the existing IAPT indicator
 Completeness Of The GP Learning Disability Register – This relates to an existing
indicator within the IAF and reflects an existing requirement of CCGs.

11.3

In addition, for the 2017/18 CCG IAF, a number of existing indicators have been
retired, and minor changes have been made to some others.

11.4

The first release of the CCG assessment dashboard to accompany the new IAF will be
issued on Wednesday 22 November 2017 and it is expected that the first upload of

7

https://www.england.nhs.uk/commissioning/ccg-assess/
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performance data to the MyNHS8 website will take place week commencing 27
November 2017.

12.

Cheshire East Health and Wellbeing Board

12.1

The next meeting of the Health and Wellbeing Board is on 28 November 2017.
Agenda items being considered at the meeting include:
 The health of Cared for Children and Young People – progress update November
2017
 Children’s Improvement Plan Update
 Delayed Transfers of Care progress Update
 The Power of Place Workshop feedback
 CQC Local System Reviews

12.2

The
agenda
and
meeting
papers
can
be
viewed
at
http://moderngov.cheshireeast.gov.uk/ecminutes/ieListDocuments.aspx?CId=739&MId
=6678.

13.

Access to further information

13.1
For further information relating to this report contact:
Name
Jerry Hawker
Designation
Chief Officer
Telephone
01625 663764
Email
jerry.hawker@nhs.net

14.

Appendices

Appendix A
Appendix B

8

CLICK HERE to view the Executive Committee Terms of Reference
CLICK HERE to view the NHS England CCGIAF letter

https://www.nhs.uk/service-search/performance/search
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TERMS OF REFERENCE FOR THE EXECUTIVE
COMMITTEE
1.

Introduction

1.1 The Executive Committee (the Committee) is established in accordance with
NHS Eastern Cheshire Clinical Commissioning Group’s (CCG Constitution.
These Terms of Reference (TORs) set out the membership, remit,
responsibilities and reporting arrangements of the Committee and shall take
effect upon incorporation into the CCGs Constitution and Standing Orders.
1.2 The Committee will function as a corporate decision-making body for the
management of the delegated functions and the exercise of the delegated
powers as specified within these TORS. The Committee reports to the CCGs
Governing Body and has a number of committees which report into it. To view
where the Committee sits within the CCG structure go to
https://www.easterncheshireccg.nhs.uk/About-Us/our-structure.htm.
1.3 The purpose of the Committee is to take a holistic view of the work of the CCG
with a focus on ensuring an efficient and effective organisation and delivery
against its operational and strategic plans within agreed budgets.
1.4 The Committee will have the responsibility of reviewing and monitoring those
risks within the Governing Body Assurance Framework appropriate to the remit
of Committee, ensuring that any identified risks allocated to the Committee are
actioned appropriately and that assurances are sought. It will also be
responsible for providing assurance to the Governing Body that all corporate
duties in relation to this agenda are compliant and in line with corporate aims
and objectives.
1.5 The Governing Body will receive information on key developments and
decisions undertaken by the Committee through the form of the Chief Officer
Report and on key corporate risks through the Assurance Framework.
1.6 The Committee will be responsible for making recommendations to the
Governing Body on:
 matters that may affect the CCGs Constitution and statutory duties
 guidance, regulations and mandatory instructions that may be issued by
NHS England or the Department of Health.

2.

Membership

2.1 The Committee shall be appointed from amongst the CCGs Executive officers,
senior clinicians and senior managers plus any other employees that are
required to attend as determined by the Committee. The Committee standing
membership will consist of:
Membership
Chief Officer
Chief Finance Officer
Commissioning Director
Associate Director of Commissioning

Strategy & Transformation Director
Head of Corporate Services
Quality and Safeguarding Director
Clinical Leadership Team member
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2.2 Relevant managers/officers and external advisers will be invited to attend in line
with agenda items as and when appropriate.

3.

Quorum

3.1 A quorum necessary for the Committee to undertake its business is defined as:
 Committee Chair (or nominated Deputy Chair)
 two other members of the Committee.
3.2 The Committee will operate under the principle of agreement by consensus,
with any final decision/recommendation being made by the Chief Officer where
necessary and within the CCGs Schemes of reservation and Delegation
(SORD).

4.

Meeting Arrangements

4.1 The position of Chair of the Committee will be rotated quarterly from amongst
the Committee membership. In the position of Chair, the post holder will:
 encourage contributions from all members/attendees
 promote a culture of openness, transparency, constructive challenge and
honesty
 facilitate discussion to ensure the outcomes are concise and focused and
that the meetings run to time.
4.2

The Personal Assistant to the Chief Officer will provide administrative support
to the Committee and will be responsible for supporting the Chair of the
committee in planning agendas, distributing papers in advance of the meeting,
taking minutes (when required) and following up meetings with a summary of
actions.

4.3

Meetings will be held weekly.

4.4

Minutes will be approved by the Chair of the meeting and circulated to
Members within five working days.

4.5

Members will be sent relevant papers and an agenda two working days prior
to the meeting.

4.6

All reports are required to be submitted two working days in advance of the
meeting.

5.

Declarations of Interests

5.1

All individuals appointed to the committee will comply with the CCG’s
Standards of Business Conduct Policy, including the requirements for
declaring conflicts of interest.

5.2

In order to facilitate this process, “Declarations of Interests” will be a standing
item on all agendas and copies of the minutes will be sent to the Governance
Manager for the purposes of maintaining the register of interests.
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5.3

All new declarations of interest must be notified to the “Chief Finance Officer”
within 28 days of a member of taking office of any interests requiring
registration, or within 28 days of a change to a member’s registered interests.

6.

Remit and Responsibilities of the Committee

6.1

The purpose of the Committee is to take a holistic view of the work of CCG
with a focus on ensuring an efficient and effective organisation and delivery
against its operational and strategic plans within agreed budgets.

6.2

The Committee has responsibility for:
 ensuring that the CCG is on track to deliver against the 5 Year Strategic
Plan, 2 Year Operational Plan (Operating Plan), financial allocations/budget
plans, QIPP Plans and all Transformation Programmes.
 taking operational decisions within the CCGs SORD which enable effective
and efficient delivery of the organisation’s Plans.
 ensuring that the CCG has robust operational management arrangements
to ensure it is discharging its statutory duties as set out within the CCGs
Constitution, NHS Constitution and instructions issued by NHS England.
 ensuring the provision of executive and clinical leadership support to the
Programme Management Office in the delivery of all programmes of work
established within the Commissioning and Transformation Directorates.
 ensuring that appropriate information and assurance reports are provided in
a timely manner to enable the CCG’s Governing Body and its subcommittees to discharge their statutory duties.
 acting as the Committee for receiving, reviewing and approving reports on
the CCGs Corporate and Information Governance, including signing off
policies, corporate risks and incident reporting. Providing an escalation
process, for reporting on Governance issues to the CCGs Governing Body
where appropriate.
 providing executive leadership and direction to the CCGs employees,
ensuring the CCG discharges its statutory and legal duties and that
organisational structures and personal development/performance
management arrangements are consistent with the CCGs vision, values
and plans.
 ensuring that the CCG has a robust and inclusive approach to clinical
engagement and leadership.
 managing contractual arrangements with Commissioning Support Units.
 to receive and act on information from other external commissioning
committees of which the CCG is a member
 ensuring that the CCG complies with the NHS England CCG assurance
process
 organising clinical leadership in the CCG.

6.3

In order to fulfil its role effectively, the Committee will receive for information
and ratification, where appropriate, the minutes of committees designated as
sub-committees of the Committee and commissioning committees and boards
operating on a local and sub-regional basis. Specifically,
 Workforce Committee
 Finance Committee
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Clinical Leadership Team
CCG Programme Management Group
Primary Care Commissioning Operational Group
Executive Prescribing Committee
NHS Cheshire & Merseyside and other forums in which the CCGs work
together.

6.4

Other committees established by the Executive Committee in accordance with
good operational management or as defined by NHS England

6.5

In making its recommendations and decisions the Committee will take into
account:
 provisions of any national guidance arrangements
 guidance and mandatory instructions issued by NHS England
 relevant legislation
 CCG’s values and principles
 CCG’s Constitution, Standing Financial Instructions and SORD
 national, regional and local best practice and affordability.
 organisational performance.

6.6

The Committee is responsible for resolving/recommending a course of action
for any items that are escalated from the formal sub committees of the
Governing Body, i.e., Remuneration, Governance & Audit and Clinical, Quality
& Performance Committees, Primary (General Medical) Care Commissioning
as well as those highlighted under section 6.3 and 6.4.

7.

Relationship with the Governing Body

7.1

The Committee reports to the CCGs Governing Body. It will provide a formal
written report on key developments and decisions taken to the CCG’s
Governing Body meeting in public in the form of the Chief Officer Report and
on key corporate risks through the Assurance Framework.

7.2

Informal reporting will be provided to the Governing Body via the Chief Officer
Brief.

7.3

Where papers/reports are considered by the Executive Committee which
require a decision/decisions with a financial value which exceeds that of the
delegated authority of the Executive Committee, the Executive Committee will
make a recommendation to the Governing Body with regards the preferred
option or decision, for consideration and approval by the Governing Body.

8.

Policy, Best Practice and Conduct of Meetings

8.1

The Committee should (at least annually) review its own performance,
membership and TORs to ensure it has discharged its functions as intended.
Any changes to the TORs should be approved by the Governing Body.

8.2

The Committee is authorised by the Governing Body to investigate any
activity within its TORs. It is authorised to seek any information it requires
from any employee.
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8.3

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

8.4

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

8.5

The Committee shall have the delegated authority to commission, review and
authorise policies that are linked to its key duties and where specifically
delegated by the Governing Body

9.

Conduct

9.1

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

10.

Assurance Framework

10.1

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

10.2

In order to facilitate this process, the “Risk Register” will be a standing item on
the Committee agenda, where risks are identified within the Committee and
evaluated and where appropriate, recorded or amended on the Committee’s
Risk Register.
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Amendment History:
Version
V1

Date
18 Mar 15
19 Mar 15

21 Apr 15

V2

April 2016

V3

18 May 2016

V4

26 May 2016

V5
V6

29 June 2016
9 November
2017

Comment on Changes
Item 2.1 – Addition of ‘Head of Corporate Services’ to membership and
removal of ‘Corporate Services Manager’ from attendees by invitation.
Alterations to Governance Structure:
 Removal of ‘Clinical Outcomes Group’ from those reporting to
Executive Committee
 Addition of Joint Commissioning Leadership Team and Programme
Management Group (reporting to Executive Committee)
 Addition of Systems Resilience Group (SRG) reporting to Clinical
Quality & Performance Committee
 Replacement of Caring Together Executive Board by ‘Caring
Together Leadership Forum’
Item 6.3 – addition of ‘Programme Management Group’ to list of subcommittees
 Governance Structure: Inclusion of external-facing Caring Together
PMG; Link shown between Joint Commissioning Leadership Team
and Caring Together PMG
 Amendment to point 2.2 “The Committee will operate under the
principle of agreement by consensus, with any final
decision/recommendation being signed off by the Chief Officer.
Addition: Where necessary, and within the Schemes of Delegation,
the Accountable Officer will make the casting decision”.
 Item 6.3 : Joint Commissioning Leadership Committee Team
Amendments following feedback from Executive Committee 24 March
2016:
 Amendments to chair arrangements re quarterly rotation
 Minor typos
 Additional meetings added to list of committees/meeting where
minutes are reported into Committee
Amendments following feedback from 12 May 2016:
 Amendments to Governance structure diagram - streamlined
 Amendments to membership table – removal of invited attendees,
GP Chair, inclusion of Clinical Executive (2.1)
 Amendments to Chair arrangements within membership
arrangements section (4.1)
 Removal of reference to change of meeting status with regards
Clinical Leadership meeting (4.3)
 Amendments to list of committees reporting into Executive
Committee (6.3)
Amendments following feedback from 26 May 2016 Exec Committee:
2: Membership: amendments to include “Clinical Leadership” rather
than a specific role such as medical director.
6. Remit and Responsibilities: “organising clinical leadership in the
CCG” added
6.3 – amendments to list of sub committees will be include “CWW CCG
Commissioning Alliance and commissioning committees and boards
operating on a local and sub-regional basis”
6.6 – amendment to remit of committee ‘ to receive and act on
information from other external commissioning committees of which the
CCG is a member’
Amendments following feedback from 29 June Governing Body:
Amendments following discussions at the 9 November Exec Committee
 1.2 replacement of the organisational diagram with an electronic link
to the governance structure as displayed on the CCG’s website
under “About Us/Our Structure”
 2.1 – updated job title “Quality and Safeguarding Director”

Page 7 of 8





6.3 – Removal of “Commissioning Board”, “the Commissioning
Alliance” and “Cheshire, Warrington and Wirral Commissioning
Alliance”, insertion of “Executive Prescribing Committee”, “NHS
Cheshire & Merseyside and other forums in which the CCGs work
together”
10.3 – paragraph on the risk register removed
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Colleagues,
Dear C
Your C
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y
engagement ind
dicator. Th
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h
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e
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ngs (section 2) and th
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d public
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ation, and we are pro
oviding a ra
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Health and hig
gh quality care
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for all, now and ffor future generation
g
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1. The assessment process and scoring framework
This assessment was designed around CCG statutory duties described in section
14Z2 of the Health and Social Care Act, and the 10 key actions for CCGs and NHS
England to embed involvement in their work, which were set out in the guidance
published April 2017.
Full technical details of the assessment framework, process and scoring
methodology are attached (Appendix 2) and will soon be published on the NHS
England website as part of the CCG IAF Technical Annex.
Step 1: Assessors from the NHS England national public participation team looked
at individual CCG websites for evidence for each indicator. Your website is the front
door to your organisation. It needs to provide good quality, easily accessible
information about the ways in which you are working with people and communities
as partners, including how people can get involved and what difference their
involvement has made. We reviewed involvement web pages, commissioning
intentions, annual reports, engagement strategies and action plans, governing body
papers, equality and diversity strategies, and other relevant information publicly
available on the internet. Each CCG assessment took 3-7 hours depending on the
accessibility of the information.
Step 2: National team leads met with regional NHS England DCO teams, to share
interim review findings and cross-check with local insight. Where local insight
differed from review findings, we looked again at the available online evidence, and
amended scores if appropriate.
Step 3: The national team generated a shared list of areas for improvement from all
the individual assessment findings, to further standardise feedback and help plan
support. Scores and ratings were automatically calculated as described in Appendix
2.

2. Headline findings: common strengths and areas for improvement
Nationally, we found the following strengths in CCGs’ engagement:
 All CCGs are focused on improving their work with people and communities
as partners.
 91% of CCGs have good or outstanding governance of their patient and
community engagement.
 91% of CCGs meet annual reporting requirements, and 59% have good or
outstanding reporting arrangements.
 77% of CCGs have good or outstanding day-to-day engagement practices.
We also found some common areas for development and improvement across the
country, including in those CCGs that scored well overall, and we would encourage
you to reflect on which apply to your CCG:


Online information often does not fully represent involvement activity. Local
insight suggests that some CCGs’ practice is better than it appears to the
public.
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Annual reports should be in line with national guidance, to make them
accessible and engaging for the public.
Important connections between public/community engagement and local
strategies and priorities (e.g. local Joint Strategic Needs Assessments, Health
and Wellbeing Strategy) should be explicit, clearly described and linked with
appropriate action.
There is a tendency to focus more on activity and process rather than impact.
Many CCGs need to provide more evidence of how involvement has made a
difference to services, strategic plans and policies, and people’s health and
wellbeing.
Good governance arrangements are generally in place, but CCG leaders are
not always well-informed about engagement.
Feedback to the public about the impact of their involvement needs to be
strengthened – we observed a gap in the feedback loop.
Websites often have out of date content and were difficult to navigate
(including broken links, display problems, poor search facility). Members of
the public or as a community or voluntary group should find it easy to identify
how to take action or follow through on opportunities.
CCGs often do not provide sufficient information about how their
commissioned providers are engaging patients and the public, despite a
responsibility to do this.
Patients and the public members should be well supported to be involved in
their CCG, including training and/or links with wider participation activity,
networks, forums, etc. Generally there was little evidence of this.
There is emerging evidence that where CCGs have commissioned an
external organisation to undertaken their engagement work on their behalf,
this may lead to engagement becoming more disconnected from CCG
business.
Most CCGs need to provide much better information about how they have
considered equalities/health inequalities in their work with people and
communities, along with demographic monitoring of who is contributing and
participating in engagement activities.

Section 5 of this letter, ‘Focus on Improvement’, outlines support and resources
available to assist CCGs to address common and individual areas for improvement.
As one key part of this, we have developed a Planning Tool for Improvement
including resources and suggested actions, plus space to plan your own
improvements, which will be shared via Regional NHS England teams shortly.
3. Your assessment feedback
The attached Annex A presents feedback from your CCG’s assessment of
patient and community engagement.
You have been given a RAGG* rating (red/amber/green/green star) and a global
score (out of 15) for your engagement practice at the time of assessment. You have
also been given ratings for each of the five domains, to help identify particular
strengths and weaknesses. In addition, we have highlighted some specific areas of
improvement and provided some narrative comments. These are intended to help
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you to improve your engagement with patients and communities.
Please note that where a CCG is rated ‘inadequate’ on any domain, or ‘red’ overall,
this does not necessarily imply that it is failing in its legal duty to involve the public in
commissioning; this would be a legal judgement; it may rather indicate that it is not
adequately evidencing what it does in practice.

4. Next steps
1. Please review your feedback, and use it for improvement purposes (see
section 5).
For those CCGs that are RAGG* rated as green star or green, no further
assessment review will be undertaken in 2017/18. We will focus our
resources on supporting you to further develop/sustain good practice, and
your next assessment will be in the next financial year.
2. If your RAGG* rating is red or amber, you now have the opportunity to submit
evidence for further review and assessment to improve your current rating. If
you wish to do this, email us at england.nhs.participation@nhs.net identifying
your request in the subject line of your e-mail as ‘CCG IAF review request’ by
15th December 2017. We will then send you further information about
completing a Review Request Form and providing web links that lead to
specific evidence. Final submissions of completed Evidence for Review
Request Forms must be received by 16th February 2018.
3. We will re-assess evidence from CCGs currently rated red or amber that
request review. This will be done by 31st March 2018. We will write to those
CCGs in April with their review results.
4. The scores and RAG rating against the patient and community engagement
indicator will subsequently be published for all CCGs on the MyNHS website
as part of the suite of CCG IAF indicators.

5. Focus on improvement
Firstly, we strongly recommend that you talk to other CCGs, as CCGs themselves
will be best placed to support each other to improve. You may like to ask your STP
to support CCGs in your area to work together on certain improvements and/or share
good practice.
We have three strands of ongoing work to support you to improve your engagement
work. You may take advantage of any or all of them.
Strand 1: Planning for Improvement Tool
We have produced a Planning for Improvement Tool to help CCGs take action on
the ten most common areas for improvement (see section 2 above). This will be sent
to you by NHS England regional teams shortly. In it, you will find information about
why each practice area matters, what you could do about it, where you can find good
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practice examples and what actions you plan to take yourself.
We recommend that you use and expand the Planning for Improvement Tool to
identify appropriate rationale, resources and actions for each of your own
specific areas for improvement.
We would like this tool to grow and become a shared resource which CCGs
themselves develop. We will work with participants at the Improvement Workshops
(see below) to explore how this can best be done. Meanwhile, feel free to use this
tool as you wish.
Strand 2: Improvement Workshops
We know that CCGs are keen to improve their work with people and communities,
and we expect CCGs to take a lead in planning as well as making improvements,
using feedback from this assessment. We strongly encourage CCGs to begin local
conversations to identify common needs, and to work together across their STP
‘footprint’ areas wherever possible. Workshops will take place in each region over
the next few months to support CCGs with improvement, which will be planned by
NHS England regional teams and CCGs, with support from the national NHS
England Public Participation Team. There is some NHS England funding available to
support improvement. We will contact your engagement lead officers separately
about local improvement workshops, support needs and potential funding for
improvement.
Strand 3: Existing support and resources for improving engagement
A range of information and support is already available. Click to follow the links to the
relevant web pages.






Guide to annual reporting on the legal duty to involve
Revised 2017 statutory guidance for CCGs and NHS England commissioners
on Patient and Public Participation in Commissioning Health and Care
Bitesized guides to participation
Learning and training for NHS staff
NHS England Involvement Hub web pages for all these and a range of other
support and resources

6. Next year’s assessment
We are starting to consider arrangements for the patient and community
engagement indicator assessment in 2018/19, and we anticipate that the process will
be refined.
We can confirm that the same framework will be used for the patient and community
engagement indicator assessment, including the same domains, but the way in
which evidence is gathered and/or submitted may change. Also, we plan to
undertake the assessment later in the financial year, so that it reflects more of CCGs’
in-year improvement.
7. Review and development
We value your views and suggestions on improvements for next year. We will be
undertaking a review at end of this year’s process, and all CCGs will be invited to
Health and high quality care for all, now and for future generations
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provide feedback and help shape what happens in future.
Early informal feedback on this year’s process suggests the following learning points:
 Some CCGs would like more input, earlier on, including the opportunity to
submit their own evidence.
 The assessment should take place later in the year.
 There is some interest in peer-to-peer learning to support improvement.
If you are interested in joining a working group to develop the assessment and
improvement process, please let us know.
If you have any queries about anything in this letter, please email
england.nhs.participation@nhs.net using the subject heading ‘CCG IAF question’.
Yours sincerely,

Olivia Butterworth
Head of Public Participation
NHS England

List of attachments:
Annex A: individual feedback
Appendix 1: Letter July 2017
Appendix 2: Technical details – Patient and Community Engagement Indicator

Health and high quality care for all, now and for future generations

This page has been left blank intentionally

GOVERNING BODY MEETING in Public
29 November 2017
Paper Title

Agenda Item 2.1

Financial Performance Report Month 07, as at
31 October 2017

Report Author
Alex Mitchell

Contributors
Elizabeth Insley

Niall O’Gara

Chief Finance Officer/Senior
Information Risk Owner

Finance Manager

Technical Accountant

Date report submitted

22 November 2017

Purpose of paper / report
To provide the Governing Body with a summarised overview of NHS Eastern Cheshire
Clinical Commissioning Group’s (ECCCG’s) financial performance for the period ending 31
October 2017.

Reason for consideration by Governing Body
The Governing Body is responsible for the allocation, monitoring and delivery of its services
within the available resources. This report outlines for the Governing Body the current
financial performance and level of associated risks.
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Recommendation(s)
The Governing Body is asked to note the following:
• Forecast outturn aligned with the 2017/18 Financial Plan at a £13.4m deficit, until
agreement is reached with Regulators to align with the risk adjusted position.
• Risk adjusted forecast outturn for 2017/18 is a £23.1m deficit which reflects the level of
risks currently being managed and reflects the most likely outturn.
• Quality, Innovation, Productivity and Prevention (QIPP) identified plans of £10.8m
(3.9% of turnover) contain a risk to delivery of £2.7m (high risk schemes).
• Additional QIPP proposals have been submitted to NHS England (NHSE) for
consideration with the aim of improving the risk adjusted forecast outturn.

Benefits / value to our population / communities
The report outlines ECCCG’s performance against its statutory financial duty of
commissioning services within its agreed financial envelope.
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Key Implications of this report – please indicate 
Strategic
Consultation & Engagement

Financial
Resources (other than finance)

Procurement
Decommissioning

Equality
Quality & Patient Experience

Safeguarding
Legal / Regulatory
Other – please state



Governance & Assurance
Staff / Workforce





Governing Body Assurance Framework Risk Mitigation:
This paper supports the continued progress in managing the risks associated with:
GBAF 282 2017/18 Financial Deficit and GBAF 280 QIPP Programme (Financial Recovery).

Report/Paper Reviewed by
Alex Mitchell
Chief Finance Officer/Senior Information Risk Owner
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Financial Performance Report Month 07
as at 31 October 2017
1.

Executive Summary

1.1

The Financial Dashboard, Table One-A, summarises NHS Eastern Cheshire Clinical
Commissioning Group’s (ECCCG’s) key performance indicators on which its progress
can be monitored.

Table One-A: NHS Eastern Cheshire Clinical Commissioning Group's Financial Dashboard as at
31 October 2017
Indicator

Target /
YTD
£000s

Actual
£000s

Rating This
Month

Mvmt
(last
mth)

Spend - year to date

171,372

176,505

3.0%

Variance from plan

Spend - forecast outturn
Variance year to date

293,952
7,820

298,547
12,953

1.6%
65.6%

Variance from plan
Variance from plan

12,953

14,294

10.4%

Variance from plan

13,405

18,000
21,075
4,718
10,195
98%/100%
301,172
3,100
2,400

34.3%
57.2%
-13.0%
-43.0%

Variance from plan

Variance - risk adjusted year to date
Variance forecast outturn
Variance - risk adjusted forecast outturn
QIPP year to date
QIPP Forecast
BPPC year to date
Cash - forecast outturn
Risk / Opportunities
Prescribing (NCSO)

13,405
5,420
17,896
99%/100%
293,446
11,786
0

Variance from plan
Variance from plan
Variance from plan
Number / value in 30 days
Variance from plan
(Net risk) outside reported
(Net risk) outside reported
forecast position

2.6%
-73.7%
100.0%

Key:
On Plan
Take Note

No Material Movement
Better

Action Required

Worse

1.2

Key Areas for Consideration

1.2.1

Spend - Year to Date/Forecast Outturn: The year to date position has been
increased based on the revised forecast outturn (see 1.2.2). It excludes £2.3m of
unidentified Quality, Innovation, Productivity & Prevention (QIPP) that is reported in
the risk adjusted position as per Appendix A, Section 1.5. This is currently profiled in
full to Month 12.

1.2.2

Variance – Year to Date/Risk Adjusted Year to Date £14.2m: Highlights what the
risk adjusted year to date position would be if the income was profiled evenly
throughout the year in relation to the unidentified QIPP target included within the risks.
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1.2.3

Variance - Forecast Outturn £18m/Risk Adjusted Outturn £21.1m: The forecast
outturn has been revised following agreement with NHS England (NHSE), resulting in
the crystallisation of £4.6m of “risk” previously reported within the risk adjusted
position. Whilst the remaining level of risks reduced, a further improvement of £2m
has been identified within the risk adjusted forecast outturn due to the identification of
additional QIPP schemes (classified as high risk).

1.2.4

QIPP Year to Date/Forecast: The QIPP forecast reflects the identified schemes of
£10.8m including additional mitigating proposals as outlined under Agenda Item 2.2.
There remains a risk in delivery of circa £2.7m associated with the “high risk”
schemes. The remaining gap of £7m is still unidentified and will be dependent on
further schemes being identified for 2018/19 arising from a combination of proposals
via the Capped Expenditure Programme (CEP) or locally identified schemes.
Additional QIPP proposals have been submitted to NHSE for consideration.

1.2.5

Better Payment Practice Code (BPPC): Compliance of 99% / 100% achievement
versus a target of 95%.

1.2.6

Cash Forecast: The cash available to ECCCG has been increased in line with our
planned deficit. Therefore, the remaining shortfall of circa £7.7m is required in order
to meet the forecast expenditure commitments.

1.2.7

Risk/Opportunities: A number of financial risks have been identified that could
impact on the delivery of our planned financial control deficit. These risks are
reflected in the risk adjusted forecast outturn.

1.2.8

Prescribing (No Cheaper Stock Obtainable - NCSO): In line with national
guidance, an emerging financial pressure of circa £2.4m concerning the national
supply of medicines (NCSO) is being monitored, but not included within any of
ECCCG’s financial projections. Further guidance is expected on the treatment of the
financial pressure; however, if no additional allocations are made, then ECCCG’s
forecast and risk adjusted outturns will deteriorate by circa £2.4m.

2.

Recommendation(s)

2.1

The Governing Body is asked to note the following:
• Forecast outturn has been increased to £18m following NHSE’s agreement.
• Risk adjusted forecast outturn for 2017/18 has improved by £2m to £21.1m in
line with the additional QIPP proposals submitted for consideration by the
Governing Body under Agenda Item 2.2.
• Prescribing (NCSO) costs of circa £2.4m are excluded from all of ECCCG’s
reported positions pending further guidance from NHSE. Note: this is likely to
further deteriorate ECCCG’s financial outturn and will be in line with all other
Clinical Commissioning Groups.
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3.

Reasons for recommendation(s)

3.1

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

4.

Peer Group Area / Town Area Affected

4.1

This relates to all of NHS Eastern Cheshire geographical areas.

5.

Population affected

5.1

This relates to all of NHS Eastern Cheshire population.

6.

Context

6.1

The Financial 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.

Health Inequalities

10.1

Not applicable.

11.

Equality

11.1

Not applicable.

12.

Legal

12.1

Not applicable.

13.

Communication

13.1

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

14.

Background and Options

14.1

Not applicable.
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15.

Access to further information

15.1

For further information relating to this report contact:

Name
Designation
Telephone
Email

16.

Glossary of Terms

BCF
BPPC
CEP
ECCCG
iBCF
MH5YFV
NCSO
QIPP
RTT
STP
UHSM

17.

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

Better Care Fund
Better Practice Payment Code
Capped Expenditure Programme
NHS Eastern Cheshire Clinical Commissioning Group
Improved Better Care Fund
Mental Health Five Year Forward View
No Cheaper Stock Obtainable
Quality, Innovation, Productivity and Prevention
Referral to Treatment
Strategic Transformation Programme
University Hospital of South Manchester

Appendices

Appendices Table
Appendix A

Financial Performance Report Month 07 as at 31 October 2017

CCG Operational Plan 2017 - 19 programme of work this report links to 
System Transformation
Effective Use of Resources
Continuous Improvement



CCG 5 Year Strategic Plan programme of work this report links 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



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

treatable mental and physical health
conditions



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

Page 7 of 22

NHS ECCCG Governing Body Meeting IN PUBLIC 29 November 2017

Agenda Item 2.1

GOVERNING BODY MEETING held in public
29 November 2017
Paper Title

Agenda Item 2.1

Financial Performance Report Month 07

APPENDIX A
Financial Performance Report, Month 07, as at 31 October 2017

Page 8 of 22

NHS ECCCG Governing Body Meeting IN PUBLIC 29 November 2017

Agenda Item 2.1

Appendix A

Financial Performance Report Month 07
as at 31 October 2017
1.

Financial Position

1.1

As at 31 October 2017, NHS Eastern Cheshire Clinical Commissioning Group
(ECCCG) is reporting a non risk adjusted year end forecast position of a £18m deficit
and a year to date deficit of £12.9m. The forecast currently excludes any impact from
the current level of identified net risks totalling £3.1m as per NHS England (NHSE)
guidance. Following the outcome NHSE will direct the CCG to transfer the risk
adjusted position into the forecast resulting in an anticipated £21.1m projected deficit
for 2017/18.
Table One-A shows a summary of the current financial position.

Table One - A: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) 2017/18 Financial Summary to
31 October 2017
Current Budget
YTD
Plan
(Budget)

Actual
YTD

£000s
£000s
£000s
Income
(280,547) (163,553) (163,553)
Expenditure
Programme Costs
289,557 168,809 174,264
Running Costs
4,395
2,564
2,242
Net Deficit / (Surplus)
13,405
7,820
12,953
Key*:
>1% No Material Movement
>1% Better
>1% Worse

Variance Forecast Change
Risk
Change
Adjusted
YTD
For
Outturn
Year
£000s

£000s
0 (280,547)

£000s
(280,547)

5,455 294,183
(322)
4,364
5,133
18,000

297,258
4,364
21,075
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1.2

Table One-B shows a summary of the current financial position by key expenditure
type.

Table One-B: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) 2017/18
Financial Summary to 31 October 2017
Current Budget Actual Variance Forecast Change
YTD
YTD
YTD
For
Plan
Year
Income
Expenditure
Acute services
Acute other
Sub Total
Mental Health services
Mental Health Other
Sub Total
Community Health Services
Community Health Other
Sub Total
Continuing Healthcare
Prescribing
Primary Care
Primary Care Co-Commissioning
Other
Sub Total
Programme Costs Sub Total
Running Costs
Total Expenditure
Net Deficit / (Surplus)

£000s
£000s
£000s
(280,547) (163,553) (163,553)
125,624
19,716
145,340
15,553
6,810
22,364
25,253
1,360
26,613
28,473
31,352
7,331
26,205
1,879
95,240
289,557
4,395
293,952
13,405

73,493
11,501
84,994
9,073
3,973
13,045
14,731
793
15,525
16,609
18,289
4,277
15,286
784
55,245
168,809
2,564
171,372
7,820

73,623
12,129
85,751
9,315
3,602
12,917
14,393
778
15,171
17,143
20,111
3,705
15,208
4,257
60,424
174,264
2,242
176,505
12,953

£000s

£000s
0 (280,547)

130
628
758
242
(371)
(129)
(338)
(15)
(353)
534
1,822
(572)
(78)
3,473
5,179
5,455
(322)
5,133
5,133

125,619
20,620
146,239
15,784
6,828
22,612
24,310
1,360
25,670
28,890
31,370
7,694
26,088
5,620
99,662
294,183
4,364
298,547
18,000

1.3

Forecast Outturn: ECCCG’s forecast outturn has been revised following recent
discussions and subsequent agreement with NHSE. The forecast outturn has been
increased from its planned deficit of £13.4m to £18m.

1.3.1

The change to the forecast outturn reflects the challenges ECCCG has had in
delivering a £17.9m (6.4%) Quality, Innovation, Productivity and Prevention (QIPP)
programme in year which was required as part of its 2017/18 Financial Plan.

1.3.2

Throughout previous financial reports, ECCCG has reported a risk adjusted deficit
position of £23.1m, which reflected the most likely year end outturn, despite
implementing over £10.8m worth of QIPP schemes. The partial realisation of these
risks within the forecast outturn has narrowed the gap between the reported and most
likely year end outturn, ie, risk adjusted.
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1.3.3

As outlined within the QIPP paper under Agenda Item 2.2, a further £2m of additional
QIPP proposals have been identified following in-depth discussions and agreement
with NHSE. The impact on ECCCG’s risk adjusted position if implemented in full is an
improvement of £2m, taking it from a forecast £23.1m down to a £21.1m. It is
recognised that these additional schemes submitted to the Governing Body for
consideration are high risk in terms of delivery.

1.3.4

Table One-C summarises ECCCG’s forecast outturn position comparing the current
forecast position with the risk adjusted scenario. The risk adjusted position reflects
the most likely outturn for ECCCG.

Table One-C: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's)
Estimated 2017/18 Forecast Outturn as at 31 October 2017

18,000

Risk
Adjusted
Position
£000s
18,000
6,000
(895)
23,105
(2,030)
21,075

Less 0.5% Non Recurrent Headroom

(1,249)

(1,249)

Forecast Outturn - Deficit

16,751

19,826

8,300

8,300

Revised Deficit
Financial Risk (see section 1.5)
Less 0.5% Contingency
Sub Total
Additional QIPP Proposals
Forecast Outturn Deficit

Distance From Target Allocation -3.31%

1.3.5

Forecast
For
Year
£000s
18,000

18,000

The year to date position (variance) is not reflective of the risk adjusted forecast
outturn. This is due to the £7m unidentified QIPP savings target being profiled to be
delivered in full in the month of March 2018. Normally, the allocation (income) and
expenditure would be spread relatively equally throughout the year, being adjusted
only for known issues such as working days and new allocations. The QIPP savings
target was assigned to the month of March 2018 to enable the year to date position to
be aligned with the initial plan as per NHSE guidance.

1.3.5.1 As a consequence, to maintain the year to date position roughly in line with the plan
deficit of £18m, £2.3m of income has been removed from Month 12 and brought
forward over months 1 to 11, ie, drawn down more income than if based on a risk
adjusted outturn. In essence, this means that our year to date position will deteriorate
in the month of March 2018 by £2.3m as opposed to a more gradual deterioration
throughout the year.
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1.3.5.2 Table One-D outlines what the risk adjusted year to date position would be if the
income was profiled evenly throughout the year. This highlights that our year to date
position would be £1.3m worse than that currently reported.
Table One-D: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) Risk
Adjusted Year to Date Position as at 31 October 2017
Year to Date

Forecast Outturn

Allocation

Expenditure

Variance

£000s

£000s

£000s

Allocation Risk Adjusted Variance
£000s

£000s

£000s

Current Profile

(163,553)

176,505

12,953

(280,547)

301,622

21,075

Risk Adjusted
Profile

(162,211)

176,505

14,294

(280,547)

301,622

21,075

1.4

NHS England’s External Reporting: ECCCG’s forecast outturn has been updated to
reflect £4.6m of the risk adjusted position. This has been agreed with NHSE, along
with the additional QIPP schemes to improve the risk adjusted position. The reporting,
as outlined in Table One-E, summarises ECCCG’s position combining both the
planned forecast and the level of risks that are being monitored. As at October 2017,
the combined forecast position (control deficit and risk) is a predicted deficit of £21.1m
for the financial year.

1.4.1

In line with last year, the 0.5% non-recurrent headroom of £1.25m is being set aside
during 2017/18 with the aim of reducing our forecast outturn by this value as part of
the national risk pool.

Table One-E: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) External Reporting to
NHS England of 2017/18 Forecast Outturn
Period Ending

Financial Plan
May
June
July
August
September
October

Forecast
Outturn

Net Risk

Total

0.5% NR
Headroom

Mth 13 Outturn
(Accounts)

Deficit/(Surplus)

Deficit/(Surplus)

Deficit/(Surplus)

£000s
13,405

£000s
11,786

£000s
25,191

£000s
(1,406)

£000s
23,785

13,405
13,405
13,405
13,405
13,405
18,000

9,690
9,690
9,690
9,690
9,690
3,075

23,095
23,095
23,095
23,095
23,095
21,075

(1,406)
(1,249)
(1,249)
(1,249)
(1,249)
(1,249)

21,689
21,846
21,846
21,846
21,846
19,826

Deficit/(Surplus)
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1.5

Financial Risk: As included in the 2017/18 Financial Plan, the in-year monthly
reports include an estimate on the level of financial risks that exist in relation to the
delivery of our planned financial control deficit of £18m. The remaining level of
assessed risk in delivering the planned position is £6m, less £2.9m mitigating issues,
leaving a £3.1m net risk.

1.5.1

The value of risks outlined in Table One-F indicates the level of financial risks
currently being assessed and likely to materialise throughout the year. Therefore, it is
likely that the financial year end outturn will reflect the aggregate of the planned
forecast deficit and the forecast level of risk (see Section 1.4).

Table One-F: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's)
Financial Risk
Risk

Potential
Risk
Value
£'m

QIPP - CHC Reviews (High Risk re Delivery)
QIPP - Acute schemes (High Risk re Delivery)
QIPP - Unidentified QIPP
Prescribing
Sub Total
Less Mitigation (Remaining element of 0.5% Contingency)
Additional QIPP Proposals
Total
1.5.2

1.3
1.6
2.3
0.7
6.0
-(0.9)
-(2.0)
3.1

The risks are as follows:

1.5.2.1 QIPP Continuing Healthcare (CHC) Reviews: The current QIPP plan assumes a
decrease in costs associated with reviews. Whilst progress has been made in
undertaking formal reviews the constraints on capacity within the service are limiting
its progress. These schemes are currently classified red in the QIPP report due to
the high risk with delivery in year.
1.5.2.2 QIPP Acute Schemes: The current QIPP plan assumes a decrease in costs
associated with the implementation of a number of activity related schemes
(management/re-procurement). Whilst implementation is progressing the realisation
of savings will be limited in year due to implementation timescales. These schemes
are currently classified red in the QIPP report due to the high risk with delivery in
year.
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1.5.2.3 QIPP: The QIPP risk includes a £2.3m gap for 2017/18 as no schemes are currently
identified and or approved to mitigate this value. There is however continuing work
with our Regulators via the CEP and recent QIPP assessment opportunities to
identify what mitigations could be implemented in year. It is reasonable to state that
it is highly unlikely that all of this gap can be closed in year and therefore the risk
remains in full until feedback/next steps are known.
1.5.2.4 Prescribing: There is currently a national supply issue in accessing lower cost
medicines, known as NCSO (No Cheaper Stock Obtainable) which is impacting on the
delivery of our medicines management schemes. Whilst our Medicines Management
Team continues to develop local mitigating approaches to this issue there remains a
risk that the continuation of the supply issues which is reflected in our year to date
spend.
1.6

Prescribing (NCSO): As reported in September 2017, Clinical Commissioning
Groups nationally are experiencing significant supply issues associated with
medicines, known as “no cheaper stock obtainable”. NHSE has been leading this
issue nationally and has also instructed ECCCG not to include within either their
forecast outturn or risk adjusted position any impact of this issue.

1.6.1

In line with this directive, ECCCG’s forecast or risk adjusted outturn excludes circa
£2.4m of costs associated with this issue. Further guidance is expected around its
treatment for future months but this could result in the impact outlined below in Table
One-G.

Table One-G: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's)
Estimated 2017/18 Forecast Outturn Taking Account of NCSO

Forecast Outturn Deficit
NCSO Adj
Revised Forecast Outturn Deficit
Less 0.5% Non Recurrent Headroom
Forecast Outturn - Deficit

Forecast
For
Year
£000s
18,000
2,400
20,400
(1,249)
16,751

Risk
Adjusted
Position
£000s
21,075
2,400
23,475
(1,249)
19,826

2.

Provider Performance

2.1

Tables Two-A to Two-D outline the main providers’ cumulative performance and
forecast outturn.
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Table Two-A: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) 2017/18 Analysis of Acute
Services Spend as at 31 October 2017
Current
Plan
(Budget)

Monthly Expenditure

September

East Cheshire NHS Trust
Stockport NHS Foundation Trust
Manchester University NHS Foundation
Trust
Mid Cheshire Hosp NHS Foundation Trust
North West Ambulance Service NHS Trust
University Hospital of North Midlands NHS
Salford Royal NHS FT
Christie NHS FT
Wrightington Wigan and Leigh NHS FT
Warrington and Halton NHS FT
Liverpool Womens NHS Foundation Trust
Royal Liverpool & Broadgreen Uni Hosp
Robert Jones & Agnes Hunt Orthopaedic
Countess of Chester NHS Foundation Trst
Wirral University Teaching Hosp NHS Trst
Pennine Acute NHS Trust
Alder Hey Childrens NHS FT
North Staffs Combined H'Care NHS Trust
Aintree University Hospitals NHS FT
St Helens & Knowsley Teaching NHS Trst
Derbyshire Community Health Services NHS
Staffs & Stoke Partnership NHS Trust
Effect of Prior year and other unders/overs
Total

Budget
YTD

Actual
YTD

Variance Forecast
YTD
For
Year

October

£000s
69,998
13,751
18,231

£000s
6,271
1,086
1,473

£000s
5,977
630
1,609

£000s
40,833
8,021
10,635

£000s
41,056
7,493
10,183

£000s
223
(528)
(452)

£000s
70,606
12,982
17,783

7,672
6,206
2,325
2,319
1,649
912
323
277
250
261
100
124
99
159
0
62
27
103
29
747
125,624

620
514
141
318
165
59
43
20
19
36
22
1
15
10
0
2
4
8
6
2
10,835

660
540
122
198
141
49
18
21
24
27
3
6
14
21
0
5
2
6
8
677
10,758

4,486
3,620
1,356
1,353
962
532
189
162
146
152
58
72
58
93
0
36
15
60
17
637
73,493

4,533
3,629
1,218
1,728
1,147
450
168
165
175
162
86
26
71
103
8
18
19
69
55
1,061
73,623

47
9
(138)
375
185
(82)
(21)
3
29
10
28
(46)
13
10
8
(18)
4
9
38
424
130

7,556
6,268
1,836
2,740
1,967
771
286
283
301
253
147
44
120
148
8
30
34
106
94
1,256
125,619

Table Two-B: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) 2017/18 Analysis of Mental
Health Services Spend as at 31 October 2017
Current
Plan
(Budget)

Monthly Expenditure

September

Cheshire and Wirral Partnership NHS FT
North Staffs Combined H'Care NHS Trust
Pennine Care NHS FT
Effect of Prior year and other unders/overs
Total

£000s
15,287
79
187
0
15,553

£000s
1,272
1
16
0
1,289

Budget
YTD

Actual
YTD

Variance Forecast
YTD
For
Year

October
£000s
1,274
2
16
(1)
1,291

£000s
8,918
46
109
0
9,073

£000s
9,148
49
109
9
9,315

£000s
230
3
0
9
242

£000s
15,516
82
187
(1)
15,784
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Table Two-C: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) 2017/18 Analysis of Acute
Services Other Spend as at 31 October 2017
Current
Plan
(Budget)

Monthly Expenditure

September

Optegra UK Ltd
Spamedica Ltd
Specsavers Hearcare Ltd
SRCL LTD
Eyecare Medical Ltd
National Unplanned Pregnancy Advisory
Service
HCA International
Manchester Surgical Services
BMI Healthcare Ltd
Wilmslow Health Centre
Spire Healthcare Ltd
Vernova Healthcare CIC
Other providers
Non contract amounts
High cost drugs and pass through payments
Total

Actual
YTD

Variance Forecast
YTD
For
Year

October

20
19
27
14
59
91

£000s
26
19
27
1
71
97

£000s
258
144
102
45
403
707

£000s
193
102
190
89
503
741

£000s
(65)
(42)
88
44
100
34

£000s
331
175
320
141
723
1,270

389
146
1,523
120
3,212
1,550
629
2,188
7,114

26
14
160
10
318
160
7
164
613

21
13
162
13
264
140
48
136
545

227
85
888
70
1,873
904
369
1,276
4,150

167
97
1,095
77
2,084
1,027
336
1,263
4,164

(60)
12
207
7
211
123
(33)
(13)
14

286
168
1,878
133
3,573
1,760
520
2,188
7,154

19,716

1,702

1,583

11,501

12,129

628

20,620

£000s
443
247
175
77
690
1,213

£000s

Budget
YTD

Table Two-D: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) 2017/18 Analysis of Community
Health Services Spend as at 31 October 2017
Current
Plan
(Budget)

Monthly Expenditure

September

East Cheshire NHS Trust
NHS Property Services-Community
Staffs & Stoke Partnership NHS Trust
Stockport NHS Foundation Trust
Mid Cheshire Hosp NHS Foundation Trst
Derbyshire Community Health Services
Pennine Acute NHS Trust
Effect of Prior year and other unders/overs
Total

£000s
23,586
889
114
74
544
36
7
3
25,253

£000s
1,947
(140)
13
6
53
3
1
0
1,883

Budget
YTD

Actual
YTD

Variance Forecast
YTD
For
Year

October
£000s
1,966
(101)
8
6
44
3
1
2
1,929

£000s
13,759
519
66
43
317
21
4
2
14,731

£000s
13,736
191
50
43
338
21
4
10
14,393

£000s
(23)
(328)
(16)
0
21
0
0
8
(338)

£000s
22,846
660
82
74
565
35
7
41
24,310
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3.

Quality, Innovation, Productivity & Prevention (QIPP) Schemes

3.1

The QIPP progress is reported fully to the Governing Body via a separate QIPP paper
included within the agenda (Agenda Item 2.2).

3.2

Table Three-A outlines the updated position for 2017/18 which has been updated to
reflect the additional QIPP mitigating actions for consideration by the Governing Body
as outlined within Agenda Item 2.2. The additional schemes help mitigate ECCCG
deliver risk concerning its identified £10.8m plan, whilst recognising that these
additional mitigating actions are themselves classified as high risk schemes.

Table Three - A: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) 2017/18 Quality, Innovation, Productivity and Prevention (QIPP) Schemes as at October 2017

Key/Summary of Risk of Delivery:

2017-18
Original
Plan

2017-18
Revised
Forecast

2017-18
Riskadjusted
Forecast

£000s

£000s

£000s

% of
Revised
Forecast
QIPP
%

Year To Date
Revised
Plan

Actual

Realised
Savings

£000s

£000s

£000s

Schemes already implemented and delivery confirmed

1,707

3,869

3,769

32%

1,944

2,136

3,869

Highly developed schemes in place and delivery expected throughout 2017/18

2,951

1,380

1,270

11%

741

682

682

Developed schemes requiring intensive intervention to deliver in year

2,261

4,501

3,076

37%

2,589

1,899

1,899

Schemes requiring intensive intervention to deliver in year and maybe subject
to significant challenges

3,946

375

50

3%

94

0

0

-

2,030

2,030

17%

0

0

0

10,865

12,155

10,195

83%

5,368

4,718

6,451

0%

0

0

0

83%

5,368

4,718

6,451

Mitigating Actions
Sub Total
Unidentified Schemes
Total

7,031
17,896

12,155

10,195

3.3

ECCCG continues to make solid progress with its QIPP schemes with the year to date
position reporting QIPP savings of £4.7m which will equate to realised savings for the
full year of £6.4m (the realised savings only reference those schemes that have been
implemented in full). The remaining schemes are due to come on line throughout the
year and will reflect the delivery as indicated by the forecast outturn as outlined in
Table Three-A.

4.

Financial Plan Amendments

4.1

The 2017/18 Financial Plan agreed at the April 2017 Governing Body was set against
ECCCG’s opening allocation of £279,164k. Throughout the year, ECCCG will monitor
and report on its allocation following changes made via NHSE.

4.2

Since setting the 2017/18 Plan, ECCCG has received £1.4m of additional allocations,
although no further allocations have been received in month. Table Four-A outlines
the year to date position.
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Table Four-A: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) Reconciliation of
Allocation
Governing Body
Recurrent /
2017/18
Updated
Non
Allocation
(Financial Report)
Recurrent
£000s
Original Plan
279,164
Specialist Commissioning
Jun-17
Recurrent
875
Primary Care - Courier Services (Samples)
Jun-17
Recurrent
110
Primary Care - Wi-Fi
Jun-17
Non Recurrent
93
Primary Care Training
Jun-17
Non Recurrent
36
IT Networks
Jun-17
Non Recurrent
62
Diabetes Education & Footcare
Jun-17
Non Recurrent
57
NHS Property Services Market Rents
Jun-17
Non Recurrent
78
Ambulance Paramedics Rebanding
Jun-17
Recurrent
42
Clinical Leadership, Governance and Accountability
Jul-17
Non Recurrent
23
Retained Doctors scheme
Jul-17
Non Recurrent
7
Total
280,547

5.

Analysis of Reserves and Underlying Financial Position

5.1

Reserves: Included within the 2017/18 Financial Plan were a number of assumptions
around contract settlements and future growth of expenditure, ie, Acute contracts.
Table Five-A outlines the current reserves for 2017/18:
• £149k STP contribution. Expected to be fully committed but no agreement to
date.
• £200k CHC restitutions. Will be dependent upon claims arising in year and is
based on 2016/17 budget.
• £1,396k Contingency. Is factored into the forecast to offset pressures/deficit.
• £1,249k 0.5% Non recurrent headroom. This value has decreased from the
original Financial Plan based on notification from NHSE. This value is being
factored into the forecast outturn.

Table Five-A: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) Growth/Commissioning
Reserves 2017/18 and Contingency Reserves
Growth / Commissioning Reserves:

Remaining
Reserves as
per 2017/18
Budget Book

Transfer
into
Budgets

Transfer to
Acute OverPerformance
Reserve

Revised
Total

(as approved at
April 2017 GB)

£000s
STP NR Contribution
Continuing Health Care Restitutions
0.5% Contingency as per Business Rules
0.5% Non Recurrent Headroom as per Business Rules
Total Revised Reserves

200
200
1,396
1,379
3,175

£000s
(51)

(51)

£000s

(130)
(130)

£000s
149
200
1,396
1,249
2,994
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5.2

Underlying Financial Position: The underlying (or opening) 2018/19 financial
position reflects 2017/18 risk adjusted forecast outturn position adjusted for any non
recurrent (one off) events (Table Five-B). In essence, it is an initial view of the
opening financial gap before any future adjustments to ECCCG’s income or
expenditure arising from the 2018/19 planning guidance.

5.2.1

Overall, the position remains constant, given that the additional QIPP porposals of
circa £2m are mainly non recurrent, ie, one off. The 2018/19 Plan is being reviewed in
line with the 2018/19 planning guidance which is expected by the end of the calender
year.

Table Five-B: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) Planned 2018/19
Opening Underlying Financial Position
2017/18 Risk
Non Recurrent
Adjusted Outturn
Adjs
£000s
£000s
Income:
2017/18 Opening Allocation
HRG4+ Allocation
Identification Rule (IR) Allocation
Other Recurrent Allocations
Other Non Recurrent Allocations
2018/19 Forecast Opening Allocation
Expenditure:
2017/18 Planned Expenditure
Contingency Reserve
0.5% Non Recurrent Reserve
Reverse (STP) Contribution
CHC Restitutions
Other Non Recurrent/Recurrent Expenditure
QIPP - Implemented Schemes (Blue-Amber)
QIPP - Additional Proposals
2018/19 Forecast Baseline Expenditure
Net Risk Adjusted (Surplus)/Deficit

2018/19 Opening
Position
£000s

(280,110)
2,613
(2,542)
(110)
(399)
(280,548)

0
42
(27)
0
399
414

(280,110)
2,655
(2,569)
(110)
0
(280,134)

308,478
0
1,249
200
200
1,605
(8,089)

0
1,396
0
(200)
0
(262)
500

308,478
1,396
1,249
0
200
1,343
(7,589)

(2,030)

1,980

(50)

301,613
21,065

1,434
1,848

305,027
24,893

6.

Cash Management

6.1

Part of ECCCG’s financial duty is to deliver a year end cash balance of less than
£250,000 as at 31 March 2018 and to manage its cash throughout the year to ensure
payments are made to suppliers and staff.

6.2

As at 31 October 2017, ECCCG had a cash balance of £0.6m held within its bank
account, as shown in Table Six-A.
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6.3

The additional cash requirements to deliver against anticipated commitments is circa
£7.7m. Given the change in the reported position to an £18m deficit, it is expected
that the cash allocation will be adjusted accordingly to reflect the updated position in
line with previous amendments.

Table Six-A: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) Cash Forecast 2017/18
Nov
£000s

Dec
£000s

Forecast
Jan
£000s

Feb
£000s

Mar
£000s

2017/18
Total
£000s

116,103

93,607

68,107

42,607

17,107

293,447

2,663

2,500

2,500

2,500

2,500

2,500

29,868

291,257 266,708 242,348 218,887 192,358 166,742 141,079

116,579

91,079

65,579

40,079

14,579

263,579

22,000

23,000

23,000

23,000

23,000

14,579

263,579

-

-

-

-

-

7,725

7,725

Apr
£000s
Cash Available

May
£000s

Jun
£000s

Jul
£000s

Aug
£000s

Sep
£000s

Oct
£000s

293,447 271,918 242,622 220,829 195,684 169,985 145,805

Less Prescribing

2,190

Cash Available to
Drawdown
Less Cash
Drawdown

2,549

22,000

Additional Drawdown
(Cash shortfall)

22,000

-

Total Drawdown
% of Total
Less Payments
% of Total
Balance

2,360

21,000

-

2,461

24,000

-

2,529

23,000

-

-

2,616

23,000
-

22,000

22,000

21,000

24,000

23,000

23,000

22,000

23,000

23,000

23,000

23,000

22,304

271,304

8.3%

16.7%

24.7%

33.8%

42.5%

51.2%

59.6%

68.3%

77.0%

85.7%

94.5%

102.9%

102.9%

19,339

24,086

21,519

23,203

22,373

20,937

24,976

22,972

22,972

22,972

22,972

22,900

271,221

7.1%
2,661

16.0%
575

23.9%
56

32.5%
853

40.7%
1,480

48.5%
3,543

57.7%

66.1%

74.6%

83.1%

91.6%

100.0%

100.0%

567

595

623

651

679

83

83

NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) Cash Forecast 2017/18
30,000

25,000

20,000

£
0
0 15,000
0
s
10,000

5,000

0
1

2

3

4

5
Less Payments

6

Months
Balance

7

8

9

10

11

12

Total Drawdown

7.

Better Payments Practice Code (BPPC)

7.1

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.

7.2

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.
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7.3

Currently ECCCG has achieved an average for the year of 98% for invoice numbers
and 100% for invoice values as per Table Seven-A.

Table Seven-A: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's)
Better Payments Practice Code (BPPC) Summary Analysis
Months
Apr-17
May-17
Jun-17
Jul-17
Aug-17
Sep-17
Oct-17
Total

No. of Invoices
Paid
Passed
Received
812
1,107
1,316
740
865
928
882
6,650

806
1,097
1,300
736
797
909
852
6,497

99%
99%
99%
99%
92%
98%
97%
98%

Value of Invoices
Paid
Received
19,690,001
22,858,428
22,132,191
22,838,290
21,569,911
21,583,557
21,978,911
130,672,377

Passed
100%
100%
100%
100%
99%
100%
100%
100%

19,680,667
22,812,393
22,087,502
22,836,440
21,396,289
21,541,876
21,929,281
130,355,168

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

Percentage

100%
No. Passed
95%

Value
Passed
Target

90%

85%

Months

8.

Balance Sheet

8.1

The balance sheet as outlined in Table Eight-A reflects the difference between its
liabilities, ie, what it owes, and its debtors, ie, what is owed to ECCCG, plus any cash
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balances at that point in time. The net liability, which for October 2017 was £15.2m, is
funded by the General Fund.
Table Eight-A: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's)
Statement of Financial Position as at 31 October 2017
At 31
October
2017
£000s
Property Plant and Equipment

At 31
March
2017
£000s

251

251

115
74
738
214
4
1,145
1,283
2,428

1,461
140
1,370
259
11
3,241
67
3,308

Current liabilities
NHS Payables
NHS Accruals
Other Payables
Other Accruals
Deferred Income
Tax and Social Security
Pension Liabilities
Trade and Other Payables
Provisions
Total Current Liabilities

(1,369)
(2,266)
(5,361)
(8,262)
(285)
(77)
(272)
(17,891)
(17,891)

(1,317)
(1,866)
(2,789)
(10,239)
(285)
(91)
(48)
(16,635)
(16,635)

Net Current Liabilities

(15,463)

(13,327)

Total Assets Less Current Liabilities

(15,212)

(13,076)

(13,075)
174,368
(176,505)
(15,212)

(10,338)
286,996
(289,734)
(13,076)

Current Assets
NHS Receivables
Other Receivables
Prepayments
Accrued Income
Recoverable VAT
Trade and Other Receivables
Cash at Bank and in Hand
Total current assets

General Fund
Revenue resources b/f
Resources drawn down
Spending in year to date
Total General Funds

KEY:
On Plan

Take Note

Action Required
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Report Title

Governance Body Assurance Framework

Report Author
Alex Mitchell

Contributors
Mike Purdie

Chief Finance Officer/Senior
Information Risk Owner

Corporate Programmes and Governance Manager

Date report submitted

22 November 2017

Purpose of 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.

Reason for consideration by Governing Body
The Assurance Framework is part of a process whereby the Governing Body gains
assurance that the business and significant risks encountered by the Clinical Commissioning
Group are recorded and managed in an appropriate and timely manner.
Outcome
Required:

Approve

 Ratify

Decide

Endorse

For
information

Recommendation(s)
The Governing Body is asked to
 Approve and review the list of significant risks for NHS Eastern Cheshire Clinical
Commissioning Group (ECCCG) (Appendix A).
 Remove Risk 249 “Sustainability of Community Services”.

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.

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

Financial
Resources (other than finance)

Procurement
Equality
Safeguarding
Legal / Regulatory
Other – please state





Decommissioning
Quality & Patient Experience
Governance & Assurance
Staff / Workforce
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Governing Body Assurance Framework Risk Mitigation:
See Appendix A.

Report/Paper Reviewed by
The Governing Body Assurance Framework is reviewed by the Executive Committee. In
addition individual risks are assigned to specific operational committees for review. These
are indicated within the individual risk profiles within the assurance framework.
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Governing Body Assurance Framework
1.

Executive Summary

1.1

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

1.2

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

1.3

The risks, as outlined in Appendix A, have now been updated and published in the
current Assurance Framework.

2.

Significant Changes

2.1

There have been no significant changes to the existing risks included within Appendix
A, other than those listed within this report.

2.2

In line with previous comments by the Governing Body, the Risk Appendix and
subsequent individual risk order has been aligned to reflect a descending order based
on proposed risk, and then by the risk number.

3.

New Risks for Consideration

3.1

There are no new risks to be considered by the Governing Body this month.

4.

Proposed Risk to be Removed

4.1

It is proposed that Risk 249 re “Sustainability of Community Services” be removed as
the risk has previously been reviewed by the Quality and Performance Committee and
will be subject to ongoing monitoring.

5.

Deep Dive

5.1

Risk Number 316 Redesign of Adult Mental Health has been nominated for a deep
dive this month.

6.

Reasons for Recommendations

6.1

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.

7.

Peer Group Area / Town Area Affected

7.1

N/A
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8.

Population affected

8.1

N/A

9.

Context

9.1

N/A

10.

Finance

10.1

N/A

11.

Quality and Patient Experience

11.1

N/A

12.

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

12.1

N/A

13.

Health Inequalities

13.1

N/A

14.

Equality

14.1

N/A

15.

Legal

15.1

N/A

16.

Communication

16.1

N/A

17.

Background and Options

17.1

N/A

18.

Access to further information

18.1
For further information relating to this report contact:
Name
Mike Purdie
Designation
Corporate Programmes and Governance Manager
Telephone
01625 663470
Email
mike.purdie@nhs.net

19.

Appendices

Appendices Table
Appendix A
CLICK HERE to view the Governing Body Assurance Framework
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Governance
CCG Operational Plan 2017 - 19 programme of work this report links to 
System Transformation

Effective Use of Resources

Continuous Improvement

CCG 5 Year Strategic Plan programme of work this report links 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

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

Working Together
Quality

Investing Responsibly









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

Respect and dignity
Improving lives

Commitment to quality of care
Everyone counts
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Governing Body Assurance Framework

Appendix A
Governing Body Assurance Framework 23 November 2017

Appendix A
Governing Body Assurance Framework
GBAF No Title

23 November 2017

GB Review Date Corporate Objectives

Active Risks

Score

Initial | Previous | Proposed

22-Feb-17

242 East Cheshire NHS Trust Underlying
Financial Position

Investing Responsibly

25

25

25

280 2017-18 QIPP Programme (Financial
Recovery)

Health Need Priorities

25

25

25

282 2017/18 Financial Deficit

Investing Responsibly

25

25

25

240 Caring Together Delivery Programme

Working Together

15

20

20

31-May-17

Health Need Priorities

20

20

20

371 Primary Care Support England

26-Jul-17

Health Need Priorities

12

20

20

248 Mental Health Services Capacity - Children
and Adolescents Mental Health (CAMHS)

31-Jan-18

Health Need Priorities

16

16

16

316 Redesign of Adult Mental Health Services

29-Nov-17

Health Need Priorities

16

16

16

250 Mental Health Services Capacity- Increasing
Access to Psychological Therapies (IAPT) in
Adult Services

Health Need Priorities

20

12

15

298 Governing Body Membership - noncompliance with Health and Social Care Act

Valuing People

9

6

6

245 Non Delivery of the NHS constitutional
standard for A&E waiting time

To Be Removed

Initial | Previous | Proposed

249 Sustainability of Community Services

Low to Medium Risk

23 November 2017

Quality

High Risk

15

10

8

Very High Risk
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Active Risks
Key ID 118

Assurance Framework?

25

Active?

Objectives: Investing Responsibly

GBAF 242

Risk Owner

Executive Lead

Responsible Committee

A Mitchell

Alex Mitchell

Governing Body

East Cheshire NHS Trust Underlying Financial Position
East Cheshire Trust is our key provider of Acute and Community services within Eastern Cheshire CCG footprint.
The Trust has an agreed planned deficit control total of £20.2m for 2017/18. Given the size of the financial
deficit the longer term sustainability of services are at risk.

Risk Rating

Risk Score History

Likelihood x Impact - Score

Original

5

5

25

Current

5

5

25
12

Appetite

Rationale Current Score
Reviewed by Governing Body
as part of deep dive in
February 17 and risk
maintained given the size of
financial deficit and
uncertainty around service
sustainability.

Risk Score
25
20
15

Nov '17

Oct '17

Sep '17

Aug '17

Jun '17

Apr '17

Mar '17

Update Status Current

0

Feb '17

Update Date

5
Jan '17

Risk Closure

10

Nov '16

Target Date

Oct '16

16/10/2015

Sep '16

Date Added

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

Gaps In Control

ECT has an agreed control total deficit with NHS
Improvement to enable stability and continuity of
services for 2017/18. The Trust is required to
deliver a £6m Cost Improvement Plan in order to
achieve its financial control target.Contract
meetings take place routinely along with the
monitoring of quality via the Quality & Performance
Committee.

Whilst the delivery against the 2017/18 financial
control total is anticipated, the longer term plan to
reduce the underlying financial gap is required. The
outcome form the Capped Expenditure Programme
and caring Together Transformation programme
will provide an insight into the longer term delivery
and sustainability of services.

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

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

The Trust is included within the Eastern Cheshire
Capped Expenditure Programme and is part of the
Caring Together Transformation Programme both
of which are looking at longer term clinical and
financial sustainability of services.

Via the continuity of existing service provision or
planned changes that have been agreed by the
local economy i.e. Capped Expenditure
Programme.Utilising all sources of intelligence
i.e. performance, Quality & Performance
Committee, GP feedback, Contract meetings etc to
monitor the delivery of services and emerging
trends.

23 November 2017
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Risk Actions
Risk Action Title

Risk Action Description

Owners

Target Date

Capped Expenditure Programme Outcome and
recommendations from
programme to be taken
forward.

Alex Mitchell

30/09/2017

Development of Eastern
Cheshire QIPP

In line with the Capped
Expenditure Programme to
develop an Eastern Cheshire
economy approach to QIPP.

Alex Mitchell

31/01/2018

Caring Together Transformation
Programme

Outcome and
recommendations from
programme to be taken
forward once finalised.
Ongoing timescale.

Alex Mitchell

31/03/2018

23 November 2017

Closed Date
15/11/2017

Page 4 of 28

Active Risks
Key ID 132

Assurance Framework?

25

Active?

Objectives: Health Need Priorities

GBAF 280

Risk Owner

Executive Lead

Responsible Committee

Neil Evans

Neil Evans

Governing Body

2017-18 QIPP Programme (Financial Recovery)
In 2017-18 Eastern Cheshire CCG has identified a QIPP Programme of £10.86m however in order to meet the
deficit position agreed with NHS England financial savings of £17.89m need to be delivered (i.e. an additional
£7.03m is required). The CCG is working with Partners and Regulators as part of the Capped Expenditure
Programme to identify additional opportunities. The existing 10.86 plan is stretching (3.9% of budget) and
therefore it has been agreed with NHS England that external support will be offered to identify the additional
opportunities for in year QIPP required to meet the full £17.89m QIPP (6.4%).

Risk Rating

Risk Score History

Likelihood x Impact - Score

Original

5

5

25

Current

5

5

25
12

Appetite

Rationale Current Score
If the CCG fails to deliver its
agreed financial control total
for 2017-18 then it will fail to
achieve its statutory duties in
2017-18 which will also lead
to a negative impact on the
assessment of the CCG.

Risk Score
25
20
15

Date Added

03/04/2017

Target Date

30/03/2018

10

Risk Closure

5

Update Date

0

Update Status Current

Apr '17 Jun '17 Jul '17

Aug
'17

Sep Oct '17 Nov
'17
'17

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

Gaps In Control

An Executive Lead for the QIPP Programme is in
place and Executive Leads for each Project has
also been assigned, as has a Project Manager and
PMO/Finance resource. The CCG has adopted a
Project Management methodology based on Office
of Government Commerce best practice and a
revised governance approach. This includes
monthly project steering meetings and an overall
CCG PMG (Programme Management Group) who
will oversee project compliance with milestones
and benefits delivery.The CCG Finance
Committee meets monthly and receives monthly
tracker reports to show progress in delivering the
QIPP plan at an individual project and overall CCG
level.

It has been recognised that the capacity to deliver
schemes in line with the planned plans is stretched
due to other pressures on resource; e.g
transformation, operational pressures and STP.
The CCG has recruited a Project Manager as well
as bringing in staff on short term contracts (NHS
England 80 days funded support) to address
this.In light of the CCG remaining in a very weak
financial position, compared to our allocation,
external support is being provided by NHS England,
through Deloitte initially, to review whether their
are unidentified opportunities to increase the CCG
QIPP plan without have a detrimental impact on
partners financial positions (Capped Expenditure
Programme). Work has continued through 17/18
to identify additional QIPP/CEP schemes and whilst
not meeting the total value required firm proposals
are being presented to November Governing Body.

23 November 2017
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Mitigation Action (What have we done/what more
can we do)

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

We have revised our PMO processes to increase
the level of scrutiny on individual schemes at an
Executive level. This includes revising the terms of
reference and approach to our PMG (Programme
Management Group). The monitoring of schemes
has been developed to include a more
comprehensive set of measures (i.e. not just
financial delivery but also non financial).
Benchmarking of QIPP plans from elsewhere has
been undertaken in development of the 2017-18
programme; including NHS England Menu of
Opportunities.NHS England have agreed to
provide 80 days of support which will be used to
derisk schemes (clinical referral triage, medicines
management and Right Care).Where slippage on
schemes has been identified mitigating schemes
are being sought and developed to cover the
financial risk. It is however recognised that the
time to implement, and scale of the gap will be
challenging to address "in year".

A tracker has been developed which assesses the
financial delivery of schemes on a monthly basis.
This process also feeds into the reporting to NHS
England. Schemes have been benchmarked with
other CCGs, NHS England Menu of Opportunities
and external review by Deloitte/MIAA and only very
limited additional schemes identified.CCG
benchmarking generally shows a relatively efficient
economy in terms of secondary care and
medicines expenditure. This of course is not
necessarily positive as the opportunities for
savings is constrained.

Risk Actions
Risk Action Title

Risk Action Description

23 November 2017

Target Date

Neil Evans

29/11/2017

Three project managers have Neil Evans
been funded by NHS England
to support delivery of Right
Care priorities (back pain and
endoscopy) and prescribing of
continence/stoma products.
This resource is developing
detailed implementation
plans for the three areas.
Whilst work has progressed
there is some further work to
finalise plans.

30/11/2017

Developing schemes to address Work with partners and
unidentified QIPP (CEP)
regulators to address the
unidentifed QIPP. Final
options will be presented to
Governing Bodies and
regulators to address as
much of the £7.03m as is
possible in 2017-18. Final
proposals are being
presented to Governing Body
in November 2017.
NHS England QIPP resource
priorities

Owners

Closed Date
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Active Risks
Review of commissioning
expenditure

Building on work undertaken
with S Cheshire and Vale
Royal to assess our
commissioning spend by area
we will undertake work to
identify opportunities to
reduce spend in line with
practice in peer CCGs. A
report is being finalised for
review at November Finance
Committee, in addition a
range of options will be
included in the 18/19
commissioning intentions.

Neil Evans

30/11/2017

Mitigating Schemes

A range of proposals have
Neil Evans
been developed as mitigating
schemes to offset slippage in
core programme and address
the unidentified £7m.
Opportunities related to
community estates have been
reviewed but wont be realised
"in year". Proposals have
already been presented to the
Governing Body and will be
finally presented in October in
terms of 17/18 schemes and
then future commissioning
intentions for 18/19.

30/03/2018

23 November 2017
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Active Risks
Key ID 133

Assurance Framework?

25

Active?

Objectives: Investing Responsibly

GBAF 282

Risk Owner

Executive Lead

Responsible Committee

Alex Mitchell

Alex Mitchell

Governing Body

2017/18 Financial Deficit
NHS Eastern Cheshire CCG has set a financial plan for 2017/18 in which it's expenditure is planned to exceed
its allocation (income) by £13.4m and a risk adjusted forecast of £23.1m deficit. This is in breach of ECCCG
Constitution which states that its expenditure should not exceed its available income. Current updated deficit as
at October 17 is £18m with a risk adjusted outturn deficit of £21.1m

Risk Rating

Risk Score History

Likelihood x Impact - Score

Original

5

5

25

Current

5

5

25
12

Appetite

Rationale Current Score
The financial plan is in breach
of ECCCG constitution - section
5.3 in that it has set a
financial plan with a deficit.

Risk Score
25
20
15

Date Added

19/04/2017

Target Date

13/04/2018

10

Risk Closure

5

Update Date

0

Update Status Current

Apr '17 Jun '17 Jul '17

Aug
'17

Sep Oct '17 Nov
'17
'17

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

Gaps In Control

Financial Plan has been approved by the Governing
Body and NHS England as per the 31 March 17
national submissions.Plan and in year
performance will be reported to Governing Body
and NHS England.Finance Committee will
review the financial plans, working papers etc to
gain assurance on the reporting and
forecasting.Project Management Group will
review progress of QIPP schemes to support
delivery of plan.Meetings take place with NHS
England i.e. Financial Recovery Meeting

Implement robust QIPP programme office to
support delivery QIPP.Ensure further, more
radical QIPP schemes are supported by regulators
and follow due process as required in line with the
Capped Expenditure Programme.Current risk
adjusted position is forecasting a £21.1m deficit
for 2017/18 after taking account of recent
mitigating proposals.

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

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

QIPP plan of £17.9m required to deliver the
£13.4m deficit. Current plans have identified
£10.8m of schemes, leaving a unidentified gap of
£7m in order to deliver against the £13.4m control
deficit for 2017/18. NHS England has

Progress against the QIPP
programmes.Delivering a forecast outturn
position that remains within the revised plan of
£18m deficit.In depth reviews undertaken by
the Finance Committee concerning the financial

23 November 2017
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requested further mitigating actions to reduce the
risk adjd forecast deficit which are being submitted
to the Governing Body in November 17. For
Month 7 external / internal reporting NHS England
have agreed to move the forecast outturn to reflect
a £18m planned deficit combined with a
corresponding reduction and subsequent
improvement in the risk adjusted position.

position of ECCCG.External reports concerning
ECCCG QIPP plans and opportunities as
commissioned via NHS England as part of the
Capped Expenditure Programme.

Risk Actions
Risk Action Title

Risk Action Description

Owners

Additional Savings Plan

Development of savings plan
to improve 2017/18 forecast
outturn.

Alex Mitchell

30/09/2017

15/11/2017

Capped Expenditure Programme Outcome and
recommendations from
programme to be taken
forward.

Alex Mitchell

30/09/2017

15/11/2017

Monitor Progress against plan.

Alex Mitchell

13/04/2018

23 November 2017

Prepare monthly reports to
the Governing Body that
outlines ECCCG performance
against its plan.

Target Date

Closed Date
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Active Risks
Key ID 9

Assurance Framework?
20

Active?

Objectives: Working Together

GBAF 240

Risk Owner

Executive Lead

Responsible Committee

F Blakeman

Fleur Blakeman

Governing Body

Caring Together Delivery Programme
Without sufficient transformation funding the CCG will be unable to transform local services at the pace and
scale required to achieve the CCGs five year strategy 2014-19 and plan on a page for 2017-19 in full within the
agreed timescales.

Risk Rating

Risk Score History

Likelihood x Impact - Score

Original

3

5

15

Current

4

5

20
12

Appetite

Risk score increased due to
deterioration in the financial
position of the CCG, health and
social care as a whole and
uncertainty regarding the
availability of external
transformation funding.

Risk Score
25
20
15

Oc
t'
17

'1
7

7

Au
g

Ju
n

'1

'1
7

Update Status Current

0

'1
7

Update Date

5

M
ar

Risk Closure

10

Ja
n

31/03/2018

Oc
t'
16

Target Date

'1
6

07/03/2014

Au
g

Date Added

Rationale Current Score

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

Gaps In Control

Regular Caring Together Programme Board (CTPB)
meetings with the System Regulators. Robust
programme governance arrangements.

Agreement on next steps with system leaders and
system regulators, including external financial
support.

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

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

External review and support from NHS Innovation
and NHS England. Further detailed modelling work
to identify the implications of the proposed service
changes.

Regular progress reports to the Caring Together
Programme Board and the CCG Governing Body as
required.

Risk Actions
Risk Action Title

Risk Action Description

External review

External review
Fleur
commissioned by NHS I/ NHS Blakeman
E to determine further work
needed.

30/09/2017

Creation of business case

Creation of business case for
transformation funding

31/03/2018

23 November 2017

Owners

Fleur
Blakeman

Target Date

Closed Date
09/11/2017
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Active Risks
Key ID 124

Assurance Framework?

20

Active?

Objectives: Health Need Priorities

GBAF 245

Risk Owner

Executive Lead

Responsible Committee

K Burton

Jerry Hawker

Clinical Quality and Performance Committee

Non Delivery of the NHS constitutional standard for A&E waiting
time
NHS Eastern Cheshire CCG as a member of the Eastern Cheshire A&E Delivery Board which is responsible for
implementing the A&E improvement plan for 2017/18 and 2018/19. The level required is to reach 90% of
emergency patients treated, admitted or transferred within 4 hours by September, increasing to achievement of
the 95% standard by March 2018.Failure to meet this target has a negative impact on patient clinical
outcomes and experience.

Risk Rating

Risk Score History

Likelihood x Impact - Score

Original

5

4

20

Current

5

4

20
12

Appetite

Rationale Current Score
Eastern Cheshire Health
Economy has been identified
as a 'fragile' system because
of our inability to stabilise A&E
performance and reduce
variations in DToC. Failure to
meet this standard has a
negative impact on patient
clinical outcomes.

Risk Score
25
20
15

Nov '17

Oct '17

Sep '17

Aug '17

Jul '17

Jun '17

Apr '17

Update Status Current

0

Mar '17

Update Date

5
Feb '17

Risk Closure

10

Jan '17

Target Date

Nov '16

10/11/2015

Oct '16

Date Added

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

Gaps In Control

Each month the Operational Resilience Group
update Eastern Cheshire A&E Delivery Board on
the progress of the A&E improvement plan
including performance against a range of
indicators including the 95%
standard.Performance is reported monthly to
the CCG's Clinical Quality & Performance
Committee.

Following an initial improvement, A&E
performances continues to be volatile. DTOC
Reliance on partner organisation to deliver actions
and their part of the risk share.There are
ongoing issues in capacity in relation to clinical
workforce.

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

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

The Operational Pressures Escalation Levels
Framework has been incorporated into our system
wide dashboard ‘Snow White’. This provides
system performance updates and forms the basis
of local escalation during periods of high demand.
The escalation process has been reviewed and

Daily monitoring via 'Snow White' supports regular
whole system tele conference and planning. A&E
Improvement plan has a range of improvement
measures which are reported via the Operational
Resilience Group. Eastern Cheshire A&E Delivery
Board are accountable for the delivery of the A&E

23 November 2017
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revised for winter.The Emergency Care
Improvement Programme (ECIP) completed a
review (July 2018) of the Eastern Cheshire system,
recommendations have been shared and ratified
by the A&E Delivery Board; the following areas of
improvement have been prioritised: 1.
Assessment prior to admission 2. Embed the
SAFER patient flow bundle and Red2Green 3.
Develop and adopt a ‘home first’ approach 4.
Develop a clear vision and effective system
leadership 5. Model for Frailty. Focusing on
these areas will help the East Cheshire system to
best improve the performance of their urgent and
emergency care pathways. This will help reduce
waits, reduce bed occupancy and improve
outcomes (including reducing mortality) for
patients.The IBCF opportunity to invest in
additional capacity for assessments outside of
hospital and home first initiatives. ECT (one of the
three most challenged health economies in
Cheshire & Merseyside)have recently been
successful in securing and additional £183k to
improve flow over the winter period.

Improvement Plan.The DTOC trajectory (average
number of daily delayed bed days) for the period
0ctober 2017 to March 2018 has been signed off
by Eastern Cheshire A&E Delivery Board and
submitted to NHS England. The Board has also
agreed the improvement trajectory for A&E
performance for the same period, in line with the
national requirement achievement of 95% by
March 2018.As part of the Winter Planning
process individual schemes have been linked to
the ED Performance Improvement Trajectory
2017/18. This is demonstrated in the link (Insert
Improvement Trajectory Slide)

Risk Actions
Risk Action Title

Risk Action Description

Owners

Assessment outside of hospital
(including assessment outside
of hospital)

Working with Cheshire East
Council develop a process
and a range of supporting
services to enable patients to
be assessed for their care
needs in non hospital settings
i.e. their own home or a
community based bed.

Jo Williams

23 November 2017

Target Date

Closed Date

30/11/2017
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Improvement Plan (Driver
Diagram available to show
content)

Both the CCG and East
Cheshire Trust through the
local STP's A&E Delivery
Board are accountable to
NHS England and NHS
Improvement to deliver the
constitutional standard. An
Improvement Plan has been
developed by partners with
the following five headline
work areas.1) Vision and
Leadership2) Assessment
prior to admission3) Doing
todays work today4) Model
for frailty5) Home First
(assessment outside the
hospital setting)

Neil Evans

30/03/2018

DTOC Improvement Trajectory

To implement a range of
initiatives which will reduce
unnecessary delayed
transfers of care from acute
and community (intermediate
care beds). This includes
those initiatives developed
using the Cheshire East iBCF
allocation.

Karen Burton

31/03/2018

23 November 2017
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Active Risks
Key ID 139

Assurance Framework?

20

Active?

Objectives: Health Need Priorities

GBAF 371

Risk Owner

Executive Lead

Responsible Committee

Dean Grice

Neil Evans

Primary Care Committee

Primary Care Support England
In September 2015 NHS England entered into a contract with Capita to provide a range of 'Primary Care Support
England' (PCSE) administrative services to Primary Care Contractors.A number of issues have been
experienced in relation to the registration/transfer of patients, medical record transfer, GP registration
(Performers List), pensions, payment processes amongst others. The failure of Capita to adequately provide the
services in line with the contractual expectation is that patients may come to harm or fail to receive appropriate
and timely care.

Risk Rating

Risk Score History

Likelihood x Impact - Score

Original

3

4

12

Current

4

5

20

Rationale Current Score
Minimum of 896 patient
records that have not been
transferred to the receiving GP
practice in Eastern Chehire.
PCSE continue to work to
resolve this. The Primary Care
Committee has recommended
the risk sits as major until
resolution is provided.

Risk Score
25

12

Appetite

12

Date Added

01/07/2016

Target Date

31/03/2018

Risk Closure

20
15
10
5

Update Date
Update Status

0
Jul '17

Aug '17

Sep '17

Oct '17

Nov '17

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

Gaps In Control

NHS England have a national contracting team
managing the contract and have created a national
stakeholder forum for overseeing the mobilisation
and improvement process with Capita. This
includes local representation from NHS England
Cheshire and Merseyside.The CCG Primary Care
Operational Group and Primary Care Committee
reviews the latest information from Practices and
NHS England at each meeting.

Where queries are raised responses can be
delayed or do not occur leading to duplication of
effort and loss of confidence from Providers and
CCG.As the CCG is not directly contracting with
Capita we are reliant on NHS England for enforcing
the contract and improvement actions. Our local
NHS England representative on the stakeholder
group confirmed he was not yet assured that
issues were resolved:-High levels of medical
records not sent to practices (currently lacking
assurance that these can be located and issue
resolved).-Poor communications from customer
support-Performers list, payments systems and
pensions

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

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

23 November 2017
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Capita developed a Rectification Plan.Practices
escalate relevant issues to NHS England via the
CCG, in order that trends can be monitored in
addressing concerns.Where individual issues are
identified which are clinically urgent escalation
protocols are now in place to intervene.PCSE
improvements include roll out of bar code
processes for medical records and to review safe
haven schemes.Local NHS England Team have
requested a local action plan to address a range of
issues raised across LDS footprint in July 2017.
Some of the actions have been implemented and
ongoing processes are evidenced to have improved
however a range of historic issues related to
transition require ongoing actions to address.

NHS England have an Operational Team
overseeing the performance of Capita against their
contract and requiring improvement actions where
required.NHS England provide monthly progress
reports to the CCG and these are discussed at the
Primary Care Operational Group to Monitor
Progress.GP Practices have been asked to raise
issues on Datix to allow us to monitor resolution.
The Primary Care Committee were advised by
Practices that issues on medical records appear to
be historical with current records being processes
in a more effective manner. Capita have
invested in additional short term capacity to
resolve issues e.g. administration relating to
Registrars completing training in August.Capita
senior managers attended November PCC meeting
to provide assurance. The Committee discussed
the risk rating and concluded that no change could
be made to the current rating of 20. It was agreed
that the Chief Officer and Chair of the Governing
Body would write to the SIRO of NHS England to
ensure they are aware of the risk to the CCG and
request assurance on behalf of the Governing Body
from an information governance perspective.

Risk Actions
Risk Action Title

Risk Action Description

Owners

Capita to attend Primary Care
Committee

Tom Knight to ask Capita
Senior Management to attend
the October meeting to
provide assurance to
committee.

Neil Evans

18/10/2017

Request assurance from NHS
England SIRO

Chief Officer and Chair of
Primary Care Committee to
write to SIRO of NHS England
to ask them to confirm they
were assured that NHS
England were effectively
managing the information
governance risk associated
with the transfer of PCSE to
Capita and the current
delivery of those services.

Jerry Hawker

30/11/2017

23 November 2017

Target Date

Closed Date
01/11/2017
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Local Action Plan - Review of
missing records

Review of Medical Records
undertaken by Capita issues
identified and solutions going
forward appear to be in place
although processing
timescales longer than would
like. Tom Knight to raise with
national contract team issues
with transitional period and
notes not yet transferred.

Neil Evans

31/12/2017

CCG to hold NHS England to
account for Capita performance
improvement.

The CCG to continue to hold
NHS England to account for
delivery of the performance
improvement plan. To inform
the CCG Practices continue to
log issues on DATIX and these
reports will be reviewed at the
Primary Care Operational
Group and then raise with
NHS England for response.

Dean Grice

30/03/2018

23 November 2017
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Active Risks
Key ID 128

Assurance Framework?

16

Active?

Objectives: Health Need Priorities

GBAF 248

Risk Owner

Executive Lead

Responsible Committee

Lana Davidson

Jacki Wilkes

Clinical Quality and Performance Committee

Mental Health Services Capacity - Children and Adolescents Mental
Health (CAMHS)
Currently the demand for children and young peoples’s mental health services in Eastern Cheshire remains
high. This includes 0-16 years and the Autism and ADHD assessment services The risk is that the capacity
available is insufficient to meet demand resulting in long waiting times, poor access and poor outcomes and for
some children an on-going risk of serious self harm.

Risk Rating

Risk Score History

Likelihood x Impact - Score

Original

4

4

16

Current

4

4

16
12

Appetite

Rationale Current Score
Demand for 0-16 children's
mental health services
remains high. Referrals are
triaged and only those with
severe needs are
accepted.Referrals into
the autism and ADHD service
are significantly higher than
anticipated

Risk Score
25
20
15

17
v'
No

'1
7
Se
p

17
Ju
l'

Ap
r'
17

'1
7

Update Status Current

0

Fe
b

Update Date

5

16

Risk Closure

10

v'

09/12/2017

No

Target Date

'1
6

09/09/2016

Se
p

Date Added

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

Gaps In Control

Additional funding in 17/18 to voluntary sector to
provide additional support. New investment in
Autism and ADHD services made recurrent in
18/19. Recovery plan for Autism and ADHD
received end of August with plans to maximise
capacity. Recruit to permanent posts and
undertake a post project evaluation to inform
commissioning intentions for 18/19

Sustained increase in demand for services against
predicted need based on peer benchmarking.

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

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

Transfer stable patients back to primary care for
monitoringRecruit to full team/permanent
postsMonthly monitoring of waiting times is ongoing. Pending waiting list reduction performance
trajectory to NHS England monthly.

Recovery plan in place.Investment in services for
the neuro-development pathway now recurrent
waiting times down from 4 years to 24 months.

23 November 2017

For Autism and ADHD undertake modelling to
determine what the waiting times would be once all
actions on recovery plan complete
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Active Risks
Risk Actions
Risk Action Title

Risk Action Description

Owners

Undertake post project
evaluation

Undertake post project
evaluation on Autism and
ADHD. Understand service
gaps and develop plans to
address the gaps.

Jacki Wilkes

29/12/2017

Undertake deep dive 0-16 and
16-19 services.

Undertake deep dive on 0-16 Jacki Wilkes
and 16-19 services.
Understand gaps in service
and develop plans to address.

31/01/2018

Commissioning Intentions

Using data from PPE and
Deep Dive, shape
commissioning intentions for
2018/19

Jacki Wilkes

28/02/2018

Jacki Wilkes

30/03/2018

New model of care CAMHS 0-16 Implementing transforming
THRIVE pathway
Childrens mental health.
Present commissioning
intentions for 2017/18

23 November 2017

Target Date

Closed Date

15/11/2017
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Active Risks
Key ID 135

Assurance Framework?

16

Active?

Objectives: Health Need Priorities

GBAF 316

Risk Owner

Executive Lead

Responsible Committee

Jacki Wilkes

Jacki Wilkes

Governing Body

Redesign of Adult Mental Health Services
During 2016-17 Cheshire and Wirral Partnership developed a range of options to redesign adult mental health
services. These options include redesign of inpatient services to allow a transfer of financial investment from
inpatient to community provision.A range of risks specifically related to the CCG exist beyond those cited by
CWP (clinical sustainability, staffing, estates) this includes potential financial pressures on CCG budgets as well
as our responsibility to comply with duties around public engagement and consultation.

Risk Rating

Risk Score History

Likelihood x Impact - Score

Original

4

4

16

Current

4

4

16

25

12

Appetite

Date Added

Risk Score

Rationale Current Score
Risks related to clinical
staffing and the poor quality of
estates, and failure to proceed
to consultation due to
procedural issues

20

12/05/2017

15

Target Date

10

Risk Closure

5

Update Date
Update Status Current

0
Jun '17 Jul '17 Aug '17 Sep '17 Oct '17 Nov '17

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

Gaps In Control

CWP have twice attended the CCG Governing Body
and Cheshire East Overview and Scrutiny. Both
governance frameworks have highlighted
considerations which need to be taken in
developing the rationale, case for change and
options that would be presented to the public as
part of a consultation. A new project infrastructure
has been developed with ECCCG leading the
project team. Before a public consultation can take
place CCGs Joint Committee, ECCCG Governing
Body, CWP Board, OSC and the NHS Assurance
Process would assess the appropriateness of the
approach/consultation.

The level of work required to fully assess the case
and options, then develop appropriate solutions,
will need additional resource to be assigned to
deliver this work. In addition the skills and
experience required to lead on a Public
Consultation may need to be externally
sourced.Whilst risks have been identified e.g.
clinical staffing, finance, estates dilapidation
further work is requiring to adequately mitigate the
risks

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

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

23 November 2017
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Active Risks
The existing case for change has been reviewed
and a range of further areas of development have
been identified. The CCGs, Cheshire East Council
and CWP are now working to develop this
document and the options to improve adult mental
health services.A number of short and longer
term risks have been identified and mitigating
actions are being implemented to address these by
CWP, in partnership with CCGs

The depth of information and options are now
being further developed. Stakeholders have met
and have a shared understanding of the work and
timelines required to develop a final set of options.

Risk Actions
Risk Action Title

Risk Action Description

Owners

Review CWP Case for Change

Review of the existing
material and options to
identify additional work
required to develop the
options and detail to be used
to consult with our public on
consultation. CWP have
provided responses to a
range of queries raised by
CCG and JW is now meeting
with CWP to work through
responses and remaining
gaps in information

Jacki Wilkes

30/09/2017

Development of supporting
documents for potential
consultation

Work with partners to develop
case for change and options
for potential consultation.
These will require approval
from NHS Statutory Bodies
during August, following
detailed engagement in
developing the content with
stakeholders, prior to the
planned attendance at Health
and Social Care OSC in
September.

Jacki Wilkes

23/11/2017

NHS England Assurance Process When consultation
Jacki Wilkes
documents and case for
change have been developed
complete documents required
for NHS England gateway in
advance of consultation.

23/11/2017

23 November 2017

Target Date

Closed Date
15/11/2017
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Active Risks
Agree commissioner roles

Meet with Cheshire East
Council and South Cheshire
CCG to agree approach to
supporting the development
of options, consultation
documents. JW meeting with
senior commissioners in
SCCCG, CEC and NHS
England to discuss approach
to redesign.

Risk mitigation

Continue to review the risks
Neil Evans
that exist within existing CWP
services and agree with CWP
mitigating actions. Where
risks appear to be crystalising
review and update mitigations

23 November 2017

Jacki Wilkes

23/11/2017

30/03/2018
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Active Risks
Key ID 130

Assurance Framework?

15

Active?

Objectives: Health Need Priorities

GBAF 250

Risk Owner

Executive Lead

Responsible Committee

Lana Davidson

Jacki Wilkes

Clinical Quality and Performance Committee

Mental Health Services Capacity- Increasing Access to
Psychological Therapies (IAPT) in Adult Services
Currently the demand for adult primary mental health services through IAPT in Eastern Cheshire remains high.
The risk is that capacity available is insufficient to meet demand resulting in poor outcomes in health and
wellbeing for adults, and for some an on-going risk of serious self-harm.

Risk Rating

Risk Score History

Likelihood x Impact - Score

Original

5

4

20

Current

5

3

15
12

Appetite

Rationale Current Score
Whilst IAPT services have
shown a marked improvement
for 2017/18. current
performance deteriorated with
2 of 4 national targets now not
being met. Analysis of the data
shows "Hidden waits" for some
services e.g. 6 out of 12 from
initial assessment to
commencement of treatment.

Risk Score
25
20
15

7
No
v

'1

'1
7
Se
p

17
Ju
l'

Ap
r'
17

'1
7
Fe
b

Update Status Current

0

6

Update Date

5

'1

Risk Closure

No
v

Target Date

10

'1
6

14/09/2016

Se
p

Date Added

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

Gaps In Control

Regular maintaining of performance and
contractual enforcement recovery plan for and
reduction of waiting times to 18 weeks recieved
end of August 2017. Plans in place to optimise
capacity,including more group sessions and use of
agency staff whilst vacancies filled. Recovery plan
revision for November 2017 is not delivering
improvement.

Sustained increase in demand for services against
prediction may stretch capacity in the service.

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

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

IAPT services have been successfully re-procured
using a new service specification. Key Performance
Indicators have been developed to monitor the
success of the new service.Recovery plan is not
delivering improvement.

Close working relationship has been developed
between outgoing provider (CWP) and new
providers (Big Life Group and Peaks and Plains) to
assure CCG of managed handover.Activity and
outcomes are being monitored through contracting
team.Initial feedback from Primary Care has
been positive as to patient feedback on the service.

23 November 2017
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Active Risks
Risk Actions
Risk Action Title

Risk Action Description

Review recovery plan

Agree new and additional
Jacki Wilkes
plans to improve performance.

30/11/2017

Monitoring of delivery of
contractual requirements

Ongoing monitoring of
progress in meeting the
contractual (based on
national access/recovery
rates).

29/12/2017

23 November 2017

Owners

Lana
Davidson

Target Date

Closed Date
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Active Risks
Key ID 137

Assurance Framework?

6

Active?

Objectives: Valuing People

GBAF 298

Risk Owner

Executive Lead

Responsible Committee

Jerry Hawker

Governing Body

Governing Body Membership - non-compliance with Health and
Social Care Act
From May 2017 the CCG Governing Body will be operating for an interim period without two of its statutory
mandatory membership positions - Clinical Member Registered Nurse and Clinical Member Secondary Care
Doctor. The Health and Social Care Act (CCG Regulations) requires us to appoint both posts and therefore for
this interim period the CCG is not compliant with legislation. Whilst our Constitution outlines that our Governing
Body will be able to continue to operate and undertake its business and discharge its duties in the absence of
these positions, the absence of these two statutory mandated positions on raises the risk of the CCG Governing
Body being perceived as not having sufficient independent clinical input and leadership around broad decision
making, as well affecting our credibility as an organisation that sees broad clinical leadership as a core part of
good governance. Long term absence of positions will also prove to be a cause for concern for NHSE area
team.The absence of these two positions may also cause some membership and quoracy concerns for the
CCGs Quality and Performance Committee

Risk Rating

Risk Score History

Likelihood x Impact - Score

Original

3

3

9

Current

2

3

6

Risk Score
25

12

Appetite

20

Date Added

02/05/2017

Target Date

03/07/2017

Risk Closure

15

Rationale Current Score
There may be a perception
that the CCG Governing Body
decision making and conflict of
interest management may be
impaired through limited
independent clinical input and
membership. This may also
cause long term issues with
NHS England.

10
5

Update Date
Update Status Current

0
Jun '17 Jul '17 Aug '17 Sep '17 Oct '17 Nov '17

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

Gaps In Control

The Executive Committee is monitoring the
progress towards successful recruitment to the two
positions. A weekly update will be provided to this
Committee by the Head of Corporate
Services.The Cheshire CCG Accountable
Officer and CFO meetings will also continue to
monitor progress towards successful recruitment,
as this issue is not isolated to just Eastern
Cheshire.

Head of Corporate Services will continue to
oversee recruitment process and work in
collaboration with counterparts in neighbouring
Cheshire CCGs. CCG Remuneration
Committee have asked for the risk to be entered
onto the GBAF and report back to this Committee
on process.

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

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

23 November 2017
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Active Risks
CCG has already undertaken one round of
recruitment for both positions but was
unsuccessful in identifying suitable candidates.
CCG will be going out for a second round of
recruitment for the Clinical Member - Secondary
Care Doctor post. The CCG has made contact with
key contacts and networks where access to eligible
candidates may be increased so as to raise
awareness of the vacancy. The CCG is also
in discussion with neighbouring CCGs with regards
arrangements to fill the Registered Nurse position
on their respective CCG Governing Bodies - this
includes options for a joint appointment via formal
recruitment process or, for an interim period,
through cover of the role by current members of
other CCG staff within the Cheshire CCGs who have
nursing qualifications and would be suitable for the
position.The CCG has also received additional
information regarding eligibility for the Secondary
Care Doctor positions - those on the secondary
register of the GMC (Public health
Consultants/Mental health provider
Consultants/Clinicians)- and will investigate further
these options to see if it enables a more expedient
recruitment process for the interim and long
term.The CCG will make contact with NHSE
area team, member practices, neighbouring CCGs
highlighting vacancies and requesting support in
notifying relevant Governing Body positions to help
raise awareness/interest.

Recruitment to key posts has been raised as a key
area for concern to the Cheshire CCG Accountable
Officers and CFO meeting. Discussions are
happening between the four Cheshire CCGs with
regards addressing this shared
problem.Positive effect will be seen by an
increase in interest in the positions, with
successful recruitment being the key goal.

Risk Actions

23 November 2017
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To Be Removed
Key ID 129

Assurance Framework?

8

Active?

Objectives: Quality

GBAF 249

Risk Owner

Executive Lead

Responsible Committee

J Curtis

Sally Rogers

Clinical Quality and Performance Committee

Sustainability of Community Services
The disaggregation of Community services (October 2016) potential to have negative impact on staff/capacity
and overall quality of care.

Risk Rating

Risk Score History

Likelihood x Impact - Score

Original

3

5

15

Current

2

4

8
12

Appetite

Rationale Current Score
Pressures on smaller teams
can negatively impact on the
overall quality of care. Whilst
we do not expect this to
happen, we continue to seek
regular assurance

Risk Score
25
20
15

Oc
t'
17

7

'1
7
Au
g

'1
Ju
n

Ap
r'
17

'1
7

6

Update Status Current

0

Fe
b

Update Date

5

'1

Risk Closure

10

No
v

Target Date

'1
6

21/09/2016

Se
p

Date Added

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

Gaps In Control

Monthly reviews at Clinical quality and
Performance Committee, ECT Quality meeting,
SUI and Complaints Meetings.Shared
intelligence at internal CCG Quality Assurance
Group (QUAG) Interrogate ECT RADOR
information and ECT internal SQS information.

There is a need to develop a cost effective and
sustainable community nursing service whilst
maintaining and improving high quality
care.updating of the contract in line with
current guidance for community services and
population needsCQC 15/05/2015 report
rated community services as Requires
Improvement with an Inadequate score for Well
Led. Whilst an action plan was implemented until
CQC re-inspect and confirm improvement, we will
continue to be vigilant

Community focussed quality assurance and ad hoc
walkabouts.Regular intelligence mtgs with
CQC and NHS I Weekly meetings between CCG
Quality & Safeguarding Director and ECT Director
of Nursing and Quality
Mitigation Action (What have we done/what more
can we do)

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

Increased the funding to community service (Apr
2017)to minimise potential impactStepped up
surveillance and actively sought additional
information and assurance through the NHS E
Quality Risk Profiling process.Increased
frequency of 1:1 meetings at Director and Deputy

Minutes from CQ&P/ECT Quality mtgsNo
increase in number or severity of complaints from
public Assurance from ECT that they are quick
to respond to SUIs in communityCQC reinspection due 2017 will evidence any further
improvement

23 November 2017
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To Be Removed
Director level Separated ECT/ECCCG Quality
Assurance meetings from finance and
Performance to increase focus on
qualityEncouraged GP to share concerns via
Datix sysytem following anecdotal concerns from
practice managers. No evidence found.CQC reinspection due 2017 will evidence any necessary
further improvement

Risk Actions
Risk Action Title

Risk Action Description

Owners

Target Date

Quality Assurance

Quality assurance visits
schedule in progress with
Director Of Nursing.

Julia Curtis

31/03/2018

Quality Assurance Monitoring -

Service provision quality will
Julia Curtis
be monitored via the Quality
Visits, Joint ECT/CCG Quality,
Performance and ECT SQS
Meetings. In particular this
includes monitoring of
vacancies, training uptake
etc. via associated risk tool. –
On going (Business as usual)

31/03/2018

Contract Monitoring

Monitor on-going Community
Julia Curtis
Services performance through
ECT monthly report – On
going (Business as usual)

31/03/2018

Closed Date

Community services is a
standing item on monthly ECT
Quality Meeting.Deep dive
planned for Oct ECT Quality
Meeting.Dashboard
reviewed.Regular meetings
in place with team
leads.Considered any
reported Primary care
intelligence via Datix.SUI
Group review any ongoing
themes and trends
highlighted by RCAsCloser
working taking place with
Knutsford Community Hub.

23 November 2017
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GOVERNING BODY MEETING in Public
29 November 2017
Report Title

Agenda Item 3.1

Minutes of the Governance and Audit
Committee Meeting held 13 September 2017

Report Author

Contributors

Alex Mitchell
Peter Munday
Chief Finance Officer/Senior Information Risk Owner Lay Member (Governance and Audit)
22 November 2017
Date report submitted

Purpose of report
To provide an overview of the Governance and Audit Committee (GAC) by updating the
Governing Body on key issues and assurance as summarised within the minutes.

Key points
Summary of key points discussed at the GAC meeting held on 13 September 2017:
 The Committee thanked Gerry Gray for his contribution in his role as GAC Chair and wished
him every success in the future.
 Mersey Internal Audit Agency (MIAA) provided an update on an internal audit covering
Cheshire and Wirral’s Continuing Healthcare (CHC) service. The audit focused on the wider
administrative aspects of the service around capacity, budgetary control, audit trails, etc,
resulting in a limited assurance rating.
The service is already implementing
recommendations made via the report.
 NHS England (NHSE) had requested clarification concerning compliance around off payroll
expenses. Whilst this will form part of the annual audit, the request has been forwarded to
the Remuneration Committee to respond.
 NHS Protect has advised NHS Eastern Cheshire Clinical Commissioning Group (ECCCG)
that it will be subject to an inspection in January 2018. In preparation for the inspection an
Action Plan has been developed to review existing information to ensure we are compliant
with all relevant legislation and guidance.
 The Committee asked for clarification on the responsibility of implementing the Information
Governance Policy. It was informed that its role is to review the policy and provide assurance
that appropriate steps are being taken to implement it. Accountability for the policy and its
compliance lies with the Executives.
 The Committee received the Emergency Preparedness, Resilience and Response SelfAssessment and Compliance Statement on behalf of the Governing Body as it was the only
formal sub-committee that was meeting before the submission date. The Committee was
happy to support the submission on the basis that it would be discussed and ratified at the
next Governing Body meeting given that it was outside of the GAC’s Terms of Reference.
 A summary was provided concerning the recent “Wannacry” incident outlining the learning
and actions that have been implemented since the event.

Outcome
Required:

Approve

Ratify

Decide

Endorse

For information



NHS ECCCG Governing Body Meeting IN PUBLIC 29 November 2017

Agenda Item 3.1

Recommendation(s)
The Governing Body is asked to:
 note the contents and subjects discussed as outlined within the key points and supporting
minutes (Appendix A).

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

Financial
Resources (other than finance)

Procurement
Decommissioning

Equality
Quality & Patient Experience

Safeguarding
Legal / Regulatory
Other – please state





Governance & Assurance
Staff / Workforce

Governing Body Assurance Framework Risk Mitigation:
The GAC does not impact on any specific Assurance Framework Risks but ensures that the
risks are being subject to a robust process in their preparation and presentation to the Governing
Body.

Report/Paper Reviewed by (Committee/Team/Director)
Alex Mitchell, Chief Finance Officer/Senior Information Risk Owner

Appendices
Appendix A

CLICK HERE to access the Minutes of the Governance and Audit
Committee Meeting held on 13 September 2017.
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GOVERNING BODY MEETING in public
29 November 2017

Report Title

Agenda Item 3.1

Minutes of the Governance and Audit Committee
Meeting held 13 September 2017

Appendix A
Governance and Audit Committee meeting – Minutes of meeting
held on 13 September 2017

Appendix A

MINUTES
Chair:
Gerry Gray
Date/Time: Wednesday 13 September 2017 @ 12.30 - 14.30pm
Venue:
Boardroom 1, ECCCG, 1st Floor West Wing, New Alderley House, Victoria
Road, Macclesfield, SK10 3BL

ECCCG Governance & Audit Committee Meeting
Attendees
Gerry Gray (Chair)
Jane Stephens
Robert Thorburn

Key
GG
JS
RT

In Attendance (Regular)
Robin Baker
RB
Roger Causer
RC
Anne-marie Harrop AMH
Jerry Hawker
JH
Alex Mitchell
AM
Mike Purdie
MP
Helen Stevenson
HS
Emma Styles
ES
In Attendance
Simon Davies
SD
Niall O’Gara
NOG
Minute Taker
Sophie Clarke

SC

Title & Organisation
ECCCG Governing Body Lay Member (Governance)
ECCCG Governing Body Lay Member
GP Locality Peer Group Representative

Present




External Audit Representative
Counter Fraud
MIAA Internal Audit Representative
Chief Officer, ECCCG
Chief Finance Officer, ECCCG
Corporate Program & Governance Mngr, ECCCG
External Audit Representative
Information Governance

x
x

x



x

Internal Audit for AMH
Technical Accountant

x


PA to Associate Director
of Commissioning – Notetaker


Action

1.0
1.1
1.2
1.3

STANDING ITEMS
Apologies for Absence
Apologies were noted as above.
Declarations of Interest
None noted.
Minutes of the Previous Meeting – 5 July 2017
The minutes were agreed as a true and accurate record.
Matters Arising – Financial Deficit
(discussed following the action log)
The committee discussed the financial pressures facing the CCG for the
current financial year. The CCG’s current agreed deficit is £13.4million
however the risk adjusted deficit is £23.1million. ECT and CWP are
unable to improve their position materially in order to reduce the overall
economies deficit. Following a discussion with NHS England, the CCG
have been asked to produce a further recovery plan to reduce the risk

Location:

Boardroom 1, New Alderley House, Macclesfield, SK10 3BL

Meeting Date:

13 September 2017

Meeting Title:

ECCCG Governance & Audit Committee (GAC)

Time:

12.30pm – 14.30pm

1 of 6

Completed by:

1 of 6
Sophie Clarke

1.4

adjusted deficit to £16 million, an improvement of £7million. The CCG
are unable to finalise the risk adjusted deficit forecast with NHS England
until a deliverable recovery plan has been agreed, recognising the
impact that this may have on providers.
Action Log of the Previous Meeting – 30 May 2017
GAC104 AI2.5 Conflicts of Interest (COI) Guidance for CCGs
MP advised that NHS England will be launching COI training online in
the Autumn 2017. It is not mandatory for staff to complete the training
until 2018/19 onwards however it was agreed that the CCG should
provide some COI training for staff this year. GG expressed concern
regarding the delay from NHS England in rolling out the COI training.
It was agreed that MP would bring a summary of any COI training
completed by CCG staff in the last year to the next meeting. The
committee will review this and decide if it is adequate. If NHS England
have not released the new training package by the next committee
meeting in November then the committee will ask MIAA to deliver COI
training to CCG staff in the meantime.
NEW ACTION: Bring a summary of any COI training completed by
the CCG in the last year to next meeting. : MP
GAC111a AI2.3 Mersey Internal Audit Agency (MIAA) Progress
Report: Board to Board Meeting
The action is for AM to draft principles to support potential conflicts of
interest issues when the CCG holds Board to Board meetings with other
organisations. Due date to be changed to 8 November.
GAC115 AI2.8 GAC Terms of Reference (TORs)
Committee members highlighted a formatting issue with the revised
Terms of Reference. Questions were also raised regarding the wording
of the Audit Panel section. Committee members felt the TOR’s do not
clearly demonstrate the membership and role of the Audit Panel. AM
agreed to rewrite the Audit Panel section to clarify these details.
NEW ACTION: Correct formatting issue and rewrite the Audit Panel
section of the TOR’s to clarify the membership and role of the
panel. Send note to Governing Body to highlight the changes to
the TOR’s : AM
GAC 116a: A12.1.1 External Audit Opinion from Grant Thornton
A letter has been sent to MCHFT. Item closed.
GAC 116b: A12.1.1 External Audit Opinion from Grant Thornton
Awaiting response from MCHFT. Due date to be changed to 8
November.
GAC 118 A13.2 General Data Protection Regulations
This is part of the training the CSU provide. MP will arrange a separate
training session for Governing Body members this year. Due date to be
changed to 8 November.
GAC 119 A12.2 Information Governance Annual Report:
Information Asset Register
The information Governance Plan was included in the appendix for
committee members to review. Item closed.
GAC120 AI2.2 MIAA Assurance Framework Benchmarking
AMH has provided the benchmarking data, the action plan is
outstanding. Due date to be changed to 8 November.
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Meeting Date:
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Completed by:

2 of 6
Sophie Clarke

2.0
2.1
2.1.1

GAC121 AI2.3 Tender Waiver
AM has written to NHS England asking for formal written confirmation of
their transfer to NHS ECCCG of the funding for the Capped Expenditure
Process for Eastern and Central Cheshire. There has been no response
to the letter as yet. Due date to be changed to 8 November.
BUSINESS ITEMS
Mersey Internal Audit Agency
Progress Report July 2017
The CHC Joint Committee has agreed in principle the report following
the review of 28 high cost cases. CHC Cheshire & Wirral CCG’s have
limited assurance due to four high level risks relating to improving
audit trails, budgeting controls, and performance management. The
report will be taken to the Governing Body meeting in October. AM
advised that the CHC teams are working towards a consistent
process for reviewing cases. The following issues are being
addressed:
1. Capacity issues
2. Different levels of establishment within teams
3. Capabilities within teams – key members are pivotal.
The teams are reviewing good practice across the patch to improve
performance as a whole. The backlog is ongoing and each nurse is
completing 12 assessments a week however ECCCG is the best
performing across the patch. The CCG inherited a large backlog
when it took over CHC and there is still a large backlog for CHC
reviews.
AM advised that CEC (Cheshire East Council) are willing to work with
the CCG to assess how to collectively commission CHC. The
committee discussed how the CHC team may improve cost.
AMH advised that the purpose of the report is to hold the CHC team
to account for performance and cost.

2.1.2

2.2

2.3

PMO report
The report following the review of the CCG’s PMO is currently in draft
status.
The Conflict of Interest review is due to take place this month,
September 2017, however it will be moved to later in the year. AMH
agreed to send SC an updated overview of output delivery for circulation
committee members after the meeting.
NEW ACTION: Circulate amended MIAA Overview of output
delivery to committee members : AMH
Grant Thornton Update Report
The committee discussed the Grant Thornton update report. The
report details the timetable of work to be completed by the auditors
and there were no changes from the previous year.
NHS England – Off Payroll Expenses
The CCG has received communication from NHS England requesting

Location:

Boardroom 1, New Alderley House, Macclesfield, SK10 3BL

Meeting Date:

13 September 2017

Meeting Title:

ECCCG Governance & Audit Committee

Time:

12.30pm-2.30pm

Completed by:

3 of 6
Sophie Clarke

2.4

confirmation that the CCG is compliant with national guidelines for off
payroll expenses. AM will forward the request to the remuneration
committee who will reply to confirm the CCG is compliant. NO
advised that the CCG hired one agency staff member during the
current financial year however this was to cover maternity leave for a
low cost member of staff. There will be a requirement for a temporary
member of staff within the finance team however the CCG will still be
compliant.
NHS Protect Inspection
AM informed the committee that NHS Protect will be completing a fraud
inspection with ECCCG on 8th and 9th January 2018. An action plan has
been produced to ensure all the information requested beforehand. A
survey will be distributed to all members of staff to understand the level
of knowledge regarding fraud and will require a high level of
compliance. The fraud plans of all lead providers will also be checked
as part of the inspection and the CCG must ensure they are delivering.
Following the inspection, the CCG will receive a report and compliance
statement which may include recommendations.
GG highlighted the fact that he will no longer be chair of the GAC and
will not be available for an interview as part of the inspection. AM
advised that a new chair may have been recruited in the meantime and
there will be a handover period with the new chair.

2.5

The GAC will receive the progress report, action plan and final report for
the inspection.
Information Governance Policy
The IG policy is updated on an annual basis however there have been
significantly more changes this year. MP advised that these changes
will be covered in training delivered by the end of March 2018.
JS highlighted a number of issues with the wording of the policy. MP
advised that the policy is a generic document produced by NHS
England and it may cause delays in future years if the CCG asks for a
bespoke copy of the guidance. It was agreed that MP would draft a
supplement to the policy clarifying who is responsible for accountability,
assurance and implementation of the policy.
NEW ACTION: draft a supplement to the IG policy clarifying who is
responsible for accountability, assurance and implementation of
the policy following a conversation with JS regarding the issues
raised. : MP

2.6
2.7

Information Governance Handbook
The GAC approved the Information Governance Handbook.
CCG 2017-18 Emergency Preparedness, Resilience and Response
(EPRR)Self-Assessment and Compliance Statement
MC discussed the outcome of the self-assessment completed by
ECCCG and MLCSU against the national EPRR core standards. The
CCG has rated itself as partially compliant for 2017/18. The CCG will
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update the business continuity plan and all on call staff must attend
emergency exercise training. An action plan is in place to address the 9
areas in which the CCG is non-compliant.
MC asked the GAC to approve the statement of compliance and action
plan to enable the CCG to meet the deadline of 27th September 2017.
The statement and action plan will be taken to the next Governing Body
meeting at the end of September to ratify.
GG questioned why the statement had been bought to the GAC and
highlighted that it is not within the groups TOR’s. MC advised that the
GAC is a subcommittee of the Governing Body and has the authority to
approve the statement. The GAC is the first committee meeting with the
most exposure to Governing Body members ahead of the deadline for
submission on 27th September 2017.

2.8

The GAC recognised that while it is not strictly within the TOR’s of the
committee, they are happy to support the submission of the statement
and action plan subject to it going to the next Governing Body meeting
for discussion and ratification.
IT “Wannacry” Incident
MP discussed the impact of the “wannacry” IT incident and advised that
only some GP practices were affected in Eastern Cheshire. The
following actions are being taken to prevent another incident in future:
• Ensure all operating systems are up to date
• Upgrade any computers still running Windows XP
• Install software to monitor for unusual activity
• Introduce more stringent security rules
• New firewalls installed on all computers
All IT systems will be moved to a virtual server in future to ensure
updates and backups can be completed remotely and on time. The
CCG will also upgrade all computers to Windows 10 as computers
running this operating system were not affected by the breach.
AM advised that the business continuity plan should be regularly
updated to include the key holder for each GP practice. The key holders
will be notified of incidents in future. The Primary Care Committee will
look into this issue and take it forward.

2.9

2.10
3.0
3.1

MP assured the committee that actions are being put in place to prevent
an incident such as this happening again.
IG Incident – SAR
MP reported an IG incident to the committee and the group discussed
how to deal with the incident.
GAC Terms of Reference
This item was discussed during the action log (item 1.4)
ANY OTHER BUSINESS
AB thanked GG for his time as Chair of the GAC and for his input and
contribution to the committee.
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4.0

DATE, TIME & VENUE OF NEXT MEETINGS

4.1

8 Nov 17

12.30pm-2.30pm, Boardroom 2

10 Jan 18

12.30pm-2.30pm, Boardroom 1

14 Mar 18

12.30pm-2.30pm, Boardroom 1
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Remuneration Committee Report

Report Author
Matthew Cunningham
Head of Corporate Services

Contributors
Gill Boston
Lay Member
Involvement

Date report submitted

20 November 2017

for

Public

and

Patient

Purpose of report
To provide the Governing Boy with an overview of the key items of business discussed at
the remuneration committee meeting held on 30 October 2017.

Key points
The meeting was quorate. All committee members noted the conflicts of interest that were
raised as a result of the papers considered and the mitigations to enable Committee
business to proceed.
The key matters discussed:
 Appointment and remuneration of Lay Member Deputy Chair of the CCG Governing
Body. The Committee considered a paper outlining the decision of the Clinical Chair with
regards the appointment of a Lay Member Deputy Chair of the CCG Governing Body and
recommendation with regards the remuneration for the role. The Committee did not
support the preferred options outlined within the paper and requested reconsideration of
the options by the Clinical Chair and a more defined job description created outlining the
role of Lay Member Deputy Chair of the CCG Governing Body.
 Appointment and remuneration of CCG Representatives to the Joint
Commissioning Committee of the Cheshire CCGs. The Committee agreed by
consensus to support the recommendations of the CCG Clinical Chair and Chief Officer
around the appointment process, remuneration and time commitment recommendations
of CCG Representatives to the Joint Commissioning Committee of the Cheshire CCGs.
 Remuneration of the CCG Clinical Member - Registered Nurse on the Governing
Body. The Committee reviewed a paper seeking support for a recommended
remuneration rate for this post. Committee agreed by consensus to the recommendations
outlined within the report.
 Retire and return. The Committee reviewed the paper in relation to new measures
brought in by the Department of Health regarding Retire and Return, and noted the
intended process to make the necessary adjustments to the CCGs Retirement Policy,
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authorisation and approval levels and Retire and Return application documentation. The
Committee noted that the proposed amendments will be brought to the Workforce
Committee and then returned to the Remuneration Committee for approval.
 CCG Quarterly Workforce Report. The Committee noted the CCG workforce report and
requested additional detail around the information within the quarterly reports to be
presented to the Committee when the next report is available.
Outcome
Required:

Approve

Ratify

Decide

Endorse

For information

Recommendation(s)
The Governing Body is asked to:
 note the key matters discussed.
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Agenda Item 3.3

Minutes of the Clinical Quality and
Performance Committee – 11 October
2017

Report Author
Julia Curtis

Contributors
Sally Rogers

Head of Clinical Quality

Quality & Safeguarding Director
Melanie Forster
Quality & Commissioning Officer
22 November 2017

Date report submitted
Purpose of report

The minutes of the Clinical Quality and Performance Committee meetings are provided for
assurance that appropriate scrutiny and subsequent actions are being taken in relation to
quality and performance concerns

Key points
Summary of minutes including discussion points, concerns and actions to be undertaken.
 Continuing Healthcare – An update at the next meeting was requested.
 Review of Risks – The quality risks attributable to the Committee were reviewed and
challenged.
 Diabetes Update – The Committee received further assurance on services providing
diabetes care.
 Performance Dashboard – The Committee reviewed the performance dashboard. No
new issues were identified. Further information was requested for the next meeting in
regards to the Cancer 31 day waiting times.
 Escalations/Reviews from SUI, Complaints and Concerns Meeting – The Committee
were informed that there were issues related to a cluster of patients who have complex
learning disabilities and it was agreed that the issues be raised at the next ECT Quality
Meeting.
 Quality Improvement/Assurance Programme Update – The Committee received a
number of Quality Impact Assessments for approval. The Committee raised concern
regarding the content and scoring process and agreed to discuss at the next meeting with
the representatives from the relevant team.
 Mental Health Service Update – This item was deferred to the November meeting.
 Primary Care Update – The Committee were informed of a new way of working and
performance measurement that had been piloted.
 Ambulance Update – The Committee were advised that the National Ambulance Service
IT reporting system is in the process of being updated and reviewed. The Committee
were informed there are also local reporting systems.
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Outcome
Required:

Approve

Ratify

Decide

Endorse

For information



Recommendation(s)
The Governing Body is asked to:
 note for information the minutes of the Clinical Quality and Performance Committee
meeting in October 2017.

Key Implications of this report – please indicate 
Strategic
Financial
Procurement
Equality
Safeguarding
Legal / Regulatory
Other – please state

Consultation & Engagement
Resources (other than finance)
Decommissioning
Quality & Patient Experience
Governance & Assurance
Staff / Workforce

Governing Body Assurance Framework Risk Mitigation:
Minutes Reviewed by
Clinical Quality and Performance Committee

Appendices
Appendix A

CLICK HERE for Minutes of meeting 11 October 2017.
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Clinical Quality & Performance Committee

Appendix A

Meeting held on 11 October 2017 – confirmed minutes

ECCCG Clinical Quality and Performance Committee
Minutes of the meeting held on
Wednesday 11th October 2017
Name

Initials

Dr Jenny Lawn Chair)

JL

Executive GP for Quality, ECCCG Governing Body



Gillian Boston

GB

Lay Board member (PPI), ECCCG Governing Body



Dr Julia Huddart
Dr James Milligan

JHud
JM



Sally Rogers

SRo

Jacki Wilkes
Julia Curtis
Dean Grice

JW
JC
DG

Executive GP for Clinical Team, ECCCG
GP for Business Management Team – ECCCG
Registered Nurse Board member and Director of Quality,
ECCCG
Associate Director of Commissioning
Head of Clinical Quality
Primary Care Commissioning Manager

Angela Thomas

AT

Quality Administrator



Rosie Kendrew
Karen Burton
Julie Sin

RK
KB
JS

Complaints, Concerns & Governance Manager
Clinical Projects Manager
Cheshire East Council




Agenda
Item

Present

Apologies

In
Attendance








Discussion and Actions Agreed

Action
Who
Date

1

Welcome, Apologies, Declarations of Interest
The Chair welcomed all attendees to the meeting.
Apologies noted as above
No Declarations of Interest noted

2

Continuing Healthcare Discharge to Assess
JC –
23/10/17

3

Apologies were sent from CHC regarding attendance.
ACTION: JC to request update from Karen Smith or Cath Jarvis at next CQ&P and
ask for confirmation of attendance.
Minutes of previous meeting and action log review
Reword 6.1 and 6.2 to reflect conversation more closely.

AT
amendment
by
AT by Nov
17
CQ&P

Amend AOB notes - Concern was expressed regarding the consultant diabetologist
vacancy and the impact this potentially has on patient care, specifically those in maternity
and complex non elective admissions. It was acknowledged that locum cover was in place
however, this was not thought to be sustainable long term and it remains a single handed
service. (leave the further discussion paragraph as is)
Page 9 - Need to revisit the actions for CL and the associated narrative as there appeared
to be some confusion regarding generic last line
The remainder of the notes were an accurate representation of the meeting.
Action Log:
108/2017 OPEN ACTION: Request for clarification regarding SEND agenda going back to
Governing Body. SR to check date on GB draft agenda
ACTION: AT to request Penny Hughes to attend CQ&P month prior to GB to provide
assurance and discuss progress prior to public meeting
121 A KB to update next mtg (ACTION AT to invite)
121 B Close – Ensure risks remain on QUAG and review/escalate as appropriate to CQ&P
121 C action open JC/JM to review. Date to be confirmed.
121 D completed – close
128 Close
129 completed – close
130 Open – not signed off by ECT
132 completed – closed. Info sent to GPs, practices asked to consider clinical audit to

JW by
30/10/17
JW ASAP
AT by
30/10/17

ECCCG Clinical Quality and Performance Committee
Minutes of the meeting held on
Wednesday 11th October 2017

4

identify missing patients
133 A Open
133 B Close clarification supplied. Further info necessary for primary care.
ACTION: JW to send email to primarycare to clarify access to Health and Wellbeing
hub by 30/10/17
133 C Open JW to ask Anita to bring MH Dashboard to next CQ&P
133 D Open – deferred to Nov mtg
ACTION: AT to agenda update re CAMHS for Nov mtg
133E Open pending feedback form JW presenting at next locality meeting for stable non
melatonin patients and the need for safeguarding level 3 for those nurses involved.
ACTION: JW to provide further assurance needed following locality mtg
133 F: Open Further clarification necessary re 0-19 services.
ACTION: JW to provide further clarification at Nov CQ&P
134 Completed - close on agenda
135: Completed - close
136A Close – on agenda
136B: Amend this section - Carol Lawton to provide information to CQ&P regarding list of
Care Homes who are non compliant with CDiff action.
Assurance Framework

JW by
November
CQ&P

CL by Nov
CQ&P

New risks:
Diabetes Risk discussed and narrative agreed for Executive Team meeting further
discussion and agreement to raise this formally should no further assurance be received. It
was noted that this was already on ECT risk log
Existing Risk:
IAPT risk to be increased to 16 following further information received regarding access
Ambulance risk to be closed and new risk opened reflecting the lack of assurance currently
during service redesign and lack of data. Concerns were raised regarding ambulance wait
times when a GP call for ambulance particularly when sepsis is suspected. Item to be
discussed at the Executive Team meeting.
5

Performance Dashboard
No new issues noted. Ca 31 day wait was noted and further update requested at next mtg

6

Escalations/Reviews from Monitoring Committees/Meetings

7

SUI
Complaints and concerns regarding Datix from Chelford surgery Issues were highlighted
around the management of a cluster of 4 patients who would have had complex learning
disabilities. To be raised at ECT quality meeting
Quality Impact Assessments

8

Three ‘Right Care’ QIAs have been received by CQ&P for approval. CQ&P members
discussed QIA process and forms and concerns were raised regarding the content and
scoring process. Agreed that we would invite Mike Clark as clinical lead for Right Care and
Lucy Price as support to attend the next meeting to discuss the process and scoring of the
3 received.
ACTION: JL to invite Mike Clark and Lucy Price to attend next CQ&P to provide
assurance regarding QIA scoring
Diabetes Update

9

Further assurance was provided around the provision of diabetic services provided
by ECT
0-19 Mental Health Service Update

10

Deferred to November meeting
ACTION: JW to provide update at November meeting
Key points to Governing Body

JW for Nov
CQ&P

ECCCG Clinical Quality and Performance Committee
Minutes of the meeting held on
Wednesday 11th October 2017

11

AOB
Further information was provided around the current new way of working and measuring
performance was piloted and assessed by Sheffield University. Baseline data is available.
Nationally the ambulance service needs to update the Eris IT System – so that the new
performance data can be captured. There is a private organisation reviewing the
ambulance performance. There are also reporting systems that remain in place locally
through two groups:
SPB (Jerry Hawker and Jim Britt attend this group)
County Group (Karen Burton attends this group) – Key issues are discussed here and
documentation is also shared at this group.
Emergency ambulance performance should be available in early Dec 17.
AT contact
Jim Britt

Jim Britt agreed to attend the Dec CQ &P Meeting.

Dates of Future Meetings 2017

Venue – Alderley Building, Victoria Road, Macclesfield, Cheshire. SK10 3BL

2017 Dates

Time

Venue –

08 November

9am – 12.00 mid-day

Boardroom 1

13 December

9am – 12.00 mid-day

Boardroom 1
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Report Title

Agenda Item 3.4

Minutes of the Eastern Cheshire CCG Primary
Care Committee – 1 November 2017

Report Author
Dean Grice

Contributors

Primary Care Commissioning Manager
21 November 2017

Date report submitted
Purpose of paper / report

To provide an overview of items and issues discussed, and decisions made at the November
2017 Primary Care Committee Meeting by the reporting of its minutes.

Key points
Agenda items discussed at the November 2017 Primary Care Committee included:
 Update and discussion with Primary Care Support England (PCSE) Management Team,
along with NHS England, regarding services provided by PCSE and concerns held by the
Committee. It is noted that the Committee have not reduced the risk rating in place (risk
rating remains at 20) as the Committee did not feel assured at the end of the discussion
that the current risk has reduced;
 Demonstration of the Primary Care Quality & Performance Dashboard;
 Review of the QOF 2016-17 audit process;
 Notification of a potential GP practice boundary change;
 Brief discussion around funding of the NHS England GP Retainer Scheme.
A number of actions were agreed resulting from the Committee meeting and added to the
Committee Action Log and outlined within the minutes.
Outcome
Required:

Approve

Ratify

Decide

Endorse

For information



Recommendation
The Governing Body is asked to@:
 note for information the agenda items discussed at the November 2017 CCG Primary
Care Committee.

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

Financial
Resources (other than finance)




Procurement
Equality



Decommissioning
Quality & Patient Experience
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Safeguarding
Legal / Regulatory
Other – please state






Governance & Assurance
Staff / Workforce

Governing Body Assurance Framework Risk Mitigation:
Minutes of the meeting demonstrate CCG and NHS England actions towards mitigating the
risk as outlined in Governing Body Assurance Framework.

Report/Paper Reviewed by (Committee/Team/Director)
Gill Boston – Chair of the Primary Care Committee Meetings
Neil Evans – Commissioning Director

Appendices
Appendix A

CLICK HERE to access the confirmed minutes of the CCG Primary Care
Committee Meeting held on 1 November 2017
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Primary Care Commissioning Committee

Appendix A

Primary Care Commissioning Committee
1 November 2017 – unconfirmed minutes

MEETING OF THE NHS EASTERN CHESHIRE CCG PRIMARY CARE
COMMISSIONING COMMITTEE
Minutes of Meeting in public (UNCONFIRMED)
Wednesday 1 November 2017, 15:00-17:00
Boardroom 1, New Alderley House, Macclesfield
VOTING MEMBERS
Gill Boston (Chair) (GB)
Jane Stephens (JaS)
Jerry Hawker (JH)
Neil Evans (NE)
Alex Mitchell (AM)
Fleur Blakeman
Sally Rogers (SR)
Laura Beresford (LB)
Joanne Morton (JM)
Dr Victoria Buckley (VB)
Dr Mike Clark (MC)
Dr Jennifer Lawn (JL)

ECCCG Lay Member, Patient and Public Involvement
ECCCG Lay Member, Patient and Public Involvement
Chief Officer, ECCCG
Commissioning Director, ECCCG
Chief Finance Officer, ECCCG
Strategy & Transformation Director, ECCCG
Quality and Safeguarding Director, ECCCG
GP Peer Group Representative – Bollington, Disley, Poynton
GP Peer Group Representative –

Apologies
Apologies
Apologies

Chelford, Handforth, Alderley Edge, Wilmslow

GP Peer Group Representative – Congleton & Holmes Chapel
GP Peer Group Representative – Macclesfield
GP Peer Group Representative – Knutsford

OTHER ATTENDEES
Dean Grice (DG)

ECCCG Primary Care Commissioning Manager

Tom Knight (TK)

Head of Primary Care NHS England (North)

Carla Sutton

Contracts Manager NHS England (North)

Guy Dickie (GD)

Director of the National Engagement Team, PCSE/Capita

Tony Grime (TG)

Regional Liaison Manager PCSE/Capita

Cllr Liz Wardlaw

Cheshire East Council

Apologies

Dr Julie Sin (JuS)

Public Health, Cheshire East Council

Apologies

Matthew Cunningham

Head of Corporate Services ECCCG/Programme Director Unified
Commissioning (Cheshire)

Apologies

Katie Mills

Primary Care Quality Manager, ECCCG

Apologies

William Greenwood

Chief Executive Cheshire Local Medical Committee

Dawn Wayne

Note Taker – ECCCG

Apologies

QUORACY REQUIREMENTS
A quorum shall be four members, three of which must not be GP Practice Representative members.

MEETING NARRATIVE AND OUTCOMES
1
1.1

Preliminary Business
Welcome & Introductions
The Chair welcomed the group and round the table introductions were made.

UNCONFIRMED
1.2

Apologies for Absence & Quorum check
Apologies for absence were received as noted above. The Chair confirmed that
the meeting was quorate.

1.3

Declarations of interest
Individual
Laura Beresford
Dr Jennifer Lawn
Joanne Morton
Dr Victoria
Buckley

GP Practice
(if applicable)
Waterhouse Surgery
Toft Road Medical
Practice
Handforth Health Centre
Readesmoor Medical
Centre

Nature of Conflict of Interest &
Mitigating action
Agenda items 3.3, 3.4, 3.5
Agenda items 3.3, 3.4, 3.5
Agenda items 3.3, 3.4, 3.5
Agenda items 3.3, 3.4, 3.5

All the practice representatives declared an interest in Agenda items 3.3, 3.4 and
3.5. The issue was discussed and as there was independent representation at
the meeting no mitigating action was deemed necessary.
1.4

Minutes and action log from the previous meeting
The Minutes from the meeting of the NHS Eastern Cheshire CCG Primary Care
Commissioning Committee (PCC) held on 12 July 2017 were agreed as an
accurate record.
Matters arising:
P5 Item 3.2.2 Out of hours update – DG advised the Committee that the initiative
to extend the links between the out of hours service and general practice was
working well with increased capacity for the out of hours service to book into GP
appointment slots, giving more flexibility to both services and ensuring that the
right person is seen in the right place. GPs are also able to request patient
monitoring over week nights and at weekends from the OOH service. The
committee was assured that patients will be advised at the time when the
arrangements are being made but widespread communication to the public was
not appropriate as the appointments would be made according to clinical need.
P6 Item 3.4: Following a query at the previous meeting regarding whether the call
cost for texting patients was discretional from the CCG or mandatory, DG
confirmed that the cost is included within the core IT budget and this has now
been communicated to GP practices.
Action Log:
The action log was discussed and updated.

2

Standing Items

2.1

Public Speaking time
No members of the public were in attendance at the meeting at this point. One
visitor (Tanya Jefcoate-Malam from NHS West Cheshire CCG) joined the meeting
to listen to item 3.1.

2.2

CQ&P Summary July-October 2107
No issues were required to be escalated to the Primary Care Committee on this
occasion.

PCC Minutes 01.11.17
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UNCONFIRMED
2.3

Review of Chief Officer’s Governing Body Brief and Actions relating to
Primary Care



Type
ACTION
2.4

The CCG Executive Committee had approved the use of £10,000 funding
from Health Education England to cover Protected Learning Time for
practices.
The Winter Plan was endorsed by the Governing Body. The PCC was
asked to confirm that it was satisfied that there was sufficient capacity
within the practices to support the Winter Plan. DG agreed to circulate the
Winter Plan to Committee Members and forward any feedback to Dr Julia
Huddart who is the clinical lead.

ID

Detail
Circulate Winter Plan to Committee members, comments back
to Dr Julia Huddart via DG.
Risk Register
1711-01

DG

Updates to the risk register were notified to the Committee.








3
3.1

Primary Care Support England, currently risk is at 20 – to be discussed at
the meeting –see item 3.1.
Primary care governance arrangements – ensuring that a structure is in
place to capture issues that may fall between the primary care team and
the quality team. An overlap of staff sitting on both committees will provide
assurance that all issues are captured. It was agreed that this risk would
be closed and archived.
Conflict of interest – The Committee agreed that GP representatives should
retain the ability to vote on the Committee unless a Conflict of Interest in
that item has been advised and mitigating arrangements agreed. No
change to the risk rating.
Primary Care quality and perf monitoring – Mersey Internal Audit identified
the need for a dashboard to monitor quality and performance. The
dashboard will be brought to future meetings and CCG executive visits to
practices are being arranged over the coming months to support practices
in providing assurance.
Primary Care Estates Strategy – discussed at item 3.3 on agenda.

Items for Discussion
Primary Care Support England (PCSE)
The Chair welcomed Guy Dickie and Tony Grime from PCSE/Capita who had
been invited to the meeting to address concerns raised by continuing issues with
PCSE services.
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3.1.1

PCSE Medical Records
PCSE/Capita confirmed that they had increased the capacity of the vans
transporting the records and had introduced shorter routes to mitigate some of the
problems experienced by practices. There was now faster movement of records
between practices within the transformed area and, nationwide, the transformed
area was gradually increasing to encompass all practices but this was being
achieved at a measured pace to ensure the system was not overloaded.
Some discussion took place regarding perceived timescales. It became apparent
that PCSE was quoting a 4 week turnaround which did not include a potential 2
week delay in getting the transit labels to the practices. It was concluded that
there was at least a 6 week timescale from the initial registration to obtaining the
notes. The agreed standard from pick up of the notes to delivery was 12 working
days. It was agreed that the current standard was not correct as it did not include
the time taken to receive the transit labels. It was also noted that, if practices
were to be made responsible for printing off the bar coded labels some financial
recompense must be awarded to enable this.
The Committee was concerned that there did not seem to be any one body
responsible for the overall process and monitoring. It was requested that TK take
these concerns back to NHS England and respond back to the Committee via DG.
The Committee was advised that in some GP practices there are outstanding
requests for notes going back prior to 1st April 2016 (when the PCSE contract
started). PCSE put forward that their investigations have shown that the majority
of outstanding records were still with the previous GP surgery. Remedial work is in
hand to send out labels for all records identified as being with the previous
practice. PCSE assured the Committee that they are confident they know the
whereabouts of all records they handled since the April 2016 handover. PCSE
requested details outside the meeting of any outstanding notes.
The CCG expressed serious concerns that any records have been misplaced and
sought assurance that work is in hand to document how many there are and that
attempts are being made to find them. NHS England confirmed that the local
office will escalate these concerns to the Contract Team.
In response to a question about how PCSE will engage with practices that are
holding back records, PCSE confirmed that local teams will be assuring practices
that the new system is safe and all movement of records is tracked.

Type
ACTION
3.1.2

ID

Detail
1711-02 GP practices to be asked to provide details of cases where
patient notes are still outstanding from prior to 01/04/2016.
Performers List

DG

DG requested confirmation from PCSE that all historic requests have been
resolved. PCSE advised that only 4 requests were still outstanding and NHS
England were fully aware of these and were working with them on a resolution.
3.1.3

Pensions
DG requested confirmation from PCSE that the backlog of pension payments to
practices had been resolved. It was also noted that practices were increasingly
frustrated that no acknowledgement of their queries was made by PCSE and were
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unable to check whether their emails were being received and dealt with.
PCSE advised that work was progressing on the payments and it was anticipated
that completion of the backlog would be by mid December 2017. New queries
were now being given a reference which is sent back to the originator of the
query. PCSE also advised that a pilot scheme was underway to use online forms
rather than email to respond to queries. TK confirmed that the latest set of
finance issues has been reported to the Contract Team in relation to payments
and NHS England remain concerned about pensions payments and the lack of
feedback to requests.
PCSE confirmed that customers could have more confidence in the systems as
there was much greater visibility as more information becomes available on line
and the team is committed to resolving the problems.
3.1.4

The Committee discussed the risk rating and concluded that no change could be
made to the current rating of 20. It was agreed that the Chief Officer and Chair of
the Governing Body would write to the SIRO of NHS England to ensure they are
aware of the risk to the CCG and request assurance on behalf of the Governing
Body from an information protection perspective.

Type
ACTION

ID

3.2

Detail
1711-03 Write to NHS England SIRO on behalf of CCG Governing Body to JH/GB
inform and request assurance on behalf of the Governing Body
from an Information Governance risk perspective.
Demonstration of Primary Care Quality & Performance Dashboard
DG confirmed that the Operational Group has reviewed the dashboard and had no
issues to escalate to the PCC.

3.3

Review of Primary Care Estates Strategy
In order to assist with evidence when applying for Section 106 funding via the
Cheshire East Council’s Planning Department it had been agreed that a Primary
Care Estates Strategy would be of great benefit. A draft strategy was circulated to
the Committee for comment and feedback bearing in mind that it will be a working
document which will evolve over time.
The initiative was welcomed by both the practices and LMC, but cautioned it
needed to be robustly “future proofed” to take in to account changing
demographics, future new build initiatives, and changes to GP practice
organisations, e.g. GP practice mergers.

3.4

Review of QOF 2016-17 Audit Process
DG informed the Committee that historically NHS England arranged to audit a
number of GP practices to gain assurance of the QOF process. This year
(auditing the 2016-17 QOF data) it has been suggested that one process will
cover all three CCGs (Eastern Cheshire, South Cheshire and Vale Royal). One
GP practice from each area will be picked at random and audited by a senior
clinical executive from one of the other areas. The Committee confirmed that they
were in agreement with this process.
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UNCONFIRMED
3.5

Contract Updates

3.5.1

Annandale Boundary Change
The Committee was advised that Annandale Medical Practice is intending to put
in a boundary change request to the Primary care Operational Group. The
Operational Group will review the request and refer it to the PCC with
recommendations.
GP Retainer Scheme

3.5.2

DG advised the committee that a recent change in regulation for the GP Retainer
Scheme has led to increased interest, and also increased costs. The CCG would
like to put a Memorandum of Understanding together with the GP practices to
facilitate GP Retainer Scheme requests being placed with those GP practices
most in need of additional GP resources. This would need the agreement of all of
the Eastern Cheshire GP practices. The Committee discussed the issue of
funding and agreed that a request would be made to NHS England to look at
whether adequate funding could be provided rather than the CCG being limited to
the value included in the baseline allocation.
Type
ACTION
3.6

Detail
1711-04 Letter to be draft for sending to NHSE re GP Retainer Scheme
funding allocation
Any other business

3.6.1

WG announced that from 2018 the LMC website will be expanded to allow
practices to promote job vacancies within their area.

3.7

ID

DG

2018 Meeting Dates (request to start meetings at 2.30pm tbc depending on
room availability)
17 January 2018 (previously 10 January)
18 April 2018 (previously 11 April)
18 July 2018 (previously 11 July)
17 October 2018 (previously 10 October)
Meeting closed at 17:00
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GOVERNING BODY MEETING in Public
29 November 2017

Agenda Item 4.1

Report Title

Minutes of the GP Locality Meetings held
on 3 November 2017

Report Author
Dean Grice

Contributors

Primary Care Commissioning Manager
21 November 2017

Date report submitted
Purpose of paper / report

To provide an overview of items and issues discussed, and decisions made at the November
2017 GP Locality Meeting by the reporting of their minutes.

Key points
The agenda items discussed at the November 2017 GP Locality Meeting:
 GP Indemnity – brief discussion and update on possible future changes to the way GP
indemnity is structured and funded;
 GP support of the Out of Hours Service over the Christmas and New Year period – the
East Cheshire Trust recruitment process for GPs taking on Out of Hour sessions;
 2018 Practice Training Afternoons – discussion around how these training afternoons
are provisioned and supported in 2018.
 Peer Groups update, highlighting successes, risks and issues from the five peer groups;
 CCG update to GP practices provided by Jerry Hawker;
 Caring Together update to GP practices provided by Fleur Blakeman;
 e-Referral Ambitions – Dean Grice gave an update on the e-Referral Service (e-RS,
previously known as C&B) and the targets associated with the service;
 Primary Care Quality and Performance Dashboard - Dean Grice updated the meeting on
the development of the Primary Care Quality and Performance Dashboard, which pulls
together in one place many of the Primary Care quality and performance metrics;
 Autism / ADHD Assessment - Dr Ian Hulme and Jacki Wilkes provided an update and led
a discussion with the GPs;
 Adult Mental Health Redesign - Dr Ian Hulme and Jacki Wilkes led a discussion on the
redesign of adult mental health services in Eastern Cheshire;
 Draft workplan of the Cheshire Joint Commissioning Committee - Matthew Cunningham
presented the draft workplan of the Cheshire Joint Commissioning Committee.
Outcome
Required:

Approve

Ratify

Decide

Endorse

For information



Recommendation
The Governing Body is asked to:
 note for information the agenda items discussed at the November 2017 GP Locality
meeting.
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Key Implications of this report – please indicate 
Strategic
Consultation & Engagement

Financial
Resources (other than finance)

Procurement
Equality
Safeguarding
Legal / Regulatory
Other – please state






Decommissioning
Quality & Patient Experience
Governance & Assurance
Staff / Workforce




Governing Body Assurance Framework Risk Mitigation:
Not applicable

Report/Paper Reviewed by (Committee/Team/Director)
Dr Paul Bowen – Chair of the GP Locality Meetings
Neil Evans – Commissioning Director

Appendices
Appendix A

CLICK HERE to access the confirmed minutes of the GP Locality Meeting
held on 3 November 2017
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GP Locality Meeting

Appendix A

GP Locality Meeting 3 November 2017 – unconfirmed minutes

GP Locality Meeting
Friday 3rd November 2017
Marthall Hall, Knutsford, WA16 7SB

UNCONFIRMED NOTES

Practice

GP / Exec

Practice Manager /
other practice rep

Alderley Edge, George St Practice

T. Hunsley

-

Annandale Medical Centre

Dr Geraint Allen

Samantha Ridley

Bollington Medical Centre

Dr Tom Lösel

Laura Beresford (part meeting)

Broken Cross Surgery, Macclesfield

-

Lesley Barrett

Chelford Surgery

Dr Helen Thomas

-

Cumberland House, Macclesfield

Dr JM Hodgson

Helen Bianchi

Handforth Health Centre

Dr James Milligan

Joanne Morton

High Street Surgery, Macclesfield

-

-

Holmes Chapel Health Centre

Dr Rob Thorburn

-

Kenmore Health Centre, Wilmslow

Dr Julia Huddart

-

Lawton House Surgery, Congleton

Dr Katherine Savile

Melanie Lyman

McIlvride Medical Centre, Poynton

Dr Carl Sharma

Lindsay Bates

Manchester Rd Medical Centre, Knutsford

-

-

Meadowside Medical Centre, Congleton

Dr Ian Hulme

-

Park Green Surgery, Macclesfield

Dr Graham Duce

Trudy Roberts

Park Lane Surgery, Macclesfield

Dr J Banns

Chris Campbell-Kelly

Priorslegh Medical Centre, Poynton

Dr David Ward

Tony Reilly-Cooper

Readesmoor Group Practice

Dr Stuart Thomas

Ailsa Rowlands

Schoolhouse Surgery, Disley

Dr Andrew Maurice

-

South Park Surgery, Macclesfield

Dr Mark Lumb

-

Toft Road Surgery, Knutsford

Dr Jenny Lawn

Margaret Thornborrow

Vernova Healthcare CIC

-

-

Wilmslow Health Centre

Dr Amar Ahmed

Jeff Krell
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IN ATTENDANCE
Whole Meeting
Whole Meeting
Whole Meeting
Whole Meeting
Whole Meeting
From item 2.2
Up until break
From item 2.4
For item 3.4

Dr Paul Bowen
Jerry Hawker
Alex Mitchell
Neil Evans
Dean Grice
Juliet Thomson
Bernadette Bailey
Jacki Wilkes
Matthew
Cunningham

Meeting Chair & Clinical Chair, ECCCG
Chief Executive, ECCCG
Chief Finance Officer, ECCCG
Turnaround Director, ECCCG
Primary Care Commissioning Manager, ECCCG
Primary Care Support Manager, ECCCG
Transformation Manager, ECCCG
Associate Director of Commissioning, ECCCG
Programme Director, Unified Commissioning (Cheshire)

COPIES TO
ECCCG Management Team

1
1.1

Part One – Meeting Business
Welcome & Apologies for Absence
The meeting was Chaired by Dr Paul Bowen.
Apologies for absence had been received from Dr David Cragg, Dr Mike Clark, Paul Carroll, Chris
White.

1.2

Declaration of any interests relevant to the agenda items
No declarations of interest were made.

1.3

Minutes and matters arising from previous GP Locality meeting
The minutes of the previous GP Locality Meeting (September 2017) were accepted as an
accurate record, with the following amendments:
Section 2.1 – noted that only Chelford Surgery has met with the new Knutsford MP, Esther
McVey.
Section 3.1 – Clarification was provide that the GP practices were willing to reserve some
morning appointments for direct booking by the Out of Hours Service, however there was no
consensus that afternoon appointments would be reserved for use by the A&E Primary Care
Streaming Nurse.
Unconfirmed minutes to be updated to reflect the above updates.

1.4

Review of Action Log
PMS review – Letters have been sent out to the PMS practices to confirm each GP practices
position with regards to PMS underpayments/overpayments. Any queries from the PMS
practices should be directed to Sally Williams in the first instance.
Indemnity – An NHS England GP Indemnity scheme has been articulated and NHS England are
now working this up (anticipated availability mid-2018). Dr David Ward has attended a NAPC
Primary Care Home meeting in London to discuss indemnity provision. The current thoughts are
that the NHS England scheme will be locality based rather than GP based, but there is still some
doubt about this resulting in an indemnity premium cost reduction. GPs will still be required to
hold some level of individual insurance in order to cover their own clinical work.
th

Improved access to primary care – Peer Group Rep meeting scheduled for the 8 November.
2

MSK – GP practices are asked to contact Lucy Price (lucyprice2@nhs.net) with any specific
issues going forward. GP practices may also Datix these issues if they prefer.
Out of Hours – Utilisation of GPs over the Christmas period. There was a request for a better
understanding of how a GP would sign up to work in the Out of Hours Service. There was also a
request that the process be streamlined as it was felt that one of the barriers to GPs signing up
was the amount of paperwork that a GP needs to get through in order to get on the OOH’s books,
especially if they are just signing up to cover one or two sessions helping out at Christmas.
Alison Proctor (OOH Service) to be asked to respond.
2018 Practice Training Afternoons – The CCG funds OOHs cover for eight practice training
afternoons throughout the year. The CCG is required to provide specific evidence back in order
to justify this spend. In order to meet these requirements, for the practice training sessions
during 2018 the CCG has requested that GP practices release their nursing team on four of the
afternoons to attend CCG-wide nurse training. Also, GP practice training within these eight
sessions should be focused on CPD training over statutory staff training that all employers are
required to undertake, e.g. fire training, Health & Safety training. There was some concern that
the CCG was being too prescriptive in how the GP practices utilise this time. There was also
some concern raised around releasing nursing team staff to CCG-wide training sessions when
the GP practice may want the nurse to be involved with practice specific training. It was agreed
that further discussion would take place between Dean Grice and the GP practices and that
options would be brought back to the December GP Provider Development meeting, potentially
for a vote on how to progress.
Dean Grice to discuss further with GP practices and options to be brought back to the
December GP Provider Development meeting.
2

Topics/Updates

2.1

Peer Groups Updates
Chelford, Handforth, Alderley Edge and Wilmslow (CHAW)
Currently in the process of Community Hub prototype modelling in readiness for starting such
work. Very interested in progressing workforce optimisation as part of the GPFV programme of
work.
Bollington Disley Poynton (BDP)
Work ongoing with regards to Primary Care Home project. The four GP practices continue to
investigate options around working at scale, aiming to bring the Bollington, Disley and Poynton
practices together in more formal arrangements.
Macclesfield
th
A successful stakeholder event was held on the 4 October 2017. The peer group has assigned
a GP clinical leads and are now waiting for confirmation around mobilisation funding.
Knutsford
Work ongoing around Team Knutsford and the Community Hub prototype work.
Congleton and Holmes Chapel (CHOC)
GP practice meeting held in October to look at how the peer group can progress initiatives
around working at scale. Currently looking at workflow models. A stakeholders meeting is being
planned.

2.2

CCG Update
Jerry Hawker (CCG Chief Officer) gave a CCG update:
-

The future of commissioning – outlining current national thoughts and discussions.
Commissioning intensions – outlining the CCG’s current financial position and priority
areas of focus and review.
Primary Care – Feedback on the recent Primary Care Committee (held on the 01/11/17)
3

-

was shared, with focus being given to the Caring Together GP Service Specification.
The CCG will be arranging a meeting in November for the Primary Care Committee GP
practice representatives and the LMC, to look at the principles that should be applied to a
review of the service specification. Once agreed, these principles would be brought back
to the GP Locality meeting (target of December) for further review and sign off. These
principles will then be used to undertake a review of the Caring Together GP Service
Specification and how it is commissioned and delivered going forward (added to Action
Log as action 1711-03).
The CCG will be undertaking the required QOF sample audit – the random GP practice
to be audited will be selected via a draw at the December GP meeting.
An initial draft version of the CCG Primary Care Estates Strategy has been produced and
shared with GP practices. The next step is to further develop the strategy document in
line with the local Community Hub work.

The CCG was asked to consider putting together a patient leaflet for commissioning intensions so
that the public can be made aware of the CCGs current position (added to Action Log as action
1711-04).
2.3

Caring Together Update
Fleur Blakeman reported that work is under way to align the Caring Together model with the
Cheshire and Merseyside sustainability and transformation partnership (STP). Meetings are
progressing between the local hospitals and also between local CCGs in order to explore of
options, e.g. future alignment of quality schemes.
Community Hub prototyping is expanding to cover all five peer groups.
There is an offer from NAPC for the Primary Care Home sites to benefit from a ‘Deeper Learning
Site’ initiative. GP practices asked for NAPC to come back with examples of what can be
provided (added to Action Log as action 1711-05). NAPC are holding a Primary Care Home
event in Manchester on the 06/12/17.

2.4

e-Referral Ambitions
Dean Grice gave an update on the e-Referral Service (e-RS, previously known as C&B) and the
targets associated with the service. ECT were unable to attend to co-present.

2.4 e-Referral
Ambitions.pptx

2.5

Dean to continue to work with the GP practices in order to progress the targets and service
improvements.
Visyon 15-19 project
This agenda item was not progressed at the meeting.

3.1

Primary Care Quality and Performance Dashboard
Dean Grice updated the meeting on the development of the Primary Care Quality and
Performance Dashboard, which pulls together in one place many of the Primary Care quality and
performance metrics. It was noted that the majority of the information is already available within
the public domain and that the purpose of the dashboard is therefore to identify trends and
patterns across metrics and GP practices. No objections were raised from the GP practices to
the CCG sharing the dashboard with all GP practices going forward.

3.2

Autism / ADHD Assessment
Dr Ian Hulme and Jacki Wilkes provided an update.

3.2 Locality Nov 2017
MH.pptx

-

It was noted that children in crisis funding will be available.
It was suggested that autism / ADHD assessments could be included in the Caring
Together GP Service Specification.
It was noted that the Axia Service is for patients aged 16 and older.
It was proposed / asked for GPs to monitor the ADHD cohort aged 0-16 on medication.
4

-

Some of the GP practices queried the figures used within the presentation. Jacki and Ian
to review and clarify.

3.3

Adult Mental Health Redesign
Dr Ian Hulme and Jacki Wilkes led a discussion on the redesign of adult mental health services in
Eastern Cheshire (slide included as part of presentation slides of item 3.2).

3.4

Draft workplan of the Cheshire Joint Commissioning Committee
Matthew Cunningham presented the draft workplan of the Cheshire Joint Commissioning
Committee. No concerns were raised by the GP practices at the meeting. GP practices were
asked to provide and comments or feedback to Matthew by 16/11/2017, or via peer group
representatives for Governing Body on the 28/11/2017.

3.4c Joint Committee
Paper.pdf

4

AOB
None on this occasion.

Future Meetings:
GP Provider Development

Masonic Lodge, Macclesfield

Locality

Congleton Town Hall

GP Provider Development

Marthall Hall, Knutsford

Locality

Masonic Lodge, Macclesfield

GP Provider Development

Congleton Town Hall

th

Locality

Marthall Hall, Knutsford

st

GP Provider Development

Masonic Lodge, Macclesfield

th

Locality

Holmes Chapel Community Centre

rd

GP Provider Development

Congleton Town Hall

th

Locality

Masonic Lodge, Macclesfield

th

GP Provider Development

Holmes Chapel Community Centre

Locality

Congleton Town Hall

GP Provider Development

Masonic Lodge, Macclesfield

st

Friday 1 December 2017
th

Friday 12 January 2018
Friday 2

nd

February 2018

Friday 2

nd

March 2018

th

Friday 13 April 2018
Friday 4 May 2018
Friday 1 June 2018
Friday 6 July 2018
Friday 3 August 2018
Friday 7 September 2018
Friday 5 October 2018
Friday 2

nd

th

November 2018

Friday 7 December 2018
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Annual Workplan 2017-18 of the Joint Commissioning
Committee of the Cheshire Clinical Commissioning
Groups

Report Author
Matthew Cunningham

Contributors

Programme Director Unified Commissioning (Cheshire)
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Date report submitted
Purpose of paper

To present to the Governing Body the proposed 2017-18 workplan for the Joint Commissioning
Committee (‘the Committee’) of the Cheshire Clinical Commissioning Groups.

Reason for consideration by Governing Body
Under the CCGs Scheme of Delegation, the Annual Workplan of the Committee needs to be
approved by the CCG Governing Body.

Outcome
Required:

Approve

 Ratify

 Decide

Endorse

For
information



Recommendation(s)
The Governing Body is asked to:
 approve the proposed Annual Workplan 2017-18 of the Committee
 approve the recommendation of the Clinical Chair and Accountable Officer regarding
addressing minor amendments to the workplan

Benefits / value to our population / communities
n/a

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

Financial
Resources (other than finance)

Procurement
Equality
Safeguarding
Legal / Regulatory
Other – please state



Decommissioning
Quality & Patient Experience
Governance & Assurance
Staff / Workforce

Governing Body Assurance Framework Risk Mitigation:
n/a

Report/Paper Reviewed by (Committee/Team/Director)
Jerry Hawker – Accountable Officer
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Annual Workplan 2017-18 of the Joint Commissioning Committee
of the Cheshire Clinical Commissioning Groups
1.

Executive Summary

1.1

This paper seeks the approval of the Governing Body of the first Annual workplan of the
Joint Commissioning Committee (‘the Committee’) of the Cheshire Clinical
Commissioning Groups (CCG).

1.2

The draft workplan is being considered for approval by the four Governing Bodies and /
or four GP memberships of the four Cheshire CCGs. The last meeting to which the
workplan is being presented for approval is the South Cheshire GP Membership
Council on the 21 December 2017.

1.3

The draft workplan has been developed by the CCG Executives who comprise the
membership of the Cheshire CCG Joint Executive Team (J.E.T) in conjunction with the
four Clinical Chairs of the member CCGs.

1.4

Subject to approval of the workplan by the four CCGs, each CCGs Scheme of
Reservation and Delegation (SORD) will need to reflect the delegated authority of the
Committee. The NHS Eastern Cheshire CCG Governing Body at its meeting on the
29 November 2017 is also being asked to approve an updated SORD (Agenda item
5.3) which includes amendments that reflect the delegated authority of the Committee
as identified within this workplan.

2.

Recommendations

2.1

The Governing Body is asked to:
 approve the proposed Annual Workplan 2017-18 of the Committee
 approve the recommendation of the Clinical Chair and Accountable Officer regarding
addressing minor amendments.

3.

Reasons for Recommendations

3.1

Under the CCG Scheme of Reservation and Delegation, the Annual Workplan of the
Committee needs to be approved by the CCG Governing Body.

4.

Peer Group Area / Town Area Affected

4.1

All areas in Cheshire.

5.

Population affected

5.1

All residents and patients registered with a General Practice within Eastern Cheshire,
South Cheshire, Vale Royal and West Cheshire.

6.

Context

6.1

Workplan. The workplan of the Committee articulates in greater detail the areas that
fall within the delegated decision making authority or scope of the Committee, as
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indicated within the Committees Terms of Reference (TOR).1 At a previous Governing
Body meeting (July 20172) it had been agreed for the Chief Officer to bring back to the
Governing Body the workplan of the Committee for approval and authorisation by the
Governing Body. Once approved by the Governing Body, and Governing Bodies of the
three other Cheshire CCGs, the Committee can begin to formally undertake its
business.
6.2

SORD. The CCG SORD has been updated to reflect the latest iteration of the CCG
Constitution and the amendments within relating to changes to the Terms of Reference
(TOR) for the Governing Body sub-committees, establishment of the Joint
Commissioning Committee for the Cheshire CCGs2 and its proposed associated
workplan.

7.

Finance

7.1

Not applicable in relation to this paper.

8.

Quality and Patient Experience

8.1

Not applicable in relation to this paper

9.

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

9.1

All Governing Bodies and GP Memberships have been engaged throughout the
process to establish the Committee and the development of its initial workplan.

10.

Health Inequalities

10.1

Not applicable in relation to this paper.

11.

Equality

11.1

Not applicable in relation to this paper.

12.

Legal

12.1 The CCG has engaged the services of Hill Dickinson LLP to provide support in
reviewing the draft workplan during its development, as well as provide advice on the
required wording for inclusion within the CCG SORD. The documents submitted to the
Governing Body (workplan and SORD) reflect the advice provided by Hill Dickinson
LLP.
12.2 The SORD has effect as if incorporated into the group’s constitution. As such the
delegated decision making authority of the Committee (Level One decisions) as
outlined within the workplan needs to be reflected within an approved version of the
SORD so as to take effect.

13.

Communication

11.1 Subject to approval of the draft workplan and updated SORD, the CCG will
communicate its approval to its member practices and the other Cheshire CCGs. The
1

2

https://www.easterncheshireccg.nhs.uk/Downloads/Cheshire%20CCgs%20Joint%20Commissioning%20Committee/Cheshire%20CCGs%20Joint%20Commissioning%20Committee%20TOR%20V1.3.pdf

https://www.easterncheshireccg.nhs.uk/Meetings/26-july-2017.htm
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Committee will have a dedicated page on the CCG website that will host all the relevant
papers associated with the Committee.

14.

Background and further information

14.1 Following its approval of the establishment of the Committee and necessary
Constitutional changes at its July 2017 meeting, the Governing Body has been regularly
updated with progress towards identifying the CCG representatives on the Committee,
development of the workplan and the undertaking of its first meeting.
14.2 In developing the workplan to reflect the agreed decision making authority of the
Committee as outlined within the approved Committee TOR and to enable the
delegated authority (Level One) to be reflected within the SORD, the Committees
business was defined – within the workplan - as being either a Level One
matter/decision or a Level Two matter/decision. These are defined as:
Level One: where decision making authority is within the delegated authority of the Joint
Committee as outlined within its Terms of Reference and where a decision(s) undertaken
by the Joint Committee will be final and binding on all member CCGs
Level Two: where health and social care commissioning areas and operational functions
affect / impact on the population of Cheshire (or wider) are considered by the Committee
and any decision(s) undertaken by the Committee form the basis of endorsements and
recommendations to the Governing Bodies of each member CCG, and other decision
making bodies.
14.3 If over the course of time the member CCGs believe that the Committee should have a
greater or lesser number of areas under its Level One decision making remit, each
CCG will need to seek the approval of a revised workplan for the Committee from their
respective Governing Bodies and/or GP Memberships. The Committee cannot add or
remove a Level One area without seeking the collective approval of the four CCGs.
14.4 As outlined in previous discussions with the CCG Governing Bodies and GP
memberships, each CCG - through its Committee members - will need to undertake its
own internal engagement with its Governing Body and GP memberships on papers,
especially ones with Level One decision implications, in order to have a considered
CCG position ahead of the deliberations undertaken at Committee meetings.
14.5 Where Level One decisions are undertaken by the Committee, the accountability for the
decisions still remains with each CCG. Where decisions undertaken by the Committee
may result in the need to consult, each CCG is still required to observe and undertake
the necessary consultation processes and meet its legal and statutory duties. The
Committee is established with this understanding.
The Governing Body is asked to:
 approve the proposed Annual Workplan 2017-18 of the Committee.
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14.6 The workplan of the Committee needs to be approved by each CCG. If following the
approval of the workplan v1.5 by the Governing Body of NHS Eastern Cheshire CCG
there are any subsequent minor amendments to the workplan identified by any of the
other CCGs as they consider the workplan, then there will be a requirement for the
CCG to have the flexibility to approve these amendments without having to seek further
approval of the Governing Body. The Clinical Chair and Chief Officer recommend the
following:
The Governing Body is asked to:
 approve the recommendation that the Clinical Chair and Accountable Officer have
delegated authority to approve on behalf of the CCG any amendments to the level two
workplan areas and minor amends to Level One workplan areas identified by the partner
CCGs.
14.7 If the other Cheshire CCGs identify a significant amendment to any of the Level One
workplan areas the Clinical Chair and Chief Officer will seek the approval of the
Governing Body.
14.8 The workplan will be formally reviewed by the Committee on a six-monthly basis.

15.

Access to further information

15.1 For further information relating to this report contact:
Name
Matthew Cunningham
Designation Programme Director Unified Commissioning (Cheshire)
Email
matthew.cunningham@nhs.net

16.

Appendices

Appendices Table
Appendix A CLICK HERE to view the draft Annual workplan v1.5
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Governance
CCG Operational Plan 2017 - 19 programme of work this report links to 
System Transformation

Effective Use of Resources

Continuous Improvement

CCG 5 Year Strategic Plan programme of work this report links 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

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




Innovation
Quality

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

Respect and dignity
Commitment to quality of care

Improving lives
Everyone counts
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Annual
Workplan
2017-18
of
the
Joint
Commissioning Committee of the Cheshire Clinical
Commissioning Groups

Appendix A
Annual Work Plan 2017-18 of the Joint Commissioning
Committee of the Cheshire Clinical Commissioning Groups v1.5

DRAFT DOCUMENT – SUBJECT TO REVISION

Joint Commissioning Committee of the Cheshire CCGs
Annual Work plan 2017 – 2018
Decision making authority level definition:
Level 1: where decision making authority is within the delegated authority of the Joint Committee as outlined within its Terms of Reference and where a decision(s) undertaken by the Joint Committee will be
final and binding on all member CCGs
Level 2: where health and social care commissioning areas and operational functions affect / impact on the population of Cheshire (or wider) are considered by the Committee and any decision(s)
undertaken by the Committee form the basis of endorsements and recommendations to the Governing Bodies of each member CCG, and other decision making bodies.

Level 1 Workplan
Area

Key areas of work

Role of Committee

Committee Administration &
Operation













Holding of Committee meetings
Committee Agendas and papers
Committee minutes
Review of progress against Annual Workplan
Annual Committee report to CCG Governing Bodies
Committee Self-assessment.

 Ambulance and PTS
CCG Collaborative
 NHS 111
Commissioning Areas (with
regard to commissioning at scale)  Commissioning support (CSU)

Publication of notice of meetings
Approval and publication of Committee Agendas and papers
Approval of Committee minutes and ensure publication of minutes on each CCG website
Approval of progress against Workplan and ensure publication within each CCG annual
report of progress
 Approval of Quarterly and Annual Committee Reports to each CCG Governing Body
 Review of self-assessment.
 Receive and approve/decide on the implementation of the recommendations of the Cheshire
CCGs Joint Executive Team regarding service commissioning / de-commissioning, delivery
and performance management of existing CCG collaborative commissioning arrangements.

 Offender Health
 Military Veteran Health
 Specialised Services (coordination with NHSE).

CCG Commissioning Policies  Continuing Healthcare
(with regard to commissioning at  Procedures of lower clinical value.
scale)
NHS Cheshire & Merseyside
(STP) Work Areas

 High Quality Hospital Care (Acute Sustainability)
 Women & Children’s Services
 Urgent and Emergency Care

 Transforming Care Programme (Learning Disabilities)
 Public Health Prevention Initiatives.
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 To approve commissioning policies for commissioned services where the expected standards
and outcomes will be applied across the whole population of the four CCGs.

 Receive and approve/decide on the implementation of the recommendations made by the
NHS Cheshire & Merseyside (STP) leadership board for adoption across Cheshire.

DRAFT DOCUMENT – SUBJECT TO REVISION
Level 2 Work plan
Area
Committee Administration &
Operation

CCG Health (and Social Care)
Commissioning areas and
policies

NHS Cheshire & Merseyside
(STP) Work Areas

Unified Commissioning across
Cheshire

Key areas of work

Role of Committee

 Annual Committee Workplan
 Review annual workplan and submit amendment recommendations for adoption to each CCG
Governing Body / GP memberships
 Committee TOR
 Memorandum of Understanding (MOU) between the
CCGs for operation of the Committee and its delegated  Review Committee TOR and submit amendment recommendations for adoption to each CCG
Governing Body / GP Memberships.
responsibilities.
 Development and agreement of a MOU between the CCGs for the undertaking of the
business of the Committee and its delegated responsibilities, and providing a
recommendation for adoption to the Governing Body of each CCG.
 Strategic oversight and the development of a workplan towards a more unified approach to
commissioning health and social care services










Mental Health and Learning Disabilities
Continuing Health Care & Funded Nursing Care
Personal Health Budgets
 Receive the recommendations of the Cheshire CCGs Joint Executive Team regarding
Medicines Management
 commissioning/de-commissioning,
QIPP / Right Care
 performance management issues
Policies
 policy adoption / implementation
Referral Management.
Safeguarding Children, Adults at Risk and Looked After
 Receive the recommendations of the Integrated Health and Care Across Cheshire - Officer
Children
Working Group regarding:
 Prescribing / Medicines Management
 commissioning/de-commissioning
 Better Care Fund.
 policy adoption / implementation









Mental Health
Cancer
Neurosciences
CVD
Diabetes
End of Life / Palliative Care
Place based Care.







System Intentions.
Local Authority integrated (joint) commissioning
Cheshire & Warrington Devolution
Public Sector Reform
Sub-regional Leadership boards.

 Consider these recommendations to form a collaborative position and submit these
collaborative recommendations to relevant decision making body(s).
 Receive the recommendations made by the NHS Cheshire & Merseyside (STP) leadership
board for adoption across Cheshire
 Consider these recommendations to form a collaborative position and submit collaborative
recommendations to relevant decision making body(s).

 Strategic oversight and development of the workplan for the establishment of a unified
commissioning system across Cheshire, providing recommendations for adoption to relevant
decision making body(s).
 Receive the recommendations of the Cheshire CCGs Joint Executive Team regarding the
development and establishment of unified commissioning across Cheshire. Consider these
recommendations and provide recommendations for adoption to relevant decision making
body(s).
Review date
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NHS Eastern Cheshire CCG Constitution Scheme of Reservation
and Delegation Updates
1.

Executive Summary

1.1

This paper informs the Governing Body of the amendments that have been made to
v1.6 of the NHS Eastern Cheshire Clinical Commissioning Group (CCG) Constitution
subsequent to the Governing Body approving it at its July 2017 meeting1 and as a result
of feedback from NHS England. NHS England have confirmed their approval of v1.6 of
the Constitution following inclusion of these amendments and the Governing Body is
now asked to ratify the amendments.

1.2

Appendix A – CCG Constitution Amendments Log outlines (in GREEN) the
subsequent changes that have been made to the CCG Constitution following the
Governing Body meeting in July 2017.

1.3

This paper also seeks the approval of the Governing Body of the updated CCG Scheme
of Reservation and Delegation (SORD) v1.3 (Appendix B). The CCG SORD, whilst
held and published as a separate document to the main Constitution document, has
effect as if incorporated into the group’s constitution. As such reference to it and links to
it are highlighted throughout the CCG Constitution. The CCG is developing Detailed
Financial Policies including authorised signatories to support the Delegated Financial
Limits as set out in Table B of the SORD. These Policies will be approved by the Chief
Finance Officer in early December and provided to the Governance and Audit
Committee for comment at its next meeting.

1.4

Subject to approval of v1.3 of the CCG SORD by the Governing Body, it will be
published on the CCG website, and v1.6 of the CCG Constitution will be updated to
include reference (hyperlink) to the updated SORD. The updated Constitution will also
be made available on the CCG website.2

2.

Recommendations

2.1

The Governing Body is asked to:
 note and ratify the amendments to v1.6 of the CCG Constitution
 approve the amendments to v1.3 of the CCG Scheme of Reservation and
Delegation.

3.

Reasons for Recommendations

3.1

Under the CCG Scheme of Reservation and Delegation, amendments to the CCGs
Constitution have to be approved by the Governing Body.

4.

Peer Group Area / Town Area Affected

4.1

All areas

1
2

https://www.easterncheshireccg.nhs.uk/Meetings/26-july-2017.htm
https://www.easterncheshireccg.nhs.uk/Publications/other-publications.htm
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5.

Population affected

5.1

All residents and patients registered with a General Practice within Eastern Cheshire.

6.

Context

6.1

Constitution. Following submission of v1.6 of the CCG Constitution to NHS England,
the CCG received feedback from NHS England with regards further areas within the
Constitution that needed additional clarity or strengthening to reflect updated guidance.
The main areas requiring inclusion of additional detail can be summarised as:
 wording on remuneration included in relation to the Clinical Member – Registered
Nurse
 inclusion of hyperlink references throughout the Constitution to relevant parts of CCG
website
 rewording of statement about number of Lay Members appointed to the CCG
 updated section on management of conflicts of interest and standards of business
conduct to reflect revised guidance to CCGs.

6.2

SORD. The SORD is required to be updated to reflect the latest iteration of the CCG
Constitution and the amendments within relating to changes to the Terms of Reference
(TOR) for the Governing Body sub-committees, establishment of the Joint
Commissioning Committee for the Cheshire CCGs3 and its associated workplan.

7.

Finance

7.1

Not applicable in relation to this paper.

8.

Quality and Patient Experience

8.1

Not applicable in relation to this paper

9.

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

9.1

Not applicable in relation to this paper.

10.

Health Inequalities

10.1 Not applicable in relation to this paper.

11.

Equality

11.1 Not applicable in relation to this paper.

12.

Legal

12.1 The proposed amendments outlined within this paper comply with and are in line with
national guidance. Key documentation referenced to ensure compliance include:
 Towards establishment: Creating responsive and accountable clinical commissioning
groups4
 Health & Social Care Act (2012)5
3

https://www.easterncheshireccg.nhs.uk/Meetings/26-july-2017.htm
https://www.england.nhs.uk/wp-content/uploads/2012/09/towards-establishment.pdf
5
http://www.legislation.gov.uk/ukpga/2012/7/contents/enacted
4
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 The National Health Service (Clinical Commissioning Groups) Regulations 20126
 Managing Conflicts of Interest: Statutory guidance for Clinical Commissioning
Groups.7
 Model wording for amendments to Clinical Commissioning Groups’ constitutions.8

13.

Communication

11.1 Subject to approval of the amendments by the Governing Body, v1.6 of the CCG
Constitution and v1.3 of the CCG SORD will be published on the CCG website.

14.

Access to further information

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

15.

Appendices

Appendices Table
Appendix A CLICK HERE to view CCG Constitution v1.6 Amendments Log
Appendix B CLICK HERE to view CCG SORD v1.3

6

http://www.legislation.gov.uk/uksi/2012/1631/pdfs/uksi_20121631_en.pdf
https://www.england.nhs.uk/commissioning/pc-co-comms/coi/
8
https://www.england.nhs.uk/commissioning/wp-content/uploads/sites/12/2014/11/annx-c-mod-wrd-amends.pdf
7
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Governance
CCG Operational Plan 2017 - 19 programme of work this report links to 
System Transformation
Effective Use of Resources
Continuous Improvement

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

Quality Improvement

Mental Health & Alcohol

Other

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

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

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

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
Constitution v1.6 Amendments Log

APPENDIX A
AMENDMENTS TO THE CONSTITUTION (V1.6)
Amendments made to reflect NHS England feedback (GREEN)
Constitution
Page Ref.
Throughout
P3-4
P4
P4
P16
P28

Change
Inclusion of new CCG Logo
Updated page reference numbers
Inclusion in Appendices Table of a new Appendix J – for the Joint
Commissioning Committee of the Cheshire CCGs
7.12 Chief Nurse and Quality Director (Clinical Member –
Registered Nurse)
4.5.2 – third bullet point - Caring Together Leadership Forum
Partnership Board
6.2.1 The group’s scheme of reservation and delegation sets out
the authority and authorisation limits:
a)

that are reserved for the membership as a whole

b) that are delegated to and are the responsibilities of
its Governing Body and its sub-committees, the
group’s committees and sub-committees
c)

that are delegated to and are the responsibilities of
its individual members and employees

6.2.2 The group may revoke or alter a delegation at any time.

P31
P33

P34

P35

P36

6.2.3 The clinical commissioning group remains accountable for all
of its functions, including those that it has delegated.
6.5.1 – inclusion of e) Joint Commissioning Committee of the
Cheshire CCGs (Appendix J)
6.6.2.9 The Governing Body of the CCG shall require, in all joint
commissioning arrangements, that the lead clinician and lead
manager of the lead CCG that the Committee
6.6.3.1 The Governing Body of the CCG shall require, in all joint
commissioning arrangements, that the lead clinician and lead
manager of the lead CCG that the Committee
6.6.4.10 The Governing Body of the CCG shall require, in all joint
commissioning arrangements, that the lead clinician and lead
manager of the lead CCG that the Committee
6.7.1
b) determine the remuneration, fees and other allowances payable
to employees or other persons providing services to the group
and the allowances payable under any pension scheme it
may establish under paragraph 11(4) of Schedule 1A of the
2006 Act, inserted by Schedule 2 of the 2012 Act;
amended ordering

Constitution
Page Ref.
P36
P37

P38

P39

P47
P47

P49

Change
6.7.2 c) addition of Since authorisation, the CCG has opted to
appoint three lay members to sit on the Governing Body.
One person qualified to undertake the role and duties of the Clinical
Member - Registered Nurse position on the Governing Body. For
NHS Eastern Cheshire CCG these duties will be undertaken by the
Chief Nurse and Quality Director postholder
6.7.3 b) Remuneration Committee – the remuneration committee,
which is accountable to the group’s Governing Body makes
recommendations to on behalf of the Governing Body on
determinations about the remuneration, fees and other allowances
for employees and for people who provide services to the group and
on determinations about allowances under any pension scheme that
the group may establish under paragraph 11(4) of Schedule 1A of
the 2006 Act, inserted by Schedule 2 of the 2012 Act. as an
alternative to the NHS pension scheme.
6.7.3 e) Joint Commissioning Committee of the Cheshire
Clinical Commissioning Groups. The Committee is a Joint
Commissioning Committee of NHS Eastern Cheshire CCG, NHS
South Cheshire CCG, NHS Vale Royal CCG and NHS West
Cheshire CCG. It has been set up to manage, to the extent
permitted under s.14Z3 NHS Act 2006 (as amended), the activities
of the four CCGs as within its delegated responsibilities. In
performing its role the Committee will exercise its management of
the functions in accordance with the agreement entered into it
between the four Cheshire CCGs, which will sit alongside the
delegation, terms of reference and Committee Annual Workplan,
which will be available at www.easterncheshireccg.nhs.uk/Meeting.
The Governing Body has approved and will keep under review the
terms of reference for the Committee, which sets out the remit,
responsibilities and reporting arrangements of the Committee.
7.12 Chief Nurse and Quality Director (Clinical Member –
Registered Nurse)
7.12.1 As well as sharing responsibility with the other members for
all aspects of the CCG Governing Body business, the Chief Nurse &
Quality Director Clinical Member – Registered Nurse will bring a
broader view from their perspective as a registered nurse on health
and care issues to underpin the work of the CCG, especially the
contribution of nursing to patient care, quality and safety.
8.1.2
They must comply with the Group’s policy on business
conduct, including the requirements set out in the policy
for managing conflicts of interest. This policy will be
available
on
the
group’s
website
at
www.easterncheshireccg.nhs.uk or is available for
inspection at the NHS Eastern Cheshire Clinical
Commissioning Groups Headquarters new Alderley
House, MDGH, Victoria Road, Macclesfield Cheshire,

Constitution
Page Ref.

Change
SK10 3BL. Or alternatively telephone: 01625 663339 for
a copy to be sent. On request various formats can be
made available e.g. audio, braille and any other
languages.
8.2.1

As required by section 14O of the 2006 Act, as inserted
by section 25 of the 2012 Act, the clinical commissioning
group will make arrangements to manage conflicts and
potential conflicts of interest to ensure that decisions
made by the group will be taken and seen to be taken
without any possibility of the influence of external or
private interest. These are set out in the group’s policy for
managing conflicts of interest which forms part of the
group’s policy on standards of business conduct.

8.2.3

For these purposes, a conflict of interest occurs when
there is the possibility that a person’s judgement may be
influenced by a secondary interest they hold. Such a
conflict may arise from:
a) Financial interests: This is where an individual may get
direct financial benefits from the consequences of a
commissioning decision
b)

Non-financial professional interests: This is where
an individual may obtain a non-financial professional
benefit from the consequences of a commissioning
decision, such as increasing their professional
reputation or status or promoting their professional
career;

a) Non-financial personal interests: This is where an
individual may benefit personally in ways which are not
directly linked to their professional career and do not give
rise to a direct financial benefit; or
d) Indirect interests: This is where an individual has a
close association with someone who has a financial
interest, a non-financial professional interest or a nonfinancial personal interest in a commissioning decision
(as those categories are described above).
P50

8.3.2

The registers will be available on the group’s website at
www.easterncheshireccg.nhs.uk or are available for
inspection at the NHS Eastern Cheshire Clinical
Commissioning Groups Headquarters new Alderley
House, MDGH, Victoria Road, Macclesfield Cheshire,

Constitution
Page Ref.

Change
SK10 3BL. Or alternatively telephone: 01625 663339 for
a copy to be sent. On request various formats can be
made available e.g. audio, braille and any other
languages.
8.3.3

All persons referred to in paragraph 45 of the Managing
conflicts of interest: revised statutory guidance for CCG’s
must declare any interests. Declarations should be made
as soon as reasonably practicable and by law within 28
days after the interest arises. This could include interests
an individual is pursuing.
Individuals will declare any interest that they have, in
relation to a decision to be made in the exercise of the
commissioning functions of the group, in writing to the
CCG, as soon as they are aware of it and in any event no
later than 28 days after becoming aware.

P51

P56
P70
P81 - 82

8.3.6

Interests (including gifts and hospitality) of decision making
staff will remain on the public register for a minimum of
six months. In addition the CCG will retain a record of
historic interests and offers/receipt of gifts and hospitality
for a minimum of six years after the date on which it
expired. The CCG’s published register of interests will
state that historic interests are retained by the CCG for
the specified timeframe and details of whom to contact to
submit a request for this information.

8.4

Managing Conflicts of Interest: general

8.4.1

Individual members of the group, the Governing Body,
joint committees committees or sub-committees, the
committees or sub-committees of its Governing Body,
employees and any individual directly involved with the
business or decision making of the CCG will comply with
the arrangements determined by the group for managing
conflicts or potential conflicts of interest.

10.2.1 g) Prime Financial Policies (Appendix JK)
Footnote 56 See Appendix E www.easterncheshireccg.nhs.uk
Footnote 57 – See Appendix JK
2.2.19 The post which includes the duties and responsibilities of
the Clinical Member - Registered Nurse position
(known locally as Chief Nurse & Quality Director ) as
listed in paragraph 6.7.2 of the group’s constitution, is
subject to the following appointment process:

Constitution
Page Ref.

Change
c) The Chief Nurse & Quality Director will be a full time
employee of the CCG employed under NHS Agenda
for Change Conditions.
d) The Chief Nurse & Quality Director remuneration will
be subject to agreement by the Remuneration
Committee and in-line with NHS England guidance.
c) The time commitment for this post will be that which is
necessary to undertake the duties required of the
position. Appointment is for the period of four years.
d) The Clinical Member – Registered Nurse remuneration
will be subject to agreement by the Remuneration
Committee and in-line with NHS England guidance,
namely:
 Where currently employed the remuneration will be
at a rate commensurate with current salary or as
needed for replacements costs.
 Where currently not working, the remuneration to
the individual will be commensurate with the
average rate for the profession and level of
seniority.
e) A minimum of four months before the end of the
incumbents tenure, the Clinical Chair will initiate the
re-advertisment of the position and will follow the
appointment process as outlined above.
f) There is no restriction as to the number of times an
individual can serve on the Governing Body in the
Clinical Member – Registered Nurse role (ineligibility
criteria permitting), however at the end of each
individuals tenure so as to be considered for
appointment for a further four year tenure the
incumbent individual will need to submit an application
as part of the re-advertisement process of the role.
g) The role of the Clinical Member - Registered Nurse
role is an appointment and not a job and therefore not
subject to the provisions of employment law except
where discrimination is alleged.
h) The Clinical Member – Registered Nurse will be a full
time employee of the CCG employed under NHS
Agenda for Change Conditions.

Constitution
Page Ref.

Change
i) The
Clinical
Member
–
Registered
Nurse
remuneration will be subject to agreement by the
Remuneration Committee and in-line with NHS
England guidance.

83 - 84

2.2.20
c) The time commitment for this post will be that which is
necessary to undertake the duties required of the
position. Appointment is for the period of four years.
d) The Clinical Member – Secondary Care Doctor
remuneration will be subject to agreement by the
Remuneration Committee and in-line with NHS
England guidance, namely:
 Where currently employed the remuneration will be
at a rate commensurate with current salary or as
needed for replacements costs.
 Where currently not working, the remuneration to
the individual will be commensurate with the
average rate for the profession and level of
seniority.
b)

A minimum of four months before the end of the
incumbents tenure, the Clinical Chair will initiate
the re-advertisment of the position and will follow
the appointment process as outlined above.

c)

There is no restriction as to the number of times an
individual can serve on the Governing Body in the
Clinical Member – Secondary Care Doctor
(ineligibility criteria permitting), however at the end
of each individuals tenure so as to be considered
for appointment for a further four year tenure the
incumbent individual will need to submit an
application as part of the re-advertisement process
of the role.

d) The role of the Clinical Member – Secondary Care
Doctor role is an appointment and not a job and
therefore not subject to the provisions of
employment law except where discrimination is
alleged.
2.

A minimum of four months before the end of the
incumbents tenure, the Clinical Chair will initiate the readvertisment of the position and will follow the
appointment process as outlined above.

Constitution
Page Ref.

P84

Change

3.

The time commitment will be that which is necessary to
undertake the duties required of the position.
Appointment is for the period of four years.

4.

Where currently employed the remuneration to the
individuals employer will be at a rate commensurate with
current salary or as needed for replacements costs.

5.

Where currently not working, the remuneration to the
individual will be commensurate with the average rate for
the profession and level of seniority.

6.

There is no restriction as to the number of times an
individual can serve on the Governing Body in the Clinical
member Secondary Care Doctor role (ineligibility criteria
permitting), however at the end of each individuals tenure
so as to be considered for appointment for a further four
year tenure the incumbent individual will need to submit
an application as part of the re-advertisement process of
the role.

7.

The role of the Clinical Member - Secondary Care Doctor
is an appointment and not a job and therefore not subject
to the provisions of employment law except where
discrimination is alleged.

3.2.1 Items of business to be transacted for inclusion on the agenda
of a Governing Body meeting, Joint Commissioning Committee of
the Cheshire CCGs and a Primary (General Medical) Care
Commissioning Committee need to be notified to the relevant
secretariat support at least ten working days (i.e. excluding
weekends and bank holidays) before the meeting takes place.
3.2.2 Agendas and papers for the group’s Governing Body, Joint
Commissioning Committee of the Cheshire CCGs and Primary
(General Medical) Care Commissioning Committee – including
details about meeting dates, times and venues - will be published on
the group’s website.

P87

3.10.1 All Governing Body members, Joint Commissioning
Committee of the Cheshire CCGs and Primary (General
Medical) Care Commissioning Committee members in
attendance at their respective meetings will have their names
and titles recorded in the minutes of the meetings.
3.10.3 Minutes taken for the Governing Body, Joint Commissioning

Constitution
Page Ref.

Change
Committee of the Cheshire CCGs and and Primary (General
Medical) Care Commissioning Committee meetings will be
taken and drafted by admin support, checked by the Head of
Corporate Services and formally signed off by the Chair of the
respective meeting.
3.11.1 Meetings of the Governing Body, Joint Commissioning
Committee of the Cheshire CCGs and Primary (General
Medical) Care Commissioning Committee meetings will be
held in public unless the group considers that it is not in the
public’s interest to permit members of the public to attend a
meeting or part of a meeting.

P91
P98
P103
P107

3.11.2 Members of the public and press will be able to attend all
Governing Body meetings, , Joint Commissioning Committee
of the Cheshire CCGs and Primary (General Medical) Care
Commissioning Committee meetings held in public with the
exception of in those circumstances it is deemed necessary
to prevent disruption or where publicity on a matter would be
prejudicial to the public interest. On the rare occasion where
press or public are excluded, members of the Governing
Body, Joint Commissioning Committee of the Cheshire CCGs
Primary (General Medical) Care Commissioning Committee,
and employees in attendance will be required not to disclose
confidential contents of papers or minutes, or content of any
discussion at the meeting on these topics outside the clinical
commissioning group(s) without the express permission of
the group or its Governing Body
Appendix F Inclusion of new TOR for the Governance and Audit
Committee
Appendix G Inclusion of new TOR for the Remuneration Committee
Appendix H Inclusion of new TOR for the Clinical Quality and
Performance Committee
Appendix I inclusion of updated hyperlink 1
https://www.england.nhs.uk/wp-content/uploads/2017/06/revised-ccg-coiguidance-jul-17.pdf

P115
P122
P135
P136

Appendix J Inclusion of the TOR for the Joint Commissioning
Committee of the Cheshire CCGs
Appendix JK
Appendix KL
Appendix LM
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NHS Eastern Cheshire CCG Constitution Document – Scheme of
Reservation and Delegation – Version 1.3

NHS EASTERN CHESHIRE
CLINICAL COMMISSIONING GROUP
Constitution Document

SCHEME OF RESERVATION AND DELEGATION
Version: 1.3

v1.3 Approved by the Governing Body of NHS Eastern Cheshire CCG on xx November 2017
Linked to NHS Eastern Cheshire CCG Constitution v1.6 add link:
Approved by the Governing Body of NHS Eastern Cheshire CCG on 27 July 2017
Approved by the NHS Commissioning Board on XX November 2017

Contents
To be completed upon approval of final version

NHS Eastern Cheshire CCG Scheme of Reservation and Delegation v1.3

1

INTRODUCTION
The 2006 Act (as amended by the 2012 Act) provides the group with powers to delegate the group’s functions and those of the
Governing Body to certain bodies (such as committees) and certain persons. The CCG Scheme of reservation and delegation
(SORD) sets out those decisions that are reserved for the CCG membership as a whole and those decisions that are the
responsibilities of the group’s Governing Body, the Governing Body’s committees and sub-committees, the group’s committees and
sub-committees, individual members and employees. The group may revoke or alter a delegation at any time. The group remains
accountable for all of its functions, including those that it has delegated.
The SORD , together with the groups standing orders and the group’s prime financial policies provide a procedural framework
within which the group discharges its business.
The SORD, standing orders, and prime financial policies have effect as if incorporated into the group’s constitution. Group
members, employees, members of the Governing Body, members of the Governing Body’s committees and sub-committees,
members of the group’s committees and sub-committees and persons working on behalf of the group will be made aware of the
existence of these documents and, where necessary, be familiar with their detailed provisions. Failure to comply with the standing
orders, SORD and prime financial policies may be regarded as a disciplinary matter that could result in dismissal.
The CCGs Accountable Officer has responsibility for the operational management of the CCG.

NHS Eastern Cheshire CCG Scheme of Reservation and Delegation v1.3

2

SCHEME OF DELEGATION DERIVED FROM THE FUNCTIONS AND GENERAL DUTIES
DECISIONS RESERVED TO THE MEMBERSHIP
GROUP
MEMBERSHIP

DECISIONS RESERVED TO THE MEMBERSHIP

MEMBERS

General Enabling Provision
The Membership may determine the arrangements by which members of the group approve those decisions that are reserved for
the membership.

MEMBERS

Consider and approve applications to NHS England on any matters relating to the group’s constitution

CHAIR

Exercise on behalf of the membership those functions of the group which have been retained as reserved by the members of the
group.

DECISION RESERVED TO THE GOVERNING BODY
THE GOVERNING
BODY
THE GOVERNING BODY

DECISIONS RESERVED TO THE GOVERNING BODY

THE GOVERNING BODY

Regulations and Control
1. Approve Standing Orders (SOs), a schedule of matters reserved to the Governing Body and Standing Financial Instructions
for the regulation of its proceedings and business.
2. Suspend Standing Orders.
3. Vary or amend the Standing Orders.
4. Approve the CCG overarching Scheme of Reservation and Delegation
5. Approve any recommendations of the Governing Body and CCG Committees and sub-committees, or individuals, regarding
changes to the CCG scheme of reservation and delegation
6. Approve a scheme of delegation of powers from the Governing Body to committees.
7. Require and receive the declaration of Governing Body members’ interests which may conflict with those of the Clinical
Commissioning Group (CCG) and, taking account of any waiver which the Secretary of State for Health may have made in
any case, determining the extent to which that member may remain involved with the matter under consideration.

General Enabling Provision
The Governing Body may determine any matter, for which it has delegated or statutory authority, it wishes in full session within its
statutory powers.
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THE GOVERNING
BODY

DECISIONS RESERVED TO THE GOVERNING BODY
8. Require and receive the declaration of officers’ interests that may conflict with those of the CCG.
9. Approve arrangements for dealing with complaints.
10. Adopt the organisational structures, processes and procedures to facilitate the discharge of business by the CCG and to
agree modifications thereto.
11. Receive reports from committees including those that the CCG is required by the Secretary of State or other regulation to
establish and to action appropriately.
12. Confirm the recommendations of the CCG’s committees where the committees do not have executive powers.
13. Establish terms of reference and reporting arrangements of all committees that are established by the Governing Body.
14. Authorise use of the seal.
15. Discipline members of the Governing Body or employees who are in breach of statutory requirements or SOs.
16. Approve any urgent decisions taken by the Chair of the CCG and Chief Officer (Accountable Officer) for ratification by the
CCG in a public session.

THE GOVERNING BODY

Appointments / Dismissal
1. Appoint and dismiss members of the Governing Body.
2. Appoint and dismiss committees (and individual members) that are directly accountable to the Governing Body.
3. Appoint, appraise, discipline and dismiss officer members.
4. Confirm appointment of members of any committee of the CCG as representatives on outside bodies.

THE GOVERNING BODY

Strategy, Plans and Budgets
1. Define the strategic aims and objectives of the CCG.
2. Identify the key strategic risks, evaluate them and ensure adequate responses are in place and are monitored.
3. Approve plans in respect of the application of available financial resources.
4. Approve proposals for ensuring quality and developing clinical governance in services provided by the CCG or its constituent
practices, having regard to any guidance issued by the Secretary of State.
5. Approve the CCG annual commissioning strategy or plan.
6. Approve the CCG’s policies and procedures for the management of risk.
7. Approve Outline and Final Business Cases for Capital Investment if this represents a variation from the Plan.
8. Approve annual financial plan, including budgets delegated to other CCG Committees and/or Sub-Committees of the
Governing Body
9. Approve annually CCG’s proposed organisational development proposals.
10. Ratify proposals for acquisition, disposal or change of use of land and/or buildings.
11. Approve the opening of bank accounts.
12. Approve individual contracts of a capital or revenue nature above the limits of delegation to the Chief Officer (Accountable
Officer) and Chief Finance Officer
13. Approve in individual cases for the write off of losses or making of special payments above the limits of delegation to the Chief
Officer (Accountable Officer) and Chief Finance Officer (for losses and special payments) previously approved by the
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THE GOVERNING
BODY

DECISIONS RESERVED TO THE GOVERNING BODY
Governing Body.
14. Approve proposals for action on litigation against or on behalf of the CCG.

THE GOVERNING BODY

THE GOVERNING BODY
THE GOVERNING BODY

Audit
1. Receive the annual management letter received from the External Auditor and agreement of proposed action, taking account
of the advice, where appropriate, of the Governance & Audit Committee.
2. Receive an annual report from the Internal Auditor and agree action on recommendations where appropriate of the
Governance & Audit Committee.
Annual Reports and Accounts
1. Receipt and approval of the CCG's Annual Report and Annual Accounts.
Monitoring
1. Receipt of such reports as the Governing Body sees fit from the Officers and committees in respect of its exercise of powers
delegated.

DECISIONS/DUTIES DELEGATED BY THE GOVERNING BODY TO COMMITTEES
COMMITTEE
GOVERNANCE & AUDIT
COMMITTEE

DECISIONS/DUTIES DELEGATED BY THE GOVERNING BODY TO COMMITTEES
The duties of the GAC will be driven by the priorities, strategic aims and objectives identified by ECCCG’s Governing Body. The
Governing Body may call upon the GAC to undertake investigations on its behalf relating to governance and audit issues.
Its key duties will broadly include the following:

Internal Audit. The GAC shall ensure that there is an effective internal audit function that meets mandatory NHS Internal Audit
Standards and provides appropriate independent assurance to the GAC, Accountable Officer and CCG.

External Audit. The GAC shall review the work and findings of the external auditors and consider the implications and
management responses to their work.

Non-Audit Services. The GAC will make recommendations to the Governing Body on the acceptance or rejection of the
supply of non-audit services by the statutory auditor, taking into account any relevant ethical or professional guidance on the
matter

Auditor Panel. The GAC shall perform the role of the Auditor Panel for the CCG, so as to meet the Regulations that have
been laid under the Local Audit and Accountability Act 2014. The GAC will provide a separate annual report to the Governing
Body of the panel’s activities and decisions.

Counter Fraud. The GAC shall satisfy itself that ECCCG has adequate arrangements in place for Counter Fraud and shall
review the outcomes of counter fraud work. It shall also approve the counter fraud work programme.

Management. The GAC shall request and review reports and positive assurances from directors and managers for
clinical/non clinical arrangements for governance, risk management and internal control. The GAC may also request specific
reports from individual functions within the clinical commissioning group as they may be appropriate to the overall
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COMMITTEE

DECISIONS/DUTIES DELEGATED BY THE GOVERNING BODY TO COMMITTEES
arrangements.

Policies. The GAC shall satisfy itself that key ECCCG policies are in place and that they are reviewed and updated as per the
policy schedule and recommended practice.The GAC shall have the delegated authority to commission, review and authorise
policies that are linked to its key duties and where specifically delegated by the Governing Body.

Financial Reporting. The GAC shall monitor the integrity of the financial statements of ECCCG and any formal
announcements relating to ECCCG’s financial performance. The GAC shall provide assurance that the systems and
processes for preparing internal financial statements to the Governing Body, including those of budgetary control are
robust and follow appropriate legislation.

Approval of Annual Accounts. The GAC shall be able to approve the annual report and accounts if directed by the
Governing Body due to timng issues associated with Governing Body meetings and the submission of the Annual Accounts &
Report.

REMUNERATION AND
TERMS OF SERVICE
COMMITTEE

The purpose/role of the Committee will be to:

make decisions on behalf of the Governing Body on the remuneration, fees and other allowances for employees and for
people working on behalf of or providing services to the group. This includes:
 all aspects of salary (including any performance-related elements/ bonuses) not covered by that with Agenda For Change
 provisions for other benefits, including pensions and cars, and
 arrangements for termination of employment and other contractual arrangements.

have the responsibility of reviewing and monitoring those risks within the Governing Body Assurance Framework appropriate
to the remit of the Committee, ensuring that any identified risks allocated to the Committee are actioned appropriately and
that assurances are sought. It will also be responsible for providing assurance to the Governing Body that all corporate duties
in relation to this agenda are compliant and in line with corporate aims and objectives.
In order to fulfil its role effectively, the Committee will:

review and approve the application of national guidance related to remuneration and conditions of service for the CCG
workforce under Agenda for Change (AfC) and non-AfC terms and conditions (T&C’s)

to ratify any amendments or variations to the CCG Governing Body recruitment and appointment policy

to ratify the appointment process for any CCG employees onto the Governing Body, including job description, remuneration
and T&Cs, where not covered in the CCG Constitution

ratifymanagement policies including personnel policies incorporating the arrangements for the appointment, removal and
remuneration of staff.

determine allowances under any pension scheme the CCG might establish as an alternative to the NHS pension scheme

review and consider evidence collected regarding the performance of the Accountable Officer and other senior team
members on VSM or other non AfC Contracts when determining annual salary awards

approve the severance or compensation payments of the GP Chair, Accountable Officer, Chief Finance Officer and of other
senior staff on VSM or other non AfC Contracts

have the responsibility of reviewing and monitoring those risks within the Governing Body Assurance Framework appropriate
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COMMITTEE

CLINICAL QUALITY &
PERFORMANCE
COMMITTEE

DECISIONS/DUTIES DELEGATED BY THE GOVERNING BODY TO COMMITTEES
to the remit of Committee, and to ensure that any identified risks allocated to the Committee are actioned appropriately and
that assurances are sought.

receive for information the minutes of the CCG Workforce Committee
The Committee will oversee all activity related to clinical quality, effectiveness, patient safety and experience. The committee will
support a culture within the CCG that gives patient safety and quality the highest priority. It will seek evidence of continuous
quality improvement from all providers and commissioned grants
The Committee will:
 Promote quality throughout the CCG and approve the priorities and objectives contained within the CCGs Quality Improvement
and Operational Plans and monitor progress.
 Act as a coordinating group for all quality and safeguarding issues, providing assurance to the Governing Body that there is
effective scrutiny relating to quality and safeguarding that affect patient experience and safety
 Promote innovation
 Monitor and report on quality in the health economy, through reviewing performance and quality evidence from all directly
commissioned services and those where the CCG has a statutory responsibility. This will include information from:

Patient Experience sources;

Patient Safety Incidents or Serious Untoward Incidents;

Complaints, PALs and Professional Concerns Trends;

Mortality and Morbidity Data;

Relevant dashboards eg Community, Aristotle returns

Progress against CQUIN;

Progress against Quality Premium;

Key National Targets – NHS Constitution;

Adult and Children’s Safeguarding;

Progress against delivery of the CCG Quality work programme;

Quality Assurance processes and outcomes;

Monitor IAF and six clinical priorities progress;

Other areas as highlighted by NHSE; NHSI; patients, public and Governing Body.
 Provide assurance that patient safety, quality outcomes and benefits are being realised and recommend action if
compromised.
 Review national and regional reports relating to matters of clinical quality, patient safety and experience, approve local action
plans from CQC thematic reviews and Serious Case Reviews (SCR) and monitor implementation on behalf of the Governing
Body.
 Monitor all mitigating actions pertaining to risks held by the committee and make recommendations with regard to scoring to
the Governing Body, escalating new risks where necessary
 Delegate action, as appropriate, to the CCG internal Quality and Performance operational group (QuAG) and hold this group to
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COMMITTEE
PRIMARY (GENERAL
MEDICAL) CARE
COMMISSIONING
COMMITTEE

DECISIONS/DUTIES DELEGATED BY THE GOVERNING BODY TO COMMITTEES
account where appropriate.
The Committee functions as a corporate decision making body as delegated to it by the Governing Body, and by NHS England (as
set out in Schedule 2 in accordance with section 13Z of the NHS Act)
The role of the Committee shall be to carry out the functions relating to the commissioning, procurement and management of
primary general medical services under section 83 of the NHS Act except those relating to the Reserved Functions of NHS
England. This includes but not limited to the following activities:
 GMS, PMS and APMS contracts. This includes decisions on the design of PMS and APMS contracts, monitoring of contracts,
taking contractual action such as issuing branch/remedial notices, and removing a contract
 decisions on newly designed enhanced services (“Local Enhanced Services” and “Directed Enhanced Services”)
 decisions on design of local incentive schemes as an alternative to the Quality Outcomes Framework (QOF)
 decisions about commissioning urgent care (including home visits as required) for out of area registered patients
 commissioning of primary care services delivered by non-GMS / PMS / APMS contracts
 decision making responsibility on whether to establish new GP practices (including branch surgeries) and closure of GP
Practices in an area
 approving practice mergers
 decisions in relation to the management of poorly performing GP Practices and including, without limitation, decisions and
liaison with the CQC where the CQC has reported non-compliance with standards (but excluding any decisions in relation to
the performers list)
 making decisions on ‘discretionary’ payment (e.g., returner/retainer schemes)
 manage the delegated budget for primary general medical care commissioning in Eastern Cheshire, which can include other
budgets the CCG Governing Body determines as appropriate
 working collectively on Primary Care Education and Training
 overseeing the undertaking of needs assessment when and where appropriate
 deciding on whether to pool budgets with other commissioners of Primary Care
 consider, decide and ensure that the commissioning of primary general medical care is done within agreed available resources
 premises costs directions functions
 co-ordinate a common approach to the commissioning of primary general medical care services generally across Eastern
Cheshire
 decisions on investment in Primary Care IT
 instruct and delegate actions to and receive reports from the CCG Primary (General Medical) Care Commissioning
Operational Group (PCCOG)
 receive minutes of meetings, reports and updates on the monitoring of primary care quality from the CCG Clinical Quality and
Performance Committee
 such ancillary activities as are necessary in order to exercise the delegated functions.
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COMMITTEE
JOINT COMMISSIONING
COMMITTEE OF THE
CHESHIRE CCGS

DECISIONS/DUTIES DELEGATED BY THE GOVERNING BODY TO COMMITTEES
The Committee is a Joint Commissioning Committee of NHS Eastern Cheshire CCG, NHS South Cheshire CCG, NHS Vale Royal
CCG and NHS West Cheshire CCG. It has been set up to manage, to the extent permitted under s.14Z3 NHS Act 2006 (as
amended), the activities of the four CCGs as within its delegated responsibilities.
The Committee will be responsible for exercising the following functions:
 delegated decision making authority for recommendations made by NHS Cheshire and Merseyside (STP) leadership board for
adoption across Cheshire, as outlined within the Level One decision making section of the Committees Annual Workplan
 in respect of certain work areas, as outlined within the Level Two decision making section of the Committees Annual
Workplan, receiving the recommendations made by the NHS Cheshire & Merseyside (STP) leadership board for adoption
across Cheshire, considering those recommendations and submitting recommendations to relevant decision making body(s).
 strategic oversight and development of a workplan for the establishment of unified commissioning across Cheshire, providing
recommendations for adoption to CCG Governing Bodies and endorsement by Health and Wellbeing Boards, as outlined
within the Level Two decision making section of the Committees Annual Workplan.
 delegated decision making authority on commissioning services at scale, as outlined within the Level One decision making
section of the Committees Annual Workplan

DECISIONS/DUTIES DELEGATED TO THE CHIEF OFFICER (ACCOUNTABLE OFFICER)
DELEGATED TO

DUTIES DELEGATED

CHIEF OFFICER
(ACCOUNTABLE
OFFICER)

Meet the public sector equality duty by:
 Publishing, at least annually, information to demonstrate compliance
 Using the Equality Delivery Toolkit
 Preparing and publishing specific and measureable equality objectives and revising these every 4 years

CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)

Working in partnership with the local Authority to develop Joint Strategic Needs Assessment (JSNA) and Joint Health & Wellbeing
Strategies
Publish an explanation of how the group spent any payment in respect of quality made to it by NHS England
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SCHEME OF DELEGATION DERIVED FROM THE CHIEF OFFICER (ACCOUNTABLE
OFFICER) MEMORANDUM
DELEGATED TO
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF OFFICER
(ACCOUNTABLE
OFFICER) AND CHIEF
FINANCE OFFICER
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)

DUTIES DELEGATED
Accountable through ‘NHS Chief Officer (Accountable Officer) Memorandum’ to Parliament for stewardship of CCG resources.

Ensure the accounts of the CCG are prepared under principles and in a format directed by the Secretary of State. Accounts must
disclose a true and fair view of the CCG’s income and expenditure and its state of affairs.
Sign the accounts on behalf of the Governing Body.
Sign a statement in the accounts outlining responsibilities as the Chief Officer (Accountable Officer).
Sign a statement in the accounts outlining responsibilities in respect of Internal Control.
Ensure effective management systems that safeguard public funds and assist CCG Chair to implement requirements of integrated
governance including ensuring managers:
 have a clear view of their objectives and the means to assess achievements in relation to those objectives;
 be assigned well defined responsibilities for making best use of resources;
 have the information, training and access to the expert advice they need to exercise their responsibilities effectively.

CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)

Implement requirements of corporate governance

CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)

Ensuring that expenditure by the CCG complies with Parliamentary requirements

Achieve value for money from the resources available to the CCG and avoid waste and extravagance in the organisation's
activities.
Follow through the implementation of any recommendations affecting good practice as set out in reports from such bodies as the
Audit Commission and the National Audit Office (NAO).
Use to best effect the funds available for commissioning healthcare to meet the needs of the local population.

The Codes of Conduct and Accountability incorporated in the Corporate Governance Framework issued to NHS Governing Body
by the Secretary of State are fundamental in exercising their responsibilities for regularity and probity. As a Governing Body
member they have explicitly subscribed to the Codes; and should promote observance by all staff.
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DELEGATED TO
CHIEF OFFICER
(ACCOUNTABLE
OFFICER) AND CHIEF
FINANCE OFFICER
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)

DUTIES DELEGATED
Chief Officer (Accountable Officer), supported by Chief Finance Officer, to ensure appropriate advice is given to the Governing
Body and Executive Committee on all matters of probity, regularity, prudent and economical administration, efficiency and
effectiveness.

CHIEF OFFICER
(ACCOUNTABLE
OFFICER)

If the Governing Body or any Committee is contemplating a course of action that raises an issue not of formal propriety or regularity
but affects the Chief Officer’s (Accountable Officer’s) responsibility for value for money, the Chief Officer (Accountable Officer)
should draw the relevant factors to the attention of the Governing Body. If the outcome is that you are overruled it is normally
sufficient to ensure that your advice and the overruling of it are clearly apparent from the papers. Exceptionally, the Chief Officer
(Accountable Officer) should inform the National England and Department of Health.

CHIEF FINANCE OFFICER

If Chief Officer (Accountable Officer) considers the Governing Body, Chair or any Committee is doing something that might infringe
probity or regularity; he/she should set this out in writing to the Chair and the Governing Body. If the matter is unresolved, he/she
should ask the Governance & Audit Committee to inquire and if necessary the National England and Department of Health.

Operational responsibility for effective and sound financial management and information.

SCHEME OF DELEGATION
ACCOUNTABILITY

DERIVED

FROM

THE

CODES

OF

CONDUCT

AND

DELEGATED TO
GOVERNING BODY

AUTHORITIES/DUTIES DELEGATED
Approve procedure for declaration of hospitality and sponsorship

GOVERNING BODY

Ensure proper and widely publicised procedures for voicing complaints, concerns about maladministration, breaches of Code of
Conduct, and other ethical concerns.

GOVERNING BODY

Governing Body members share corporate responsibility for all decisions of the Governing Body.

GOVERNING BODY

It is the Governing Body’s duty to:
1. act within statutory financial and other constraints;
2. establish the Committees;
3. be clear what decisions and information are appropriate to the Governing Body and draw up Standing Orders, a Schedule of
Decisions Reserved to the Governing Body or its sub-committees, or CCG Committees and CCG individuals, and Standing
Financial Instructions to reflect these;
4. ensure that management arrangements are in place to enable responsibility to be clearly delegated to the Chief Officer
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DELEGATED TO

CHAIR

CHIEF OFFICER
(ACCOUNTABLE
OFFICER)

CHIEF FINANCE OFFICER

AUTHORITIES/DUTIES DELEGATED
(Accountable Officer) and Chief Finance Officer for the main programs of action and for performance against programs to be
monitored and the Chief Officer (Accountable Officer) and Chief Finance Officer held to account;
5. establish performance and quality measures that maintain the effective use of resources and provide value for money;
6. specify its requirements in organising and presenting financial and other information succinctly and efficiently to ensure the
Governing Body can fully undertake its responsibilities;
7. establish Audit and Remuneration Committees and any other committees, as appropriate on the basis of formally agreed
terms of reference which set out the membership of the committee, the limit to their powers, and the arrangements for
reporting back to the main Governing Body.
8. comply with legislation and guidance issued by the Department of Health on behalf of the Secretary of State, respect
agreements entered into by themselves or on their behalf and establish terms and conditions of service that are fair to the
staff and represent good value for taxpayers' money.
9. declare any of conflict of interests.
It is the Chair's role to:
1. provide leadership to the Governing Body;
2. enable all Governing Body members to make a full contribution to the Governing Body's affairs and ensure that the
Governing Body acts as a team;
3. ensure that key and appropriate issues are discussed by the Governing Body in a timely manner;
4. ensure the Governing Body has adequate support and is provided efficiently with all the necessary data on which to base
informed decisions;
5. lead, through a formally-appointed Remuneration Committee of the main Governing Body, on the appointment, appraisal
and remuneration of the Chief Officer (Accountable Officer) and (with the latter) other Governing Body members;
6. be the lead for all Governing Body appointments
7. appoint a Lay Governing Body member or members to the role and function of Lay member Deputy Chair of the Governing
Body
8. lead on the appointment of lay Governing Body members to the CCGs Governing Body sub-committees, CCG Committees
and sub-committees.
9. Appoint an Assistant Clinical Chair of the CCG and Governing Body
The Chief Officer (Accountable Officer) is accountable to the Chair and members of the Governing Body for ensuring that its
decisions are implemented, that the organisation works effectively, in accordance with Government policy and public service
values and for the maintenance of proper financial stewardship.
The Chief Officer (Accountable Officer) should be allowed full scope, within clearly defined delegated powers, for action in
fulfilling the decisions of the Governing Body.
The other duties of the Chief Officer (Accountable Officer) as Chief Officer (Accountable Officer) are laid out in the Chief Officer
(Accountable Officer) Memorandum.
Responsible for:
a) Implementing the CCG’s financial policies and co-coordinating corrective action;
b) Maintaining an effective system of financial control including ensuring detailed financial procedures and systems are prepared
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DELEGATED TO

AUTHORITIES/DUTIES DELEGATED
and documented;
c) Ensuring that sufficient records are maintained to explain CCG’s transactions and financial position;
d) Providing financial advice to members of Governing Body, staff and Committees;
e) Maintaining such accounts, certificates as are required for the CCG to carry out its statutory duties;
f) The design, implementation and supervision of systems of internal control.
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SCHEME OF DELEGATION FROM STANDING ORDERS
DELEGATED TO
CHAIR
CHAIR
CHAIR
CHAIR
CHAIR
CHAIR
CHAIR
GOVERNING BODY
GOVERNING BODY
GOVERNANCE & AUDIT
COMMITTEE
GOVERNING BODY
CHAIR & CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
GOVERNING BODY
GOVERNING BODY
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHAIR OF A MEETING
GOVERNING BODY
ALL MEMBERS OF THE
GOVERNING BODY
CHAIR, CHIEF OFFICER
(ACCOUNTABLE
OFFICER), CHIEF
FINANCE OFFICER
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF OFFICER

AUTHORITIES/DUTIES DELEGATED
Final authority in interpretation of Standing Orders.
Appoint a Lay Governing Body member or members to the role and function of Lay member Deputy Chair of the Governing Body
Appoint an Assistant Clinical Chair of the CCG and Governing Body
Calling meetings.
Chair all Governing Body meetings and associated responsibilities.
Give final ruling in questions of order, relevancy and regularity of meetings.
Having a second or casting vote.
Suspension of Standing Orders.
Variation or amendment of Standing Orders
Governance & Audit Committee to review every decision to suspend Standing Orders (power to suspend Standing Orders is
reserved to the Governing Body).
The Governing Body shall approve the appointments to each of the committees which it has formally constituted
The powers which the Governing Body has retained to itself within these Standing Orders may in emergency be exercised by the
Chair and Chief Officer (Accountable Officer) after having consulted at least two other members
Formal delegation of powers to committees, sub-committees or joint committees and approval of their constitution and terms of
reference
Declare relevant and material interests.
Disclosure of non-compliance with Standing Orders to the Chair/Chief Officer (Accountable Officer) as soon as possible.
Maintain Register(s) of Interests.
Make a declaration on a declared interest.
Comply with national guidance contained in HSG 1993/5 “Standards of Business Conduct for NHS Staff” and the Code of Conduct.
Disclosure of relationship between self and candidate for staff appointment.
Use of Seal and authorisation of documents

Keep seal in safe place and maintain a register of sealing.
Shall publish and maintain a Freedom of Information Scheme.
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DELEGATED TO
(ACCOUNTABLE
OFFICER)
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)

AUTHORITIES/DUTIES DELEGATED
Regularly report to the Governing Body on the nature and frequency of requests
Shall publish and maintain a Complaints process which is consistent with guidance from the National England and approve
individual responses to complaints on behalf of the Governing Body
Regularly report to the Governing Body on the nature and frequency of complaints
Ensure the appointment of suitably qualified members of the Governing Body to act as the Senior Information Risk Officer, Caldicott
Guardian and Conflicts of Interest Guardian
Ensure the appointment of suitably qualified members of the Governing Body to act as the person responsible for duties under the
Mental Health Capacity Act
Ensure the appointment of suitably qualified members of the Governing Body to act as the person responsible for duties in respect
of Safeguarding Children and Adults

SCHEME OF DELEGATION FROM STANDING FINANCIAL INSTRUCTIONS
DELEGATED TO
CHIEF FINANCE
OFFICER
CHIEF FINANCE
OFFICER
ALL MEMBERS OF
GOVERNING BODY
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF OFFICER
(ACCOUNTABLE
OFFICER) & CHIEF
FINANCE OFFICER
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
ALL MEMBERS OF
GOVERNING BODY S

AUTHORITIES/DUTIES DELEGATED
Approval of all financial procedures.
Advice on interpretation or application of Standing Financial Instructions.
Have a duty to disclose any non-compliance with these Standing Financial Instructions to the Chief Finance Officer
Responsible as the Chief Officer (Accountable Officer) to ensure financial targets and obligations are met and have overall
responsibility for the System of Internal Control.
Accountable for financial control but will, as far as possible, delegate their detailed responsibilities.

To ensure all Governing Body members, officers and employees, present and future, are notified of and understand Standing
Financial Instructions.
Responsible for security of the CCG’s property, avoiding loss, exercising economy and efficiency in using resources and conforming
to Standing Orders, Standing Financial Instructions and financial procedures.
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DELEGATED TO
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
GOVERNANCE &
AUDIT COMMITTEE
CHAIR
GOVERNANCE &
AUDIT COMMITTEE
CHAIR
CHIEF FINANCE
OFFICER

AUTHORITIES/DUTIES DELEGATED
Ensure that any contractor or employee of a contractor who is empowered by the CCG to commit the CCG to expenditure or who is
authorised to obtain income is made aware of these instructions and their requirement to comply.
Provide independent and objective view on internal control and probity.
Raise the matter at the Governing Body meeting where Chair of Governance & Audit Committee considers there is evidence of ultra
vires transactions or improper acts.
Ensure an adequate internal audit service, for which he/she is accountable, is provided (and involve the Governance & Audit
Committee in the selection process when/if an internal audit service provider is changed.)
Ensure the annual audit report is prepared for consideration by the Governance & Audit Committee.

CHIEF FINANCE
OFFICER
CHIEF FINANCE
OFFICER

Decide at what stage to involve police in cases of misappropriation and other irregularities.

CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF FINANCE
OFFICER
CHIEF FINANCE
OFFICER
CHIEF FINANCE
OFFICER

Monitor and ensure compliance with Directions issued by the Secretary of State for Health on NHS security management
including appointment of the Local Security Management Specialist.

CHIEF FINANCE
OFFICER
CHIEF OFFICER
(ACCOUNTABLE
OFFICER) & CHIEF
FINANCE OFFICER

Monitor and ensure compliance with SofS Directions on fraud and corruption including the appointment of the Local Counter Fraud
Specialist.

Has overall responsibility for the CCG’s activities and ensuring the CCG stays within its resource limit.
Provide monthly reports to ensure draw down is for approved expenditure and timely and follows best practice in Cash
Management.
Ensure monitoring systems are in place to enable the CCG does not to exceed its financial limits.
Periodically review assumptions, submit a report to the CCG annually showing total allocations received and their proposed
distribution.
Regularly update the CCG on significant changes to the initial allocation and the uses of such funds
Compile and submit to the Governing Body a local delivery plan which takes into account financial targets and forecast limits of
available resources. The plan will contain:
 a statement of the significant assumptions on which the plan is based;
 details of major changes in workload, services delivery or resources required to achieve the plan.
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DELEGATED TO
CHIEF FINANCE
OFFICER

AUTHORITIES/DUTIES DELEGATED
Submit budgets to the Governing Body for approval.
Monitor performance against budget; submit to the Governing Body financial estimates and forecasts.

CHIEF FINANCE
OFFICER
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF FINANCE
OFFICER
CHIEF OFFICER
(ACCOUNTABLE
OFFICER) & CHIEF
FINANCE OFFICER

Ensure adequate training is delivered on an on-going basis to budget holders.

CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF OFFICER
(ACCOUNTABLE
OFFICER) & CHIEF
FINANCE OFFICER
CHIEF FINANCE
OFFICER
CHIEF FINANCE
OFFICER

Identify and implement cost improvements and income generation activities in line with the plan.

Delegate budget to individual budget holders.
Must not exceed the budgetary total or virement limits set by the Governing Body.
Devise and maintain systems of budgetary control.
Ensure that for delegated expenditure to budget holders:
a) no overspend or reduction of income that cannot be met from virement is incurred without prior consent of the Governing Body;
b) approved budget is not used for any other than specified purpose subject to rules of virement;
c) no permanent or temporary employees are appointed unless approved by Chief Officer (Accountable Officer).
d) inform Chief Finance Officer of money due from transactions which they initiate/deal with.

Submit monitoring returns to Regulators & National England.

Preparation of annual accounts and reports.
Managing banking arrangements, including provision of banking services, operation of accounts, preparation of instructions and list
of cheque signatories.

CHIEF FINANCE
OFFICER

Income systems, including system design, prompt banking, review and approval of fees and charges, debt recovery arrangements,
design and control of receipts, provision of adequate facilities and systems for employees whose duties include collecting or holding
cash.

CHIEF FINANCE
OFFICER

Maintain tendering and contracting procedure.
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DELEGATED TO
CHIEF FINANCE
OFFICER
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF OFFICER
(ACCOUNTABLE
OFFICER) & CHIEF
FINANCE OFFICER
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
REMUNERATION
COMMITTEE
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)

AUTHORITIES/DUTIES DELEGATED
Waive formal tendering procedures.
Responsible for the receipt, endorsement and safe custody of tenders received.
Where one tender is received will assess for value for money and fair price.

No quotation shall be accepted which will commit expenditure in excess of that which has been allocated by the CCG and which is
not in accordance with these Instructions except with the authorisation of the Chief Officer (Accountable Officer).
The Chief Officer (Accountable Officer) shall nominate an officer who shall oversee and manage each contract on behalf of the CCG.
The Chief Officer (Accountable Officer) shall nominate officers with delegated authority to enter into contracts of employment,
regarding staff, agency staff or temporary staff service contracts.
The Chief Officer (Accountable Officer) shall nominate officers to commission service agreements with providers of healthcare in line
with a commissioning plan approved by the Governing Body.
Ensure that regular reports are provided to the Governing Body detailing actual and forecast expenditure against the Service Level
Agreements.
Ensure secondary services are commissioned in line with the Commissioning Strategy and reach the required standards.
Approve proposals presented by the Chief Officer (Accountable Officer) for setting of remuneration and conditions of service for
those employees and officers not covered by the Remuneration Committee.
Approval of variation to funded establishment structure.
Approval of appointment of staff, including agency staff, appointments and re-grading within approved budget and funded
establishment.

NHS Eastern Cheshire CCG Scheme of Reservation and Delegation v1.3

18

DELEGATED TO
CHIEF FINANCE
OFFICER

AUTHORITIES/DUTIES DELEGATED
Payroll:
a) specifying timetables for submission of properly authorised time records and other notifications;
b) final determination of pay and allowances;
c) making payments on agreed dates;
d) agreeing method of payment.

CHIEF FINANCE
OFFICER

Ensure that the chosen method for payroll processing is supported by appropriate (contracted) terms and conditions, adequate
internal controls and audit review procedures and that suitable arrangements are made for the collection of payroll deductions and
payment of these to appropriate bodies.

CHIEF OFFICER
(ACCOUNTABLE
OFFICER)

Ensure that all employees are issued with a Contract of Employment in a form approved by the Governing Body and which complies
with employment legislation;
Deal with variations to, or termination of, contracts of employment.

CHIEF FINANCE
OFFICER

Determine, and set out, level of delegation of expenditure to budget managers, including a list of managers authorised to place
requisitions, the maximum level of each requisition and the system for authorisation above that level.

CHIEF FINANCE
OFFICER
CHIEF FINANCE
OFFICER

Set out procedures on the seeking of professional advice regarding the supply of goods and services.

CHIEF FINANCE
OFFICER
CHIEF FINANCE
OFFICER
CHIEF FINANCE
OFFICER
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)

Approve proposed pre-payment arrangements.

a) Advise the Governing Body regarding the setting of thresholds above which quotations (competitive or otherwise) or formal
tenders must be obtained; and, once approved, the thresholds should be incorporated in standing orders and regularly reviewed;
b) Prepare procedural instructions [where not already provided in the Scheme of Delegation or procedure notes for budget holders]
on the obtaining of goods, works and services incorporating the thresholds;
c) Be responsible for the prompt payment of all properly authorised accounts and claims;
d) Be responsible for designing and maintaining a system of verification, recording and payment of all amounts payable;
e) Be responsible for ensuring that payment for goods and services is only made once the goods and services are received.

Lay down procedures for payments to local authorities and voluntary organisations made under the powers of the NHS Act.
Ensure that Governing Body members are aware of the Financial Framework and ensure compliance
Capital investment( where permitted by the National England):
a) ensure that there is adequate appraisal and approval process for determining capital expenditure priorities and the effect that
each has on plans;
b) responsible for the management of capital schemes and for ensuring that they are delivered on time and within cost;
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DELEGATED TO

AUTHORITIES/DUTIES DELEGATED
c) ensure that capital investment is not undertaken without availability of resources to finance all revenue consequences;
d) ensure that a business case is produced for each proposal.

CHIEF FINANCE
OFFICER
CHIEF FINANCE
OFFICER
CHIEF FINANCE
OFFICER
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF FINANCE
OFFICER
ALL MEMBERS OF
GOVERNING BODY

Certify the costs and revenue consequences detailed in any business case for investment.

CHIEF FINANCE
OFFICER

Approve procedures for reconciling balances on fixed assets accounts in ledgers against balances on fixed asset registers.
Responsible for systems of control over stores and receipt of goods.
Security arrangements and custody of keys.
Prepare procedures for recording and accounting for losses, special payments.
Discovery or suspicion of loss of any kind must be reported immediately to Chief Officer (Accountable Officer) or Chief Finance
Officer.
Where a criminal offence is suspected the Chief Finance Officer must inform the police if theft or arson is involved. In cases of fraud
and corruption DoF must inform the relevant Local Counter Fraud Specialist.

CHIEF FINANCE
OFFICER
GOVERNING BODY

Notify Governing Body and External Auditor of losses caused by theft, arson, neglect of duty or gross carelessness (unless trivial).

CHIEF FINANCE
OFFICER
CHIEF FINANCE
OFFICER
CHIEF FINANCE
OFFICER
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
GOVERNING BODY

Maintain losses and special payments register.

GOVERNING BODY

Approval of delegated budget and autonomous decision making powers to other Committees of the CCG and/or sub-committees of
the Governing Body.

Approve write off of losses (within limits delegated by National England).

Responsible for accuracy and security of financial data.
Ensure all staff are made aware of the CCG policy on the acceptance of gifts and other benefits in kind by staff.
Retention of document procedures in accordance with Department of Health guidance.
Approve and monitor risk management programme.
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Delegated Authority
If the Chief Officer (Accountable Officer) is absent, powers delegated to them may be
exercised by the nominated officer(s) acting in their absence after taking appropriate
financial advice. A nominated officer will be required to ratify any decisions within the
Chief Officer (Accountable Officer)’s thresholds.
This Scheme of Delegation is intended to incorporate all budgets, plans, and flexibilities
of NHS Eastern Cheshire Clinical Commissioning Group areas previously agreed by the
Governing Body. Financial limits in this Scheme of Delegation only apply to expenditure
not previously agreed within budgets and plans.”
DELEGATED MATTER
1.

DELEGATED TO

OPERATIONAL
RESPONSIBILITY



Standing Orders /Standing Financial Instructions
a)

Final authority in interpretation of Standing Orders

Chair

Chair

b)

Notifying Directors and employees of their
responsibilities within the Standing Orders and
Standing Financial Instructions and ensuring that
they understand the responsibilities

Chief Officer (Accountable
Officer)

All Line Managers

c)

Responsibility for security of the CCG property,
avoiding loss, exercising economy and efficiency
in using resources and conforming with Standing
Orders, Financial Instructions and Financial
Procedures

Chief Officer (Accountable
Officer)

All Directors and Employees

d)

Suspension of Standing Orders

Governing Body

Governing Body

e)

Review suspension of Standing Orders

Governance & Audit
Committee

Governance & Audit Committee

f)

Variation or amendment to Standing Orders

Governing Body

Governing Body

g)

Emergency powers relating to the authorities
retained by the Governing Body.

Chair and Chief Officer
(Accountable Officer)

Chair and Chief Officer (Accountable
Officer)

h)

Disclosure of non-compliance with Standing
Orders to the Chief Officer (Accountable Officer)
(report to the Governing Body).

All staff

All staff

i)

Disclosure of non-compliance with SFIs to the
Chief Finance Officer (report to the Governance &
Audit Committee)

All staff

All staff

j)

Advice on interpretation or application of SFIs and
this Scheme of Delegation

Chief Finance Officer

Chief Finance Officer / Internal Audit

NHS Eastern Cheshire CCG Scheme of Reservation and Delegation v1.3

Table A - Delegated Matters
DELEGATED MATTER
1.

DELEGATED TO

OPERATIONAL
RESPONSIBILITY

Audit Arrangements
a)

Advise the Board on Internal and External Audit
Services.

Governance & Audit
Committee

Chief Finance Officer

b)

Monitor and review the effectiveness of the internal
audit function.

Governance & Audit
Committee

Chief Finance Officer

c)

Review, appraise and report in accordance with
Government Internal Audit Standards (GIAS) and
best practice.

Governance & Audit
Committee

Head of Internal Audit

d)

Provide an independent and objective view on
internal control and probity.

Governance & Audit
Committee

Internal Audit / External Audit

e)

Ensure cost-effective audit service

Governance & Audit
Committee

Chief Finance Officer

f)

Implement recommendations

Chief Officer (Accountable
Officer)

Relevant Officers

Bank/OPG Accounts/Cash (Excluding Charitable Fund (Funds Held on Trust) Accounts)

2.
a)

Operation:
 Managing banking arrangements and
operation of bank accounts (Governing Body
approves arrangements)

Chief Finance Officer

Finance Manager/ Commissioning
Support Service



Opening bank accounts

The Governing Body

Chief Finance Officer



Authorisation of transfers between NHS
Eastern Cheshire Clinical Commissioning
Group bank accounts

Chief Finance Officer

To be completed in accordance with
bank mandate/internal procedures



Approve and apply arrangements for the
electronic transfer of funds

Chief Finance Officer

To be completed in accordance with
bank mandate/internal procedures



Authorisation of:

Chief Finance Officer

To be completed in accordance with
bank mandate/internal procedures

Chief Finance Officer

Refer To Table B Delegated Limits

b)

OPG schedules
BACS schedules
Automated cheque schedules
Manual cheques

Petty Cash
Capital Investment – subject to CCG
Delegated Limits

3.
a)

Programme:


Ensure that there is adequate appraisal and
approval process for determining capital
expenditure priorities and the effect that each
has on business plans / Service development
Strategy

Chief Officer (Accountable
Officer)

Chief Finance Officer



Preparation of Capital Investment Programme

Chief Officer (Accountable
Officer)

Chief Finance Officer



Preparation of a business case

Chief Officer (Accountable
Officer)

Section Heads



Financial monitoring and reporting on all capital
scheme expenditure including variations to
contract

Chief Finance Officer

Finance Manager



Authorisation of capital requisitions

Chief Officer (Accountable
Officer)

Refer to Table B Delegated Limits



Assessing the requirements for the operation of
the construction industry taxation deduction
scheme.

Chief Finance Officer

Chief Finance Officer



Responsible for the management of capital

Chief Officer (Accountable

Chief Finance Officer
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DELEGATED MATTER

Officer)



Ensure that capital investment is not
undertaken without availability of resources to
finance all revenue consequences.

Chief Officer (Accountable
Officer)

Chief Finance Officer



Issue procedures to support:

Chief Officer (Accountable
Officer)

Chief Finance Officer

capital investment
Staged payments



Issue procedures governing financial
management, including variation to contract, of
capital investment projects and valuation for
accounting purposes.

Chief Finance Officer

Chief Finance Officer



Issuing the capital scheme project manager
with specific authority to commit capital,
proceed / accept tenders in accordance with
the SO’s and SFI’s

Chief Officer (Accountable
Officer)

Chief Finance Officer

Chief Officer (Accountable
Officer)

Chief Finance Officer

Chief Finance Officer

Private Finance:


c)

Demonstrate that the use of private finance
represents best value for money and transfers
risk to the private sector. Proposal to use PFI
must be specifically agreed by the Governing
Body

Leases (property and equipment)


Granting and termination of leases with Annual
rent < £100k

Chief Officer (Accountable
Officer)



Granting and termination of leases of > £100k
should be reported to the Governing Body

Governing Body

Chief Officer (Accountable Officer) /
Chief Finance Officer

Chief Officer (Accountable
Officer)

Quality and Performance Manager /
Medical Directors

Chief Officer (Accountable
Officer)

Directors / Section Heads. Approval
and registration in line with Eastern
Cheshire Standards of Business
Conduct and relevant policy.

4.

Clinical Audit

5.

Commercial Sponsorship


6.

OPERATIONAL
RESPONSIBILITY

schemes and for ensuring that they are
delivered on time and within cost.

-

b)

DELEGATED TO

Agreement to proposal

Commissioning and Service Agreements
a)

Commissioning of Acute and Community Services
from both NHS and non NHS providers, having
regard for quality, cost effectiveness, and CCG
strategic commissioning plans

Chief Officer (Accountable
Officer) / Chair

Chief Finance Officer / Chair / Chief
Officer (Accountable Officer) /
Commissioning Director

b)

Commissioning of Mental Health, Learning
Disability and Continuing / Intermediate care
services from both NHS and non NHS providers,
having regard for quality, cost effectiveness, and
CCG strategic commissioning plans

Chief Officer (Accountable
Officer) / Chair

Chief Finance Officer / Chair / Chief
Officer (Accountable Officer) /
Commissioning Director

c)

Commissioning of Primary Care services from
both NHS and non NHS providers, having regard
for quality, cost effectiveness, and NHS Eastern
Cheshire Clinical Commissioning Group strategic
commissioning plans

Chief Officer (Accountable
Officer)

Chief Finance Officer / Chief Officer
(Accountable Officer) /
Commissioning Director

d)

Negotiation of all other contracts

Chief Officer (Accountable
Officer)

All Executive Directors / Heads of
Service Commissioning Support
Service Lead Officer

e)

Signing of Contracts

Chief Officer (Accountable
Officer)

Refer to Table B Delegated Limits

f)

Quantifying and monitoring of Non Contracted
Activity

Chief Finance Officer

Chief Finance Officer /
Commissioning Support Service

g)

Costing SLA Contract and Non Commercial
Contracts

Chief Finance Officer

Finance Manager / Commissioning
Support Service
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DELEGATED MATTER

DELEGATED TO

OPERATIONAL
RESPONSIBILITY

h)

Ad hoc costing relating to changes in activity,
developments, business cases and bids for funding

Chief Finance Officer

Finance Manager / Commissioning
Support Service

i)

Sound system of financial monitoring to ensure
effective accounting of expenditure under the SLA.
Including suitable audit trail but maintaining patient
confidentiality.

Chief Finance Officer

Finance Manager

7.

Complaints (Patients & Relatives)

(Please Note – Complaints relating to specialised services
are managed by the Lead Commissioning CCG who has
signed to contract with the specialised service provider)
a)

Overall responsibility for ensuring that all
complaints are dealt with effectively

Chief Officer (Accountable
Officer)

Head of Corporate Services /
Complaints, Incidents & Governance
Manager

b)

Responsibility for ensuring complaints are
investigated thoroughly

Chief Officer (Accountable
Officer)

Head of Corporate Services /
Complaints, Incidents & Governance
Manager

c)

Medico - Legal Complaints Coordination of their
management

Chief Officer (Accountable
Officer)

Head of Corporate Services /
Complaints, Incidents & Governance
Manager

Review of the NHS Eastern Cheshire Clinical
Commissioning Group's compliance with the
Caldicott report on protecting patients’
confidentiality in the NHS

Chief Officer (Accountable
Officer)

Head of Corporate Services /
Complaints, Incidents & Governance
Manager

Freedom of Information Act compliance code

Chief Officer (Accountable
Officer)

Head of Corporate Services /
Complaints, Incidents & Governance
Manager

Review of CCG compliance

Chief Officer (Accountable
Officer)

Corporate Programmes and
Governance Manager

Undertake duties and responsibilities of Senior
Information Risk Officer

Chief Officer (Accountable
Officer)

TBC

8.

Confidential Information

9.

Data Protection Act

10.

Declaration of Interest
a)

Maintaining a register of interests

Chief Officer (Accountable
Officer)

Chief Finance Officer

b)

Declaring relevant and material interest

Governing Body / Clinical
Commissioning Group

Governing Body / Senior Managers /
Members

Chief Finance Officer

Finance Manager in accordance
with agreed policy

11.

Disposal and Condemnations

12.



Items obsolete, redundant, irreparable or
cannot be repaired cost effectively



Develop arrangements for the sale of assets

Refer to Table B Delegated Limits

Environmental Regulations
Review of compliance with environmental
regulations, for example those relating to clean air
and waste disposal

13.

Chief Officer (Accountable
Officer)

Chief Finance Officer

Financial Planning / Budgetary Responsibility
a)

Setting:


Submit budgets to the Governing Body

Chief Finance Officer

Finance Manager



Submit to Board financial estimates and
forecasts

Chief Finance Officer

Finance Manager



Compile and submit to the Governing Body a

Chief Officer (Accountable

Chief Finance Officer / Chair /
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DELEGATED MATTER
business plan which takes into account
financial targets and forecast limits of available
resources

DELEGATED TO
Officer)

c)

Monitoring:


Devise and maintain systems of budgetary
control.

Chief Finance Officer

Finance Manager / Commissioning
Support Service



Monitor performance against budget

Chief Finance Officer

Finance Manager / Commissioning
Support Service



Delegate budgets to budget holders

Chief Officer (Accountable
Officer)

Chief Finance Officer/
Commissioning Support Service



Ensuring adequate training is delivered to
budget holders to facilitate their management
of the allocated budget.

Chief Finance Officer

Finance Manager / Commissioning
Support Service



Submit in accordance with the NHS North
requirements for financial monitoring returns

Chief Officer (Accountable
Officer)

Chief Finance Officer



Identify and implement cost improvements and
income generation activities in line with the
Business Plan

Chief Officer (Accountable
Officer)

All budget holders

Chief Finance Officer

Finance Manager / Commissioning
Support Service

Chief Officer (Accountable
Officer)

Head of Corporate Service

Chief Finance Officer

Budget Holders

Chief Officer (Accountable
Officer)

Refer To Table B Delegated Limits

Chief Finance Officer

Finance Manager / Commissioning
Support Service

Chief Finance Officer

Finance Manager / Commissioning
Support Service

Preparation of:
 Annual Accounts


d)

Finance Manager

Section Head / Finance Manager /
Commissioning Support Service

The Business Plan will contain:
- a statement of the significant
assumptions on which the plan is based;
- details of major changes in workload,
delivery of services or resources required
to achieve the plan
b)

OPERATIONAL
RESPONSIBILITY

Annual Report

Budget Responsibilities
Ensure that
 no overspend or reduction of income that
cannot be met from virement is incurred
without prior consent of Board;



e)

approved budget is not used for any other than
specified purpose subject to rules of virement;
no permanent employees are appointed
without the approval of the Chief Officer
(Accountable Officer) other than those
provided for within available resources and
manpower establishment.

Authorisation of Virement:
It is not possible for any officer to vire from nonrecurring headings to recurring budgets or from
capital to revenue / revenue to capital. Virement
between different budget holders requires the
agreement of both parties.

14.

Financial Procedures and Systems
a)

Maintenance & Update on CCG
Financial Procedures

b)

Responsibilities:


Implement CCG financial policies and coordinate corrective action.
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DELEGATED MATTER

15.



Ensure that adequate records are maintained
to explain CCG transactions and financial
position.



Providing financial advice to members of the
Governing Body and staff.



Ensure that appropriate statutory records are
maintained.



Designing and maintaining compliance with
all financial systems

Fire precautions


16.

Ensure that the Fire Precautions and
prevention policies and procedures are
adequate and that fire safety and integrity of
the estate is intact.

DELEGATED TO

OPERATIONAL
RESPONSIBILITY

Chief Officer (Accountable
Officer)

Office Manager

Fixed Assets
a)

Maintenance of asset register including asset
identification and monitoring

Chief Officer (Accountable
Officer)

Chief Finance Officer

b)

Ensuring arrangements for financial control and
financial audit of building and engineering
contracts and property transactions comply with
CONCODE and ESTATECODE.

Chief Finance Officer

Finance Manager

c)

Calculate and pay capital charges in accordance
with the requirements if the DOH

Chief Finance Officer

Finance Manager

d)

Responsibility for security of NHS Eastern
Cheshire Clinical Commissioning Group’s assets
including notifying discrepancies to the Director of
Finance and reporting losses in accordance with
NHS Eastern Cheshire Clinical Commissioning
Group’s procedures

Chief Officer (Accountable
Officer)

All staff

17.

Fraud (See also 26, 33)

a)

Monitor and ensure compliance with Secretary of
State Directions on fraud and corruption including
the appointment of the Local Counter Fraud
Specialist.

Chief Officer (Accountable
Officer) and Director of
Finance

Local Counter Fraud Specialist.

b)

Notify NHS Protect and External Audit of all
suspected Frauds

Chief Finance Officer

Local Counter Fraud Specialist.

18.

Funds Held on Trust (Charitable and Non Charitable Funds)
a)

Management:
 Funds held on trust are managed appropriately.

Governing Body

Charitable Trustee Committee

b)

Maintenance of authorised signatory list of
nominated fund holders.

Chief Finance Officer

Finance Manager

c)

Expenditure Limits

Chief Finance Officer

Refer To Table B Delegated Limits

d)

Developing systems for receiving donations

Chief Finance Officer

Finance Manager

e)

Dealing with legacies

Chief Finance Officer

Finance Manager

f)

Fundraising Appeals

Charitable Trustees
Committee

Finance Manager

g)

Preparation and monitoring of budget

Chief Finance Officer

Finance Manager

h)

Reporting progress and performance against
budget.

Chief Finance Officer

Finance Manager

i)

Operation of Bank Accounts:


Managing banking arrangements and
operation of bank accounts

Chief Finance Officer

Finance Manager



Opening bank accounts

Governing Body

Chief Finance Officer
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DELEGATED MATTER
j)

k)
19.

Investments:

DELEGATED TO



Nominating deposit taker

Charitable Trustees
Committee



Placing transactions

Chief Finance Officer

Regulation of funds with Charities Commission

OPERATIONAL
RESPONSIBILITY
Chief Finance Officer
Finance Manager

Chief Finance Officer
Finance Manager

Health and Safety
Review of all statutory compliance with legislation
and Health and Safety requirements including
control of Substances Hazardous to Health
Regulations

20.

Chief Officer (Accountable
Officer)

Head of Corporate Services

Chief Officer (Accountable
Officer)

Head of Corporate Services

Hospitality/Gifts
a)

Keeping of hospitality register

b)

Applies to both individual and collective hospitality
receipt items. See Appendix C for limits.

21.

Infectious Diseases & Notifiable Outbreaks

22.

Information Management & Technology
Finance & Information Systems


Developing systems in accordance with the
CCG IM&T Strategy.



Implementing new systems ensure they are
developed in a controlled manner and
thoroughly tested.



Seeking third party assurances regarding
financial systems operated externally.



Ensure that contracts for computer services
for financial applications define responsibility
re security, privacy, accuracy, completeness
and timeliness of data during processing and
storage.

All staff declaration required in NHS
Eastern Cheshire Clinical
Commissioning Group Hospitality
Register
Chief Officer (Accountable
Officer)

Quality and Safeguarding Director

Chief Finance Officer

Finance Manager / Heads of Service

Information Governance

23.



Ensure that risks to the Trust from use of IT
are identified and considered and that disaster
recovery plans are in place.

Chief Finance Officer

Corporate Program & Business
Manager



Undertake duties and responsibilities of
Senior Information Risk Officer

Chief Officer (Accountable
Officer)

Corporate Program & Business
Manager



Ensure compliance with Information
Governance requirements and annual
completion of IT toolkit

Chief Finance Officer

Corporate Program & Business
Manager

Legal Proceedings
a)

Engagement of CCG Solicitors / Legal Advisors

Chief Officer (Accountable
Officer)

Chief Finance Officer

b)

Approve and sign all documents which will be
necessary in legal proceedings, i.e. executed as a
deed.

Chief Officer (Accountable
Officer)

Chief Finance Officer

c)

Sign on behalf of the CCG any agreement or
document not requested to be executed as a
deed.

Chief Officer (Accountable
Officer)

Chief Finance Officer
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DELEGATED MATTER
24.

DELEGATED TO

OPERATIONAL
RESPONSIBILITY

Losses, Write-off & Compensation
a)

Prepare procedures for recording and accounting
for losses and special payments including
preparation of a Fraud Response Plan and
informing NHS Protect of frauds

Chief Officer (Accountable
Officer)

Chief Finance Officer

Chief Officer (Accountable
Officer)

Above Excess – NHSLA

Losses


Losses of cash due to theft, fraud,
overpayment & others.



Fruitless payments (including abandoned
Capital Schemes)



Bad debts and claims abandoned



Damage to buildings, fittings, furniture and
equipment and loss of equipment and property
in stores and in use due to culpable causes
(e.g. fraud, theft, arson).

Special Payments
Compensation payments by Court Order
Ex-gratia Payments:


To patients/staff for loss of personal effects



For clinical negligence after legal advice



For personal injury after legal advice



Other clinical negligence and personal injury



Other ex-gratia payments

Below Excess – Chief Officer
(Accountable Officer)
Chief Finance Officer

b)

Reviewing appropriate requirement for insurance
claims

Chief Finance Officer

Chief Finance Officer

c)

A register of all of the payments should be
maintained by the Finance Department and made
available for inspection

Chief Finance Officer

Finance Manager

d)

A report of all of the above payments should be
presented to the Governance & Audit Committee

Chief Finance Officer

Finance Manager

Chief Officer (Accountable
Officer)

Head of Medicines Management

25.

Controlled Drugs
Discharge to duties of the Accountable Officer for
Controlled Drugs

26.

Safeguarding - Adults
a)

Discharge the duties of the Lead Director of
Safeguarding Adults

Registered Nurse CCG
Governing Body

Safeguarding Manager (Adults)

b)

Ensure compliance with statutory requirements
and policies and procedures for Safeguarding
Adults

Registered Nurse CCG
Governing Body

Safeguarding Manager (Adults)

c)

Comply with statutory requirements and policies
for Safeguarding Adults

Registered Nurse CCG
Governing Body

Safeguarding Manager (Adults)

27.

Safeguarding - Children
a)

Discharge the duties of the Lead Director of
Safeguarding Children

Quality and Safeguarding
Director

b)

Review and develop the Strategy for
Safeguarding Children

Quality and Safeguarding
Director

Safeguarding Manager (Children)

c)

Review and develop the policies and procedures
to Safeguarding Children

Quality and Safeguarding
Director

Safeguarding Manager (Children)

d)

Ensure compliance with statutory requirements
and policies and procedures for Safeguarding
Children

Quality and Safeguarding
Director

Safeguarding Manager (Children)

e)

Comply with statutory requirements and policies
for Safeguarding Children

Quality and Safeguarding
Director

Safeguarding Manager (Children)
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DELEGATED MATTER
28.

DELEGATED TO

OPERATIONAL
RESPONSIBILITY

Non Pay Expenditure
a)

Maintenance of a list of managers authorised to
place requisitions/orders and accept goods in
accordance with Table B

Chief Officer (Accountable
Officer)

Chief Finance Officer

b)

Obtain the best value for money when
requisitioning goods / services

Chief Officer (Accountable
Officer)

Chief Finance Officer

c)

Non-Pay Expenditure for which no specific budget
has been set up and which is not subject to funding
under delegated powers of virement. (Subject to the
limits specified above in (a)

Chief Officer (Accountable
Officer)

Chief Finance Officer

d)

Develop systems for the payment of accounts

Chief Finance Officer

Finance Manager

e)

Prompt payment of accounts

Chief Finance Officer

Finance Manager

f)

Financial Limits for ordering / requisitioning goods
and services

Chief Finance Officer

Refer To Table B Delegated Limits

g)

Approve prepayment arrangements

Chief Finance Officer

Finance Manager

29.

Personnel & Pay
a)

Nomination of officers to enter into contracts of
employment regarding staff, agency staff or
consultancy service contracts

Chief Officer (Accountable
Officer)

Chief Finance Officer / Executive
Directors / Heads of Service

b)

Develop Human resource policies and strategies for
approval by the board including training, industrial
relations.

Chief Officer (Accountable
Officer)

CCG Human Resources Lead / Head
of Corporate Services

c)

Authority to fill funded post on the establishment
with permanent staff.

Chief Officer (Accountable
Officer)

CCG Human Resources Lead /
Head of Corporate Services

d)

The granting of additional increments to staff within
budget

Chief Officer (Accountable
Officer)

CCG Human Resources Lead /
Head of Corporate Services

e)

All requests for re-grading shall be dealt with in
accordance with CCG Procedure

Chief Officer (Accountable
Officer)

CCG Human Resources Lead /
Head of Corporate Services

f)

Establishments

g)

h)



Additional staff to the agreed establishment
with specifically allocated finance.

Chief Finance Officer

Finance Manager



Additional staff to the agreed establishment
without specifically allocated finance.

Chief Officer (Accountable
Officer)

Chief Finance Officer



Self-financing changes to an establishment

Chief Finance Officer

Finance Manager



Presentation of proposals to the NHS Eastern
Cheshire Clinical Commissioning Group Board
for the setting of remuneration and conditions
of service for those staff not covered by the
Remuneration Committee.

Chief Officer (Accountable
Officer)

Chief Officer (Accountable Officer) /
Chief Finance Officer / CCG Human
Resources Lead



Authority to complete standing data forms
effecting pay, new starters, variations and
leavers

Chief Officer (Accountable
Officer)

Section Heads / Chief Officer
(Accountable Officer) / Chief Finance
Officer



Authority to complete and authorise positive
reporting forms (SAR’s)

Chief Finance Officer

Section Heads / Chief Officer
(Accountable Officer) / Chief Finance
Officer



Authority to authorise overtime

Chief Finance Officer

Section Heads / Chief Officer
(Accountable Officer) / Chief Finance
Officer



Authority to authorise travel & subsistence
expenses

Chief Finance Officer

Section Heads / Chief Officer
(Accountable Officer) / Chief Finance
Officer

Pay

Leave

Refer to Annual Leave Policy
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DELEGATED MATTER

DELEGATED TO

OPERATIONAL
RESPONSIBILITY

Annual Leave


Approval of annual leave

Chief Office (Accountable
Officer)

Section Heads / Chief Officer
(Accountable Officer) / Chief Finance
Officer



Annual leave - approval of carry forward (up to
maximum of 5 days (or more in exceptional
circumstances)

Chief Officer (Accountable
Officer)

Section Heads / Chief Officer
(Accountable Officer) / Chief Finance
Officer

Special Leave


Compassionate leave

Chief Officer (Accountable
Officer)

Section Heads / Chief Officer
(Accountable Officer) Chief Finance
Officer



Special leave arrangements for
domestic/personal/family reasons

Chief Officer (Accountable
Officer)

Section Heads / Chief Officer
(Accountable Officer) / Chief Finance
Officer

Chief Officer (Accountable
Officer)

Section Heads / Chief Officer
(Accountable Officer) / Chief Finance
Officer



paternity leave



carers leave



adoption leave

(to be applied in accordance with CCG
Policy)


Special Leave – this includes
Jury Service, Armed Services, School
Governor (to be applied in accordance with
CCG Policy)



Leave without pay

Chief Officer (Accountable
Officer)

Section Heads / Chief Officer
(Accountable Officer) / Chief Finance
Officer



Time off in lieu

Chief Officer (Accountable
Officer)

Section Heads / Chief Officer
(Accountable Officer) / Chief Finance
Officer



Maternity Leave - paid and unpaid

Chief Officer (Accountable
Officer)

Automatic approval with guidance

Sick Leave


Extension of sick leave on pay

Chief Officer (Accountable
Officer)

Section Heads / Chief Officer
(Accountable Officer) / Chief Finance
Officer



Return to work part-time on full pay to assist
recovery

Chief Officer (Accountable
Officer)

Section Heads / Chief Officer
(Accountable Officer) / Chief Finance
Officer

Chief Officer (Accountable
Officer)

Section Heads / Chief Officer
(Accountable Officer) / Chief Finance
Officer

Chief Officer (Accountable
Officer)

Section Heads / Chief Officer
(Accountable Officer) / Chief Finance
Officer

Chief Finance Officer

Chief Finance Officer

Study Leave

i)



Study leave outside the UK



All other study leave (UK)

Removal Expenses, Excess Rent and House
Purchases
All staff above Band 5 (agreed at interview)
Maximum £8,000
Authorisation of payment of removal expenses
incurred by officers taking up new appointments
(providing consideration was promised at

Refer to Table B Delegated Limits
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DELEGATED MATTER

DELEGATED TO

OPERATIONAL
RESPONSIBILITY

interview)
j)

Grievance Procedure
All grievances cases must be dealt with strictly in
accordance with the Grievance Procedure and the
advice of the CCG Human Resources Lead must
be sought when the grievance reaches the level of
Divisional General Managers / Section/Team
Heads

k)

Chief Officer (Accountable
Officer)

As per procedure

Authorised - Car Users


Leased car

Chief Finance Officer

Chief Finance Officer



Regular user allowance

Chief Finance Officer

Chief Finance Officer

l)

Mobile Phone Users / Mobile Devices

Chief Finance Officer

Section Heads / Chief Finance
Officer

m)

Renewal of Fixed Term Contract

Chief Officer (Accountable
Officer)

Section Heads / Chief Finance
Officer

n)

Staff Retirement Policy
Chief Officer (Accountable
Officer)

Chief Finance Officer



Authorisation of return to work in part time
capacity under the flexible retirement scheme.

o)

Redundancy

Chief Officer (Accountable
Officer)

Chief Finance Officer

p)

Ill Health Retirement

Chief Officer (Accountable
Officer)

CCG Human Resources Lead / Chief
Finance Officer

Decision to pursue retirement on the grounds of
ill-health following advice from the Occupational Health
Department.
q)

Disciplinary Procedure (excluding Executive
Directors)

Chief Officer (Accountable
Officer)

To be applied in accordance with the
CCG Disciplinary Procedure

r)

Ensure that all employees are issued with a
Contract of employment in a form approved by the
Governing Body and which complies with
employment legislation.

Chief Officer (Accountable
Officer)

CCG Human Resources Lead

s)

Engagement of staff not on the establishment
Chief Finance Officer

Refer to Table B

nursing

Chief Finance Officer

Section Heads

other

Chief Finance Officer

Section Heads

nursing

Chief Finance Officer

Section Heads

other

Chief Finance Officer

Section Heads

Chief Officer (Accountable
Officer)

Chief Finance Officer

Chief Officer (Accountable
Officer)

Chief Finance Officer / Section
Heads



Management Consultants



Booking of bank staff:



30.

Booking of agency staff:

Quotation, Tendering & Contract Procedures
a)

Services:
 Best value for money is demonstrated for all
services provided under contract or in-house


b)

Nominate officers to oversee and manage the
contract on behalf of the CCG.

Competitive Tenders:


Authorisation Limits

Chief Officer (Accountable
Officer)

Refer To Table B Delegated Limits



Maintain a register to show each set of
competitive tender invitations despatched.

Chief Officer (Accountable
Officer)

Chief Finance Officer



Receipt and custody of tenders prior to
opening

Chief Officer (Accountable
Officer)

Chief Finance Officer



Opening Tenders

Chief Officer (Accountable
Officer)

Two officers from the approved list as
authorised by the Governing Body
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DELEGATED MATTER

OPERATIONAL
RESPONSIBILITY



Decide if late tenders should be considered

Chief Officer (Accountable
Officer)

Chief Finance Officer



Ensure that appropriate checks are carried out
as to the technical and financial capability of
the firms invited to tender or quote.

Chief Officer (Accountable
Officer)

Chief Finance Officer

Chief Officer (Accountable
Officer)

Refer To Table B Delegated Limits

c)

Quotations

d)

Waiving the requirement to request

31.

DELEGATED TO



tenders - subject to SOs (reporting to the
Board)

Chief Officer (Accountable
Officer)

Refer To Table B Delegated Limits



quotes - subject to SOs

Chief Officer (Accountable
Officer) or Director of Finance

Chief Finance Officer

Full Trust Board

Chief Finance Officer / Refer to
Appendix on Delegated Limits

Healthcare Contracts

Payments to Healthcare Providers where supported by a
CCG Governing Body Approved Service Agreement or part
of CCG Governing Body approved expenditure programmes
as per the Annual Financial Plan
a)
32.

all budgets
Records

a)

Review NHS Eastern Cheshire Clinical
Commissioning Group’s compliance with the
Records Management Code of Practice

Chief Officer (Accountable
Officer)

Section Heads

b)

Ensuring the form and adequacy of the financial
records of all departments

Chief Finance Officer

Finance Manager

33.

Reporting of Incidents to the Police
a)

Where a criminal offence is suspected
 criminal offence of a violent nature
 arson or theft
 other

Chief Officer (Accountable
Officer)

Chief Finance Officer

b)

Where a fraud is involved (reporting to the
Directorate of Counter Fraud Services)

Chief Finance Officer

Chief Internal Auditor / Local Counter
Fraud Specialist

c)

Deciding at what stage to involve the police in
cases of misappropriation and other irregularities
not involving fraud or corruption.

Chief Finance Officer

34.

Risk Management

35.



Ensuring the CCG has a Risk Management
Strategy and a programme of risk management

Chief Officer (Accountable
Officer)

Head of Corporate Services



Developing systems for the management of
risk.

Chief Officer (Accountable
Officer)

Head of Corporate Services



Developing incident and accident reporting
systems

Chief Officer (Accountable
Officer)

Head of Corporate Services



Compliance with the reporting of incidents and
accidents

Chief Officer (Accountable
Officer)

All staff

Seal
a)

The keeping of a register of seal and safekeeping
of the seal

Chief Officer (Accountable
Officer)

Head of Corporate Services

b)

Attestation of seal in accordance with Standing
Orders

Chair /Chief Officer
(Accountable Officer) / Chief
Finance Officer

Chief Finance Officer

c)

Property transactions and any other legal
requirement for the use of the seal.

Chair/Chief Officer
(Accountable Officer) / Chief
Finance Officer

Chief Finance Officer
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DELEGATED MATTER
36.

DELEGATED TO

OPERATIONAL
RESPONSIBILITY

Security Management
Monitor and ensure compliance with Directions
issued by the Secretary of State for Health on
NHS security management including appointment
of the Local Security Management Specialist.

37.

Chief Officer (Accountable
Officer)

Chief Finance Officer / Local
Security Management Specialist

Setting of Fees and Charges (Income)
a)

Private Patient, Overseas Visitors, Income
Generation and other patient related services.

Chief Finance Officer

Finance Manager

b)

Non patient care income

Chief Finance Officer

Finance Manager

c)

Informing the Director of Finance of monies due to
the CCG

Chief Finance Officer

All Staff

d)

Recovery of debt

Chief Finance Officer

Finance Manager

e)

Security of cash and other negotiable instruments

Chief Finance Officer

Finance Manager

38.

Stores and Receipt of Goods
a)

Responsibility for systems of control over stores
and receipt of goods, issues and returns

Chief Finance Officer

Section Heads

b)

Stocktaking arrangements

Chief Finance Officer

Finance Manager
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Table B – Delegated Financial Limits
All thresholds are inclusive of VAT irrespective of recovery arrangements. Details of procurement thresholds from 1 January
2008 are provided (net of VAT).
If the Chief Officer (Accountable Officer) is absent powers delegated to them may be exercised by the nominated officer(s) acting in
their absence after taking appropriate financial advice, two directors will be required to ratify any decisions within the Chief Officer
(Accountable Officer’s) thresholds.
Ref Description

Governing Body
A

Chief Officer

Chief Finance
Officer

Other CCG Officers
as specified by
authorised
Executive Directors
signatory list

Gifts & Hospitality

B

C
C1
C2
C3

D
D1
D2

Corporate Programmes and Governance Manager to maintain a register of declared
gifts and hospitality received: Declaration required if:
Losses & Special Payments
Chief Finance Officer to maintain a register of losses and special payments as defined
by HM Treasury Publication - Managing Public Money, all to be reported to the
Governance and Audit Committee. Approval required:
Petty Cash Float
Authorisation to set up float
Replenish float
Issue petty cash
REQUISITION GOODS AND SERVICES : NON HEALTHCARE (where not already
included within budget agreed by Governing body and following compliance with
specific approval thresholds required by NHS England or in Public Contract
Regulations)
Decision to appoint Agency Staff/Management consultants (based on total expected
cost)
Services including IT, maintenance and support services where not already included
within agreed budgets

Gifts from suppliers: can be received up to £6.00 and all offers of gifts from suppliers are required to be
declared. Gifts from other sources (eg Patients, carers etc): Gifts of up to £50 or totalling £50 in aggregate if
repetitive in nature may be accepted and not declared. Gifts over £50 should not be accepted individually but may
be accepted for the CCG. Meals or hospitality with a value up to £25 can be accepted and not declared. Meals
or hospitality between £25 and £75 can be accepted and need to be declared. Meals or Hosptality over £75
should not be accepted. Further guidance is in Gift and Hospitality Guidance.

D3 Recharges from other public sector bodies (not included within agreed annual budgets)
D4 Approval for all other requisitions/contracts
RELOCATION/REMOVAL EXPENSES
E
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Over £250,000

£5,001 to £250,000

Up to £5,000
Up to £100

Up to maximum float
£50 per transaction - approved by manager per authorised signatory list

Over £250,000

Up to £250,000

Up to £250,000

Up to £20,000

Over £250,000

Up to £250,000

Up to £250,000

Up to £20,000

Over £250,000
Over £250,000
Over £8,000

Up to £250,000
Up to £250,000
Up to £8,000

Up to £250,000
Up to £250,000
Up to £8,000

Up to £20,000
Up to £20,000
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Ref Description

Governing Body
F

Approval of Healthcare Investment Business Cases

F1

Proposed expenditure in business case included in Annual Commissioning Plan &
Budget

Proposed expenditure in business case not included in Annual Commissioning Plan &
Budget
HEALTHCARE CONTRACTS
Signing of Healthcare Contracts
G1 (Annual Contract Value)
F2
G

H

APPROVAL OF ADHOC HEALTHCARE PAYMENTS

H1 Non contract activity

H2 Complex care placements and CHC Placements

I

QUOTATIONS AND TENDERS

I1

Threshold for schedule 1 services
Threshold for Schedule 3 services (Light Touch Regime services including most
health and social care services)

I2
I3

3 written quotations required

I4

No requirement to obtain quotes
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Chief Finance
Officer

Up to value included Up to value included Up to value included
in Annual budget/plan in Annual budget/plan in annual budget/plan

Over £250,000

G2 Approval of Healthcare Contract Payments
G3 Procurement decisions whether to put service out to tender

Chief Officer

Other CCG Officers
as specified by
authorised
Executive Directors
signatory list

Over £250,000

Up to £250,000

Up to £100,000

Up to £20,000

Unlimited within
budget

Up to £150,000,000

Up to £20,000,000

Unlimited within
budget

Unlimited within
budget

Up to £10,000,000

Up to £250,000

Up to £250,000

Up to £20,000

Up to £10,000 or
amount agreed in
delegated budget if
higher

As per SBS Approval
limits signed by Chief
Finance Officer

Significant adverse variances against budget to be reported
to Board by Chief Finance Officer
As per SBS Approval As per SBS Approval
limits signed by Chief limits signed by Chief
Up to £1,000,000
Up to £1,000,000
Finance Officer
Finance Officer
Up to £52,000 aAs
per SBS Approval
£52,000 to £250,000
limits signed by Chief
Up to £1,000,000
Up to £1,000,000
Finance Officer
Thresholds are the value of the contract over the lifetime of the contract. Please also refer
to Tendering and Procurement procedure in Sec 13 of Prime Financial Policies
£106,047 in 2017, or amount as updated by Public Contract Regulations
£589,147 in 2017, or amount as updated by Public Contract Regulations
Goods and services exceeding £10,000 up to the procurement tender
thresholds as specified in the Public Contract Regulations for
Goods and Services as set out above
Up to £10,000
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Ref Description

Governing Body
J
J1

J2

K

BUDGET CHANGES AND VIREMENT
Budget Changes:
These arise from increases or reductions in Revenue Resource limits (increases or
reductions in Spending Allocations)
Virement:
These arise from changes in spending priorities, approval of business cases
implementation n of QIPP schemes etc.
Purchasing Cards
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Chief Officer

Chief Finance
Officer

Other CCG Officers
as specified by
authorised
Executive Directors
signatory list

Budget changes arising from increases or decreases in Spending allocations are subject to
Chief Finance Officer Approval. These are all reported to the Governing Body

All budget virements are subject to Chief Finance Officer Approval
All amounts as per values on signatory list authorised by
Chief Finance Officer
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INTRODUCTION
The 2006 Act (as amended by the 2012 Act) provides the group with powers to delegate the group’s functions and those of the
Governing Body to certain bodies (such as committees) and certain persons. The CCG Scheme of reservation and delegation
(SORD) sets out those decisions that are reserved for the CCG membership as a whole and those decisions that are the
responsibilities of the group’s Governing Body, the Governing Body’s committees and sub-committees, the group’s committees and
sub-committees, individual members and employees. The group may revoke or alter a delegation at any time. The group remains
accountable for all of its functions, including those that it has delegated.
The SORD , together with the groups standing orders and the group’s prime financial policies provide a procedural framework
within which the group discharges its business.
The SORD, standing orders, and prime financial policies have effect as if incorporated into the group’s constitution. Group
members, employees, members of the Governing Body, members of the Governing Body’s committees and sub-committees,
members of the group’s committees and sub-committees and persons working on behalf of the group will be made aware of the
existence of these documents and, where necessary, be familiar with their detailed provisions. Failure to comply with the standing
orders, SORD and prime financial policies may be regarded as a disciplinary matter that could result in dismissal.
The CCGs Accountable Officer has responsibility for the operational management of the CCG.
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SCHEME OF DELEGATION DERIVED FROM THE FUNCTIONS AND GENERAL DUTIES
DECISIONS RESERVED TO THE MEMBERSHIP
GROUP
MEMBERSHIP

DECISIONS RESERVED TO THE MEMBERSHIP

MEMBERS

General Enabling Provision
The Membership may determine the arrangements by which members of the group approve those decisions that are reserved for
the membership.

MEMBERS

Consider and approve applications to NHS England on any matters relating to the group’s constitution

CHAIR

Exercise on behalf of the membership those functions of the group which have been retained as reserved by the members of the
group.

DECISION RESERVED TO THE GOVERNING BODY
THE GOVERNING
BODY
THE GOVERNING BODY

DECISIONS RESERVED TO THE GOVERNING BODY

THE GOVERNING BODY

Regulations and Control
1. Approve Standing Orders (SOs), a schedule of matters reserved to the Governing Body and Standing Financial Instructions
for the regulation of its proceedings and business.
2. Suspend Standing Orders.
3. Vary or amend the Standing Orders.
4. Approve the CCG overarching Scheme of Reservation and Delegation
5. Approve any recommendations of the Governing Body and CCG Committees and sub-committees, or individuals, regarding
changes to the CCG scheme of reservation and delegation
6. Approve a scheme of delegation of powers from the Governing Body to committees.
7. Require and receive the declaration of Governing Body members’ interests which may conflict with those of the Clinical
Commissioning Group (CCG) and, taking account of any waiver which the Secretary of State for Health may have made in
any case, determining the extent to which that member may remain involved with the matter under consideration.

General Enabling Provision
The Governing Body may determine any matter, for which it has delegated or statutory authority, it wishes in full session within its
statutory powers.
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THE GOVERNING
BODY

DECISIONS RESERVED TO THE GOVERNING BODY
8. Require and receive the declaration of officers’ interests that may conflict with those of the CCG.
9. Approve arrangements for dealing with complaints.
10. Adopt the organisational structures, processes and procedures to facilitate the discharge of business by the CCG and to
agree modifications thereto.
11. Receive reports from committees including those that the CCG is required by the Secretary of State or other regulation to
establish and to action appropriately.
12. Confirm the recommendations of the CCG’s committees where the committees do not have executive powers.
13. Establish terms of reference and reporting arrangements of all committees that are established by the Governing Body.
14. Authorise use of the seal.
15. Discipline members of the Governing Body or employees who are in breach of statutory requirements or SOs.
16. Approve any urgent decisions taken by the Chair of the CCG and Chief Officer (Accountable Officer) for ratification by the
CCG in a public session.

THE GOVERNING BODY

Appointments / Dismissal
1. Appoint and dismiss members of the Governing Body.
2. Appoint and dismiss committees (and individual members) that are directly accountable to the Governing Body.
3. Appoint, appraise, discipline and dismiss officer members.
4. Confirm appointment of members of any committee of the CCG as representatives on outside bodies.

THE GOVERNING BODY

Strategy, Plans and Budgets
1. Define the strategic aims and objectives of the CCG.
2. Identify the key strategic risks, evaluate them and ensure adequate responses are in place and are monitored.
3. Approve plans in respect of the application of available financial resources.
4. Approve proposals for ensuring quality and developing clinical governance in services provided by the CCG or its constituent
practices, having regard to any guidance issued by the Secretary of State.
5. Approve the CCG annual commissioning strategy or plan.
6. Approve the CCG’s policies and procedures for the management of risk.
7. Approve Outline and Final Business Cases for Capital Investment if this represents a variation from the Plan.
8. Approve annual financial plan, including budgets delegated to other CCG Committees and/or Sub-Committees of the
Governing Body
9. Approve annually CCG’s proposed organisational development proposals.
10. Ratify proposals for acquisition, disposal or change of use of land and/or buildings.
11. Approve the opening of bank accounts.
12. Approve individual contracts of a capital or revenue nature above the limits of delegation to the Chief Officer (Accountable
Officer) and Chief Finance Officer
13. Approve in individual cases for the write off of losses or making of special payments above the limits of delegation to the Chief
Officer (Accountable Officer) and Chief Finance Officer (for losses and special payments) previously approved by the
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THE GOVERNING
BODY

DECISIONS RESERVED TO THE GOVERNING BODY
Governing Body.
14. Approve proposals for action on litigation against or on behalf of the CCG.

THE GOVERNING BODY

THE GOVERNING BODY
THE GOVERNING BODY

Audit
1. Receive the annual management letter received from the External Auditor and agreement of proposed action, taking account
of the advice, where appropriate, of the Governance & Audit Committee.
2. Receive an annual report from the Internal Auditor and agree action on recommendations where appropriate of the
Governance & Audit Committee.
Annual Reports and Accounts
1. Receipt and approval of the CCG's Annual Report and Annual Accounts.
Monitoring
1. Receipt of such reports as the Governing Body sees fit from the Officers and committees in respect of its exercise of powers
delegated.

DECISIONS/DUTIES DELEGATED BY THE GOVERNING BODY TO COMMITTEES
COMMITTEE
GOVERNANCE & AUDIT
COMMITTEE

DECISIONS/DUTIES DELEGATED BY THE GOVERNING BODY TO COMMITTEES
The duties of the GAC will be driven by the priorities, strategic aims and objectives identified by ECCCG’s Governing Body. The
Governing Body may call upon the GAC to undertake investigations on its behalf relating to governance and audit issues.
Its key duties will broadly include the following:

Internal Audit. The GAC shall ensure that there is an effective internal audit function that meets mandatory NHS Internal Audit
Standards and provides appropriate independent assurance to the GAC, Accountable Officer and CCG.

External Audit. The GAC shall review the work and findings of the external auditors and consider the implications and
management responses to their work.

Non-Audit Services. The GAC will make recommendations to the Governing Body on the acceptance or rejection of the
supply of non-audit services by the statutory auditor, taking into account any relevant ethical or professional guidance on the
matter

Auditor Panel. The GAC shall perform the role of the Auditor Panel for the CCG, so as to meet the Regulations that have
been laid under the Local Audit and Accountability Act 2014. The GAC will provide a separate annual report to the Governing
Body of the panel’s activities and decisions.

Counter Fraud. The GAC shall satisfy itself that ECCCG has adequate arrangements in place for Counter Fraud and shall
review the outcomes of counter fraud work. It shall also approve the counter fraud work programme.

Management. The GAC shall request and review reports and positive assurances from directors and managers for
clinical/non clinical arrangements for governance, risk management and internal control. The GAC may also request specific
reports from individual functions within the clinical commissioning group as they may be appropriate to the overall
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COMMITTEE

DECISIONS/DUTIES DELEGATED BY THE GOVERNING BODY TO COMMITTEES
arrangements.

Policies. The GAC shall satisfy itself that key ECCCG policies are in place and that they are reviewed and updated as per the
policy schedule and recommended practice.The GAC shall have the delegated authority to commission, review and authorise
policies that are linked to its key duties and where specifically delegated by the Governing Body.

Financial Reporting. The GAC shall monitor the integrity of the financial statements of ECCCG and any formal
announcements relating to ECCCG’s financial performance. The GAC shall provide assurance that the systems and
processes for preparing internal financial statements to the Governing Body, including those of budgetary control are
robust and follow appropriate legislation.

Approval of Annual Accounts. The GAC shall be able to approve the annual report and accounts if directed by the
Governing Body due to timng issues associated with Governing Body meetings and the submission of the Annual Accounts &
Report.

REMUNERATION AND
TERMS OF SERVICE
COMMITTEE

The purpose/role of the Committee will be to:

make decisions on behalf of the Governing Body on the remuneration, fees and other allowances for employees and for
people working on behalf of or providing services to the group. This includes:
 all aspects of salary (including any performance-related elements/ bonuses) not covered by that with Agenda For Change
 provisions for other benefits, including pensions and cars, and
 arrangements for termination of employment and other contractual arrangements.

have the responsibility of reviewing and monitoring those risks within the Governing Body Assurance Framework appropriate
to the remit of the Committee, ensuring that any identified risks allocated to the Committee are actioned appropriately and
that assurances are sought. It will also be responsible for providing assurance to the Governing Body that all corporate duties
in relation to this agenda are compliant and in line with corporate aims and objectives.
In order to fulfil its role effectively, the Committee will:

review and approve the application of national guidance related to remuneration and conditions of service for the CCG
workforce under Agenda for Change (AfC) and non-AfC terms and conditions (T&C’s)

to ratify any amendments or variations to the CCG Governing Body recruitment and appointment policy

to ratify the appointment process for any CCG employees onto the Governing Body, including job description, remuneration
and T&Cs, where not covered in the CCG Constitution

ratifymanagement policies including personnel policies incorporating the arrangements for the appointment, removal and
remuneration of staff.

determine allowances under any pension scheme the CCG might establish as an alternative to the NHS pension scheme

review and consider evidence collected regarding the performance of the Accountable Officer and other senior team
members on VSM or other non AfC Contracts when determining annual salary awards

approve the severance or compensation payments of the GP Chair, Accountable Officer, Chief Finance Officer and of other
senior staff on VSM or other non AfC Contracts

have the responsibility of reviewing and monitoring those risks within the Governing Body Assurance Framework appropriate
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COMMITTEE

CLINICAL QUALITY &
PERFORMANCE
COMMITTEE

DECISIONS/DUTIES DELEGATED BY THE GOVERNING BODY TO COMMITTEES
to the remit of Committee, and to ensure that any identified risks allocated to the Committee are actioned appropriately and
that assurances are sought.

receive for information the minutes of the CCG Workforce Committee
The Committee will oversee all activity related to clinical quality, effectiveness, patient safety and experience. The committee will
support a culture within the CCG that gives patient safety and quality the highest priority. It will seek evidence of continuous
quality improvement from all providers and commissioned grants
The Committee will:
 Promote quality throughout the CCG and approve the priorities and objectives contained within the CCGs Quality Improvement
and Operational Plans and monitor progress.
 Act as a coordinating group for all quality and safeguarding issues, providing assurance to the Governing Body that there is
effective scrutiny relating to quality and safeguarding that affect patient experience and safety
 Promote innovation
 Monitor and report on quality in the health economy, through reviewing performance and quality evidence from all directly
commissioned services and those where the CCG has a statutory responsibility. This will include information from:

Patient Experience sources;

Patient Safety Incidents or Serious Untoward Incidents;

Complaints, PALs and Professional Concerns Trends;

Mortality and Morbidity Data;

Relevant dashboards eg Community, Aristotle returns

Progress against CQUIN;

Progress against Quality Premium;

Key National Targets – NHS Constitution;

Adult and Children’s Safeguarding;

Progress against delivery of the CCG Quality work programme;

Quality Assurance processes and outcomes;

Monitor IAF and six clinical priorities progress;

Other areas as highlighted by NHSE; NHSI; patients, public and Governing Body.
 Provide assurance that patient safety, quality outcomes and benefits are being realised and recommend action if
compromised.
 Review national and regional reports relating to matters of clinical quality, patient safety and experience, approve local action
plans from CQC thematic reviews and Serious Case Reviews (SCR) and monitor implementation on behalf of the Governing
Body.
 Monitor all mitigating actions pertaining to risks held by the committee and make recommendations with regard to scoring to
the Governing Body, escalating new risks where necessary
 Delegate action, as appropriate, to the CCG internal Quality and Performance operational group (QuAG) and hold this group to
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COMMITTEE
PRIMARY (GENERAL
MEDICAL) CARE
COMMISSIONING
COMMITTEE

DECISIONS/DUTIES DELEGATED BY THE GOVERNING BODY TO COMMITTEES
account where appropriate.
The Committee functions as a corporate decision making body as delegated to it by the Governing Body, and by NHS England (as
set out in Schedule 2 in accordance with section 13Z of the NHS Act)
The role of the Committee shall be to carry out the functions relating to the commissioning, procurement and management of
primary general medical services under section 83 of the NHS Act except those relating to the Reserved Functions of NHS
England. This includes but not limited to the following activities:
 GMS, PMS and APMS contracts. This includes decisions on the design of PMS and APMS contracts, monitoring of contracts,
taking contractual action such as issuing branch/remedial notices, and removing a contract
 decisions on newly designed enhanced services (“Local Enhanced Services” and “Directed Enhanced Services”)
 decisions on design of local incentive schemes as an alternative to the Quality Outcomes Framework (QOF)
 decisions about commissioning urgent care (including home visits as required) for out of area registered patients
 commissioning of primary care services delivered by non-GMS / PMS / APMS contracts
 decision making responsibility on whether to establish new GP practices (including branch surgeries) and closure of GP
Practices in an area
 approving practice mergers
 decisions in relation to the management of poorly performing GP Practices and including, without limitation, decisions and
liaison with the CQC where the CQC has reported non-compliance with standards (but excluding any decisions in relation to
the performers list)
 making decisions on ‘discretionary’ payment (e.g., returner/retainer schemes)
 manage the delegated budget for primary general medical care commissioning in Eastern Cheshire, which can include other
budgets the CCG Governing Body determines as appropriate
 working collectively on Primary Care Education and Training
 overseeing the undertaking of needs assessment when and where appropriate
 deciding on whether to pool budgets with other commissioners of Primary Care
 consider, decide and ensure that the commissioning of primary general medical care is done within agreed available resources
 premises costs directions functions
 co-ordinate a common approach to the commissioning of primary general medical care services generally across Eastern
Cheshire
 decisions on investment in Primary Care IT
 instruct and delegate actions to and receive reports from the CCG Primary (General Medical) Care Commissioning
Operational Group (PCCOG)
 receive minutes of meetings, reports and updates on the monitoring of primary care quality from the CCG Clinical Quality and
Performance Committee
 such ancillary activities as are necessary in order to exercise the delegated functions.
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COMMITTEE
JOINT COMMISSIONING
COMMITTEE OF THE
CHESHIRE CCGS

DECISIONS/DUTIES DELEGATED BY THE GOVERNING BODY TO COMMITTEES
The Committee is a Joint Commissioning Committee of NHS Eastern Cheshire CCG, NHS South Cheshire CCG, NHS Vale Royal
CCG and NHS West Cheshire CCG. It has been set up to manage, to the extent permitted under s.14Z3 NHS Act 2006 (as
amended), the activities of the four CCGs as within its delegated responsibilities.
The Committee will be responsible for exercising the following functions:
 delegated decision making authority for recommendations made by NHS Cheshire and Merseyside (STP) leadership board for
adoption across Cheshire, as outlined within the Level One decision making section of the Committees Annual Workplan
 in respect of certain work areas, as outlined within the Level Two decision making section of the Committees Annual
Workplan, receiving the recommendations made by the NHS Cheshire & Merseyside (STP) leadership board for adoption
across Cheshire, considering those recommendations and submitting recommendations to relevant decision making body(s).
 strategic oversight and development of a workplan for the establishment of unified commissioning across Cheshire, providing
recommendations for adoption to CCG Governing Bodies and endorsement by Health and Wellbeing Boards, as outlined
within the Level Two decision making section of the Committees Annual Workplan.
 delegated decision making authority on commissioning services at scale, as outlined within the Level One decision making
section of the Committees Annual Workplan

DECISIONS/DUTIES DELEGATED TO THE CHIEF OFFICER (ACCOUNTABLE OFFICER)
DELEGATED TO

DUTIES DELEGATED

CHIEF OFFICER
(ACCOUNTABLE
OFFICER)

Meet the public sector equality duty by:
 Publishing, at least annually, information to demonstrate compliance
 Using the Equality Delivery Toolkit
 Preparing and publishing specific and measureable equality objectives and revising these every 4 years

CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)

Working in partnership with the local Authority to develop Joint Strategic Needs Assessment (JSNA) and Joint Health & Wellbeing
Strategies
Publish an explanation of how the group spent any payment in respect of quality made to it by NHS England
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SCHEME OF DELEGATION DERIVED FROM THE CHIEF OFFICER (ACCOUNTABLE
OFFICER) MEMORANDUM
DELEGATED TO
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF OFFICER
(ACCOUNTABLE
OFFICER) AND CHIEF
FINANCE OFFICER
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)

DUTIES DELEGATED
Accountable through ‘NHS Chief Officer (Accountable Officer) Memorandum’ to Parliament for stewardship of CCG resources.

Ensure the accounts of the CCG are prepared under principles and in a format directed by the Secretary of State. Accounts must
disclose a true and fair view of the CCG’s income and expenditure and its state of affairs.
Sign the accounts on behalf of the Governing Body.
Sign a statement in the accounts outlining responsibilities as the Chief Officer (Accountable Officer).
Sign a statement in the accounts outlining responsibilities in respect of Internal Control.
Ensure effective management systems that safeguard public funds and assist CCG Chair to implement requirements of integrated
governance including ensuring managers:
 have a clear view of their objectives and the means to assess achievements in relation to those objectives;
 be assigned well defined responsibilities for making best use of resources;
 have the information, training and access to the expert advice they need to exercise their responsibilities effectively.

CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)

Implement requirements of corporate governance

CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)

Ensuring that expenditure by the CCG complies with Parliamentary requirements

Achieve value for money from the resources available to the CCG and avoid waste and extravagance in the organisation's
activities.
Follow through the implementation of any recommendations affecting good practice as set out in reports from such bodies as the
Audit Commission and the National Audit Office (NAO).
Use to best effect the funds available for commissioning healthcare to meet the needs of the local population.

The Codes of Conduct and Accountability incorporated in the Corporate Governance Framework issued to NHS Governing Body
by the Secretary of State are fundamental in exercising their responsibilities for regularity and probity. As a Governing Body
member they have explicitly subscribed to the Codes; and should promote observance by all staff.
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DELEGATED TO
CHIEF OFFICER
(ACCOUNTABLE
OFFICER) AND CHIEF
FINANCE OFFICER
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)

DUTIES DELEGATED
Chief Officer (Accountable Officer), supported by Chief Finance Officer, to ensure appropriate advice is given to the Governing
Body and Executive Committee on all matters of probity, regularity, prudent and economical administration, efficiency and
effectiveness.

CHIEF OFFICER
(ACCOUNTABLE
OFFICER)

If the Governing Body or any Committee is contemplating a course of action that raises an issue not of formal propriety or regularity
but affects the Chief Officer’s (Accountable Officer’s) responsibility for value for money, the Chief Officer (Accountable Officer)
should draw the relevant factors to the attention of the Governing Body. If the outcome is that you are overruled it is normally
sufficient to ensure that your advice and the overruling of it are clearly apparent from the papers. Exceptionally, the Chief Officer
(Accountable Officer) should inform the National England and Department of Health.

CHIEF FINANCE OFFICER

If Chief Officer (Accountable Officer) considers the Governing Body, Chair or any Committee is doing something that might infringe
probity or regularity; he/she should set this out in writing to the Chair and the Governing Body. If the matter is unresolved, he/she
should ask the Governance & Audit Committee to inquire and if necessary the National England and Department of Health.

Operational responsibility for effective and sound financial management and information.

SCHEME OF DELEGATION
ACCOUNTABILITY

DERIVED

FROM

THE

CODES

OF

CONDUCT

AND

DELEGATED TO
GOVERNING BODY

AUTHORITIES/DUTIES DELEGATED
Approve procedure for declaration of hospitality and sponsorship

GOVERNING BODY

Ensure proper and widely publicised procedures for voicing complaints, concerns about maladministration, breaches of Code of
Conduct, and other ethical concerns.

GOVERNING BODY

Governing Body members share corporate responsibility for all decisions of the Governing Body.

GOVERNING BODY

It is the Governing Body’s duty to:
1. act within statutory financial and other constraints;
2. establish the Committees;
3. be clear what decisions and information are appropriate to the Governing Body and draw up Standing Orders, a Schedule of
Decisions Reserved to the Governing Body or its sub-committees, or CCG Committees and CCG individuals, and Standing
Financial Instructions to reflect these;
4. ensure that management arrangements are in place to enable responsibility to be clearly delegated to the Chief Officer
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DELEGATED TO

CHAIR

CHIEF OFFICER
(ACCOUNTABLE
OFFICER)

CHIEF FINANCE OFFICER

AUTHORITIES/DUTIES DELEGATED
(Accountable Officer) and Chief Finance Officer for the main programs of action and for performance against programs to be
monitored and the Chief Officer (Accountable Officer) and Chief Finance Officer held to account;
5. establish performance and quality measures that maintain the effective use of resources and provide value for money;
6. specify its requirements in organising and presenting financial and other information succinctly and efficiently to ensure the
Governing Body can fully undertake its responsibilities;
7. establish Audit and Remuneration Committees and any other committees, as appropriate on the basis of formally agreed
terms of reference which set out the membership of the committee, the limit to their powers, and the arrangements for
reporting back to the main Governing Body.
8. comply with legislation and guidance issued by the Department of Health on behalf of the Secretary of State, respect
agreements entered into by themselves or on their behalf and establish terms and conditions of service that are fair to the
staff and represent good value for taxpayers' money.
9. declare any of conflict of interests.
It is the Chair's role to:
1. provide leadership to the Governing Body;
2. enable all Governing Body members to make a full contribution to the Governing Body's affairs and ensure that the
Governing Body acts as a team;
3. ensure that key and appropriate issues are discussed by the Governing Body in a timely manner;
4. ensure the Governing Body has adequate support and is provided efficiently with all the necessary data on which to base
informed decisions;
5. lead, through a formally-appointed Remuneration Committee of the main Governing Body, on the appointment, appraisal
and remuneration of the Chief Officer (Accountable Officer) and (with the latter) other Governing Body members;
6. be the lead for all Governing Body appointments
7. appoint a Lay Governing Body member or members to the role and function of Lay member Deputy Chair of the Governing
Body
8. lead on the appointment of lay Governing Body members to the CCGs Governing Body sub-committees, CCG Committees
and sub-committees.
9. Appoint an Assistant Clinical Chair of the CCG and Governing Body
The Chief Officer (Accountable Officer) is accountable to the Chair and members of the Governing Body for ensuring that its
decisions are implemented, that the organisation works effectively, in accordance with Government policy and public service
values and for the maintenance of proper financial stewardship.
The Chief Officer (Accountable Officer) should be allowed full scope, within clearly defined delegated powers, for action in
fulfilling the decisions of the Governing Body.
The other duties of the Chief Officer (Accountable Officer) as Chief Officer (Accountable Officer) are laid out in the Chief Officer
(Accountable Officer) Memorandum.
Responsible for:
a) Implementing the CCG’s financial policies and co-coordinating corrective action;
b) Maintaining an effective system of financial control including ensuring detailed financial procedures and systems are prepared
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DELEGATED TO

AUTHORITIES/DUTIES DELEGATED
and documented;
c) Ensuring that sufficient records are maintained to explain CCG’s transactions and financial position;
d) Providing financial advice to members of Governing Body, staff and Committees;
e) Maintaining such accounts, certificates as are required for the CCG to carry out its statutory duties;
f) The design, implementation and supervision of systems of internal control.
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SCHEME OF DELEGATION FROM STANDING ORDERS
DELEGATED TO
CHAIR
CHAIR
CHAIR
CHAIR
CHAIR
CHAIR
CHAIR
GOVERNING BODY
GOVERNING BODY
GOVERNANCE & AUDIT
COMMITTEE
GOVERNING BODY
CHAIR & CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
GOVERNING BODY
GOVERNING BODY
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHAIR OF A MEETING
GOVERNING BODY
ALL MEMBERS OF THE
GOVERNING BODY
CHAIR, CHIEF OFFICER
(ACCOUNTABLE
OFFICER), CHIEF
FINANCE OFFICER
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF OFFICER

AUTHORITIES/DUTIES DELEGATED
Final authority in interpretation of Standing Orders.
Appoint a Lay Governing Body member or members to the role and function of Lay member Deputy Chair of the Governing Body
Appoint an Assistant Clinical Chair of the CCG and Governing Body
Calling meetings.
Chair all Governing Body meetings and associated responsibilities.
Give final ruling in questions of order, relevancy and regularity of meetings.
Having a second or casting vote.
Suspension of Standing Orders.
Variation or amendment of Standing Orders
Governance & Audit Committee to review every decision to suspend Standing Orders (power to suspend Standing Orders is
reserved to the Governing Body).
The Governing Body shall approve the appointments to each of the committees which it has formally constituted
The powers which the Governing Body has retained to itself within these Standing Orders may in emergency be exercised by the
Chair and Chief Officer (Accountable Officer) after having consulted at least two other members
Formal delegation of powers to committees, sub-committees or joint committees and approval of their constitution and terms of
reference
Declare relevant and material interests.
Disclosure of non-compliance with Standing Orders to the Chair/Chief Officer (Accountable Officer) as soon as possible.
Maintain Register(s) of Interests.
Make a declaration on a declared interest.
Comply with national guidance contained in HSG 1993/5 “Standards of Business Conduct for NHS Staff” and the Code of Conduct.
Disclosure of relationship between self and candidate for staff appointment.
Use of Seal and authorisation of documents

Keep seal in safe place and maintain a register of sealing.
Shall publish and maintain a Freedom of Information Scheme.
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DELEGATED TO
(ACCOUNTABLE
OFFICER)
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)

AUTHORITIES/DUTIES DELEGATED
Regularly report to the Governing Body on the nature and frequency of requests
Shall publish and maintain a Complaints process which is consistent with guidance from the National England and approve
individual responses to complaints on behalf of the Governing Body
Regularly report to the Governing Body on the nature and frequency of complaints
Ensure the appointment of suitably qualified members of the Governing Body to act as the Senior Information Risk Officer, Caldicott
Guardian and Conflicts of Interest Guardian
Ensure the appointment of suitably qualified members of the Governing Body to act as the person responsible for duties under the
Mental Health Capacity Act
Ensure the appointment of suitably qualified members of the Governing Body to act as the person responsible for duties in respect
of Safeguarding Children and Adults

SCHEME OF DELEGATION FROM STANDING FINANCIAL INSTRUCTIONS
DELEGATED TO
CHIEF FINANCE
OFFICER
CHIEF FINANCE
OFFICER
ALL MEMBERS OF
GOVERNING BODY
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF OFFICER
(ACCOUNTABLE
OFFICER) & CHIEF
FINANCE OFFICER
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
ALL MEMBERS OF
GOVERNING BODY S

AUTHORITIES/DUTIES DELEGATED
Approval of all financial procedures.
Advice on interpretation or application of Standing Financial Instructions.
Have a duty to disclose any non-compliance with these Standing Financial Instructions to the Chief Finance Officer
Responsible as the Chief Officer (Accountable Officer) to ensure financial targets and obligations are met and have overall
responsibility for the System of Internal Control.
Accountable for financial control but will, as far as possible, delegate their detailed responsibilities.

To ensure all Governing Body members, officers and employees, present and future, are notified of and understand Standing
Financial Instructions.
Responsible for security of the CCG’s property, avoiding loss, exercising economy and efficiency in using resources and conforming
to Standing Orders, Standing Financial Instructions and financial procedures.
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DELEGATED TO
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
GOVERNANCE &
AUDIT COMMITTEE
CHAIR
GOVERNANCE &
AUDIT COMMITTEE
CHAIR
CHIEF FINANCE
OFFICER

AUTHORITIES/DUTIES DELEGATED
Ensure that any contractor or employee of a contractor who is empowered by the CCG to commit the CCG to expenditure or who is
authorised to obtain income is made aware of these instructions and their requirement to comply.
Provide independent and objective view on internal control and probity.
Raise the matter at the Governing Body meeting where Chair of Governance & Audit Committee considers there is evidence of ultra
vires transactions or improper acts.
Ensure an adequate internal audit service, for which he/she is accountable, is provided (and involve the Governance & Audit
Committee in the selection process when/if an internal audit service provider is changed.)
Ensure the annual audit report is prepared for consideration by the Governance & Audit Committee.

CHIEF FINANCE
OFFICER
CHIEF FINANCE
OFFICER

Decide at what stage to involve police in cases of misappropriation and other irregularities.

CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF FINANCE
OFFICER
CHIEF FINANCE
OFFICER
CHIEF FINANCE
OFFICER

Monitor and ensure compliance with Directions issued by the Secretary of State for Health on NHS security management
including appointment of the Local Security Management Specialist.

CHIEF FINANCE
OFFICER
CHIEF OFFICER
(ACCOUNTABLE
OFFICER) & CHIEF
FINANCE OFFICER

Monitor and ensure compliance with SofS Directions on fraud and corruption including the appointment of the Local Counter Fraud
Specialist.

Has overall responsibility for the CCG’s activities and ensuring the CCG stays within its resource limit.
Provide monthly reports to ensure draw down is for approved expenditure and timely and follows best practice in Cash
Management.
Ensure monitoring systems are in place to enable the CCG does not to exceed its financial limits.
Periodically review assumptions, submit a report to the CCG annually showing total allocations received and their proposed
distribution.
Regularly update the CCG on significant changes to the initial allocation and the uses of such funds
Compile and submit to the Governing Body a local delivery plan which takes into account financial targets and forecast limits of
available resources. The plan will contain:
 a statement of the significant assumptions on which the plan is based;
 details of major changes in workload, services delivery or resources required to achieve the plan.
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DELEGATED TO
CHIEF FINANCE
OFFICER

AUTHORITIES/DUTIES DELEGATED
Submit budgets to the Governing Body for approval.
Monitor performance against budget; submit to the Governing Body financial estimates and forecasts.

CHIEF FINANCE
OFFICER
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF FINANCE
OFFICER
CHIEF OFFICER
(ACCOUNTABLE
OFFICER) & CHIEF
FINANCE OFFICER

Ensure adequate training is delivered on an on-going basis to budget holders.

CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF OFFICER
(ACCOUNTABLE
OFFICER) & CHIEF
FINANCE OFFICER
CHIEF FINANCE
OFFICER
CHIEF FINANCE
OFFICER

Identify and implement cost improvements and income generation activities in line with the plan.

Delegate budget to individual budget holders.
Must not exceed the budgetary total or virement limits set by the Governing Body.
Devise and maintain systems of budgetary control.
Ensure that for delegated expenditure to budget holders:
a) no overspend or reduction of income that cannot be met from virement is incurred without prior consent of the Governing Body;
b) approved budget is not used for any other than specified purpose subject to rules of virement;
c) no permanent or temporary employees are appointed unless approved by Chief Officer (Accountable Officer).
d) inform Chief Finance Officer of money due from transactions which they initiate/deal with.

Submit monitoring returns to Regulators & National England.

Preparation of annual accounts and reports.
Managing banking arrangements, including provision of banking services, operation of accounts, preparation of instructions and list
of cheque signatories.

CHIEF FINANCE
OFFICER

Income systems, including system design, prompt banking, review and approval of fees and charges, debt recovery arrangements,
design and control of receipts, provision of adequate facilities and systems for employees whose duties include collecting or holding
cash.

CHIEF FINANCE
OFFICER

Maintain tendering and contracting procedure.

NHS Eastern Cheshire CCG Scheme of Reservation and Delegation v1.3

17

DELEGATED TO
CHIEF FINANCE
OFFICER
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF OFFICER
(ACCOUNTABLE
OFFICER) & CHIEF
FINANCE OFFICER
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
REMUNERATION
COMMITTEE
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)

AUTHORITIES/DUTIES DELEGATED
Waive formal tendering procedures.
Responsible for the receipt, endorsement and safe custody of tenders received.
Where one tender is received will assess for value for money and fair price.

No quotation shall be accepted which will commit expenditure in excess of that which has been allocated by the CCG and which is
not in accordance with these Instructions except with the authorisation of the Chief Officer (Accountable Officer).
The Chief Officer (Accountable Officer) shall nominate an officer who shall oversee and manage each contract on behalf of the CCG.
The Chief Officer (Accountable Officer) shall nominate officers with delegated authority to enter into contracts of employment,
regarding staff, agency staff or temporary staff service contracts.
The Chief Officer (Accountable Officer) shall nominate officers to commission service agreements with providers of healthcare in line
with a commissioning plan approved by the Governing Body.
Ensure that regular reports are provided to the Governing Body detailing actual and forecast expenditure against the Service Level
Agreements.
Ensure secondary services are commissioned in line with the Commissioning Strategy and reach the required standards.
Approve proposals presented by the Chief Officer (Accountable Officer) for setting of remuneration and conditions of service for
those employees and officers not covered by the Remuneration Committee.
Approval of variation to funded establishment structure.
Approval of appointment of staff, including agency staff, appointments and re-grading within approved budget and funded
establishment.
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DELEGATED TO
CHIEF FINANCE
OFFICER

AUTHORITIES/DUTIES DELEGATED
Payroll:
a) specifying timetables for submission of properly authorised time records and other notifications;
b) final determination of pay and allowances;
c) making payments on agreed dates;
d) agreeing method of payment.

CHIEF FINANCE
OFFICER

Ensure that the chosen method for payroll processing is supported by appropriate (contracted) terms and conditions, adequate
internal controls and audit review procedures and that suitable arrangements are made for the collection of payroll deductions and
payment of these to appropriate bodies.

CHIEF OFFICER
(ACCOUNTABLE
OFFICER)

Ensure that all employees are issued with a Contract of Employment in a form approved by the Governing Body and which complies
with employment legislation;
Deal with variations to, or termination of, contracts of employment.

CHIEF FINANCE
OFFICER

Determine, and set out, level of delegation of expenditure to budget managers, including a list of managers authorised to place
requisitions, the maximum level of each requisition and the system for authorisation above that level.

CHIEF FINANCE
OFFICER
CHIEF FINANCE
OFFICER

Set out procedures on the seeking of professional advice regarding the supply of goods and services.

CHIEF FINANCE
OFFICER
CHIEF FINANCE
OFFICER
CHIEF FINANCE
OFFICER
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)

Approve proposed pre-payment arrangements.

a) Advise the Governing Body regarding the setting of thresholds above which quotations (competitive or otherwise) or formal
tenders must be obtained; and, once approved, the thresholds should be incorporated in standing orders and regularly reviewed;
b) Prepare procedural instructions [where not already provided in the Scheme of Delegation or procedure notes for budget holders]
on the obtaining of goods, works and services incorporating the thresholds;
c) Be responsible for the prompt payment of all properly authorised accounts and claims;
d) Be responsible for designing and maintaining a system of verification, recording and payment of all amounts payable;
e) Be responsible for ensuring that payment for goods and services is only made once the goods and services are received.

Lay down procedures for payments to local authorities and voluntary organisations made under the powers of the NHS Act.
Ensure that Governing Body members are aware of the Financial Framework and ensure compliance
Capital investment( where permitted by the National England):
a) ensure that there is adequate appraisal and approval process for determining capital expenditure priorities and the effect that
each has on plans;
b) responsible for the management of capital schemes and for ensuring that they are delivered on time and within cost;
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DELEGATED TO

AUTHORITIES/DUTIES DELEGATED
c) ensure that capital investment is not undertaken without availability of resources to finance all revenue consequences;
d) ensure that a business case is produced for each proposal.

CHIEF FINANCE
OFFICER
CHIEF FINANCE
OFFICER
CHIEF FINANCE
OFFICER
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF FINANCE
OFFICER
ALL MEMBERS OF
GOVERNING BODY

Certify the costs and revenue consequences detailed in any business case for investment.

CHIEF FINANCE
OFFICER

Approve procedures for reconciling balances on fixed assets accounts in ledgers against balances on fixed asset registers.
Responsible for systems of control over stores and receipt of goods.
Security arrangements and custody of keys.
Prepare procedures for recording and accounting for losses, special payments.
Discovery or suspicion of loss of any kind must be reported immediately to Chief Officer (Accountable Officer) or Chief Finance
Officer.
Where a criminal offence is suspected the Chief Finance Officer must inform the police if theft or arson is involved. In cases of fraud
and corruption DoF must inform the relevant Local Counter Fraud Specialist.

CHIEF FINANCE
OFFICER
GOVERNING BODY

Notify Governing Body and External Auditor of losses caused by theft, arson, neglect of duty or gross carelessness (unless trivial).

CHIEF FINANCE
OFFICER
CHIEF FINANCE
OFFICER
CHIEF FINANCE
OFFICER
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
GOVERNING BODY

Maintain losses and special payments register.

GOVERNING BODY

Approval of delegated budget and autonomous decision making powers to other Committees of the CCG and/or sub-committees of
the Governing Body.

Approve write off of losses (within limits delegated by National England).

Responsible for accuracy and security of financial data.
Ensure all staff are made aware of the CCG policy on the acceptance of gifts and other benefits in kind by staff.
Retention of document procedures in accordance with Department of Health guidance.
Approve and monitor risk management programme.
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Delegated Authority
If the Chief Officer (Accountable Officer) is absent, powers delegated to them may be
exercised by the nominated officer(s) acting in their absence after taking appropriate
financial advice. A nominated officer will be required to ratify any decisions within the
Chief Officer (Accountable Officer)’s thresholds.
This Scheme of Delegation is intended to incorporate all budgets, plans, and flexibilities
of NHS Eastern Cheshire Clinical Commissioning Group areas previously agreed by the
Governing Body. Financial limits in this Scheme of Delegation only apply to expenditure
not previously agreed within budgets and plans.”
DELEGATED MATTER
1.

DELEGATED TO

OPERATIONAL
RESPONSIBILITY



Standing Orders /Standing Financial Instructions
a)

Final authority in interpretation of Standing Orders

Chair

Chair

b)

Notifying Directors and employees of their
responsibilities within the Standing Orders and
Standing Financial Instructions and ensuring that
they understand the responsibilities

Chief Officer (Accountable
Officer)

All Line Managers

c)

Responsibility for security of the CCG property,
avoiding loss, exercising economy and efficiency
in using resources and conforming with Standing
Orders, Financial Instructions and Financial
Procedures

Chief Officer (Accountable
Officer)

All Directors and Employees

d)

Suspension of Standing Orders

Governing Body

Governing Body

e)

Review suspension of Standing Orders

Governance & Audit
Committee

Governance & Audit Committee

f)

Variation or amendment to Standing Orders

Governing Body

Governing Body

g)

Emergency powers relating to the authorities
retained by the Governing Body.

Chair and Chief Officer
(Accountable Officer)

Chair and Chief Officer (Accountable
Officer)

h)

Disclosure of non-compliance with Standing
Orders to the Chief Officer (Accountable Officer)
(report to the Governing Body).

All staff

All staff

i)

Disclosure of non-compliance with SFIs to the
Chief Finance Officer (report to the Governance &
Audit Committee)

All staff

All staff

j)

Advice on interpretation or application of SFIs and
this Scheme of Delegation

Chief Finance Officer

Chief Finance Officer / Internal Audit
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Table A - Delegated Matters
DELEGATED MATTER
1.

DELEGATED TO

OPERATIONAL
RESPONSIBILITY

Audit Arrangements
a)

Advise the Board on Internal and External Audit
Services.

Governance & Audit
Committee

Chief Finance Officer

b)

Monitor and review the effectiveness of the internal
audit function.

Governance & Audit
Committee

Chief Finance Officer

c)

Review, appraise and report in accordance with
Government Internal Audit Standards (GIAS) and
best practice.

Governance & Audit
Committee

Head of Internal Audit

d)

Provide an independent and objective view on
internal control and probity.

Governance & Audit
Committee

Internal Audit / External Audit

e)

Ensure cost-effective audit service

Governance & Audit
Committee

Chief Finance Officer

f)

Implement recommendations

Chief Officer (Accountable
Officer)

Relevant Officers

Bank/OPG Accounts/Cash (Excluding Charitable Fund (Funds Held on Trust) Accounts)

2.
a)

Operation:
 Managing banking arrangements and
operation of bank accounts (Governing Body
approves arrangements)

Chief Finance Officer

Finance Manager/ Commissioning
Support Service



Opening bank accounts

The Governing Body

Chief Finance Officer



Authorisation of transfers between NHS
Eastern Cheshire Clinical Commissioning
Group bank accounts

Chief Finance Officer

To be completed in accordance with
bank mandate/internal procedures



Approve and apply arrangements for the
electronic transfer of funds

Chief Finance Officer

To be completed in accordance with
bank mandate/internal procedures



Authorisation of:

Chief Finance Officer

To be completed in accordance with
bank mandate/internal procedures

Chief Finance Officer

Refer To Table B Delegated Limits

b)

OPG schedules
BACS schedules
Automated cheque schedules
Manual cheques

Petty Cash
Capital Investment – subject to CCG
Delegated Limits

3.
a)

Programme:


Ensure that there is adequate appraisal and
approval process for determining capital
expenditure priorities and the effect that each
has on business plans / Service development
Strategy

Chief Officer (Accountable
Officer)

Chief Finance Officer



Preparation of Capital Investment Programme

Chief Officer (Accountable
Officer)

Chief Finance Officer



Preparation of a business case

Chief Officer (Accountable
Officer)

Section Heads



Financial monitoring and reporting on all capital
scheme expenditure including variations to
contract

Chief Finance Officer

Finance Manager



Authorisation of capital requisitions

Chief Officer (Accountable
Officer)

Refer to Table B Delegated Limits



Assessing the requirements for the operation of
the construction industry taxation deduction
scheme.

Chief Finance Officer

Chief Finance Officer



Responsible for the management of capital

Chief Officer (Accountable

Chief Finance Officer
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DELEGATED MATTER

Officer)



Ensure that capital investment is not
undertaken without availability of resources to
finance all revenue consequences.

Chief Officer (Accountable
Officer)

Chief Finance Officer



Issue procedures to support:

Chief Officer (Accountable
Officer)

Chief Finance Officer

capital investment
Staged payments



Issue procedures governing financial
management, including variation to contract, of
capital investment projects and valuation for
accounting purposes.

Chief Finance Officer

Chief Finance Officer



Issuing the capital scheme project manager
with specific authority to commit capital,
proceed / accept tenders in accordance with
the SO’s and SFI’s

Chief Officer (Accountable
Officer)

Chief Finance Officer

Chief Officer (Accountable
Officer)

Chief Finance Officer

Chief Finance Officer

Private Finance:


c)

Demonstrate that the use of private finance
represents best value for money and transfers
risk to the private sector. Proposal to use PFI
must be specifically agreed by the Governing
Body

Leases (property and equipment)


Granting and termination of leases with Annual
rent < £100k

Chief Officer (Accountable
Officer)



Granting and termination of leases of > £100k
should be reported to the Governing Body

Governing Body

Chief Officer (Accountable Officer) /
Chief Finance Officer

Chief Officer (Accountable
Officer)

Quality and Performance Manager /
Medical Directors

Chief Officer (Accountable
Officer)

Directors / Section Heads. Approval
and registration in line with Eastern
Cheshire Standards of Business
Conduct and relevant policy.

4.

Clinical Audit

5.

Commercial Sponsorship


6.

OPERATIONAL
RESPONSIBILITY

schemes and for ensuring that they are
delivered on time and within cost.

-

b)

DELEGATED TO

Agreement to proposal

Commissioning and Service Agreements
a)

Commissioning of Acute and Community Services
from both NHS and non NHS providers, having
regard for quality, cost effectiveness, and CCG
strategic commissioning plans

Chief Officer (Accountable
Officer) / Chair

Chief Finance Officer / Chair / Chief
Officer (Accountable Officer) /
Commissioning Director

b)

Commissioning of Mental Health, Learning
Disability and Continuing / Intermediate care
services from both NHS and non NHS providers,
having regard for quality, cost effectiveness, and
CCG strategic commissioning plans

Chief Officer (Accountable
Officer) / Chair

Chief Finance Officer / Chair / Chief
Officer (Accountable Officer) /
Commissioning Director

c)

Commissioning of Primary Care services from
both NHS and non NHS providers, having regard
for quality, cost effectiveness, and NHS Eastern
Cheshire Clinical Commissioning Group strategic
commissioning plans

Chief Officer (Accountable
Officer)

Chief Finance Officer / Chief Officer
(Accountable Officer) /
Commissioning Director

d)

Negotiation of all other contracts

Chief Officer (Accountable
Officer)

All Executive Directors / Heads of
Service Commissioning Support
Service Lead Officer

e)

Signing of Contracts

Chief Officer (Accountable
Officer)

Refer to Table B Delegated Limits

f)

Quantifying and monitoring of Non Contracted
Activity

Chief Finance Officer

Chief Finance Officer /
Commissioning Support Service

g)

Costing SLA Contract and Non Commercial
Contracts

Chief Finance Officer

Finance Manager / Commissioning
Support Service
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DELEGATED MATTER

DELEGATED TO

OPERATIONAL
RESPONSIBILITY

h)

Ad hoc costing relating to changes in activity,
developments, business cases and bids for funding

Chief Finance Officer

Finance Manager / Commissioning
Support Service

i)

Sound system of financial monitoring to ensure
effective accounting of expenditure under the SLA.
Including suitable audit trail but maintaining patient
confidentiality.

Chief Finance Officer

Finance Manager

7.

Complaints (Patients & Relatives)

(Please Note – Complaints relating to specialised services
are managed by the Lead Commissioning CCG who has
signed to contract with the specialised service provider)
a)

Overall responsibility for ensuring that all
complaints are dealt with effectively

Chief Officer (Accountable
Officer)

Head of Corporate Services /
Complaints, Incidents & Governance
Manager

b)

Responsibility for ensuring complaints are
investigated thoroughly

Chief Officer (Accountable
Officer)

Head of Corporate Services /
Complaints, Incidents & Governance
Manager

c)

Medico - Legal Complaints Coordination of their
management

Chief Officer (Accountable
Officer)

Head of Corporate Services /
Complaints, Incidents & Governance
Manager

Review of the NHS Eastern Cheshire Clinical
Commissioning Group's compliance with the
Caldicott report on protecting patients’
confidentiality in the NHS

Chief Officer (Accountable
Officer)

Head of Corporate Services /
Complaints, Incidents & Governance
Manager

Freedom of Information Act compliance code

Chief Officer (Accountable
Officer)

Head of Corporate Services /
Complaints, Incidents & Governance
Manager

Review of CCG compliance

Chief Officer (Accountable
Officer)

Corporate Programmes and
Governance Manager

Undertake duties and responsibilities of Senior
Information Risk Officer

Chief Officer (Accountable
Officer)

TBC

8.

Confidential Information

9.

Data Protection Act

10.

Declaration of Interest
a)

Maintaining a register of interests

Chief Officer (Accountable
Officer)

Chief Finance Officer

b)

Declaring relevant and material interest

Governing Body / Clinical
Commissioning Group

Governing Body / Senior Managers /
Members

Chief Finance Officer

Finance Manager in accordance
with agreed policy

11.

Disposal and Condemnations

12.



Items obsolete, redundant, irreparable or
cannot be repaired cost effectively



Develop arrangements for the sale of assets

Refer to Table B Delegated Limits

Environmental Regulations
Review of compliance with environmental
regulations, for example those relating to clean air
and waste disposal

13.

Chief Officer (Accountable
Officer)

Chief Finance Officer

Financial Planning / Budgetary Responsibility
a)

Setting:


Submit budgets to the Governing Body

Chief Finance Officer

Finance Manager



Submit to Board financial estimates and
forecasts

Chief Finance Officer

Finance Manager



Compile and submit to the Governing Body a

Chief Officer (Accountable

Chief Finance Officer / Chair /

NHS Eastern Cheshire CCG Scheme of Reservation and Delegation v1.3

DELEGATED MATTER
business plan which takes into account
financial targets and forecast limits of available
resources

DELEGATED TO
Officer)

c)

Monitoring:


Devise and maintain systems of budgetary
control.

Chief Finance Officer

Finance Manager / Commissioning
Support Service



Monitor performance against budget

Chief Finance Officer

Finance Manager / Commissioning
Support Service



Delegate budgets to budget holders

Chief Officer (Accountable
Officer)

Chief Finance Officer/
Commissioning Support Service



Ensuring adequate training is delivered to
budget holders to facilitate their management
of the allocated budget.

Chief Finance Officer

Finance Manager / Commissioning
Support Service



Submit in accordance with the NHS North
requirements for financial monitoring returns

Chief Officer (Accountable
Officer)

Chief Finance Officer



Identify and implement cost improvements and
income generation activities in line with the
Business Plan

Chief Officer (Accountable
Officer)

All budget holders

Chief Finance Officer

Finance Manager / Commissioning
Support Service

Chief Officer (Accountable
Officer)

Head of Corporate Service

Chief Finance Officer

Budget Holders

Chief Officer (Accountable
Officer)

Refer To Table B Delegated Limits

Chief Finance Officer

Finance Manager / Commissioning
Support Service

Chief Finance Officer

Finance Manager / Commissioning
Support Service

Preparation of:
 Annual Accounts


d)

Finance Manager

Section Head / Finance Manager /
Commissioning Support Service

The Business Plan will contain:
- a statement of the significant
assumptions on which the plan is based;
- details of major changes in workload,
delivery of services or resources required
to achieve the plan
b)

OPERATIONAL
RESPONSIBILITY

Annual Report

Budget Responsibilities
Ensure that
 no overspend or reduction of income that
cannot be met from virement is incurred
without prior consent of Board;



e)

approved budget is not used for any other than
specified purpose subject to rules of virement;
no permanent employees are appointed
without the approval of the Chief Officer
(Accountable Officer) other than those
provided for within available resources and
manpower establishment.

Authorisation of Virement:
It is not possible for any officer to vire from nonrecurring headings to recurring budgets or from
capital to revenue / revenue to capital. Virement
between different budget holders requires the
agreement of both parties.

14.

Financial Procedures and Systems
a)

Maintenance & Update on CCG
Financial Procedures

b)

Responsibilities:


Implement CCG financial policies and coordinate corrective action.
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DELEGATED MATTER

15.



Ensure that adequate records are maintained
to explain CCG transactions and financial
position.



Providing financial advice to members of the
Governing Body and staff.



Ensure that appropriate statutory records are
maintained.



Designing and maintaining compliance with
all financial systems

Fire precautions


16.

Ensure that the Fire Precautions and
prevention policies and procedures are
adequate and that fire safety and integrity of
the estate is intact.

DELEGATED TO

OPERATIONAL
RESPONSIBILITY

Chief Officer (Accountable
Officer)

Office Manager

Fixed Assets
a)

Maintenance of asset register including asset
identification and monitoring

Chief Officer (Accountable
Officer)

Chief Finance Officer

b)

Ensuring arrangements for financial control and
financial audit of building and engineering
contracts and property transactions comply with
CONCODE and ESTATECODE.

Chief Finance Officer

Finance Manager

c)

Calculate and pay capital charges in accordance
with the requirements if the DOH

Chief Finance Officer

Finance Manager

d)

Responsibility for security of NHS Eastern
Cheshire Clinical Commissioning Group’s assets
including notifying discrepancies to the Director of
Finance and reporting losses in accordance with
NHS Eastern Cheshire Clinical Commissioning
Group’s procedures

Chief Officer (Accountable
Officer)

All staff

17.

Fraud (See also 26, 33)

a)

Monitor and ensure compliance with Secretary of
State Directions on fraud and corruption including
the appointment of the Local Counter Fraud
Specialist.

Chief Officer (Accountable
Officer) and Director of
Finance

Local Counter Fraud Specialist.

b)

Notify NHS Protect and External Audit of all
suspected Frauds

Chief Finance Officer

Local Counter Fraud Specialist.

18.

Funds Held on Trust (Charitable and Non Charitable Funds)
a)

Management:
 Funds held on trust are managed appropriately.

Governing Body

Charitable Trustee Committee

b)

Maintenance of authorised signatory list of
nominated fund holders.

Chief Finance Officer

Finance Manager

c)

Expenditure Limits

Chief Finance Officer

Refer To Table B Delegated Limits

d)

Developing systems for receiving donations

Chief Finance Officer

Finance Manager

e)

Dealing with legacies

Chief Finance Officer

Finance Manager

f)

Fundraising Appeals

Charitable Trustees
Committee

Finance Manager

g)

Preparation and monitoring of budget

Chief Finance Officer

Finance Manager

h)

Reporting progress and performance against
budget.

Chief Finance Officer

Finance Manager

i)

Operation of Bank Accounts:


Managing banking arrangements and
operation of bank accounts

Chief Finance Officer

Finance Manager



Opening bank accounts

Governing Body

Chief Finance Officer
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DELEGATED MATTER
j)

k)
19.

Investments:

DELEGATED TO



Nominating deposit taker

Charitable Trustees
Committee



Placing transactions

Chief Finance Officer

Regulation of funds with Charities Commission

OPERATIONAL
RESPONSIBILITY
Chief Finance Officer
Finance Manager

Chief Finance Officer
Finance Manager

Health and Safety
Review of all statutory compliance with legislation
and Health and Safety requirements including
control of Substances Hazardous to Health
Regulations

20.

Chief Officer (Accountable
Officer)

Head of Corporate Services

Chief Officer (Accountable
Officer)

Head of Corporate Services

Hospitality/Gifts
a)

Keeping of hospitality register

b)

Applies to both individual and collective hospitality
receipt items. See Appendix C for limits.

21.

Infectious Diseases & Notifiable Outbreaks

22.

Information Management & Technology
Finance & Information Systems


Developing systems in accordance with the
CCG IM&T Strategy.



Implementing new systems ensure they are
developed in a controlled manner and
thoroughly tested.



Seeking third party assurances regarding
financial systems operated externally.



Ensure that contracts for computer services
for financial applications define responsibility
re security, privacy, accuracy, completeness
and timeliness of data during processing and
storage.

All staff declaration required in NHS
Eastern Cheshire Clinical
Commissioning Group Hospitality
Register
Chief Officer (Accountable
Officer)

Quality and Safeguarding Director

Chief Finance Officer

Finance Manager / Heads of Service

Information Governance

23.



Ensure that risks to the Trust from use of IT
are identified and considered and that disaster
recovery plans are in place.

Chief Finance Officer

Corporate Program & Business
Manager



Undertake duties and responsibilities of
Senior Information Risk Officer

Chief Officer (Accountable
Officer)

Corporate Program & Business
Manager



Ensure compliance with Information
Governance requirements and annual
completion of IT toolkit

Chief Finance Officer

Corporate Program & Business
Manager

Legal Proceedings
a)

Engagement of CCG Solicitors / Legal Advisors

Chief Officer (Accountable
Officer)

Chief Finance Officer

b)

Approve and sign all documents which will be
necessary in legal proceedings, i.e. executed as a
deed.

Chief Officer (Accountable
Officer)

Chief Finance Officer

c)

Sign on behalf of the CCG any agreement or
document not requested to be executed as a
deed.

Chief Officer (Accountable
Officer)

Chief Finance Officer
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DELEGATED MATTER
24.

DELEGATED TO

OPERATIONAL
RESPONSIBILITY

Losses, Write-off & Compensation
a)

Prepare procedures for recording and accounting
for losses and special payments including
preparation of a Fraud Response Plan and
informing NHS Protect of frauds

Chief Officer (Accountable
Officer)

Chief Finance Officer

Chief Officer (Accountable
Officer)

Above Excess – NHSLA

Losses


Losses of cash due to theft, fraud,
overpayment & others.



Fruitless payments (including abandoned
Capital Schemes)



Bad debts and claims abandoned



Damage to buildings, fittings, furniture and
equipment and loss of equipment and property
in stores and in use due to culpable causes
(e.g. fraud, theft, arson).

Special Payments
Compensation payments by Court Order
Ex-gratia Payments:


To patients/staff for loss of personal effects



For clinical negligence after legal advice



For personal injury after legal advice



Other clinical negligence and personal injury



Other ex-gratia payments

Below Excess – Chief Officer
(Accountable Officer)
Chief Finance Officer

b)

Reviewing appropriate requirement for insurance
claims

Chief Finance Officer

Chief Finance Officer

c)

A register of all of the payments should be
maintained by the Finance Department and made
available for inspection

Chief Finance Officer

Finance Manager

d)

A report of all of the above payments should be
presented to the Governance & Audit Committee

Chief Finance Officer

Finance Manager

Chief Officer (Accountable
Officer)

Head of Medicines Management

25.

Controlled Drugs
Discharge to duties of the Accountable Officer for
Controlled Drugs

26.

Safeguarding - Adults
a)

Discharge the duties of the Lead Director of
Safeguarding Adults

Registered Nurse CCG
Governing Body

Safeguarding Manager (Adults)

b)

Ensure compliance with statutory requirements
and policies and procedures for Safeguarding
Adults

Registered Nurse CCG
Governing Body

Safeguarding Manager (Adults)

c)

Comply with statutory requirements and policies
for Safeguarding Adults

Registered Nurse CCG
Governing Body

Safeguarding Manager (Adults)

27.

Safeguarding - Children
a)

Discharge the duties of the Lead Director of
Safeguarding Children

Quality and Safeguarding
Director

b)

Review and develop the Strategy for
Safeguarding Children

Quality and Safeguarding
Director

Safeguarding Manager (Children)

c)

Review and develop the policies and procedures
to Safeguarding Children

Quality and Safeguarding
Director

Safeguarding Manager (Children)

d)

Ensure compliance with statutory requirements
and policies and procedures for Safeguarding
Children

Quality and Safeguarding
Director

Safeguarding Manager (Children)

e)

Comply with statutory requirements and policies
for Safeguarding Children

Quality and Safeguarding
Director

Safeguarding Manager (Children)
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28.

DELEGATED TO

OPERATIONAL
RESPONSIBILITY

Non Pay Expenditure
a)

Maintenance of a list of managers authorised to
place requisitions/orders and accept goods in
accordance with Table B

Chief Officer (Accountable
Officer)

Chief Finance Officer

b)

Obtain the best value for money when
requisitioning goods / services

Chief Officer (Accountable
Officer)

Chief Finance Officer

c)

Non-Pay Expenditure for which no specific budget
has been set up and which is not subject to funding
under delegated powers of virement. (Subject to the
limits specified above in (a)

Chief Officer (Accountable
Officer)

Chief Finance Officer

d)

Develop systems for the payment of accounts

Chief Finance Officer

Finance Manager

e)

Prompt payment of accounts

Chief Finance Officer

Finance Manager

f)

Financial Limits for ordering / requisitioning goods
and services

Chief Finance Officer

Refer To Table B Delegated Limits

g)

Approve prepayment arrangements

Chief Finance Officer

Finance Manager

29.

Personnel & Pay
a)

Nomination of officers to enter into contracts of
employment regarding staff, agency staff or
consultancy service contracts

Chief Officer (Accountable
Officer)

Chief Finance Officer / Executive
Directors / Heads of Service

b)

Develop Human resource policies and strategies for
approval by the board including training, industrial
relations.

Chief Officer (Accountable
Officer)

CCG Human Resources Lead / Head
of Corporate Services

c)

Authority to fill funded post on the establishment
with permanent staff.

Chief Officer (Accountable
Officer)

CCG Human Resources Lead /
Head of Corporate Services

d)

The granting of additional increments to staff within
budget

Chief Officer (Accountable
Officer)

CCG Human Resources Lead /
Head of Corporate Services

e)

All requests for re-grading shall be dealt with in
accordance with CCG Procedure

Chief Officer (Accountable
Officer)

CCG Human Resources Lead /
Head of Corporate Services

f)

Establishments

g)

h)



Additional staff to the agreed establishment
with specifically allocated finance.

Chief Finance Officer

Finance Manager



Additional staff to the agreed establishment
without specifically allocated finance.

Chief Officer (Accountable
Officer)

Chief Finance Officer



Self-financing changes to an establishment

Chief Finance Officer

Finance Manager



Presentation of proposals to the NHS Eastern
Cheshire Clinical Commissioning Group Board
for the setting of remuneration and conditions
of service for those staff not covered by the
Remuneration Committee.

Chief Officer (Accountable
Officer)

Chief Officer (Accountable Officer) /
Chief Finance Officer / CCG Human
Resources Lead



Authority to complete standing data forms
effecting pay, new starters, variations and
leavers

Chief Officer (Accountable
Officer)

Section Heads / Chief Officer
(Accountable Officer) / Chief Finance
Officer



Authority to complete and authorise positive
reporting forms (SAR’s)

Chief Finance Officer

Section Heads / Chief Officer
(Accountable Officer) / Chief Finance
Officer



Authority to authorise overtime

Chief Finance Officer

Section Heads / Chief Officer
(Accountable Officer) / Chief Finance
Officer



Authority to authorise travel & subsistence
expenses

Chief Finance Officer

Section Heads / Chief Officer
(Accountable Officer) / Chief Finance
Officer

Pay

Leave

Refer to Annual Leave Policy
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DELEGATED TO

OPERATIONAL
RESPONSIBILITY

Annual Leave


Approval of annual leave

Chief Office (Accountable
Officer)

Section Heads / Chief Officer
(Accountable Officer) / Chief Finance
Officer



Annual leave - approval of carry forward (up to
maximum of 5 days (or more in exceptional
circumstances)

Chief Officer (Accountable
Officer)

Section Heads / Chief Officer
(Accountable Officer) / Chief Finance
Officer

Special Leave


Compassionate leave

Chief Officer (Accountable
Officer)

Section Heads / Chief Officer
(Accountable Officer) Chief Finance
Officer



Special leave arrangements for
domestic/personal/family reasons

Chief Officer (Accountable
Officer)

Section Heads / Chief Officer
(Accountable Officer) / Chief Finance
Officer

Chief Officer (Accountable
Officer)

Section Heads / Chief Officer
(Accountable Officer) / Chief Finance
Officer



paternity leave



carers leave



adoption leave

(to be applied in accordance with CCG
Policy)


Special Leave – this includes
Jury Service, Armed Services, School
Governor (to be applied in accordance with
CCG Policy)



Leave without pay

Chief Officer (Accountable
Officer)

Section Heads / Chief Officer
(Accountable Officer) / Chief Finance
Officer



Time off in lieu

Chief Officer (Accountable
Officer)

Section Heads / Chief Officer
(Accountable Officer) / Chief Finance
Officer



Maternity Leave - paid and unpaid

Chief Officer (Accountable
Officer)

Automatic approval with guidance

Sick Leave


Extension of sick leave on pay

Chief Officer (Accountable
Officer)

Section Heads / Chief Officer
(Accountable Officer) / Chief Finance
Officer



Return to work part-time on full pay to assist
recovery

Chief Officer (Accountable
Officer)

Section Heads / Chief Officer
(Accountable Officer) / Chief Finance
Officer

Chief Officer (Accountable
Officer)

Section Heads / Chief Officer
(Accountable Officer) / Chief Finance
Officer

Chief Officer (Accountable
Officer)

Section Heads / Chief Officer
(Accountable Officer) / Chief Finance
Officer

Chief Finance Officer

Chief Finance Officer

Study Leave

i)



Study leave outside the UK



All other study leave (UK)

Removal Expenses, Excess Rent and House
Purchases
All staff above Band 5 (agreed at interview)
Maximum £8,000
Authorisation of payment of removal expenses
incurred by officers taking up new appointments
(providing consideration was promised at

Refer to Table B Delegated Limits
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DELEGATED MATTER

DELEGATED TO

OPERATIONAL
RESPONSIBILITY

interview)
j)

Grievance Procedure
All grievances cases must be dealt with strictly in
accordance with the Grievance Procedure and the
advice of the CCG Human Resources Lead must
be sought when the grievance reaches the level of
Divisional General Managers / Section/Team
Heads

k)

Chief Officer (Accountable
Officer)

As per procedure

Authorised - Car Users


Leased car

Chief Finance Officer

Chief Finance Officer



Regular user allowance

Chief Finance Officer

Chief Finance Officer

l)

Mobile Phone Users / Mobile Devices

Chief Finance Officer

Section Heads / Chief Finance
Officer

m)

Renewal of Fixed Term Contract

Chief Officer (Accountable
Officer)

Section Heads / Chief Finance
Officer

n)

Staff Retirement Policy
Chief Officer (Accountable
Officer)

Chief Finance Officer



Authorisation of return to work in part time
capacity under the flexible retirement scheme.

o)

Redundancy

Chief Officer (Accountable
Officer)

Chief Finance Officer

p)

Ill Health Retirement

Chief Officer (Accountable
Officer)

CCG Human Resources Lead / Chief
Finance Officer

Decision to pursue retirement on the grounds of
ill-health following advice from the Occupational Health
Department.
q)

Disciplinary Procedure (excluding Executive
Directors)

Chief Officer (Accountable
Officer)

To be applied in accordance with the
CCG Disciplinary Procedure

r)

Ensure that all employees are issued with a
Contract of employment in a form approved by the
Governing Body and which complies with
employment legislation.

Chief Officer (Accountable
Officer)

CCG Human Resources Lead

s)

Engagement of staff not on the establishment
Chief Finance Officer

Refer to Table B

nursing

Chief Finance Officer

Section Heads

other

Chief Finance Officer

Section Heads

nursing

Chief Finance Officer

Section Heads

other

Chief Finance Officer

Section Heads

Chief Officer (Accountable
Officer)

Chief Finance Officer

Chief Officer (Accountable
Officer)

Chief Finance Officer / Section
Heads



Management Consultants



Booking of bank staff:



30.

Booking of agency staff:

Quotation, Tendering & Contract Procedures
a)

Services:
 Best value for money is demonstrated for all
services provided under contract or in-house


b)

Nominate officers to oversee and manage the
contract on behalf of the CCG.

Competitive Tenders:


Authorisation Limits

Chief Officer (Accountable
Officer)

Refer To Table B Delegated Limits



Maintain a register to show each set of
competitive tender invitations despatched.

Chief Officer (Accountable
Officer)

Chief Finance Officer



Receipt and custody of tenders prior to
opening

Chief Officer (Accountable
Officer)

Chief Finance Officer



Opening Tenders

Chief Officer (Accountable
Officer)

Two officers from the approved list as
authorised by the Governing Body
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DELEGATED MATTER

OPERATIONAL
RESPONSIBILITY



Decide if late tenders should be considered

Chief Officer (Accountable
Officer)

Chief Finance Officer



Ensure that appropriate checks are carried out
as to the technical and financial capability of
the firms invited to tender or quote.

Chief Officer (Accountable
Officer)

Chief Finance Officer

Chief Officer (Accountable
Officer)

Refer To Table B Delegated Limits

c)

Quotations

d)

Waiving the requirement to request

31.

DELEGATED TO



tenders - subject to SOs (reporting to the
Board)

Chief Officer (Accountable
Officer)

Refer To Table B Delegated Limits



quotes - subject to SOs

Chief Officer (Accountable
Officer) or Director of Finance

Chief Finance Officer

Full Trust Board

Chief Finance Officer / Refer to
Appendix on Delegated Limits

Healthcare Contracts

Payments to Healthcare Providers where supported by a
CCG Governing Body Approved Service Agreement or part
of CCG Governing Body approved expenditure programmes
as per the Annual Financial Plan
a)
32.

all budgets
Records

a)

Review NHS Eastern Cheshire Clinical
Commissioning Group’s compliance with the
Records Management Code of Practice

Chief Officer (Accountable
Officer)

Section Heads

b)

Ensuring the form and adequacy of the financial
records of all departments

Chief Finance Officer

Finance Manager

33.

Reporting of Incidents to the Police
a)

Where a criminal offence is suspected
 criminal offence of a violent nature
 arson or theft
 other

Chief Officer (Accountable
Officer)

Chief Finance Officer

b)

Where a fraud is involved (reporting to the
Directorate of Counter Fraud Services)

Chief Finance Officer

Chief Internal Auditor / Local Counter
Fraud Specialist

c)

Deciding at what stage to involve the police in
cases of misappropriation and other irregularities
not involving fraud or corruption.

Chief Finance Officer

34.

Risk Management

35.



Ensuring the CCG has a Risk Management
Strategy and a programme of risk management

Chief Officer (Accountable
Officer)

Head of Corporate Services



Developing systems for the management of
risk.

Chief Officer (Accountable
Officer)

Head of Corporate Services



Developing incident and accident reporting
systems

Chief Officer (Accountable
Officer)

Head of Corporate Services



Compliance with the reporting of incidents and
accidents

Chief Officer (Accountable
Officer)

All staff

Seal
a)

The keeping of a register of seal and safekeeping
of the seal

Chief Officer (Accountable
Officer)

Head of Corporate Services

b)

Attestation of seal in accordance with Standing
Orders

Chair /Chief Officer
(Accountable Officer) / Chief
Finance Officer

Chief Finance Officer

c)

Property transactions and any other legal
requirement for the use of the seal.

Chair/Chief Officer
(Accountable Officer) / Chief
Finance Officer

Chief Finance Officer
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DELEGATED MATTER
36.

DELEGATED TO

OPERATIONAL
RESPONSIBILITY

Security Management
Monitor and ensure compliance with Directions
issued by the Secretary of State for Health on
NHS security management including appointment
of the Local Security Management Specialist.

37.

Chief Officer (Accountable
Officer)

Chief Finance Officer / Local
Security Management Specialist

Setting of Fees and Charges (Income)
a)

Private Patient, Overseas Visitors, Income
Generation and other patient related services.

Chief Finance Officer

Finance Manager

b)

Non patient care income

Chief Finance Officer

Finance Manager

c)

Informing the Director of Finance of monies due to
the CCG

Chief Finance Officer

All Staff

d)

Recovery of debt

Chief Finance Officer

Finance Manager

e)

Security of cash and other negotiable instruments

Chief Finance Officer

Finance Manager

38.

Stores and Receipt of Goods
a)

Responsibility for systems of control over stores
and receipt of goods, issues and returns

Chief Finance Officer

Section Heads

b)

Stocktaking arrangements

Chief Finance Officer

Finance Manager
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Table B – Delegated Financial Limits
All thresholds are inclusive of VAT irrespective of recovery arrangements. Details of procurement thresholds from 1 January
2008 are provided (net of VAT).
If the Chief Officer (Accountable Officer) is absent powers delegated to them may be exercised by the nominated officer(s) acting in
their absence after taking appropriate financial advice, two directors will be required to ratify any decisions within the Chief Officer
(Accountable Officer’s) thresholds.
Ref Description

Governing Body
A

Chief Officer

Chief Finance
Officer

Other CCG Officers
as specified by
authorised
Executive Directors
signatory list

Gifts & Hospitality

B

C
C1
C2
C3

D
D1
D2

Corporate Programmes and Governance Manager to maintain a register of declared
gifts and hospitality received: Declaration required if:
Losses & Special Payments
Chief Finance Officer to maintain a register of losses and special payments as defined
by HM Treasury Publication - Managing Public Money, all to be reported to the
Governance and Audit Committee. Approval required:
Petty Cash Float
Authorisation to set up float
Replenish float
Issue petty cash
REQUISITION GOODS AND SERVICES : NON HEALTHCARE (where not already
included within budget agreed by Governing body and following compliance with
specific approval thresholds required by NHS England or in Public Contract
Regulations)
Decision to appoint Agency Staff/Management consultants (based on total expected
cost)
Services including IT, maintenance and support services where not already included
within agreed budgets

Gifts from suppliers: can be received up to £6.00 and all offers of gifts from suppliers are required to be
declared. Gifts from other sources (eg Patients, carers etc): Gifts of up to £50 or totalling £50 in aggregate if
repetitive in nature may be accepted and not declared. Gifts over £50 should not be accepted individually but may
be accepted for the CCG. Meals or hospitality with a value up to £25 can be accepted and not declared. Meals
or hospitality between £25 and £75 can be accepted and need to be declared. Meals or Hosptality over £75
should not be accepted. Further guidance is in Gift and Hospitality Guidance.

D3 Recharges from other public sector bodies (not included within agreed annual budgets)
D4 Approval for all other requisitions/contracts
RELOCATION/REMOVAL EXPENSES
E
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Over £250,000

£5,001 to £250,000

Up to £5,000
Up to £100

Up to maximum float
£50 per transaction - approved by manager per authorised signatory list

Over £250,000

Up to £250,000

Up to £250,000

Up to £20,000

Over £250,000

Up to £250,000

Up to £250,000

Up to £20,000

Over £250,000
Over £250,000
Over £8,000

Up to £250,000
Up to £250,000
Up to £8,000

Up to £250,000
Up to £250,000
Up to £8,000

Up to £20,000
Up to £20,000
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Ref Description

Governing Body
F

Approval of Healthcare Investment Business Cases

F1

Proposed expenditure in business case included in Annual Commissioning Plan &
Budget

Proposed expenditure in business case not included in Annual Commissioning Plan &
Budget
HEALTHCARE CONTRACTS
Signing of Healthcare Contracts
G1 (Annual Contract Value)
F2
G

H

APPROVAL OF ADHOC HEALTHCARE PAYMENTS

H1 Non contract activity

H2 Complex care placements and CHC Placements

I

QUOTATIONS AND TENDERS

I1

Threshold for schedule 1 services
Threshold for Schedule 3 services (Light Touch Regime services including most
health and social care services)

I2
I3

3 written quotations required

I4

No requirement to obtain quotes

NHS Eastern Cheshire CCG Scheme of Reservation and Delegation v1.3

Chief Finance
Officer

Up to value included Up to value included Up to value included
in Annual budget/plan in Annual budget/plan in annual budget/plan

Over £250,000

G2 Approval of Healthcare Contract Payments
G3 Procurement decisions whether to put service out to tender

Chief Officer

Other CCG Officers
as specified by
authorised
Executive Directors
signatory list

Over £250,000

Up to £250,000

Up to £100,000

Up to £20,000

Unlimited within
budget

Up to £150,000,000

Up to £20,000,000

Unlimited within
budget

Unlimited within
budget

Up to £10,000,000

Up to £250,000

Up to £250,000

Up to £20,000

Up to £10,000 or
amount agreed in
delegated budget if
higher

As per SBS Approval
limits signed by Chief
Finance Officer

Significant adverse variances against budget to be reported
to Board by Chief Finance Officer
As per SBS Approval As per SBS Approval
limits signed by Chief limits signed by Chief
Up to £1,000,000
Up to £1,000,000
Finance Officer
Finance Officer
Up to £52,000 aAs
per SBS Approval
£52,000 to £250,000
limits signed by Chief
Up to £1,000,000
Up to £1,000,000
Finance Officer
Thresholds are the value of the contract over the lifetime of the contract. Please also refer
to Tendering and Procurement procedure in Sec 13 of Prime Financial Policies
£106,047 in 2017, or amount as updated by Public Contract Regulations
£589,147 in 2017, or amount as updated by Public Contract Regulations
Goods and services exceeding £10,000 up to the procurement tender
thresholds as specified in the Public Contract Regulations for
Goods and Services as set out above
Up to £10,000
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Ref Description

Governing Body
J
J1

J2

K

BUDGET CHANGES AND VIREMENT
Budget Changes:
These arise from increases or reductions in Revenue Resource limits (increases or
reductions in Spending Allocations)
Virement:
These arise from changes in spending priorities, approval of business cases
implementation n of QIPP schemes etc.
Purchasing Cards

NHS Eastern Cheshire CCG Scheme of Reservation and Delegation v1.3

Chief Officer

Chief Finance
Officer

Other CCG Officers
as specified by
authorised
Executive Directors
signatory list

Budget changes arising from increases or decreases in Spending allocations are subject to
Chief Finance Officer Approval. These are all reported to the Governing Body

All budget virements are subject to Chief Finance Officer Approval
All amounts as per values on signatory list authorised by
Chief Finance Officer
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Date submitted
Purpose of paper

To inform the Governing Body on the draft proposals for the redesign of adult and older
peoples specialist mental health services in Eastern Cheshire, South Cheshire and Vale
Royal, as outlined within the Pre-Consultation Business Case (PCBC).

Reason for consideration by the Governing Body
The Governing Body should have sight of the PCBC and the proposed options within ahead
of being considered by the Joint Commissioning Committee of the Cheshire CCGs and
Cheshire East Council Health and Adult Social Care and Communities Overview and
Scrutiny Committee.
Outcome
Required:

Approve

Ratify

Decide

Endorse

For
information



Recommendation(s)
The Governing Body is asked to:
 note for information the Pre-consultation Business Case
 approve the recommendation with regards the proposed process for CCG approval of
the Pre-Consultation Business Case.

Benefits / value to our population / communities
A new improved model of care will improve patient outcomes through:
 access to an enhanced multi professional community mental health services;
 timely response to crisis support; and
 improved inpatient experience.
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Key Implications of this report – please indicate 
Strategic
Consultation & Engagement

Financial
Resources (other than finance)

Procurement
Equality
Safeguarding
Legal / Regulatory
Other – please state




Decommissioning
Quality & Patient Experience
Governance & Assurance
Staff / Workforce








Governing Body Assurance Framework Risk Mitigation:
The Risk associated with the redesign of Adult and older peoples services as described in
GBAF316 has been mitigated by completion of the following actions:
 a number of activities and events to effectively engage with key stakeholders during the
pre- consultation phase and the development of a robust plan for public consultation.
 the development of a proposed new model of care to deliver improved outcomes through
community support for early intervention and prevention
 the completion of a business case with a preferred option which shows how outcomes
can be delivered through redirecting existing resources which bring the local health
economy closer to working within financial control totals whilst delivering improved patient
outcomes.

Report/Paper Reviewed by (Committee/Team/Director)
Jerry Hawker, Chief Officer

Page 2 of 15

NHS ECCCG Governing Body Meeting IN PUBLIC 29 November 2017

Agenda Item 5.4

Redesign of Adult and Older Peoples Specialist Mental Health
Services– Pre-consultation Business Case
1.

Executive Summary

1.1

The Five Year Forward View for Mental Health1 is a national framework for
improvement. It recognises the need to address capacity in the community and reduce
the over reliance on hospital services. It is a mandate to improve and modernise mental
health services to reflect a proactive, timely response to the needs of people requiring
mental health support in the community and provide care in the least restrictive
environment

1.2

The current model of care and ways of working for delivering adult and older peoples
specialist mental health services in the NHS Eastern Cheshire CCG, NHS South
Cheshire CCG and NHS Vale Royal CCG areas are not consistent with either national
policy, best practice or local transformation plans leaving room to improve patient
experience and outcomes of care.

1.3

There is rising demand for care and support for adults and older people with mental
health problems. Since 2010 there has been an increase in activity across the three
CCGs of 35% in functional services for people with moderate to severe mental health
needs and 60% in dementia services.

1.4

The majority of people experiencing mental health problems can be effectively
managed in community settings with the right level of support. Local evidence shows up
to 50% of adults and 30% of older people accessing in-patient hospital services could
have been supported in the community as an alternative to hospital admission. In
addition over 40% of adults and 69% of older people were fit for discharge from hospital
but awaiting community support or long term placement

1.5

Service users and carers state there is limited choice and access to care for patients
who are experiencing crisis, with only A&E department’s offering consistent 24/7
support. Lack of capacity in the home treatment teams, who offer step up care, and
community mental health teams, who offer ongoing support for patients with complex
needs, leads to an over reliance on inpatient (hospital based) mental health services of
up to 16% which equates to approximately 10 additional beds2.

1.6

The local health and social care system is experiencing a deteriorating financial
position. The cost of the current adult and older people’s specialist mental health
service configuration in Eastern Cheshire, South Cheshire and Vale Royal exceeds the
funding provided by local commissioners and change is required for local NHS
organisations to operate within their financial controls, deliver locally the Governments
Mandate3 requirement for the NHS to balance its books, whilst maintaining delivery of
quality patient care.

1
2
3

https://www.england.nhs.uk/wp-content/uploads/2016/02/Mental-Health-Taskforce-FYFV-final.pdf and https://www.england.nhs.uk/wp-content/uploads/2016/07/fyfv-mh.pdf
https://docs.wixstatic.com/ugd/0e662e_a93c62b2ba4449f48695ed36b3cb24ab.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/601188/NHS_Mandate_2017-18_A.pdf
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1.7

In order to address the issues described, a programme of redesign was agreed
between the three CCGs and the main provider of local specialist and community
mental health services, Cheshire and Wirral Partnership NHS Foundation Trust (CWP)
so as to explore opportunities and options which would deliver improved outcomes for
the local population within the operating costs available.

1.8

The programme redesign group engaged clinicians from secondary and primary care
along with service users to develop an alternative model of secondary mental health
care, based on national best practice and service user feedback, and which is
consistent with local plans for transformation. A number of options (eight in total) were
developed for consideration so as to either continue the delivery of the existing service
model or to enable the delivery of an alternative model of care, with each option being
considered against key criteria such as safety, affordability, sustainability, cost, quality
and alignment to strategic plans and national requirements. The review of the options
against this criteria has resulted in a smaller number of options for final consideration
and which are contained within a pre-consultation business case (PCBC) (Appendix A).

1.9

The purpose of the PCBC is to not only outline the compelling case for change to
improve local adult and older peoples specialist mental health services but also to
inform on the most viable options available, which if implemented, could either continue
to deliver the existing service model or deliver a new model of care within available
financial resources. The PCBC also provides the case for undertaking the need for a
formal consultation with the public, service users and stakeholders.

1.10

In line with national guidance on ‘Planning, assuring and delivering service change for
patients’4 the PCBC is currently being considered by NHS England and the three CCGs
will receive feedback in the coming fortnight with regards any amendments to the
PCBC and if there is NHS England support for the CCGs to take forward the proposals
within their current format. The PCBC is also scheduled to be presented and
considered at the Cheshire East Council Health and Adult Social Care and
Communities Overview and Scrutiny Committee (‘Scrutiny’) on 7 December 2017. Prior
to being considered by Scrutiny the three CCGs and Cheshire and Wirral Partnership
NHS Foundation Trust (CWP) will also need to approve the PCBC.

1.11

Subject to receiving support to proceed from NHS England and Scrutiny, approval from
the three CCGs and CWP, a formal 12 week consultation with the public, service users
and stakeholders on the proposals outlined within the PCBC is expected to commence
early in 2018. Approval of the PCBC does not mean the start of the Consultation and
the PCBC should not be seen as the formal consultation document.

1.12

Prior to the start of the formal public consultation in 2018, the Governing Bodies of the
three CCGs – as the legal consulting bodies - will receive the draft consultation
document, supporting documents and proposed start date for the consultation to
approve.

4

https://www.england.nhs.uk/wp-content/uploads/2015/10/plan-ass-deliv-serv-chge.pdf
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2.

Recommendation(s):

2.1

The Governing Body is asked to:
 note for information the Pre-Consultatation Business Case
 approve the recommendation with regards the proposed process for CCG approval
of the Pre-Consultation Business Case.

3.

Reason for recommendation(s)

3.1

The CCG has a legal duty to ensure public involvement and consultation in its
commissioning processes and decisions. Ahead of undertaking a formal consultation
the Governing Body is required to seek assurance that the CCG has undertaken
adequate arrangements to secure the involvement of and take into consideration the
views of service users, members of the public, staff and stakeholders in the
development of the business case to undertake consultation on significant service
redesign.

3.2

The Governing Body is required to understand the timeline and processes towards the
approval of the PCBC and provide approval to the recommended process for CCG
sign-off of the PCBC so as to enable the presentation of the PCBC to Scrutiny and the
development of the formal consultation documentation.

4.

Peer Group Area / Town Area Affected

4.1

All town areas within Eastern Cheshire, South Cheshire and Vale Royal.

5.

Population affected

5.1

All of the 479,000 population of Eastern Cheshire, South Cheshire and Vale Royal.
Based on national prevalence data we would expect to see around 119,750 people
locally with a diagnosable mental health problem, but of these people only 10,778 will
have Severe Mental Illness (SMI) and require care and support from specialist mental
health services, rather than primary mental health services such as GP care and IAPT.

5.2

There are currently in excess of 7,127 people receiving CCG commissioned care and
support from CWP - the main local provider of specialist mental health - via the
community mental health teams. Others are accessing care via other commissioners
such as NHS England and Cheshire East Council and through third sector and other
mental health providers.

6.

Context

6.1

The Five Year Forward View for Mental Health is a national framework for
improvement. It recognises the need to address capacity in the community and reduce
the over reliance on hospital services. It is a mandate to improve and modernise mental
health services to reflect a proactive, timely response to the needs of people requiring
mental health support in the community and provide care in the least restrictive
environment.
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7.

Finance

7.1

The local health and social care system is showing a deteriorating financial position.
The cost of the current adult and older people’s mental health service configuration
exceeds the funding currently provided by commissioners, with the current main
provider of adult and older peoples specialist mental health services – CWP – operating
the delivery of the existing service model at a cost of around £2m more than income
received. Change is required for the local NHS to operate within available funding and
within the mandated financial controls.

7.2

In the current financial environment it is not expected that new funding can be identified
to meet the shortfall identified in currently delivering the existing model of inpatient care
or to provide additional funding for community services.

7.3

Within the pre-consultation business case, the optimal option identified whilst reducing
the deficit in this area does not completely eliminate the financial challenge facing these
services and is still some way short of the level of investment required for delivery of
the Five Year Forward View, and the surplus expected to be delivered by providers and
commissioners by NHS regulators.

8.

Quality and Patient Experience

8.1

Underpinning the proposals presented here is a collective ambition for improved user
outcomes of mental health services which is to:
 improve clinical outcomes for people with SMI;
 meet people’s health and well-being needs
 ensure people live longer healthier lives
 support people as close to home as possible in the least restrictive environment; and
 empower users and their carers through choice and co – production.

8.2

Success will be measured by looking at:
 patient reported outcomes
 mortality/morbidity data
 patient experience and satisfaction
 access and waiting times; and
 referral data and activity.

8.3

A quality impact assessment has been undertaken.

9.

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

9.1

There has been significant engagement with stakeholders in advance of the
consultation; to inform them of the rationale and options to be presented to patients and
public audiences, and the channels that will be used.

9.2

This work has been strongly influenced by the involvement and leadership of a variety
of clinical professionals including public health, consultant psychiatrists, therapy staff
and GPs. A multi-disciplinary clinical advisory group led the care model development
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and the identification of options for delivery. The scoring of options created an
opportunity to extend the clinical input into the development process, as did workshops
which enabled GPs to identify across the three CCGs how plans could be shaped to
align with local transformation plans.
9.3

Patient and carers workshops were held at the Millbrook Unit in Macclesfield and the
Recovery Colleges, as well as a series of briefings and drop-in sessions for frontline
staff towards the end of 2016. At this time there was engagement with Healthwatch
Cheshire East, Eastern Cheshire HealthVoice and Cheshire East Council’s Adult Health
and Social Care Overview and Scrutiny Committee. This included providing a site-visit
for Scrutiny committee members to CWP services.

9.3

More recently listening events were held in September 2017 at Crewe Alexandra
Football Club and Macclesfield Town Football Club. Over 50 people attended the
events, the majority of whom were service users and carers. Table-based discussions
gave participants an opportunity to describe what had worked well for them, what had
not worked well and how secondary care services might be improved. In addition an
online survey was also made available to those who couldn’t attend the sessions.
Information gathered was used to inform the public acceptability criteria in the scoring
of options.

9.4

A local campaign group ‘Do You Mind’5 has been running an online petition which has
gathered the support of over 2,800 people calling for a number of actions around
mental health, including retaining inpatient services in Macclesfield and increased
funding for mental health. The service redesign project team has met with the group
during pre-consultation and has had a constructive ongoing dialogue with them. A key
objective during the public consultation will be to ensure that service users, carers and
the wider public are fully aware of the case for change and the proposed future service
model.

9.5

A number of pre briefing sessions have been undertaken with the local media, local
politicians and Eastern Cheshire HealthVoice.

10.

Health Inequalities

10.1

Equality impact assessments have been undertaken for options 4a and 4b as outlined
within the PCBC.

11.

Equality

11.1

Equality impact assessments have been undertaken for options 4a and 4b as outlined
within the PCBC.

12.

Legal

12.1
5

6

CCGs have a statutory duty6 to involve service users in the development of proposals
around service re-configuration.

http://www.doyoumind.co.uk/

Sections 13Q and 14Z2 of the NHS Act 2006 as amended by the Health and Social Care Act 2012

Page 7 of 15

NHS ECCCG Governing Body Meeting IN PUBLIC 29 November 2017

Agenda Item 5.4

12.2

NHS bodies have a legal duty to consult local authority Overview and Scrutiny
Committees.7 Although it is strongly advised that local authority scrutiny functions are
involved throughout development, commissioners should hold a separate formal
discussion on the final set of proposals on which they intend to consult. This is referred
to as ‘pre-consultation’.

12.3 CCGs also have to take into account the duties placed upon them under the Equality
Act 2010 regarding reducing health inequalities, and duties under the Health and Social
Care Act 2012. Service design and communications should be appropriate and
accessible to meet the needs of diverse communities.
12.4 NHS England is legally required to seek to achieve the objectives, and comply with the
requirements in the NHS Mandate.8 In doing so, NHS England is required to comply
with its responsibilities and delegated authorities as set out in the Framework
Agreement between the Department of Health and NHS England9 and Managing Public
Money.10 In turn, NHS England is expected to ensure CCGs play their part in delivering
the mandate.
12.5

Within the NHS Mandate there are a number of key objectives, namely:
 OBJECTIVE 3: To balance the NHS budget and improve efficiency and productivity.
NHS England to ensure overall financial balance in the NHS, working with NHS
Improvement (which has statutory responsibility for trust financial control) to support
local areas in developing credible, financially balanced operational plans, which build
on, and align with, STPs. NHS England is tasked by Government to ensure that
aggregate spending by commissioners does not exceed mandate funding, that
appropriate contingency funding is maintained and to make sure that commissioners
discharge their duties in a way which enables all parts of the system (commissioners
and providers) to meet their control totals.
 OBJECTIVE 6: To improve out-of-hospital care. The Government wishes to see
more services provided out of hospitals, a larger primary care workforce and greater
integration with social care, so that care is more joined up to meet people’s physical
health, mental health and social care needs. People with mental health problems
should receive better quality care at all times, accessing the right support and
treatment throughout all stages of life. Overall there should be measurable progress
towards the parity of esteem for mental health enshrined in the NHS Constitution,
particularly for those in vulnerable situations. A key deliverable for the NHS in 201718 is to develop and implement a 5 year improvement programme for crisis and
acute mental health care, including investing in liaison psychiatry and crisis
resolution and home treatment teams as part of seven-day services, as well as
continuing to collaborate with partners to support the ongoing work to improve care

7

www.england.nhs.uk/wp-content/uploads/2013/03/a-functions-ccgs.pdf
This requirement is at section 13A(7) of the National Health Service Act 2006.
9
https://www.gov.uk/government/publications/framework-agreement-between-dh-and-nhs-england
10
https://www.gov.uk/government/publications/managing-public-money
8
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for people detained under s.136 of the Mental Health Act, including provision of
health based places of safety

13.

Communication

13.1

The CCG has been active in communicating11 with the public and stakeholders with
regards the engagement work that has helped to develop the PCBC. The CCG, on
behalf of all partners, have secured external expertise and support to ensure that a
robust engagement and communications strategy has been developed to effectively
communicate and undertake the consultation – subject to approval of the PCBC.
Funding has been secured to enable the delivery of engagement events, advertisement
of the consultation and the development of the required materials and analysis of the
consultation.

14.

Background and Options

14.1

The current model of care and ways of working for the delivery of adult and older
peoples specialist mental health services are not consistent with either national policy
and best practice or local transformation plans.

14.2

As a consequence of the limited community resources funded by local commissioners
the level of service for adult and older peoples specialist mental health services in Vale
Royal, South Cheshire and Eastern Cheshire has more of a focus on inpatient (hospital
based) services when compared with CWP’s model of care delivery in the Wirral and in
Western Cheshire.

14.3

Local evidence shows up to 50% of adults and 30% of older people in hospital services
could have been supported better in the community as an alternative to hospital
admission. In addition over 40% of adults and 69% of older people were fit for
discharge from hospital but awaiting community support or long term placement. Users
and carers state there is limited choice and access to care for patients who are
experiencing crisis, with only A&E department’s offering consistent 24/7 support. Lack
of capacity in the home treatment teams, who offer step up care, and community
mental health teams, who offer ongoing support for patients with complex needs, leads
to an over reliance on inpatient services of up to 16% which equates to approximately
10 additional beds12.

14.4

In patient services are currently provided at a number of sites across Cheshire and
Wirral including the Millbrook unit in Macclesfield which is part of the East Cheshire
NHS Trust estate. The facilities at Millbrook are in need of significant refurbishment to
comply with CQC standards and due to the layout of the unit, require a
disproportionately higher staffing model to maintain clinical safety. The Millbrook Unit is
CWP’s least good inpatient environment and results in additional costs being incurred
to ensure safe services.

11

12

https://www.easterncheshireccg.nhs.uk/News-Events/current-engagement.htm
https://docs.wixstatic.com/ugd/0e662e_a93c62b2ba4449f48695ed36b3cb24ab.pdf
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14.5

In the current configuration of services there are potentially 58 beds on the Millbrook
Unit whereas national evidence, supported by local audit data, shows that for our
population only 48 beds would be required if community services and rapid response
were enhanced.

14.6

The local health and social care system is working within a capped expenditure
programme due to the deteriorating financial position, and as stated the current service
model in Vale Royal, South Cheshire and Eastern Cheshire, is financially
unsustainable. There is an opportunity however, through service redesign to shift
resources so as to enhance community and crisis care and move away from the over
reliance on inpatient care. This will both improve outcomes for adult and older people
with severe mental health needs and significantly reduce the system cost pressure
resulting from services operating in excess of funds available. This will help close the
financial gap through a redirection of existing funding

14.7

Without redirecting investment into community and crisis services the dependency on
the in-patient services and current bed configuration will continue and the service
delivery and financial risks associated with these services will continue to grow, leading
to both clinical workforce and financial unsustainability, and ultimately patient safety
concerns.

14.8

Clinicians from secondary and primary care have developed a new model of secondary
mental health care, based on national best practice and consistent with local plans for
transformation and are visually represented in Diagram One within the wider mental
health services framework.

14.9

Components of the new secondary care service model will improve patient outcomes
through:
 Access to an enhanced multi professional community mental health service:
that will support people to remain in the community, in the least restrictive
environment. Care plans will be developed and delivered according to care needs for
as long as they are clinically required. Community teams will also support timely
discharge from hospital or transfer from crisis placement.
 Timely response to crisis support: overseen by an enhanced home treatment
team, who will provide support to a wider range of services including locally provided
crisis beds, dementia out-reach services, and enabling people to be supported in
their own home, in crisis café’s and drop in centres as an alternative to hospital
admission and A&E attendance.
 Improved inpatient experience: where care will be provided in facilities which offer
a range of therapeutic interventions in an environment which is modern and supports
privacy and dignity through the provision of single ensuite accommodation. The unit
will be staffed appropriately and the length of stay determined by patient need rather
than what is available in the community on return to home.
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Diagram One: A model of care for mental health

14.10

The programme redesign group considered a number of options (eight in total) around
the continued and future delivery of adult and older people specialist mental health
services, and which included the use of alternative providers closer to people’s
homes. Options considered included whether to continue the delivery of the existing
service model as well as those that would enable the delivery of an alternative model
of care. In determining a shorter list of options to consider and propose to base a
formal consultation on, each option was assesses against key criteria such as safety,
affordability, sustainability, cost, quality and alignment to strategic plans and national
requirements. For many of these options the cost quoted significantly exceeded the
cost envelope available and worsened the financial situation for the health economy.
There were also concerns in relation to patient safety, continuity of care and the ability
to guarantee a level of quality which matched the current provider.

14.11

The review of the eight options against this criterion has resulted in a shortlist of three
options, with one being identified by the programme redesign group as the optimal or
preferred option, and which are being proposed for final consideration to be brought
forward for the public to consider. These three options are:
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 Option 1: Do nothing: No enhancement of community care and no crisis care
placements provided. No enhancement in Home treatment teams or dementia
outreach developed. Retain all inpatient care (58 beds) on the Millbrook unit. (Whilst
this is technically defined as do nothing; in accordance with the case for change the
consequence of this option being selected would be the need to redirect funding from
other current care services, in order to maintain, in the longer term, safe services).
 Option 4a: Enhance community and home treatment (crisis) teams. Provide the
inpatient and bed-based care currently available at Millbrook within new crisis care
services established locally, including up to 6 local short stay beds, as well as a new
older peoples service at Lime Walk House in Macclesfield, and an adult functional
service within the current provider footprint at Bowmere Hospital in Chester. In total
these services provide 53 beds. This is the preferred/optimal option.
 Option 4b: Enhance community and home treatment (crisis) teams. Provide the
inpatient and bed-based care currently available at Millbrook within new crisis care
services established locally, including up to 6 local short stay beds, as well as a new
adults functional service at Lime Walk House in Macclesfield, and an older peoples
service within the current provider footprint at Bowmere Hospital in Chester. In total
these services provide 53 beds.
14.12 During the pre-consultation engagement events there was a consistent concern raised
in relation to the travel implications for carers should inpatient care be re-provided at
Bowmere. During the last year there have already been 12 people from Eastern
Cheshire who have received treatment and travelled to Bowmere, and there have been
no problems with travel reported.
14.13 As part of undertaking an impact analysis on the options provided, a detailed analysis
into the logistics of additional travelling for local patients has been undertaken, as well
as the development of supports plans to minimise impact for patients and carers, and
which includes working with the voluntary sector to support carers travel, flexible visiting
times and use of technology to maintain contact
14.14 The shortlisted options presented are underpinned by a robust and innovative approach
to needs analysis against which capacity has been modelled and workforce plans built.
The needs analysis looks at both numbers of people but also at the level of care
required; recognising that within any diagnostic group there will be people with low level
needs and some with very complex needs. Capacity planning has taken account of the
individual and used evidence based care pathways to determine the care the person
will need.

15.

Next Steps

15.1 As commissioners of local adult and older peoples specialist mental health services, the
three CCGs need to approve the final draft of the PCBC (Appendix A), as do CWP as
the current providers of this service and incumbents of the Millbrook Unit, ahead of the
PCBC being considered at the Cheshire East Scrutiny on 7 December 2017.
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Consideration by Scrutiny in December allows sufficient time, subject to their support
for the CCGs to undertake a formal consultation on the three options, for the CCGs to
prepare the necessary consultation materials to enable the commencement of the
consultation in early 2018.
15.2 Due to the timing of completing the necessary public and clinical engagement to enable
completion of final draft of the PCBC, the dates of Governing Body meetings held in
public for the three CCGs, and dates for presenting to Scrutiny, it has proven logistically
challenging for all CCG Governing Bodies and CWP to sign off the PCBC in public
before submitting to Scrutiny.
15.3 In situations such as this where there are multiple CCGs working together to
commission services for which they are responsible, it is common for the CCGs to have
a single forum or board where approval of items such as the PCBC can be undertaken.
For the three CCGs the only such forum that meets this criteria, and which is meeting
within the timeline required, is the Joint Commissioning Committee of the Cheshire
CCGs. This Committee in itself however does not have the delegated authority or remit
to make decision on this particular PCBC, however members of that Committee can
choose to use such a forum to have the paper discussed with all named CCGs present.
Sign off / approval of the PCBC would therefore be done by representatives of the three
CCGs in attendance at the Committee, and not the Committee itself.
15.4 As such it is being recommended to the Governing Bodies of each of the three CCGs
that, for each CCG:
The Governing Body delegates authority to the CCG Accountable Officer and
CCG Clinical Chair to approve the PCBC in the forum of the Joint Commissioning
Committee.
15.5 Subject to approval of this recommendation by the Governing Body of each of the three
CCGs, the Accountable Officers and Clinical Chairs of each of the three CCGs will table
for discussion the PCBC at the Joint Commissioning Committee meeting on the 30
November 2017, with a view for them to approve the PCBC on this date.
15.6 Subject to approval on the 30 November 2017, the PCBC will be submitted to Cheshire
East Scrutiny and considered at its meeting on 7 December 2017.
15.7 Subject to receiving the support of NHS England and Cheshire East Scrutiny to proceed
with a public consultation, the Governing Body of each of the three CCGs will be asked
to authorise the required consultation material and consultation start date at their
meetings in early 2018.
.
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16.
16.1

Access to further information
For further information relating to this report contact:

Name
Designation
Telephone
Email

17.

Jacki Wilkes
Associate Director of Commissioning
01625 663473
jackiwilkes@nhs.net

Appendices

Appendices Table
Appendix A
CLICK HERE to view the Adult and Older Persons Specialist Mental
Health Services Redesign PCBC (193 pages)
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Governance
CCG Operational Plan 2017 - 19 programme of work this report links to 
System Transformation

Effective Use of Resources

Continuous Improvement

CCG 5 Year Strategic Plan programme of work this report links 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

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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1.0 Executive Summary
The Five Year Forward View for Mental Health 1 is a national framework for improvement. It
recognises the need to address capacity in the community and reduce the over reliance on
hospital services. It is a mandate to improve and modernise mental health services to reflect a
proactive, timely response to the needs of people requiring mental health support in the
community and provide care in the least restrictive environment
The purpose of this pre-consultation business case is to outline a compelling case for change
and present options which will deliver improved mental health outcomes for the registered
population of Vale Royal, South and Eastern Cheshire within the financial resources
available. Specifically:
There is rising demand for care and support. Since 2010 there has been an increase in
activity across the three CCGs of 35% in functional services for people with moderate
to severe mental health needs and 60% in Dementia services. The majority of people
can be effectively managed in community setting with the right level of support.

•

Local evidence shows up to 50% of adults and 30% of older people in hospital services
could have been supported in the community as an alternative to hospital admission.
In addition over 40% of adults and 69% of older people were fit for discharge from
hospital but awaiting community support or long term placement

•

Users and carers state there is limited choice and access to care for patients who are
experiencing crisis, with only A&E department’s offering consistent 24/7 support. Lack
of capacity in the home treatment teams, who offer step up care, and community
mental health teams, who offer ongoing support for patients with complex needs, leads
to an over reliance on inpatient services of up to 16% which equates to approximately
10 additional beds 2.

•

The current model of care and ways of working are not consistent with either national
policy and best practice or local transformation plans leaving room to improve patient
experience and outcomes of care.

•

In patient services are currently provided at a number of sites across Cheshire and
Wirral including the Millbrook unit in Macclesfield which is part of the East Cheshire
NHS Trust estate. The facilities at Millbrook are in need of significant refurbishment to
comply with CQC standards and due to the layout of the unit, require a
disproportionately higher staffing model to maintain clinical safety.

•

The local health and social care system is showing a deteriorating financial position.
The cost of the current adult and older people’s mental health service configuration

1
2
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•

https://www.england.nhs.uk/wp-content/uploads/2016/02/Mental-Health-Taskforce-FYFV-final.pdf
https://www.england.nhs.uk/wp-content/uploads/2016/07/fyfv-mh.pdf
https://docs.wixstatic.com/ugd/0e662e_a93c62b2ba4449f48695ed36b3cb24ab.pdf
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exceeds the funding available and change is required for the local NHS to operate
within mandated financial controls.
In order to address the issues described above, a programme of redesign was agreed to
explore opportunities and options which would deliver improved outcomes for the local
population within the operating costs available.
Clinicians from secondary and primary care have developed a new model of secondary
mental health care, based on national best practice and consistent with local plans for
transformation and are visually represented below within the wider mental health services
framework.

D
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Diagram 1: A model of care for mental health

Components of the secondary care service model will improve patient outcomes through:
•

Access to an enhanced multi professional community mental health service:
that will support people to remain in the community, in the least restrictive environment.
Care plans will be developed and delivered according to care needs for as long as they
are clinically required. Community teams will also support timely discharge from
hospital or transfer from crisis placement.
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•

Timely response to crisis support: overseen by an enhanced home treatment team,
who will provide support to a wider range of services including locally provided crisis
beds, dementia out-reach services, and enabling people to be supported in their own
home, in crisis café’s and drop in centres as an alternative to hospital admission and
A&E attendance.

•

Improved inpatient experience: where care will be provided in facilities which offer a
range of therapeutic interventions in an environment which is modern and supports
privacy and dignity through the provision of single ensuite accommodation. The unit
will be staffed appropriately and the length of stay determined by patient need rather
than what is available in the community on return to home.

AF
T

In the current configuration of services there are potentially 58 beds on the Millbrook site in
Macclesfield whereas national evidence, supported by local audit data, shows that for our
population only 48 beds would be required if community services and rapid response were
enhanced.
The local health and social care system is working within a capped expenditure programme
due to the deteriorating financial position. There is an opportunity however, through service
redesign to shift resources into the community away from the over reliance on inpatient care,
to both improve outcomes for adult and older people with severe mental health needs and
significantly reduce the system cost pressure resulting from services operating in excess of
funds available.

D
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Proposals presented are underpinned by a robust and innovative approach to needs analysis
against which capacity has been modelled and workforce plans built. The needs analysis
looks at both numbers of people but also at the level of care required; recognising that within
any diagnostic group there will be people with low level needs and some with very complex
needs. Capacity planning has taken account of the individual and used evidence based care
pathways to determine the care the person will need.
A number of options were developed at long list which included the use of alternative
providers closer to people’s homes. For many of these options the cost quoted significantly
exceeded the cost envelope available and worsened the financial situation for the health
economy. There were also concerns in relation to patient safety, continuity of care and the
ability to guarantee a level of quality which matched the current provider.
All the options were considered and following a panel decision based on safety, affordability
and sustainability, cost, quality and strategic plans the below three proposals will be brought
forward for the public to consider:
-

Option 1: Do nothing: No enhancement of community care and no crisis care
placements provided. No enhancement in Home treatment teams or dementia
outreach developed. Retain all inpatient care (58 beds) on the Millbrook unit. (Whilst
this is technically defined as do nothing; in accordance with the case for change the
consequence of this option being selected would be the need to redirect funding from
other current care services, in order to maintain, in the longer term, safe services).
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Option 4a: (preferred option) Enhance community and home treatment (crisis) teams.
Provide the inpatient and bed-based care currently available at Millbrook within new
crisis care services established locally, including up to 6 local short stay beds, as well
as a new older peoples service at Lime Walk House in Macclesfield, and an adult
functional service within the current provider footprint at Bowmere in Chester. In total
these services provide 53 beds.

-

Option 4b: Enhance community and home treatment (crisis) teams. Provide the
inpatient and bed-based care currently available at Millbrook within new crisis care
services established locally, including up to 6 local short stay beds, as well as a new
adults functional service at Lime Walk House in Macclesfield, and an older peoples
service within the current provider footprint at Bowmere in Chester. In total these
services provide 53 beds.

AF
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-

During the pre-consultation engagement events there was a consistent concern raised in
relation to the travel implications for carers should inpatient care be re-provided at Bowmere
in Chester. In addition to a detailed analysis into the logistics of travelling the project team are
currently developing a support plan which includes working with the voluntary sector to
support carers travel, flexible visiting times and use of technology to maintain contact

D
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This Pre Consultation Business Case (PCBC) will be presented to the Cheshire East
Overview and Scrutiny Committee in December 2017 to seek support to commence public
consultation for a 12-week period. Analysis of consultation results and reporting will be in
June 2017 following which a full business case will be produced for consideration and
implementation.

2.0 Introduction and background
Commissioners in Vale Royal, South and Eastern Cheshire are working with local mental
health provider; Cheshire and Wirral Partnership NHS Trust, users of the service and
Cheshire East Council to review and redesign secondary care adult and older peoples mental
health services for those people with severe mental illness (SMI). Secondary care is the term
used to differentiate services from those provided in primary mental health such as GP only
care and universal psychological therapies (IAPT) Secondary care services includes
specialised community support, crisis response and inpatient care.
There are 479,000 people living in Vale Royal, South Cheshire and Eastern Cheshire. Based
on national prevalence data we would expect to see around 119,750 people locally with a
diagnosable mental health problem, but of these people only 10,778 will have SMI and
require care and support from specialist mental health services, rather than primary mental
health services such as GP care and IAPT.

Pre-Consultation Business Case
Adult and Older Peoples' Specialist Mental Health Services Redesign

Page 6 of 193

Current services are organised around; functional mental health needs, which relates to the
type of illness which has a predominantly psychological cause. It may include conditions such
as depression, schizophrenia, mood disorders or anxiety and organic such as dementia.
There are currently in excess of 7,127 people receiving CCG commissioned care and support
from the main local provider of specialist mental health Cheshire and Wirral Partnership via
the community mental health teams. Others are accessing care via other commissioners such
as NHS England and Cheshire East Council and through third sector and other mental health
providers.
2.1 The case for change
There is rising demand for care and support. Since 2010 there has been an increase in
activity across the three CCGs of 35% in functional services for people with moderate
to severe mental health needs and 60% in Dementia services. The majority of people
can be effectively managed in community setting with the right level of support.

•

Local evidence shows up to 50% of adults and 30% of older people in hospital services
could have been supported in the community as an alternative to hospital admission.
In addition over 40% of adults and 69% of older people were fit for discharge from
hospital but awaiting community support or long term placement

•

Users and carers state there is limited choice and access to care for patients who are
experiencing crisis, with only A&E department’s offering consistent 24/7 support. Lack
of capacity in the home treatment teams, who offer step up care, and community
mental health teams, who offer ongoing support for patients with complex needs, leads
to an over reliance on inpatient services of up to 16% which equates to approximately
10 additional beds 3.

•

The current model of care and ways of working are not consistent with either national
policy and best practice or local transformation plans leaving room to improve patient
experience and outcomes of care.

•

In patient services are currently provided at a number of sites across Cheshire and
Wirral including the Millbrook unit in Macclesfield which is part of the East Cheshire
NHS Trust estate. The facilities at Millbrook are in need of significant refurbishment to
comply with CQC standards and due to the layout of the unit, require a
disproportionately higher staffing model to maintain clinical safety.

•

The local health and social care system is showing a deteriorating financial position.
The cost of the current adult and older people’s mental health service configuration
exceeds the funding available and change is required for the local NHS to operate
within mandated financial controls.

3
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•

https://docs.wixstatic.com/ugd/0e662e_a93c62b2ba4449f48695ed36b3cb24ab.pdf
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In order to address the issues described above a programme of redesign was agreed to
explore opportunities and options, which would deliver improved outcomes for the local
population within the operating costs available.
2.2 Project scope and process
The scope of this PCBC is Adult and Older people with severe mental illness who are in
contact with secondary care specialist services. The table below shows the scope in more
detail and outlines where future pathway development will need to establish links to other
services in order to response to user and clinician feedback.
Table 1: Detailed project scope
Linked services

Out of scope

Adult functional

Health and wellbeing: IAPT step 1

Children’s services

Older peoples functional
Dementia

Crisis
support:collaborative
Dementia outreach

Home

Treatment

third

sector

Talking therapies IAPT step 2 & 4

Complex secure services

Specialist IAPT step 4

Specialist Mental Health Pre and Post
Natal Care

Liaison psychiatry

Mental health reablement

Rehabilitation services

R

Crisis response:
Teams

AF
T

In scope services

GP led Primary mental health

D

Electro convulsive Therapy (ECT)

A joint commissioner/provider project group was established in June 2017. Patient
representation and social care partners are key members of the project team. The mandate
for the team was to undertake a clinically led, systematic approach to the identification of
need and then determine options for care delivery to best meet those needs within the
resources available. The project membership can be found at appendix 1.
The approach taken to the management of this programme of work is consistent with NHSE
guidance 4 and provides assurance in relation to the four tests for service redesign which are:
1. strong public and patient engagement;
2. consistency with current and prospective need for patient choice;
3. clear, clinical evidence base; and
4. support for proposals from commissioners.
2.3 Ensuring strong clinical and user engagement

4

https://www.england.nhs.uk/wp-content/uploads/2015/10/plan-ass-deliv-serv-chge.pdf
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This work has been strongly influenced by the involvement and leadership of a variety of
clinical professionals including public health, consultant psychiatrists, therapy staff and GPs.
A multi-disciplinary clinical advisory group led the care model development and the
identification of options for delivery. (See appendix 1 for a complete list of members). The
scoring of options created an opportunity to extend the clinical input into the development
process, as did workshops which enabled GPs to identify across the three CCGs how plans
could be shaped to align with local transformation plans.
During development of these proposals we have demonstrated a commitment to be proactive
to seek the views and experiences of our local populations and be accessible and convenient.
We have met with various interest groups, undertaken site visits with experts by experience
and invited users to share experiences and views in a range of meetings from CCG Annual
Fairs and listening events to individual case studies. Partners have used this information
alongside carer and staff views and experiences in the development of the Pre-Consultation
Business Case; including the options appraisal process.
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Patient and carers workshops were held at the Millbrook Unit and the Recovery Colleges, as
well as a series of briefings and drop-in sessions for frontline staff towards the end of 2016. At
this time there was engagement with Cheshire East Healthwatch, Eastern Cheshire Health
Voice and Cheshire East Council’s Adult Health and Social Care Overview and Scrutiny
Committee. This included providing a site-visit for scrutiny committee members to CWP
services.

D
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More recently listening events were held in September 2017 at Crewe Alexandra FC and
Macclesfield Town FC. Over 50 people attended the events, the majority of whom were
service users and carers. Table-based discussions gave participants an opportunity to
describe what had worked well for them, what had not worked well and how secondary care
services might be improved. In addition an online survey was also made available to those
who couldn’t attend the sessions.
The views and experiences of users and carers have informed the development of plans so
far and will be referenced throughout. In addition stated priorities have directly informed the
development of the long list of options, and appraisal process – specifically informing the
public acceptability criteria.
A detailed engagement and communications strategy has been developed to ensure that
service users, health care professionals and other key stakeholders have a wide range of
opportunities to shape developments as they emerge. This can be seen at appendix 2.
2.4 Needs analysis
Prior to identifying the model of care and the options for service delivery it is important to first
understand the needs of the population in relation to mental health. A number of planning
assumptions were agreed in relation to the needs analysis:
• It relates to registered population rather than resident.
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•

•
•

A number of information sources were used such as projected population statistics and
actual activity data as we found limited national benchmarking data was available to
check assumptions relating to prevalence vs incidence.
Professional judgement and local benchmarking was used to ‘check assumptions’.
Activity data reviewed was by primary diagnostic codes but it is possible that there are
overlaps with secondary diagnosis numbers.

The starting point was public health prevalence and the categories of health need related to
dementia, depression, psychosis, bipolar disorder, personality disorder, and anxiety. We then
compared this data to current activity using caseload data. The prevalence codes were
different to the activity codes requiring professional input to ‘map’ them accurately across.

AF
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Once the core numbers had been signed off by the clinical and information group we used the
data to understand the actual needs of patients within each diagnostic code. Previous ‘PbR
clustering’ categories have been used. Diagnostic conditions were grouped into Super
Clusters which describe the severity of need rather than condition specific symptoms. Super
clusters link to evidence based care pathways which describe the care required from low to
highly complex needs which enabled the project team to model the capacity required and the
skill mix within the new workforce model. The completed needs analysis can be found at
appendix 3.

R

3.0 Improving Quality and Outcomes

D

The Five Year Forward View for Mental Health is a national framework for improvement. It
recognises the need to address capacity in the community and reduce the over reliance on
hospital services. It is a mandate to improve and modernise mental health services to reflect a
proactive, timely response to the needs of people requiring mental health support in the
community and provide care in the least restrictive environment.
In the table below is a summary of the key standards to be achieved by 2021 for the services
within scope of this programme.
Table 2: Five Year Forward View (5YFV) standards to be achieved by 2021
Adult community mental health services will provide timely access to evidence-based, personcentred care, which is focused on recovery and integrated with primary and social care and other
sectors.
A reduction in premature mortality of people living with severe mental illness (SMI); and 280,000
more people having their physical health needs met by increasing early detection and expanding
access to evidence-based physical care assessment and intervention each year.
Increased access to psychological therapies for people with psychosis, bipolar disorder and
personality disorder.
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All areas will provide crisis resolution and home treatment teams (CRHTTs) that are resourced to
operate in line with recognised best practice – delivering a 24/7 community-based crisis response
and intensive home treatment as an alternative to acute in-patient admissions.

The FYFV describes a new model of clinical care, based on needs and built around the
person. It outlines the importance of aligning mental health and physical health and the
importance of early intervention and prevention. The principles within the national framework
are entirely consistent with locally developed transformation plans which provide the vehicle
through which change can be achieved.
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Learning from other areas show that facilities like crisis café’s and places of safety with 24/7
access to crisis support are highly valued by carers and people who use the service. These
are now common place in other parts of the country. During the listening events there was
strong support for an alternative model for crisis care which should range from overnight
placements to day centres and cafes.
A café in a North East Hampshire has helped reduce mental health hospital admissions by a
third in seven months by providing an alternative solution for service users 5. Other examples
are evident across the country.

R

During the planning phase members of the project team alongside experts by experience and
carers undertook site visits to existing local facilities and other areas within the current
provider footprint. These included inpatient facilities and community and crisis centres.

D

Initial feedback would suggest crisis beds located in the community and run through a
collaboration of third sector organisations and specialist clinical services offer a timely, cost
effective and highly valued service to people and carers. Evidence both locally and nationally
show that these facilities are well used, length of stay is around 6 days and onward admission
to hospital is low.
Underpinning the proposals presented here is a collective ambition for improved user
outcomes of mental health services which is to:
•
•
•
•
•

improve clinical outcomes for people with SMI;
meet people’s health and well-being needs;
ensure people live longer healthier lives;
support people as close to home as possible in the least restrictive environment; and
empower users and their carers through choice and co – production.

Success will be measured by looking at:
• patient reported outcomes;
5

www.england.nhs.uk/mental-health/casestudies/aldershot

Pre-Consultation Business Case
Adult and Older Peoples' Specialist Mental Health Services Redesign

Page 11 of 193

•
•
•
•

mortality/morbidity data;
patient experience and satisfaction;
access and waiting times; and
referral data and activity.

D
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In diagram 2 (below) we describe the development journey taken to deliver plans which, once
implemented will achieve and outcomes for service users.
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Diagram 2: Achieving improved outcomes for people through service redesign
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4.0 Options for delivery of adult and older peoples mental health
services
Locally developed transformation plans describe a programme of co-design across the
health and social care economy where commissioners and providers respond to patient
needs and work together to redesign care services. They represent a system wide
commitment to implementing the changes required to deliver a care system that is fit for the
21st century’s population needs and is entirely consistent with the national vision for future
mental health services described in the 5YFV.
The aim is to develop a new model of care to achieve a responsive, community focussed,
personalised care system that is wrapped around the empowered individual. It enables
professionals to fully utilise their skills in working together to target the support and care to
people most in need.

•
•
•

AF
T

Components of the new model of care will improve patient outcomes through:
access to an enhanced multi professional community mental health services;
timely response to crisis support; and
improved inpatient experience.

R

Feedback from both users and professionals is that there needs to be better links with
primary mental health services to ensure the wider determinants of health are addressed
and there is a recognition of the importance of managing physical and mental health
together in the application of person centred care.

D

4.1 Enhanced Community Mental Health Teams
People will be supported in their own homes as far as possible by a multi professional team
who support the GP as the lead professional where appropriate and deliver integrated care
through care communities. Care management plans will be co-produced and people will
know what to expect in relation to care, review and medicines management. Patients who
have required hospital care should be able to return home as soon as possible and may
include a period of increased ‘step down’ support by community and home treatment
teams. The community teams will provide the following key functions:
•

•

a person- centred approach to treatment that supports people to live full and
meaningful lives. Treatment approaches will be in line with NICE Clinical Guidelines
and encourage personal independence and self-management approaches to
maintaining physical and mental wellbeing where appropriate
a single point of referral. This will be for assessment of need and ongoing
management e.g. to crisis support secondary care mental health services where
clinically appropriate. Additional community support or an alternate package of care
in line with NICE Clinical Guidelines.
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4.2 Crisis Support
A range of options will be available to people both in and out of hours. Home treatment
teams will provide additional support in the home but will also have access to crisis
placements for short stay care and day time community support through crisis cafes. They
will provide ‘in reach services’ for crisis placements to provide alternatives to hospital
admission and A&E attendance. The crisis service will be a collaboration between CWP
and third sector partners.
For older people with dementia an outreach service will support people in crisis in their own
homes to avoid unnecessary admissions to hospital or allow time for a long term placement
to be identified.
4.3 Inpatient provision
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When a period of very specialised care is needed and there is no appropriate alternative to
care, people will be admitted to hospital, where care will be provided in facilities which offer
a range of therapeutic interventions options in an environment which is modern and
supports privacy and dignity through the provision of single ensuite accommodation. The
unit will be staffed appropriately and the length of stay determined by patient need rather
than what is available in the community on return to home.

D
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In the care model below we show how mental health secondary care services will be
delivered within a wider, holistic model of care where patients can access services that
meet their needs. The development of the ‘navigator role’ will ensure people can move
easily between levels of support combining low level interventions and complex care
packages where required.
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Diagram 3: A model of care for mental health

In the scenarios below we show how the new model of care will bring benefits to people
and demonstrate how professionals, working in partnership with a wider range of options
can deliver care closer to home
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5 Case Study 1: A model of care for mental health

Case Study 2: A model of care for mental health

Dementia outreach service

Crisis support

Mr Joseph is a 75 years old elderly gentleman with a
diagnosis of an Alzheimer’s Dementia of moderate
severity (known to Memory Clinic). He has deteriorated
rapidly in his mental state and has become agitated and
aggressive towards others (family) especially on
intervention. His wife contacts the GP stressing that she
requires extra support but desperately wishes to keep him
at home for as long as possible.

R
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Carol is a 34 year old lady who has suffered from Bipolar Affective Disorder since she had her
first child. She has 3 children aged 12, 7, and 3 years old. She lives with them and her partner.
When younger she had episodes where she felt elated and hyperactive but these days her
illness means that she feels depressed most of the time. She struggles to motivate herself to get
out of the house. She is on a lot of medication and worries about the effect this is having on her
body. Sometimes her moods become so bad that she feels like killing herself and she has had to
be admitted to hospital. However this in infrequent and she had only had two admissions in the
last 10 years. Carol is very reliant on the support she gets from the Community Mental Health
Team. She has noticed that her community nurse, Peter, and her Consultant psychiatrist both
seem much busier these days and she is not able to see them as often as she would like.
In the past few weeks Carol has been feeling very low and has started to think it might be better
if she wasn’t here

D

Current -Carol has told Peter how she feels and he has increased his visits to see her. He has
asked the Community Home Treatment Team to be involved. Carol feels supported throughout
the day but things are much worse at night. She can’t sleep and feels she has no-one to turn to
when she wakes in the night. She calls the emergency contact number and talks to a nurse on
the ward. The nurse listens and is supportive. However carol feels she has to tell her story all
over again and she is worried the nurse has other work she should be doing so she hangs up.
Things are so bad that she takes an overdose and ends up admitted to hospital
After redesign – As well as support throughout the day there is now a 24 hour Community Home
Treatment Team. They give Carol a number to call if she becomes afraid in the night and when
she calls the nurse knows about her case and what has been happening recently. She is able to
calm Carol and arrange to see her first thing in the morning. Carol feels at the end of her tether
and to have a break “from life” she ends up at the local crisis house for a couple of nights. After
2 days she feels well enough to return home and resume her parenting role and continue to be
supported by her CMHT.
Carol is given the number for a Talking Therapies, Crisis Café and Recovery College that
she can visit for additional group support.

Pre-Consultation Business Case
Adult and Older Peoples' Specialist Mental Health Services Redesign

Currently: Due to the degree of his acute presentation he
is admitted to an inpatient ward. He becomes more
distressed due to the change in environment and change
in people who he is not familiar with. We establish that his
abdomen is heavily distended and he is acutely
constipated. He is treated successfully and has a good
bowel movement in the next 24-48 hours. His
presentation settles. No further agitation / aggression is
reported, however he ends up developing Pneumonia
and spends some time on the medical ward. He has a fall
and sustains a fracture to his wrist. He is eventually
discharged home with a care package 3 months later.
After redesign: With the development of the Dementia
Outreach Service – professionals will be able to visit him
in his own home and complete a thorough assessment.
They can liaise with the GP and work with the multidisciplinary team in managing his relapse. They treat his
underlying constipation and he settles. The above
medical complications can be avoided by simply having
this service – where staff from the dementia outreach
service are going out to see him in his own familiar
surroundings.
Page 17 of 193

4.4 Options for service delivery

A long list of options for future service delivery was drawn up for consideration. In addition
to the mandated ‘do nothing’ and ‘do minimum options we considered:
•
•
•
•
•

the range of services required in response to the needs analysis
new models of care in place elsewhere demonstrating improved outcomes
existing service providers to maintain quality and continuity of care
new service providers including the private sector to increase capacity locally
travelling time for patients in response to user feedback

In total eight options were developed as outlined below:
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Option 1: Do nothing: No enhancement of community care and no crisis care placements
provided. No enhancement in Home treatment teams or dementia outreach developed.
Retain all inpatient care (58 beds) on the Millbrook unit
Option 2: Do minimum: No enhancement of community care and no crisis care placements
provided. No enhancement in Home treatment teams or dementia outreach developed.
Retain reduced inpatient care on Millbrook Unit and upgrade the facility. (52 beds)

R

Option 3: Enhanced community and home treatment teams. Crisis care services
established including up to 6 local short stay beds. Retain all inpatient care on the Millbrook
unit (58 + circa 6 beds)

D

Option 4a: (preferred option) Enhance community and home treatment (crisis) teams.
Provide the inpatient and bed-based care currently available at Millbrook within new crisis
care services established locally, including up to 6 local short stay beds, as well as a new
older peoples service at Lime Walk House in Macclesfield, and an adult functional service
within the current provider footprint at Bowmere in Chester. In total these services provide
53 beds.
Option 4b: Enhance community and home treatment (crisis) teams. Provide the inpatient
and bed-based care currently available at Millbrook within new crisis care services
established locally, including up to 6 local short stay beds, as well as a new adults
functional service at Lime Walk House in Macclesfield, and an older peoples service within
the current provider footprint at Bowmere in Chester. In total these services provide 53
beds.
Option 5: Enhanced community and crisis care services (circa 6 local beds) Re-provide
adult inpatient care (25 beds) from Millbrook to other facilities within current provider
footprint. Procure older peoples dementia services (10 beds) from the private sector Older
peoples functional re (12 beds) at Lime Walk. Total 53 beds
Option 6: Enhance community and crisis care services (circa 6 local beds). Re-provide
older peoples services to Lime Walk site in Macclesfield (22 beds) and utilise multiple NHS
providers for adult inpatient (25 beds). Total 53 beds
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Option 7: Transfer some community, crisis care (circa 6 local beds) and inpatient services
(45 beds) to alternative providers closer to the users home. Re-provide older peoples
dementia services (10 beds) at Lime Walk site in Macclesfield. Total 55 + 6 beds
In Options 4a, 4b, 5, 6 and 7 the Millbrook unit would close and in patient services re
-provided elsewhere
Once complete, a stakeholder panel undertook an options appraisal exercise to identify the
pros and con of each long listed option. In doing this we considered the:
need to deliver clinically safe and sustainable services;
need to offer services that are acceptable to users;
ambition to improve clinical outcomes;
need to reduce the system cost pressure whilst enhancing services available;
potential to utilise existing provider estates;
use of alternative providers to reduce travelling for patients and carers; and
need to increase choice through a range of service and treatment options.
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•
•
•
•
•
•
•

In order to assess each option a set of criteria were developed against which people could
score against the set benefit with 1 being the lowest and 5 the highest. The patient
acceptability criteria was developed using feedback from the patient engagement events
whereas clinicians determined the quality, sustainability and safety criteria.
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The full pack (scoring sheet and long list of options) can be seen at appendix 4. 47 scoring
packs were sent out to clinicians, managers and the project team and 26 completed sets
were returned. Of the 26 returned there was an even split between clinical and non- clinical
responses. The results of the scoring can be seen in the table below
Table 3: Results of the non- financial scoring of options
Option
Option 1
Option 2
Option 3
Option 4a
Option 4b
Option 5
Option 6
Option 7

Non-Financial Criteria Scores
493
516
964
1,074
979
832
860
824

4.5 Financial gateway
Each option was then assessed against a defined affordability gateway set on the current
cost of the ‘do nothing’ option. Therefore where the cost of an option exceeded the current
cost of service provision it was excluded.
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The results of this assessment was that only options 1, 4a and 4b passed the financial
gateway.
Therefore the project group determined that the options to take forward to consultation are
as follows
Option 1: Do nothing: No enhancement of community care and no crisis care placements
provided. No enhancement in Home treatment teams or dementia outreach developed.
Retain all inpatient care (58 beds) on the Millbrook unit
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Option 4a: (preferred option) Enhance community and home treatment (crisis) teams.
Provide the inpatient and bed-based care currently available at Millbrook within new crisis
care services established locally, including up to 6 local short stay beds, as well as a new
older peoples service at Lime Walk House in Macclesfield, and an adult functional service
within the current provider footprint at Bowmere in Chester. In total these services provide
53 beds.
Option 4b: Enhance community and home treatment (crisis) teams. Provide the inpatient
and bed-based care currently available at Millbrook within new crisis care services
established locally, including up to 6 local short stay beds, as well as a new adults
functional service at Lime Walk House in Macclesfield, and an older peoples service within
the current provider footprint at Bowmere in Chester. In total these services provide 53
beds.
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However it is recognised that whilst option 1 is technically defined as do nothing; in
accordance with the case for change the consequence of this option being selected would
be the need to redirect funding from other current care services, in order to maintain, in the
longer term, safe services.
4.6 Sensitivity test

While both the weighting applied to each benefit and the scores attributed were determined
by stakeholders, it is recognised that the concerns of stakeholders vary significantly. It was
agreed that sensitivity testing should be undertaken. This is a means of scrutinising what
the effect would be of applying different weights to the benefits and will determine the level
of confidence the project team has in the ranking of options.
It was agreed that the sensitivity test should include;
•

Sensitivity Test 1: Applying an equal weight to all options. This removes any
possibility that weighting favoured particular benefit disproportionately. Thus each
weight is given an equal score of 2.

•

Sensitivity Test 2: Lowering the weight applied to weighting applied to affordability
by one point from 3 to 2, and increasing the weighting applied to patient acceptability
from 2 to 3. This is to demonstrate that the exercise is not finance led and that the
views of patients have been taken into consideration.
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The sensitivity test does not alter the overall outcome of the evaluation of options. Both
sensitivity test 1 and 2 both result in Option 4a scoring the highest followed by Option 4b.
4.7 Impact of options 4a and 4b on Travel for patients and carers
With the development of highly specialised services such as stroke, cardiac and trauma,
the development of networked services aims to provide access at a population level with
the growing expectation that for some people this will incur additional travel. Whilst this is
similar for mental health services, the enhancement of community services will reduce the
need for hospital care by 16% and some crisis bed based care will be locally available.
During the last year there have already been 12 people from Eastern Cheshire and 57 from
South Cheshire and Vale Royal who have received treatment and travelled to Bowmere,
and there have been no problems with travel reported.
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There are currently approximately 305 patients who would need to travel further to get to
Bowmere than if travelling to Macclesfield shown below by CCG:

R

Table 4: Table showing number of patients travelling further
Name of CCG
Number of People
NHS EASTERN CHESHIRE CCG
176
NHS SOUTH CHESHIRE CCG
118
NHS VALE ROYAL CCG
11
Grand Total
305
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For these patients and their carers this will mean additional travel as outlined below

Table 5: Table showing the additional miles if services move to Bowmere
Town
Macclesfield
Crewe

Distance (miles) to Distance (miles) to Additional miles
Macclesfield
Chester
1
41.9
40.90
20.7
26.5
5.80

The project team undertook further work in response to patient and public concerns looking
at the logistics of traveling to Bowmere particularly in relation to public transport and is
summarised in the table below.
Table 6: Table showing the available modes of transport if services move to Bowmere
From and To
Macclesfield to Chester
Crewe to Chester
Macclesfield to Chester

Mode
of
Transport
Bus
Bus
Train
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Time
(one way)
3.30 minutes
1.30
1.30

Approx cost return
£5.50
£5.50
£12 – 21
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Crewe to Chester
Macclesfield to Chester
Crewe to Chester

Train
Car
Car

23 minutes
51 minutes
36 minutes

£7 – 12
£12 - 20
£8 - 12

In the majority of cases if travelling from towns in Cheshire East it isn’t possible to do the
whole journey by bus in the same day if existing visiting hours remain later in the day.
Plans are being developed to minimise impact for patients and carers include:
•
•
•

Working with third sector organisations to provide short term support for travel
Agreeing flexible visiting times to enable people to visit earlier in the day
Use of technology to support contact e.g. skype, face time. In accordance with
CWPs enabling technology strategy

4.8 NHS System Impact
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A more detailed travel analysis is available in appendix 5

In the options 4a and 4b the existing inpatient facility ‘Millbrook’ on the Macclesfield
Hospital site would be left vacant following the re provision of inpatient care to other
facilities with a consequential shift in financial deficit from one system partner to another. To
prevent this scenario a number of options are being considered as part of a strategic
approach to estates management and includes:
using the site to support the accommodation of new and additional NHS services
offer the vacant site for land sale, with proceeds being reinvested into local NHS
services.

R

•
•
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The system partners across Vale Royal, South and Eastern Cheshire will be tasked with
undertaking a high level feasibility study on the potential options for the Millbrook site
pending a final decision post consultation.
4.9 Patient transport and place of safety
NWAS state when services are provided out of Cheshire to busy towns, cities and
hospitals, this reduces the number of vehicles able to respond to 999 calls within the
Cheshire footprint
People who have mental health problems, who need a place of safety within the meaning of
the Mental Health Act are transported via ‘blue light’ emergency ambulance, with Cheshire
Police accompanying the person. NWAS also provide Urgent Care Services for planned
work between hospitals. Patient Transfer Services are commissioned through West Midland
Ambulance Service.
Cheshire Police Mental Health Liaison outlined the importance of adequate provision of
‘places of safety’ within Cheshire, to enable Police to complete a section within the Mental
Health Act, with Approved Mental Health Practitioner (AMP) or Psychiatrist in the interest of
the person’s mental health and wellbeing.
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The project team will continue to partner with NWAS, Cheshire Police Mental Health Liaison
and the Pan Cheshire Crisis Care Concordat Board, to develop the model of care for the
preferred options, that will ensure adequate provision of ‘places of safety’ supported by
competent and timely assessment and treatment.

5.0 Capacity and Workforce plan
The national shortage of candidates with the right knowledge, skills and behaviours in some
NHS professions has created a very competitive market providing a challenge to building
capacity to take plans forward. Nationally there are professions and roles where the
vacancy rates are high and recruitment is difficult. This includes qualified nurses across all
specialties, medical staff including Doctors in Training and GPs and specialised roles such
as IT and Finance. In a recent NHS Confederation report (July 2017) it highlighted a 12.6%
decline of mental health nurses over the last 7 years.
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It is necessary therefore to extend our thinking beyond the traditional roles within mental
health and capitalise on some of the new and exciting developments that are occurring
within the workforce as a whole.
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It is essential that we attract and employ individuals with key skills and experience, along
with the right attitudes, behaviours and values to deliver person centred care. However as
a system we recognise that this is influenced by factors which include an ageing workforce;
increasingly attractive career opportunities outside the NHS; the effect on staff of changes
in the healthcare economy as a whole that impact on workloads, work place stress and
perception of job security. For CWP this has been more so in the past twelve months
where the future of Millbrook has been under review.

•
•
•
•
•
•
•
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We believe that the plans outlined in this pre consultation business case will improve staff
retention and attract new people by:
introducing new roles;
training and education opportunities to improve skills and deliver NICE;
recommended interventions;
creating opportunities for career progression and succession planning;
extending the practice of existing roles and professions;
providing opportunities for flexible working;
linking in with educational Establishments to improve recruitment to training and
educational programmes; and
capitalising on the apprenticeship levy.

The changes described in the new model of care will also provide existing staff with an
opportunity to move into different roles by providing other roles in both inpatient and
community services. This would be managed through existing HR processes and
procedures.
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5.1 Modelling capacity and workforce plan linked to finance
Using the needs analysis as a baseline in relation to numbers and evidenced based
pathways of care to determine what people needed in relation to care and support, capacity
requirements were modelled. The skill mix of staff was determined by patient needs for a
safe and effective service. The cost modelling work was undertaken in parallel and
determined by the skill mix and numbers required. The workforce plan is presented in
summary in Diagram 4 below and in detail at appendix 6
The results represent a starting position against which future developments can be
delivered. It describes the community and crisis response which will deliver improved
outcomes for patients and reduce the over reliance on inpatient services.
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According to national guidelines care coordinators should be carrying a caseload of 35, and
there should be 1 consultant per 50,000. The current caseload for coordinators is in excess
of this however a review of working practices shows that people can stay on active
caseload for up to two years longer than required and should be discharged back into the
care of the GP.
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Diagram 4 shows the link to demand and the difference in capacity generated by new ways
of working and enhancement. It describes how changes will deliver improved outcomes for
patients and carers.
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Diagram 4: Capacity and workforce plan
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6.0 Finance
The local health and social care system is showing a deteriorating financial position. The
cost of the current adult and older peoples mental health service configuration exceeds the
funding available and change is required for the local NHS to operate within mandated
financial controls.
As a consequence of the limited community resources the level of service in Vale Royal
South and Eastern Cheshire has more of a focus on inpatient services when compared with
CWP’s model on the Wirral and in Western Cheshire. Additionally the Millbrook facility is
CWP’s least good inpatient environment and results in additional costs being incurred to
ensure safe services.
Both the current service model in Vale Royal, South and Eastern Cheshire, and the
financial position, are unsustainable.
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In the current financial environment it is not expected that new funding will be identified to
meet the shortfall identified or provide funding for community services. The aim of this
redesign programme is to both enhance the community and crisis care provision and help
close the financial gap through a redirection of existing funding
Without the proposed redirected investment in community services the dependency on the
current bed configuration will continue and the service delivery and financial risks
associated with these services will continue to grow.
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From a financial perspective, the optimal option, whilst reducing the deficit in this area does
not completely eliminate the financial challenge facing these services and is still some way
short of the level of investment required for the Five Year Forward View and the surplus
expected by regulators. A detailed cost analysis on long listed options is available at
appendix 7
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7.0 Risks and mitigation plan

Impact
• Impact the ability to deliver the
strategic changes required as set
out by the Mental Health 5 year
forward view.

• Options 4a and 4b would result in
some people having to travel
further should a period of inpatient
care be necessary

R

Lack of public support for
options

There is a risk that the
consultation process may be
delayed if the Pre
Consultation Business case
is not approved

Mitigation
• Engagement with OSC and organisational
Boards/Governing Bodies throughout the process.
• Pre consultation engagement events to inform
preferred options
• Follow NHSE process for service redesign
• CWP to evoke business continuity plans pending
decisions on next steps
•
• Work with third sector organisations to provide short
term support for travel
• Agree flexible visiting times to enable people to visit
during the day
• Use of technology to support contact e.g. skype,
face time
• Minimise length of stay in hospital through enhanced
community services
• CWP to evoke business continuity plans.
• Regular communication with staff
• Clinical leadership across system to identify
measures to maintain quality of care
• Monitoring of key safety indicators to highlight
increasing risks
• Continue active recruitment to all vacant posts
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Risks
There is a risk that the Pre
Consultation Business case
won’t be approved.

D

Delay in
Consultation

Patient
Acceptability

Consultation

Table 7: Risk mitigation plan

• Impact on staffing numbers.
• Clinical risks not addressed
• Recruitment continues to be
difficult during period of
uncertainty
• Sustainability of services
•
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• CWP to evoke business continuity plans.
• Regular communication with staff
• Clinical leadership across system to identify
measures to maintain quality of care.
• Monitoring of key safety indicators to highlight
increasing risks
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T

There is a risk to the project
from Negative media
coverage.

• Unable to recruit and retain staff
due to uncertainty
• Increase in un-planned staff
absences
• Increase in caseloads in
community teams
• Longer response and waiting
times in the community
• Occurrence of out of area
admissions to other Trusts
• Increase in avoidable harm
incidents
• Public consultation outcome
influenced by negative coverage

• Development of a communications and engagement
strategy
• Fully engage public in pre consultation and
consultation events
• Engagement with media to establish relationship
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Clinical Risks
Reputational and
Organisational

There is a risk to service
sustainability during the
planning and consultation
phase

Pre-Consultation Business Case
Adult and Older Peoples' Specialist Mental Health Services Redesign

Page 28 of 193

8.0 Next Steps
8.1 Public consultation strategy
The public consultation will be for a 12-week period and will be a comprehensive process
involving six public meetings across the major towns in Eastern Cheshire, South Cheshire
and Vale Royal.
In addition offers will be made to attend local community meetings such as mental health
forums, Age UK, Alzheimer’s Society etc.
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A comprehensive Equality Impact Assessment has been conducted that will guide our
approach to formal consultation, ensuring that we target groups that will be directly and
indirectly affected by the proposals – and that we produce information in different formats
and made available in different places that are convenient and accessible for different
people, including those with protected characteristics.
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To enable people to understand the rationale for change and give full consideration to the
options, information will be shared via a number of channels, these include:
• A public consultation booklet in plain language that clearly sets out the reasons for
change and the options the public are being asked to comment on, including details
of public meetings and ways to find out more information and feedback views. It will
feature a freepost survey to complete and return;
• An online version of this booklet will also enable people to share their views via a
simple online survey;
• Further hard copy information including posters and flyers signposting people to the
public meetings and website, distributed widely in:
o CWP services, including the Millbrook Unit where volunteers will support an
information hub throughout the 12-week consultation period;
o GP surgeries;
o Macclesfield and Leighton general hospitals;
o Other NHS and public sector premises, including libraries; and
o Voluntary sector premises
• Where possible the use of messages on information screens in hospital and GP
surgeries will also be utilised;
• There will be a dedicated website page to act as a hub of online information;
• We will seek to engage with local media outlets (local newspapers and radio) as well
sharing information via NHS and local authority websites and social media channels;
• Dedicated staff events and drop-in sessions in Eastern Cheshire, South Cheshire
and Vale Royal will continue during the formal consultation period;
• All CWP members and staff in Eastern Cheshire, South Cheshire and Vale Royal will
be invited to give their views;
• A dedicated phone number will be available throughout the 12 week period for
people with any queries about public meetings or getting copies of the consultation
document; and
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•

In addition, the Patient Advice and Liaison Service at commissioners and CWP will
support service users and carers with specific concerns raised as a result of the
consultation during this time.

We will engage an independent organisation to receive feedback and conduct analysis of
findings in order for the partnership to fully consider views put forward, before making a
decision on next steps.
Any personal details provided will be treated in accordance with the Data Protection Act
and will not be used for any other purpose. We will also establish robust methods of
recording stakeholder comment directed at partners during this period, to ensure we can
channel all feedback into the final report.
8.2 Reporting and decision-making
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The independent analysis of feedback on the consultation will be reviewed by a range of
organisations before any decisions are made on the way forwards:
• CWP’s Trust Board;
• Eastern Cheshire CCG’s Governing Body;
• South Cheshire and Vale Royal CCG’s Governing Body;
• Cheshire East Council’s Adult Health and Social Care Overview and Scrutiny
Committee; and
• NHS England’s Assurance Process.
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The partners are committed to communicating the outcome of the consultation and what will
happen next and ensure the continued involvement of service users, carers, staff and
partners during implementation of any changes.
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Membership Groups
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Adult Mental Health Project Team
Ian Hulme
GP Mental Health Clinical Lead
Jacki Wilkes
Sponsor
Suzanne Edwards
Service Director CWP
Sadia Ahmed
Consultant CWP
Sally Sanderson
Service lead CWP
Marie Ward
Transformation Project Manager
Elizabeth Insley
Finance Lead
Robert Walker
Expert by Experience
Jamaila Tausif
South Cheshire Lead
Nicola Glover Edge
Director, Cheshire East Council
John Loughlin
Project Manager CWP
Katherine Wright
Comms and Engagement CWP
Scott Maull
Finance Lead CWP
Charles Malkin
Comms and Engagement ECCCG
Amanda Graham
ECCCG PMO
Clinical Advisory Group
Kate Chapman
Matron CWP
Jane Tyrer
Therapy Lead CWP
Sabu Oomman
Consultant CWP
Sadia Ahmed
Consultant CWP
Anushta Sivananthan
Medical Director CWP
Teresa Strefford
GP Mental Health Clinical Lead
Philip Goodwin
GP Mental Health Clinical Lead
Ian Hulme
GP Mental Health Clinical Team
Zoe Ball
Clinical pychologist
Options Appraisal Scoring - additional support
Andrew Smith
Cheshire Police Mental Health Liason
Carol Robertson
NWAS - East Cheshire
Julia Cottier
Service Director CWP
Tracy Parker Priest
Director Vale Royal and South CCG
Julia Huddart
GP
James Milligan
GP
Mike Clark
GP
Julie Sin
PH consultant
Site Visits
Phil Jarrold
Expert by Experience
Mike Heald
Expert by Experience
Robert Walker
Expert by Experience
Marie Ward
Transformation Project Manager
John Loughlin
CWP Estates
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Communication and Engagement Strategy
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Eastern Cheshire, South Cheshire and
Vale Royal Adult Mental Health Services
Communications & Engagement Strategy to Support Pre-Consultation and
Consultation
Dated 17th November 2017
Version 1.9

Comments

Date

1.0

First draft of document shared with NHS Eastern Cheshire
CCG and Cheshire & Wirral Partnership Foundation Trust
(CWP) for comments and amends.

10/10/2017

1.1

Amends and comments received from Eastern Cheshire CCG
and CWP, further draft updated and shared within CSU teams
for further work and development.

11/10/2017

1.2

Further draft updated and shared within CSU teams for further
work and development.

12/10/2017

1.3

Amends completed and shared with NHS Eastern Cheshire
CCG, CWP, NHS South Cheshire CCG and Vale Royal CCG
for comments and amends.

23/10/2017

1.4

Amends completed and shared with NHS Eastern Cheshire
CCG, CWP, NHS South Cheshire CCG and Vale Royal CCG
for comments and amends.

31/10/2017

Amends completed and shared with NHS Eastern Cheshire
CCG, CWP, NHS South Cheshire CCG and Vale Royal CCG
for comments and further amends.

9/11/2017

1.6

Amends completed and shared with NHS Eastern Cheshire
CCG, CWP and NHS South Cheshire and Vale Royal CCGs
for comments and amends.

10/11/2017

1.7

Amends completed and shared with NHS Eastern Cheshire
CCG, CWP, NHS South Cheshire CCG and Vale Royal CCG

13/11/2017

1.8

Amends completed and shared with NHS Eastern Cheshire
CCG, CWP, NHS South Cheshire CCG and Vale Royal CCG

14/11/2017

1.9

Amends completed and shared with NHS Eastern Cheshire
CCG, CWP, NHS South Cheshire CCG and Vale Royal CCG

17.11.17
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Version

Contributing partners include; Cheshire and Wirral Partnership NHS Foundation Trust, NHS Eastern
Cheshire Clinical Commissioning Group, NHS South Cheshire Clinical Commissioning Group and
NHS Vale Royal Clinical Commissioning Group
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1.0 Introduction
This document sets out the approach to the communications and engagement supporting
the Adult Mental Health Services Consultation for Eastern Cheshire, South Cheshire and
Vale Royal. The partners involved in the re-configuration are:
•
•
•
•

Cheshire and Wirral Partnership NHS Foundation Trust (CWP)
NHS Eastern Cheshire Clinical Commissioning Group
NHS South Cheshire Clinical Commissioning Group
NHS Vale Royal Clinical Commissioning Group

It is recognised that the population served by the Adult Mental Health Services falls within
the two Council footprints of Cheshire East and Cheshire West and Chester and that they
are a key stakeholder to be addressed in the development of this work.
2.0 Background
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Thousands of people of all ages with acute or long term chronic mental health conditions are
supported each year in Cheshire within hospitals and outpatient clinics, as well as in
people’s homes.
Most people access mental health services in the community, either via primary mental
health services e.g. Improving Access to Psychological Therapies services (IAPT) or
specialist community mental health services.
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Specialist community mental health services include:
 Adult community mental health services
 Older adult community services
 Early intervention team
 A home treatment team which operates daily between 8am and 9pm
 Street triage
 Recovery colleges
 Liaison Psychiatry within local hospital NHS trusts
 Mental health rehabilitation services
CWP is the main NHS mental health provider in Cheshire. In the most recent inspection by
the Care Quality Commission (CQC), CWP was rated as an organisation as ‘good’ overall
and ‘outstanding’ for caring. CWP provides inpatient mental health services for adults and
older people in three locations in Cheshire and Wirral – Bowmere Hospital, Chester;
Springview Hospital, Wirral; and the Millbrook Unit, Macclesfield, as well as the range of
community services described above (with the exception of IAPT services in Eastern
Cheshire, which are provided by another service provider).
Inpatient services for residents in Eastern Cheshire, South Cheshire are currently delivered
at the Millbrook Unit which provides 44 inpatient beds for people with mental illness and 14
beds for people living with dementia. Inpatient recovery and assessment services are
delivered from nearby Limewalk House, Macclesfield. For residents who live in the Vale
Royal area, inpatient services are delivered at Bowmere Hospital.
2.1 The Challenge
The NHS is committed to improving services for people with mental ill-health in Eastern
Cheshire, South Cheshire and Vale Royal.
3
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In order to do this we face two main challenges:
 to improve outcomes in the face of increasing demand for mental health services;
and
 to achieve this within available financial resources.
In order to improve overall outcomes for people we aim to improve four key areas in line with
the Mental Health Five-Year Forward View and local best practice:
 Community mental health services.
 The inpatient environment.
 Access to psychiatric intensive care.
 Physical health outcomes.
3.0 Communications, Engagement and Consultation
Section 14 (Z2) and 13 (Q) of the Health and Social Care Act require the involvement and
engagement of the public and stakeholders in the formulation and planning of service
change proposals. Section 244 of the NHS Act 2006 also includes the duty to consult the
relevant local authority in its health scrutiny capacity.
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NHS England provide guidance on how to fulfill the statutory requirements surrounding
service change in their publication: “Planning and delivering service changes for patients – a
good practice guide for commisioners on the development of proposals for major service
changes and reconfigurations”. They also provide further guidance on ensuring appropriate
involvement of patients and the public in service change: ‘Transforming Participation in
Health and Care’ and the recent ‘Engaging Local People in Sustainability and
Transformation Plans’.
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Our approach to pre-consultation and planning for full public consulation has been based on
this guidance. Central to an effective strategy is to ensure that service change
communications are appropriate and accessible to meet the needs of diverse communities;
and that patients and the public are involved throughout the development, planning and
decision making of proposals. This includes early involvement with local Healthwatch
organisations and the local voluntary sector.
Involvement activity around developing and presenting our proposals aims to:
 Be proactive to local populations
 Be accessible and convenient
 Take into account different information and communication needs;
and
 Be clinically led, to ensure that clinicians are driving any changes for the benefit of
service users and carers.
3.1 How we will communicate and engage
Our guiding principles are to ensure that the communications and engagement relating to
potential service change, is both within statutory requirements and allows the public to
understand the changes being proposed, are to:



Provide honest, simple and accessible information at appropriate stages of the
process to enable people to influence plans;
Establish clear messages on why change is needed, what the process for change is,
and what that change will involve at each significant milestone;
4
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Deliver messages consistently and tackle mis-information quickly and effectively;
Ensure that relevant stakeholders are engaged and reach out to groups with
protected characteristics to ensure they have equal opportunity to influence change
and are informed about any change to services and how to access them.

3.2 Communication Aims and Objectives
We will deliver a consultation based on best practice principles, which is founded on the
commitment to inform and listen. We will work with our stakeholders to deliver key
consultation work and to analyse the results to ensure an objective outcome. We will use a
mix of qualitative and quantitative methodologies to allow for both volume and richness of
response.
To help us achieve this, we have the following three high-level objectives:




To ensure that the consultation process is transparent and that it meets its statutory
requirements through sufficient inclusiveness, breadth and depth.
To provide sufficient opportunity for existing and former service users, and their
carers, to have their say in shaping options for consultation by delivering preconsultation events in an open and honest manner.
To create a significant and meaningful amount of engagement with local
stakeholders, and to provide evidence of this.

3.3 Stakeholders
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The following provides a list of key stakeholders from which the communications and
engagement can be planned. This list will be continuously reviewed and added to, as and
when new stakeholders are identified.

R

Clinical

Stakeholders
NHS Eastern Cheshire CCG
NHS South Cheshire CCG
NHS Vale Royal CCG

GP Practices
GP Alliances and Federations
Secondary care clinicians
Mental health clinicians
Cheshire East Council
Cheshire East Health & Wellbeing Board

D

Type
Clinical
Commissioning
Group (CCG)

Councillors
Health and
wellbeing board
Local Authority

Media
MPs
OSC
PALS, Complaints
and FOIs

Cheshire East
Cheshire West and Chester (for information purposes re Vale Royal)
Social services
Police
Fire & Rescue Service
Local and regional media outlets – please see Appendix E for full details
Cheshire East
MP for Vale Royal area
Cheshire East OSC
NHS Eastern Cheshire CCG
NHS South Cheshire CCG
Vale Royal CCG
5
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Staff
Trusts
Voluntary and third
sector

CWP
East Cheshire NHS Trust
Mid Cheshire Hospitals NHS Foundation Trust
CCGs
CWP
CWP
East Cheshire NHS Trust
Mid Cheshire Hospitals NHS Foundation Trust
For example Healthwatch, Eastern Cheshire HealthVoice, local charity
groups, community groups etc. For full list of stakeholders, please see
Appendix D

4.0 The Approach
4.1 Pre-consultation Engagement
Service user, carers and staff views have been integral to development of the PreConsultation Business Case; including the options appraisal process.
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Engagement has taken place from 2016 up until October 2017 as outlined below.
4.1.1 CWP Initial engagement (2016)

CWP held patient and carers workshops at the Millbrook Unit and the Macclesfield Recovery
College, as well as a series of briefings and drop-in sessions for frontline staff towards the
end of 2016. At this time CWP also engaged with Healthwatch Cheshire East, Cheshire East
Health Voice and Cheshire East Council’s Adult Health and Social Care Overview and
Scrutiny Committee. This included providing a site-visit for scrutiny committee members to
CWP services.








Ensuring that community services were sufficiently resourced to support people
earlier on to enable early intervention, prevention and thereby preventing
unnecessary inpatient admissions
Concerns about the travel implications of any potential relocation of inpatient services
for people who access services and their carers - particularly the older population
An awareness of the challenging financial conditions
Queries regarding why a new inpatient facility could not be built
Acknowledgement among people accessing services that the Millbrook Unit does not
meet the environmental standards required for modern mental health practice
Recognition for the care provided by the mental health teams at the Millbrook Unit
despite the building limitations
More support is needed with rehabilitation, housing and finding a job.

D
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The main themes from CWP’s pre-consultation engagement were:

4.1.2 NHS South Cheshire CCG and NHS Vale Royal CCG Engagement (2016)
NHS South Cheshire CCG and NHS Vale Royal CCG have engaged over the last 12 months
with their population in regard to the 5 Year Forward View as well as the future of mental
health services.
Jointly with CWP from Jan-June they held a number of workshops around early intervention
models through a newly developed Mental Health gateway service.
They also have patient feedback from the provider through contract meetings, and, through
6
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their clinical commissioning executive and GP membership meeting they gained further
feedback from GPs.
Over the past 12 months, engagement work saw over 100 service users and carers, CWP
staff, and providers from across the local health and social economy including third sector
agencies, involved with events and surveys, with the majority of responses focused largely
on secondary care services.
The process of engagement included the following;
 Information about proposals for the mental health gateway, discussions around
access to services, choice and the process of assessment
 a mental health focused questionnaire included in the ‘Cheshire Chat’ event
and
 A focus on mental health crisis services.
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From this engagement, the following themes were identified under the headings – what
works well, what could be improved and how does crisis care work;
 Concerns around communication i.e between providers and patients, friends and
family etc
 Concerns around access to services i.e wanting services and support closer to
home, meeting thresholds, access to appointments out of office hours
 Concerns around attitudes and knowledge i.e a stigma and lack of awareness in
primary care
 The following were listed as some of the top 3 priorities for crisis care;
o Support for carers and family, especially providing support for people at home
o Access to treatment quickly
and
o Consistent follow up appointments after a crisis event.

R

This feedback has helped inform the Pre-Consultation Business Case. For full report on this
activity, please see Appendix F.
4.1.3 Engagement by the Joint Project Team: Second Phase Pre-engagement (2017)

D

Having accepted CWP’s case for change, commissioners have led the partnership project to produce
a pre-consultation business case since the Spring of 2017. As a partnership, commissioners and
CWP held listening events in September 2017 at Crewe Alexandra FC and Macclesfield Town FC.
Approximately 50 people attended the events, the majority of whom were service users and carers. A
full summary of the event workshop is outlined in Appendix A and further information is provided
below

4.1.4 Event Aim & Objectives
Aim
To gather feedback from service users, carers and other stakeholders which can be used to
inform the development of a new service model and the options appraisal process.
Objectives
 To understand users’ and carers’ experiences of adult mental health services across
the Eastern Cheshire, South Cheshire and Vale Royal areas. What has worked well,
what has not worked well; what we can do differently and better.
7
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To understand the perception and experiences of key stakeholders who are familiar
and/or work with adult mental health services across the Eastern Cheshire, South
Cheshire and Vale Royal areas.
To gauge understanding of and appreciation for the case for change
To explore views and opinions to shape the development of a new service model
(Community Care, Crisis Care and Inpatient Care). Specifically what should it look
like? What is missing? How can it be improved?

To understand what is important to service users and carers (in the broadest sense of the
term including wider stakeholders) when producing a shortlist of proposals.
Table-based discussions gave participants an opportunity to describe what had worked well
for them, what had not worked well and how services might be improved.
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The event was structured and feedback was provided on the following areas:
 Experiences of using mental health services.
 Understanding of the importance of the reasons for change
 Views on the future of mental health services around the specific areas of: crisis
care, inpatient care and community care.
 Rating the criteria which will inform the possible scenarios for mental health services.
Feedback was provided within each of these areas through a mix of both qualitative and
quantitative feedback.
4.1.5 Analysis of Findings: Summary
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The main themes from the events were as follows (a full analysis of the event is available in
appendix B):
 Support for the case to change
 Calling for more ‘personalised’ care
 Calling for more support in community
 Local services were important to people
 Travel times for carers were important
 Calling for more support when in crisis – specifically:
o One point of contact for services / clear access points
o Care available quickly e.g. 24/7 care which is not A&E
o Support available at different places: home setting/ safe houses/ day centre.
Views expressed have directly informed the development of the long list of options, and the
options appraisal process – specifically informing the public acceptability criteria and also
feeding into further thinking on options development and appraisal.

4.2 Public Consultation Strategy
The public consultation will be for a 12-week period and will be a comprehensive process
involving six public meetings across the major towns in Eastern Cheshire, South Cheshire
and Vale Royal, held at different and accessible times for the local community.
In addition offers will be made to attend local community meetings such as mental health
forums, Age UK, Alzheimer’s Society etc.
8
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A comprehensive Equality Impact Assessment has been conducted that will guide our
approach to formal consultation, ensuring that we target groups that will be directly and
indirectly affected by the proposals – and that we produce information in different formats
and made available in different places that are convenient and accessible for different
people, including those with protected characteristics.
To enable people to understand the rationale for change and give full consideration to the
options, information will be shared via a number of channels, these include:

•
•
•
•
•
•
•
•
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•
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•

A public consultation booklet in plain language that clearly sets out the reasons
for change and the options the public are being asked to comment on, including
details of public meetings and ways to find out more information and feedback
views. It will feature a freepost survey to complete and return;
An online version of this booklet will also enable people to share their views via a
simple online survey;
Further hard copy information including posters and flyers signposting people to
the public meetings and website, distributed widely in:
o CWP services, including the Millbrook Unit where volunteers will support an
information hub throughout the 12-week consultation period;
o GP surgeries;
o Macclesfield and Leighton general hospitals;
o Other NHS and public sector premises, including libraries;
o Voluntary sector premises.
Where possible the use of messages on information screens in hospital and GP
surgeries will also be utilised;
There will be a dedicated website page to act as a hub of online information;
We will seek to engage with local media outlets (local newspapers and radio) as
well sharing information via NHS and local authority websites and social media
channels;
Dedicated staff events and drop-in sessions in Eastern Cheshire, South Cheshire
and Vale Royal will continue during the formal consultation period;
All CWP members and staff in Eastern Cheshire, South Cheshire and Vale Royal
will be invited to give their views;
A dedicated phone number will be available throughout the 12 week period for
people with any queries about public meetings or getting copies of the
consultation document;
In addition, the Patient Advice and Liaison Service at commissioners and CWP
will support service users and carers with specific concerns raised as a result of
the consultation during this time;
Communication to GP Practices will take place within the CCG areas via bulletins
and newsletters.

D

•

We will engage an independent organisation to receive feedback and conduct analysis of
findings in order for the partnership to fully consider views put forward, before making a
decision on next steps.
Any personal details provided will be treated in accordance with the Data Protection Act and
will not be used for any other purpose. We will also establish robust methods of recording
stakeholder comments directed at partners during this period, to ensure we can channel all
feedback into the final report.
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4.2.1 Stakeholder Communication
We will engage with stakeholders in advance of the consultation go live date; to inform them
of the rationale and options to be presented to patients and public audiences, and the
channels that will be used.
Communication will take place via the following methods:
Clinical Communications
- Briefing note to GP Alliance leads
- Briefing via GP newsletters to GP Practices
- Letter to all GP practices from the Lead Commissioner
- Briefing to secondary care clinicians, including regular briefings for CWP staff both
face-to-face and written briefings.
Acute Care
Letter from the Lead Commissioner to Chief Executives outlining the consultation
background and approach and commencement date.
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Health Overview & Scrutiny Committees
Engagement will take place via face to face briefings and presentation at OSC meetings.
Councillors
Briefings will be provided to councillors across the Cheshire footprint, in advance of the
consultation commencing.
Health & Wellbeing Boards
The Lead Commissioner and appropriate CCG will brief the H&WB Boards at a face to face
meeting.

R

PALS and Complaints Teams
A briefing will be provided to CCG and Acute Trust PALS and Complaints / FOI teams to
enable them to effectively respond to queries or to direct queries to the Lead Commissioner.

D

Neighbouring CCGs
A briefing will be provided to neighbouring CCGs to inform them of the consultation process
and the appraoch to be taken, with timelines and channels to be used.
Voluntary & Third Sector
Briefings will be provided to relevant voluntary and third sector organisations in advance of
the consultation start date.
A local campaign group ‘Do You Mind’ is running an online petition which has gathered the
support of 2,805 people calling for a number of actions around mental health, including
retaining inpatient services in Macclesfield and increased funding for mental health.
The project team has met with the group during pre-consultation and has a constructive
ongoing dialogue with them. A key objective during the public consultation will be to ensure
that service users, carers and the wider public are fully aware of the case for change and the
proposed future service model.
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4.3 Reporting and decision-making
The independent analysis of feedback on the consultation will be reviewed by a range of
organisations before any decisions are made on the way forwards:







CWP’s Trust Board
NHS Eastern Cheshire CCG’s Governing Body
NHS South Cheshire CCG’s Governing Body
NHS Vale Royal CCG’s Governing Body
Cheshire East Council’s Adult Health and Social Care Overview and Scrutiny
Committee
NHS England’s Assurance Process

The partners are committed to communicating the outcome of the consultation and what will
happen next and ensure the continued involvement of service users, carers, staff and
partners during implementation of any changes.
5.0 Media

AF
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Local media interest is high with the result that some inaccurate articles have been printed.
Media lines to take are agreed (see Appendix C) and will be revised throughout the process.
All partners will take a proactive approach to working with the local media to inform and
engage on the stages of the consultation process and will operate within a joint protocol
adhering to SMART principles.
It is recognised that the media are a key communications channel for the local population
and that the messages need to be correct in order to reduce incorrect articles which lead to
confusion and inaccuracy. With that in mind, a media planner will be implemented to support
the consultation process

R

5.1 Proactive communications

D

The proposed consultation survey and public events will be promoted across partners’
external communications channels at the earliest opportunity and again at periodic intervals,
as appropriate, throughout the consultation process.
Consultation findings and consequent actions will also be communicated proactively.
Channels will include print and broadcast media, websites and social media. News releases
will be complemented by paid-for advertising and by posters, flyers and an animation.
Partners will use media monitoring software to measure advertising value equivalency,
audience reach and sentiment and all coverage will be collated within a joint report.
5.2 Reactive communications
It is probable that the media, members of the public and key stakeholders including MPs and
councilors will request information at various stages of the consultation process and during
the period following consultation and preceding implementation of decisions. Every effort will
be made to provide information to meet information request deadlines.
Any such requests will be responded to adhering to the joint media protocol. Requests for
information under the Freedom of Information Act 2000 will be met by the relevant team of
the partner receiving the request. Responses will be drafted in collaboration with the
communications team of the recipient partner. Responses will be published in compliance
with legislation.
11
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5.3 Values
All communications, both proactive and reactive, will demonstrate transparency, openness,
honesty and integrity.
5.4 Joint protocol
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All communications will be authored by the communications and engagement teams of NHS
Eastern Cheshire CCG, Cheshire and Wirral Partnership NHS Foundation Trust, NHS South
Cheshire CCG and NHS Vale Royal CCGs, and quality assured by Midlands and Lancashire
Commissioning Support Unit. A joint protocol is in place to guide approval of documents.
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Appendices
Appendix A: Pre-Consultation Workshops
The workshops were designed to encourage interaction and engagement with the audience.
An initial ice breaker ‘quiz’ which is based on mental health services acts as a warm up and
also provides information on the services. The project lead then provided a presentation
outlining the purpose of the event and then led into the interactive workshops, as follows:
Presentation from senior CCG lead and lead facilitator covering the following.
 What is a CCG and what are its responsibilities
 What the CCG is trying to achieve around adult mental health
 Where this event sits within the consultation process
 How the event is going to run/structure/governance
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Workshop 1 – Your experiences
 Introductions at the table, who participants are sat with and the role of the facilitator
 Participant demographic profiling questionnaire.
 First activity explores their experiences of mental health services – specifically what’s
been good/strengths and what’s been bad/weaknesses and challenges.

R

Workshop 2 – the case for change
 Conduct a case for change quiz. For each reason outlined in the case for change a
simple multiple choice question was designed. Each question had 4 possible
answers (A, B, C and D).
 Each table was asked to guess the correct answer and the lead facilitator then
provided the correct answer
 At the end of this round a clinical expert from the CCG described the case for change
in more detail.
 Each participant completed a questionnaire where they were asked ‘to what extent
do you understand the ‘insert reason’ from the case for change between 1 and 4
where 1 is understand and 4 is do not understand’.

D

Workshop 3 – the model for change
 Senior clinician/CCG member presented the model for change
 Each table discussed the model and each element of the model in turn. Their
feedback will be used to feed into the options list.
 They were asked to think about how the model can be implemented. What should
this look like, what is missing, how can it be improved.
 Each part of the model was the focus of a separate flipchart sheet (Community Care,
Crisis Care and Inpatient Care).
Workshop 4 – how do we evaluate the options that we put together to implement the model
 Participants were given a list of the factors used to evaluate the options.
 They were discussed and explained.
 Participants were asked to rank them in terms of importance, both individually and as
a table
Workshop 5 – Q&A
 Throughout the session participants were invited to post-it note questions on a large
piece of flipchart paper.
 At the end of the session the clinical lead/CCG lead fielded the common questions.
13
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Appendix B: Analysis of findings from Pre-Consultation Workshops
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Please click below for PDF of findings
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Appendix C: Media – key messages during pre-consultation
1. Why is the NHS reviewing local adult mental health services?
NHS England has published a Mental Health Five-Year Forward View that
challenges commissioners and providers of services to work together to redesign
services so that people get high-quality, responsive care that allows them to get
better quickly. There is evidence that timely support reduces the number of people
experiencing crisis and requiring hospital care. By designing services in line with
existing and projected demand, the aim is to provide affordable care that meets
people’s needs. The project involves NHS Eastern Cheshire Clinical Commissioning
Group (CCG) NHS South Cheshire CCG, NHS Vale Royal CCG, Cheshire East
Council and Cheshire and Wirral Partnership (CWP) NHS Foundation Trust, as main
provider of the area’s mental health services.
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2. Is it true that the Millbrook Unit is closing?
At this time, there are no proposals for the Millbrook Unit or any other element of
adult mental healthcare in the area. Options for consultation will be informed by the
needs of service users and carers as expressed during pre-consultation, and by
clinical evidence, data on use of current services and financial information. A threemonth public consultation is expected to start early in 2018 and will include an online
survey and public events that give people plenty of chance to have their say. No
decisions will be made until after the consultation has ended.

R

3. What was the purpose of the pre-consultation events?
The listening events in Crewe and Macclesfield gave current and former service
users, and their carers, an opportunity to express their needs and wishes. Interactive
discussions encouraged participants to say what worked well, what did not work well,
and how services might be improved. The events were attended by more than 40
service users and carers in total.

D

4. Is this process all about saving money?
No. The aim is to ensure high quality and sustainable care that meets demand in a
way that enables service users to get well quickly and then stay well.
5. What happens next?
Workshop findings are informing the development of consultation options which will
require approval by NHS England; Cheshire East Council’s Health, Adult Social Care
and Communities Overview and Scrutiny Committee; the Governing Bodies of NHS
Eastern Cheshire CCG, NHS South Cheshire CCG and NHS Vale Royal CCG; and
the CWP Board. A public consultation will then commence in the New Year for a
three-month period. The findings of the consultation will be presented back to the
above groups before any changes are implemented.
ENDS
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Appendix D – Third and Voluntary sector stakeholder list
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Misc
Carers
Carers
Misc
CEC Public Health
CEC
Condition Specific Group
Misc
Carers
Condition Specific Group
Carers
Condition Specific Group
SC & VR GP Alliances
Misc
Community & Voluntary
CWaC Parent Partnership
CWaC Public Health
Forum
Social Care
Misc
SC & VR GP Alliances
Voluntary organisation
Forum
Voluntary organisation
Misc
Condition Specific Group
Condition Specific Group
Condition Specific Group
Condition Specific Group
Forum
Community & Voluntary
Voluntary organisation
Community & Voluntary
Misc
Misc

Name
A variety of sports and community groups in the local area
Age UK Cheshire East
Always There Homecare
Alzheimer Society
Big Life Group
British red cross
Buddies women’s group
CAB - Congleton, Crewe, Knutsford, Macclesfield, Nantwich
(mental health advocate)
Carers Trust
Carers Trust 4 all
CEC Parent Partnership
CEC Public Health
CEC Youth Service
Central Cheshire Alcohol Services
ChAPS
Cheshire Carers Centre
Cheshire Disability Federation
Cheshire East Parent Carer Forum
Cheshire West Eating Support Team
Chief Executive of East Cheshire Hospice/ and managers Alliance
Crewe Women's Aid
CVS Cheshire East
CWaC Parent Partnership
CWaC Public Health
Do You Mind
Director of Adult Social Care and Independent Living
East Cheshire Advocacy Service
GP - Ashfields Primary Care Centre - Sandbach
Healthwatch
Eastern Cheshire Mental Health forum
Eastern Cheshire HealthVoice
Homestart West Cheshire-Northwich
Knutford GROW
MENCAP Mid Cheshire
Mental Health Re-ablement South
MIND - Macclesfield, Winsford
Open Minds Forum
Richmond Fellowship
Samaritans Macclesfield
SMILE
The Rossendale Trust
The Wishing Well Project
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Type
Sport Groups
Older people
Voluntary
Condition Specific Group
Community & Voluntary
Condition Specific Group
Misc

c

[Type text]
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Travellers Voice
UTOPIA @ The Hub Youth Support Service Crewe
Visyon
YMCA
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Community & Voluntary
LBGT
Young people
Misc

c

[Type text]
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Appendix E – Media list

Online
Radio

TV

Outlet
Cheshire Independent
Chester Chronicle
Congleton Chronicle (also Alsager and Sandbach titles)
Crewe Chronicle
Knutsford Guardian
Macclesfield Express
Norwich Guardian
Wilmslow Guardian
Alderley Edge and Wilmslow community websites
So Cheshire Community website
BBC Radio Manchester
BB Radio Stoke
Canalside Radio
Imagine FM
Signal Radio
Silk FM
North West News
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Type
Print

Appendix F –South Cheshire/Vale Royal Mental Health Gateway Engagement Report
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Joint Report
Template - MH Gateway Consultation.docx

c

[Type text]
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Appendix 3

D

R

AF
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Needs Analysis
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Process applied:
1. Data upload of all people registered as being in contact with a CMHT in
South, East and Vale in mid-May 2017
2. 2. Data sorted into:
a) CCG
b) Diagnostic code by PbR cluster
c) Each care cluster shown as a percentage of the entire diagnostic group
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3. Diagnostic groups clumped into 'Super Clusters' - Dementia, Depression,
Psychosis, Bipolar, Personality Disorder, Anxiety
4. Data sense checked by clinicians. Some specific issues clarified:
a) absence of people with personality disorder within older adult services clinical advice suggests that symptoms tend to become less problematic
with age and other MH issues tend to come to the forefront - dementia,
depression, etc that then become the primary diagnostic code
b) Care Cluster breakdowns for Cognitive Impairment (Clusters 18 - 21)
showed an unexpected spread with significant numbers of people with a
low level of need being in service compared to very low number of people
in cluster 19-21 where there was a greater level of need. Teams
explained that this had been a pragmatic decision to manage the
administrative burden associated with keeping the clusters live due to the
need to recluster on a 12-month basis rather than three-monthly. In
addition changes to NICE Guidance and 'best practice' pathways was only
just starting to be adopted meaning that the breakdown for clusters 18-21
will change. This will mean that a different approach requiring clinical
judgement will be required to provide a costed model for these pathways.
c) secondary diagnostic codes reviewed: a number of people identified with a
secondary code of personality disorder. This identified a further 75 people
with a diagnosis of personality disorder who also had a primary diagnosis
of a different mental health condition. The numbers are broken down by
CCG as below but not included within the overall data
Table showing the number of people identified with a secondary code of
personality disorder
CCG
Number of people
EC CCG
22
SC CCG
36
VR CCG
17
Total
75
d) secondary diagnostic codes were reviewed for the subsections .5 and .7
which indicate the presence of psychotic symptoms but is NOT included
within Public Health Prevalence Data. A further 36 people were identified
with either a primary or secondary diagnostic code from the secondary
care community mental health team caseloads
CCG

Primary Code

Secondary Code
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EC CCG

8

8

0

16

SC CCG

9

5

0

14

VR CCG

2

4

1

7

Total

19

17

1

37

5. Application of PH Prevalence data - Data for South, East and Vale Royal (with
the exception of dementia) provided by Rory and Dementia and Wirral
prevalence data obtained from POPPI and PANSI sites
6. Dementia prevalence rates only available on LA footprint, therefore divided
into CCG on a pro-rata basis. Population figures used:
a) Western Cheshire 260,000
b) Vale Royal 109,000
c) Eastern Cheshire 201,000
d) South Cheshire 173,000
e) Wirral 320,000
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7. Percentage of people in contact with CWP within each of the super clusters
calculated against the PH prevalence data for the corresponding disorder –
sense check of data completed where there were significant numbers of
people clustered but not diagnosed against specific clusters, e.g. clusters 1821 for cognitive deficits and where appropriate this was added to the current
activity numbers - current admin issue meant that diagnosis was included on
clinic letter but hadn't been added to the service user's clinical record within
the electronic record it so had therefore not been reported within the data
download
8. Attempted to understand whether the proportion of people within CWP
services was appropriate or whether there was information to suggest the
recommended proportion (taking account of hidden need) in order to build/
cost a service with appropriate levels of capacity based upon Nice compliant
pathways using a PbR Care Cluster approach. Methods used to understand
appropriate proportions included:
a) comparison with other areas within CWP where different services were
commissioned to review differences in caseload composition eg Wirral
where there is a mature Personality Disorder treatment team, however
caseload analysis revealed little difference in the number of people with a
personality disorder in contact with services across the areas. What will
however be different is the service offer.
b) review of Rightcare, JSNA and National Benchmarking data together with
NICE Guidelines and Care Pathways from leading MH Providers (SLAM).
None of these data sources provided suggestions on the recommended
proportion of people with given disorders who should be in contact with
services in any given year. NHSE provides some data re: incidence rates
and for dementia and IAPT suggests the proportion of people that should
have a diagnosis of dementia and the gap in diagnosis and the number of
people with mild - moderate mental health conditions that should access
IAPT treatments. It also suggests the prevalence for First Episode
Psychosis.
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What rapidly became evident was the lack of information regarding the proportion of
suggested prevalence that would require service input in any one year. As a result it
was necessary to survey clinical opinion.
Additional information provided by:
Projecting Adult Needs and Service Information System
National Benchmarking data
Mental Health
Benchmarking.pdf

Dementia Diagnostic Rate Workbook
https://www.england.nhs.uk/publication/dementia-diagnosis-rate-workbook/
Public Health Data
Public Health Profiles
Table to show Public health prevalence data analysis mapped to current
activity

Vale Royal
Western
Cheshire
Wirral

1249 + 204 =
1,453
1042 + 316 =
1,358
379 + 208 = 586

3,301

44.02%

2,812

48.23%

1,466

39.97%

Predicted need

3,406

604 + 600 + 55
= 655

4,834

Incidence

Prevalence

372
331
211
458

924
797
455
1,478

Incidence

Prevalence

208
171
75

3,357
2,898
1,656
5,375

Incidence

Prevalence

55
116
29

4,086
3,528
2,016

D

Psychosis
Prevalence
Eastern
Cheshire
South Cheshire
Vale Royal
Wirral
Bipolar
Prevalence
Eastern
Cheshire
South Cheshire
Vale Royal
Wirral
Borderline
Personality
Disorder
Prevalence
Eastern
Cheshire
South Cheshire
Vale Royal

Prevalence
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South Cheshire

Incidence

R

Dementia
Prevalence
Eastern
Cheshire
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26.04%

Predicted need
40.26%
41.53%
46.37%
30.99%
Predicted need
6.20%
5.90%
4.53%

Predicted need
1.35%
3.29%
1.44%
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221

6,544

Incidence

Prevalence

98
141
41

10,096
8,717
4,981
16,167

Incidence

Prevalence

279
296
90

5,647
4,875
2,786
9,042

3.38%
Predicted need
0.97%
1.62%
0.82%
0.00%
Predicted need
4.94%
6.07%
3.23%
0.00%
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Wirral
Generalised
Anxiety
Prevalence
Eastern
Cheshire
South Cheshire
Vale Royal
Wirral
Depressive
Disorders
Prevalence
Eastern
Cheshire
South Cheshire
Vale Royal
Wirral

Table to show Public health prevalence data analysis mapped to current
activity
CCG

Eastern Cheshire
CCG
South Cheshire
CCG
Vale Royal CCG
Eastern Cheshire
CCG
South Cheshire
CCG
Vale Royal CCG
Eastern Cheshire
CCG
South Cheshire
CCG
Vale Royal CCG
Eastern Cheshire
CCG
South Cheshire
CCG
Vale Royal CCG
Eastern Cheshire
CCG
South Cheshire
CCG
Vale Royal CCG
Eastern Cheshire

D

Dementia
Prevalence data
collected from
POPPI

R

Disorder

Psychosis

Bipolar Disorder

Personality
Disorder

Anxiety Disorder
secondary care
activity only
Depressive

Current
Secondary Care
Activity

Public Health
Prevalence
Data

%age

1,453

3,301

44.02%

1,358

2,812

48.23%

586

1,466

39.97%

372

924

331

797

211

455

41.53%
46.37%

208

3,357

6.20%

171
75

2,898
1,656

5.90%
4.53%

55

4,086

1.35%

116
29

3,528
2,016

3.29%
1.44%

98

10,096

0.97%

141
41
279

8,717
4,981
5,647

1.62%
0.82%
4.94%
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Disorder
secondary care
activity only

CCG
South Cheshire
CCG
Vale Royal CCG

296
90

4,875
2,786

6.07%
3.23%
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The 21 cluster groups enable care to be categorised in relation to patients’ needs
which can range from low level to complex. Professional judgement was used to
estimate within each of the diagnostic groups what proportion of people would be in
each category:
 Cluster 1: Common Mental Health Problems – low severity
 Cluster 2: Common Mental Health Problems – low severity with greater need
 Cluster 3: Non psychotic – moderate severity
 Cluster 4: Non psychotic - severe
 Cluster 5: Non psychotic - very severe
 Cluster 6: Non psychotic disorder of over-valued idea
 Cluster 7: Enduring non psychotic disorder – high disability
 Cluster 8: Non psychotic, chaotic and challenging disorders
 Cluster 10: First episode psychosis
 Cluster 11: Ongoing recurrent psychosis – low symptoms
 Cluster 12: Ongoing recurrent psychosis – high disability
 Cluster 13: Ongoing recurrent psychosis – high symptoms and disability
 Cluster 14: Psychotic crisis
 Cluster 15: Severe psychotic depression
 Cluster 16: Dual diagnosis
 Cluster 17: Psychosis and affective disorder – difficult to engage
 Cluster 18: Cognitive Impairment – Low need
 Cluster 19: Cognitive Impairment or Dementia Complicated -Moderate need
 Cluster 20: Cognitive Impairment or Dementia Complicated - High need
 Cluster 21: Cognitive Impairment or Dementia – High physical or
engagement
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Table to show needs analysis data mapped to level of care need
Psychosis Bipolar
Disorder

Personalit Anxiety
y Disorder Disorder

Depressiv Other
e Disorder

Cluster 1

2

0

1

2

8

7

13

Cluster 2

1

2

3

8

11

21

15

Cluster 3

5

4

11

29

70

112

69

Cluster 4

1

4

3

19

17

37

36

Cluster 5

1

0

2

4

6

12

8

Cluster 6

2

0

0

2

12

1

3

Cluster 7

1

4

5

55

69

176

95

Cluster 8

0

9

0

38

6

14

14

Cluster 10

3

187

11

2

4

27

39

Cluster 11

14

378

187

6

10

79

42

Cluster 12

10

355

78

5

9

49

33

Cluster 13

6

125

17

2

2

14

12

Cluster 14

0

15

7

0

0

0

2
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Dementia
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Total
Number
33

Total
%
0.5

61

0.9

300

4.2

117

1.6

33

0.5

20

0.3

405

5.7

81

1.1

273

3.8

716

10.1

539

7.6

178

2.5

24

0.3
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0

1

0

0

2

4

2

Cluster 16

0

5

0

1

0

1

7

Cluster 17

0

20

6

1

0

2

2

Cluster 18

1,693+520

9

2

1

10

22

10

Cluster 19

794+197

3

1

0

1

10

7

Cluster 20

32 + 4

2

2

Cluster 21

50 + 7

0

0

100

20

17

Total no.

3,443

1,143

353

0

1

0

3

0

0

0

1

25

40

78

622

200

278

666

1,035

9

0.1

14

0.2

31

0.4

2,267

31.8

1,013

14.2

44

0.6

58

0.8

1,002
7,118

14.1

100
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Cluster 15

Pre-Consultation Business Case
Adult and Older Peoples' Specialist Mental Health Services Redesign

Page 59 of 193

Appendix 4

Final Scoring Options
1) Scoring Options Template (example)
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2) Scoring Options Overview
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Option 1: Do nothing: No enhancement of community care and no crisis care placements
provided. No enhancement in Home treatment teams or dementia outreach developed. Retain
all inpatient care (58 beds) on the Millbrook
Description: In this option 58 beds are retained on the Millbrook Unit 44 for adults and 14 for older
people. There would be no upgrading of the current facility and no enhancement of the community
services or crisis care. ECT inpatient and day case would continue on the Millbrook site
Benefit

Pros

Cons

Clinical safety and
sustainability

Adequate inpatient capacity

Community teams unable to meet the
needs of the local population with
existing capacity and current service
model
Unable to provide a 24/7 response in
the community for people experiencing
crisis.
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Limited community response for
people with complex needs.
No onsite access to PICU resulting in
service users not having timely access
to the least restrictive environment.
The cost of providing services from the
Millbrook unit have been assessed by
the provider as being £2,000,000
higher than that being recovered from
the commissioners.

D

R

Affordability

Higher spend on inpatient compared to
community with fewer people
benefiting from inpatient care
compared to community services.
Higher levels of staff are required at a
greater cost compared to other more
fit for purpose mental health inpatient
facilities.
Net impact is system cost pressure of
£2,000,000

Patient acceptability

No additional travelling for
patients and carers

Lack of community support leads to
unnecessary admissions and
extended length of stay of up to 50%
(local clinical snapshot audit).
Shared bedrooms in Millbrook would
continue to impact on individuals
privacy and dignity.
Users and carers have limited choice
to the type of response to support
them in a crisis.
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Quality of care

Increased risk of breaching CQC
requirements for mixed sex and single
bedroom accommodation
NICE guidance cannot be fully
implemented within existing staff skill
mix.

Strategic fit

AF
T

The existing model of care is historical
and not consistent with either national
policy (five year forward view) or local
integration plans as described in
Connecting Care and Caring Together
There is a lack of choice for crisis
intervention and inadequate
community capacity to support care
closer to home

Option 2: Do minimum: No enhancement of community care and no crisis care placements
provided. No enhancement in Home treatment teams or dementia outreach developed. Retain
reduced inpatient care on Millbrook Unit and upgrade the facility. (52 beds)

R

Description: In this option 58 beds are retained on the Millbrook Unit 44 for adults and 14 for older
people. The unit would be upgraded to comply with CQC standards. There would be no enhancement
of community or crisis services. ECT inpatient and day case would continue on the Millbrook site
Pros

D

Benefit
Clinical safety and
sustainability

Adequate inpatient capacity

Cons
Community teams unable to meet the
needs of the local population with
existing capacity and current service
model
Unable to provide a 24/7 response in
the community for people experiencing
crisis.
Limited community response for
people with complex needs.
No onsite access to PICU resulting in
service users not having timely access
to the least restrictive environment.
Refurbishment would result in a
reduction in bed numbers without the
enhancement of community services
to offset the loss.

Affordability
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Millbrook unit have been assessed by
the provider as being £2,000,000
higher than that being recovered from
the commissioners.
The capital cost of refurbishment is
£14,000,000 paid at £560,800 per
annum.
Higher levels of staff are required at a
greater cost compared to other more
fit for purpose mental health inpatient
facilities.
Net impact would be system cost
pressure of £2,500,000

Patient acceptability

No additional travelling for
patients and carers

Quality of care

Facility does comply with
building guidance and the
provision of single sex rooms
with en-suite facilities

D

R

Strategic fit

Users and carers have limited choice
to the type of response to support
them in a crisis.

AF
T

Improved environment for
service users

Lack of community support leads to
unnecessary admissions and
extended length of stay of up to 50%
(local clinical snapshot audit)

NICE guidance cannot be fully
implemented within existing staff skill
mix.
The existing model of care is historical
and not consistent with either national
policy (five year forward view) or local
integration plans as described in
Connecting Care and Caring Together
There is a lack of choice for crisis
intervention and inadequate
community capacity to support care
closer to home

Option 3: Enhanced community and home treatment teams. Crisis care services established
including up to 6 local short stay beds. Retain all inpatient care on the Millbrook unit (58 +
circa 6 beds)
Description: In this option 58 beds are retained on the Millbrook Unit. This would mean 44 for adults
and 14 for older people. Community mental health teams would deliver interventions to enable safe
care and have the appropriate skill mix to do so community teams would be able to provide a timely
response to the current level of demand. A new model of crisis care introduced which would see the
home treatment team providing 24/7 care in conjunction with overnight placement support and day
time crisis cafe.

Benefit

Pros

Cons

Clinical safety and
sustainability

Adequate inpatient capacity

No onsite access to PICU resulting in
service users not having timely access
to the least restrictive environment.

Increased community support
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leads to reduced admissions
and length of stay of up to
50% (local clinical snapshot
audit).
Staffing levels within
community services mapped
to meet the current level of
demand
Able to provide a range of
responses in the community
for people experiencing crisis.
Community response for
people with complex needs.

Affordability

AF
T

The cost of providing services from the
Millbrook unit have been assessed by
the provider as being £2,000,000
higher than that being recovered from
the commissioners.
The predicted reduction in admissions
is likely to lead to under use of
bedstock by a minimum of 17%.

The Net Impact would be system cost
pressure of £3,170,000

D

R

The estimated cost of enhancing
Community/Crisis services is
£1,170,000

Patient acceptability

Quality of care

Strategic fit

No additional travelling for
patients and carers
Users and carers will have
access to a range of crisis
responses.

Increased risk of breaching CQC
requirements for mixed sex and single
bedroom accommodation

The new model of care is
partially consistent with both
national policy (five year
forward view) and local
integration plans. There is
increased choice for crisis
intervention and community
capacity to support care closer
to home.
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Option 4a: Enhanced community and home treatment teams. Crisis care services established
including up to 6 local short stay beds. Re-provide inpatient care from Millbrook to other
facilities within current provider footprint with older people services at Lime Walk House
Macclesfield, and adults functional services at Bowmere , Chester (47 + circa 6 beds)
Description: In this option 22 beds would be provided at Lime Walk; 10 for older people with
dementia and 12 for older or more physically vulnerable adults with functional illness. 22 beds would
be provided at Bowmere and 3 at Wirral for adults. Central and East patients would be admitted to
Bowmere. Rehabilitation services currently delivered at Lime Walk would be re-provided at the Soss
Moss site in Nether Alderley. In patient ECT would be delivered at the specialist ward in Bowmere.
Community mental health teams would deliver interventions to allow safe care and have the
appropriate skill mix to do so. A new model of crisis care introduced which would see the home
treatment team providing 24/7 care in conjunction with an increase in home treatment team, overnight
placement support and day time crisis café.
Pros

Clinical safety and
sustainability

Adequate inpatient capacity.

Cons

AF
T

Benefit

Staffing levels within
community services mapped
to meet the current level of
demand.

R

Increased community support
leads to reduced admissions
and length of stay of up to
50% (local clinical snapshot
audit)

D

Able to provide a range of
responses in the community
for people experiencing crisis.
Community response for
people with complex needs.

Affordability

Patient acceptability

Shift of resources to the
community, with more people
benefiting from community
care compared to inpatient
services

Ability to deliver interventions in line
with NICE guidance will not be
achievable for all mental health
conditions, however services will be
safe and effective.

The cost of expanding the
community resource is offset
by cash release from
unnecessary inpatient costs

Re-provision of inpatient services
would result in net financial impact of
£670,000 remaining cost pressure to
the system.

Improved environment for
service users

Additional travelling for some patients
and carers.

Timely alternatives to hospital
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admission are available
Length of stay are reduced
with additional support offered
in the community
Users and carers will have
access to appropriate crisis
support 24/7

Quality of care

The new model of care is
consistent with both national
policy (five year forward view)
and local integration plans.
There is increased choice for
crisis intervention and
community capacity to support
care closer to home

R

AF
T

Strategic fit

Improved environment for
service users within facilities
that comply with HBN and
CQC requirements.

D

Option 4b: Enhanced community and home treatment teams. Crisis care services established
including up to 6 local short stay beds. Re-provide inpatient care from Millbrook to other
facilities within current provider footprint with older people services at Bowmere, Chester and
adults functional services at Lime Walk House Macclesfield, (47 + circa 6 beds)
Description: In this option 22 beds would be provided at Lime Walk for adults. 22 beds would be
provided at Bowmere, 10 for older people with dementia and 12 for older or more physically
vulnerable adults with functional illness. There will be 3 beds at Wirral for adults. Central and East
patients would be admitted to Bowmere. Rehabilitation services currently delivered at Lime Walk
would be re-provided at the Soss Moss site in Nether Alderley. In patient ECT would be delivered at
the specialist ward in Bowmere. Community mental health teams would deliver interventions to allow
safe care and have the appropriate skill mix to do so. A new model of crisis care introduced which
would see the home treatment team providing 24/7 care in conjunction with an increase in home
treatment team, overnight placement support and day time crisis café.

Benefit

Pros

Clinical safety and
sustainability

Adequate inpatient capacity.

Cons

Staffing levels within
community services mapped
to meet the current level of
demand.
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Increased community support
leads to reduced admissions
and length of stay of up to
50% (local clinical snapshot
audit)
Able to provide a range of
responses in the community
for people experiencing crisis.
Community response for
people with complex needs.

Patient acceptability

Shift of resources to the
community, with more people
benefiting from community
care compared to inpatient
services

Ability to deliver interventions in line
with NICE guidance will not be
achievable for all mental health
conditions, however services will be
safe and effective.

The cost of expanding the
community resource is offset
by cash release from
unnecessary inpatient costs

Net impact is as for Option 4a
(£670,000 remaining system cost
pressure).

AF
T

Affordability

Improved environment for
service users

R

Timely alternatives to hospital
admission are available

Additional travelling for some patients
and carers. Previous engagement
feedback indicated this would be more
problematic for an older population.

D

Length of stay are reduced
with additional support offered
in the community
Users and carers will have
access to appropriate crisis
support 24/7

Quality of care

Strategic fit

Improved environment for
service users within facilities
that comply with HBN and
CQC requirements.

The new model of care is
consistent with both national
policy (five year forward view)
and local integration plans.
There is increased choice for
crisis intervention and
community capacity to support
care closer to home.
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Option 5: Enhanced community and crisis care services (circa 6 local beds) Re-provide adult
inpatient care (25 beds) from Millbrook to other facilities within current provider footprint.
Procure older peoples dementia services (10 beds) from the private sector Older peoples
functional re (12 beds) at Lime Walk. Total 53 beds
Description: In this option 12 beds would be provided at Lime Walk for older adults and adults with
functional mental health problems. 22 beds would be provided at Bowmere. 10 beds for older people
with functional problems would be procured from the private sector and 3 beds at Wirral. Community
mental health teams would deliver interventions to allow safe care and have the appropriate skill mix
to do so. A new model of crisis care introduced which would see the home treatment team providing
24/7 care in conjunction with an increase in home treatment team, overnight placement support and
day time crisis café. ECT services will be provided at the specialist unit in Bowmere.

Benefit

Pros

Cons

Clinical safety and
sustainability

Increased community support
and crisis services leads to
reduced admissions and
length of stay of up to 50%
(local clinical snapshot audit)

Lack of capacity and capability within
the care home market to support the
model.

AF
T

High risk of increased acute hospital
DTOC due to lack of capacity

Staffing levels within
community services mapped
to meet the current level of
demand.

Able to provide a range of
responses in the community
for people experiencing crisis.

The cost of expanding the
community resource is partially
offset by cash release from
unnecessary inpatient costs

D

Affordability

R

Community response for
people with complex needs.

Ability to deliver interventions in line
with NICE guidance will not be
achievable for all mental health
conditions, however services will be
safe and effective.
Increased cost of private sector
provision will negate value for money
benefits when compared to other
inpatient facilities.
Net impact would be remaining
system cost pressure of £1,450,000.

Patient acceptability

Improved environment for
service users
Timely alternatives to hospital
admission are available

Additional travelling for patients and
carers using adult services
Unpredictable travel times for patients
and carers of older peoples services

Length of stay are reduced
with additional support offered
in the community
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Users and carers will have
access to appropriate crisis
support 24/7

Quality of care

Reduced continuity of care
Risk of extended lengths of acute
hospital stay due to none availability of
private sector placement.
Varied quality across the care home
provider sector evidenced by CQC.

The new model of care is
consistent with both national
policy (five year forward view)
and local integration plans.
There is increased choice for
crisis intervention and
community capacity to support
care closer to home.

AF
T

Strategic fit

Improved environment for
service users within facilities
that comply with HBN and
CQC requirements

R

Option 6: Enhance community and crisis care services (circa 6 local beds). Re-provide older
peoples services to Lime Walk site in Macclesfield (22 beds) and utilise multiple NHS providers
for adult inpatient (25 beds). Total 53 beds

D

Description: In this option12 beds would be provided at Lime Walk for older adults with functional
problems and 10 for older people’s services. In Patient services would be delivered by alternate
providers in North Staffordshire and Stockport approx 25 beds. There is no additional capacity
available in South Manchester. Community mental health teams would deliver interventions to allow
safe care and have the appropriate skill mix to do so. A new model of crisis care introduced which
would see the home treatment team providing 24/7 care in conjunction with an increase in home
treatment team, overnight placement support and day time crisis café. ECT services will be provided
at the specialist units in multiple providers.

Benefit

Pros

Cons

Clinical safety and
sustainability

Inpatient capacity matched to
predicted demand

Fragmented care and potential delays
due to repatriation processes.

Increased community support
and crisis services leads to
reduced admissions and
length of stay of up to 50%
(local clinical snapshot audit).

Higher risk of avoidable harm
occurring when multiple providers are
involved in complex care packages
and discharge planning.

Staffing levels within
community services mapped
to meet the current level of
demand.
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Level of complexity due to cross
boundary working required with the
local authority.
Variable CQC rating across alternative
providers.
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Able to provide a range of
responses in the community
for people experiencing crisis.
Community response for
people with complex needs.

Affordability

The cost of expanding the
community resource is partially
offset by cash release from
unnecessary inpatient costs

Ability to deliver interventions in line
with NICE guidance will not be
achievable for all mental health
conditions, however services will be
safe and effective.
The cost of multiple contracts with
other providers will result in increased
costs for inpatient services.

AF
T

Loss of income to existing provider
requiring further efficiencies to be
made.
Initial quotes from alternative providers
demonstrate 50% increase on bed day
rates.
Net impact would be system cost
pressure of £2,870,000.

Less travelling for some
patients and carers.

R

Patient acceptability

D

Timely alternatives to hospital
admission are available
Length of stay are reduced
with additional support offered
in the community

Capacity constraints in alternative
providers may render this option nonviable. (Please score option 6 and 7
as if they are viable )
Patients in the catchment area for
South Manchester are unable to
access services in South Manchester.

Users and carers will have
access to appropriate crisis
support 24/7

Quality of care

Strategic fit

Unable to guarantee improved
environment for service users within
facilities that comply with HBN and
CQC requirements.
Potential impact on continuity of care
The new model of care is
consistent with both national
policy (five year forward view)
and local integration plans.
There is increased choice for
crisis intervention and
community capacity to support
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care closer to home

Option 7: Transfer some community, crisis care (6 local beds) and inpatient services (45 beds)
to alternative providers closer to the users home. Re-provide older peoples services at Lime
Walk site in Macclesfield. Total 53 beds.
Description: In this option the entire care for patients would transfer to alternative providers including
North Staffordshire and Stockport. In this option 12 beds would be provided at Lime Walk for older
adults with dementia and 10 for older people’s services.

Benefit

Pros

Cons

Clinical safety and
sustainability

For some patients: Inpatient
capacity matched to predicted
demand.

Variable CQC rating across alternative
providers.
Local service provisions for the
remaining population may become
non-viable due economies of scale.

AF
T

For some patients: Increased
community support and crisis
services leads to reduced
admissions and length of stay
of up to 50% (local clinical
snapshot audit).

R

For some patients: Staffing
levels within community
services mapped to meet the
current level of demand.

D

For some patients: Able to
provide a range of responses
in the community for people
experiencing crisis.
For some patients: Community
response for people with
complex needs.

Affordability

The cost of multiple contracts with
other providers will result in increased
costs for inpatient services.
Loss of income to existing provider
requiring further efficiencies to be
made.
Initial quotes from alternative providers
demonstrate 50% increase on bed day
rates.
Net impact would be in the region of
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£1,700,000 without including
consequences of unpicking services
currently shared between
commissioners which may increase
costs further.

Patient acceptability

Improved environment for
service users
Timely alternatives to hospital
admission are available
Length of stay are reduced
with additional support offered
in the community

Capacity constraints in alternative
providers may render this option nonviable. (Please score option 6 and 7
as if they are viable )
Patients in the catchment area for
South Manchester are unable to
access services in South Manchester.

Less travelling for some
patients and carers

Quality of care

AF
T

Users and carers will have
access to appropriate crisis
support 24/7

Unable to guarantee improved
environment for service users within
facilities that comply with HBN and
CQC requirements.
Potential impact on continuity of care

The new model of care is
consistent with both national
policy (five year forward view)
and local integration plans.
There is increased choice for
crisis intervention and
community capacity to support
care closer to home

D

R

Strategic fit
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Scoring Sheet

20/11/2017

Scoring Options for Adult Mental Health Redesign

Option 1: Do nothing: No enhancement of community care and no crisis care placements provided. No enhancement in Home treatment teams or dementia outreach developed. Retain all inpatient care (58 beds) on the Millbrook

Score
Grouping

Your Score
(user input) 1-5

Factor
1

2

3

4

5

Provides inadequate staffing
across community, crisis and
inpatient relative to care needs

Provides limited staffing needs
across community, crisis and
inpatient relative to care needs

Provides some of the staffing
needs across community, crisis
and inpatient relative to care
needs

Provides majority of the staffing
needs across community, crisis
and inpatient relative to care
needs

Provides adequate staffing across
community, crisis and inpatient
relative to care needs

Clinical safety and sustainability section
Clinical safety and
sustainability

Adequate staffing across community, crisis and inpatient relative to care
needs (ratio).

Clinical safety and
sustainability

PICU provision within appropriate inpatient service

Clinical safety and
sustainability

Right staff skill mix

Affordability
Affordability

Value for money - what gives us the best return on investment

Cost more than 10% above CCG
funding

Patient/carer acceptability

D

Quality of care

Little choice of services locally
which are not personalised. Not
24/7 access

Quality of care

Provides the right care in the right place at the right time

Strategic fit
Strategic fit

National - Implementing Five Year Forward View for Mental Health

Strategic fit

Local - CCG 5 Year Plan, CWP Strategic Plan 5 Year Plan

Costs between 0.1% and 10%
above CCG funding

Limited choice of services locally,
some personalised not 24/7
access

R

Patient/carer acceptability To be completed as part of pre consultation engagement process

Provides limited staffing skill mix

Provides some of the staffing skills
mix

AF

Provides inadequate staffing skill
mix

PICU provision available

T

There is no PICU provision

Care needs not met with
inadequate access to services
across limited facilities

Major adverse contribution to
national strategic plans

Cost matches CCG funding

Some increase in range of
services locally, some
personalisation and cover
extended hours

Provides majority of the staffing
skills mix

Cost between 0.1% and 5% less
than CCG funding

Provides a range of services
locally which is mainly
personalised and accessible 24/7

Provides adequate staffing skills
mix
Subtotal

0

Cost more than 5% less than CCG
funding

1

Subtotal

1

Provides a full range of services
locally which is personalised and
easily accessed 24/7
Subtotal

Care needs often unmet with
limited access to services across
limited facilities

Care needs sometimes met with
Care needs often met with with
reasonable access to services in a good access to services in a wide
small range of facilities
range of facilities

Care needs always met with with
good access to services in a wide
range of facilities
Subtotal

Some adverse contribution to
national strategic plans

Major adverse contribution to local Some adverse contribution to local
strategic plans
strategic plans

Moderate contribution to national
strategic plans
Moderate contribution to local
strategic plans

Significant positive contribution to
national strategic plans

Significant positive contribution to Major positive contribution to local
local strategic plans
strategic plans

GRAND TOTAL
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NHS Confidential

0

Major positive contribution to
national strategic plans

Subtotal

Option 1

0
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Travel Map and Analysis
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Bollington

Eastern Cheshire
Eastern Cheshire
Eastern Cheshire

T

Eastern Cheshire

Patients Admitted
(-16%)

5

46

-41

<10

Macclesfield

1

42

-41

66

Disley

11

49

-38

<10

Congleton

8

46

-38

22

Eastern Cheshire

Poynton

8

43

-35

<10

Eastern Cheshire

Alderley

6

40

-34

<10

Eastern Cheshire

Wilmslow

8

38

-30

13

Eastern Cheshire

Handforth

9

39

-30

<10

Eastern Cheshire

Chelford

7

37

-30

<10

Eastern Cheshire

Holmes Chapel

12

37

-25

<10

South Cheshire

Scholar Green

13

36

-23

<10

South Cheshire

Alsager

15

33

-18

<10

Eastern Cheshire

Knutsford

11

27

-16

13

South Cheshire

Sandbach

15

27

-12

19

Vale Royal

Northwich

18

27

-9

11

South Cheshire

Crewe

21

26

-5

60

South Cheshire

Middlewich

15

21

-6

<10

South Cheshire

Shavington

23

25

-2

<10

South Cheshire

Wistaston

23

23

0

<10

Vale Royal

Winsford

19

19

0

<10

South Cheshire

Audlem

31

31

0

<10

South Cheshire

Nantwich

26

22

4

<10

Vale Royal

Weaverham

23

17

6

<10

South Cheshire

Marbury

34

22

12

<10

R
AF
D
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<10 denotes
between 0 – 9 patients admitted
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Town

Difference in miles
between Macc &
Chester

Area

Chester

Macclesfield

Distance to Chester and Patient Numbers
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Appendix 6
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Workforce and Capacity Table
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Community Mental Health Team
Community mental health services are embarking upon a wholescale transformative process. This will result in:
A revised patient journey based upon new ways of working that will increase the time that staff spend providing direct patient care, through the introduction of new technologies such as digital dictation
and through new job roles, skill-mix and team structures, enabling evidence-based clinical pathways to be implemented.



The Care Programme Approach (CPA) will continue to be the framework in which mental health services are delivered. CPA is a national model of assessing, planning, implementing / delivering care and
then evaluating that care or intervention



New evidence-based treatment pathways will be available for service users to ensure that they benefit as quickly as possible and outcomes are maximised



Services will provide a recovery-focused culture.



Decisions around care and treatment will be made collaboratively with service users and their carers.



Service users will be educated and supported where possible to self-manage their condition with clear plans for staying well, including at discharge.

The Community Mental Health
Teams are multi-disciplinary and
are comprised of a mix of medical
staff, nurses, occupational
therapists, psychological
practitioners and support workers
and work in partnership with social
care staff.
The clinical workforce currently
represents 37.02 w.t.e.
Medical support and senior clinical
leadership is provided by the
Consultant Psychiatrists that cover
inpatient care and community care.

Based upon the CMHT Policy
Implementation Guide (PIG)
suggests that the teams
currently have the capacity to
support 1,170 people with
functional mental health
difficulties at any time based
upon:
- Care Coordinators carrying
an individual caseload of 35
people under enhanced care
of the CPA; and

Current Demand

Referrals to community
mental health services have
grown by 35% since 2010.

The teams collectively hold a
caseload of 2,652 people.
Some of these individuals no
longer need the support of
specialist mental health team

R

The Community Mental Health
Teams currently operate on a
Clinical Commissioning Group
footprint

Current Capacity

Consultant Psychiatrists carry
individual caseloads in excess
of 300 people

D

Current Workforce

AF
T



- Consultant psychiatrists
capacity should be based on
1 consultant per 50,000 adult
population

Teams lack the capacity to
respond to more urgent
pieces of work without
cancelling other routine
pieces of work.
The current operational
model, its systems and
processes are not wholly
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Proposed Workforce

The proposed workforce is
based upon a new way of
working underpinned by a
transformative approach to
ensure a more recoveryfocused and person-centred
approach to treatment and
support by the community
mental health team.

This process will require a
fundamental change in the way
that services currently operate
and that staff have the right
skills to support service users to
recovery. This would include:
-

Releasing senior clinical
staff [including medics]
from routine tasks to
ensure a more responsive
and proactive and early
intervention approach.

Proposed Capacity
Capacity within the enhanced
community mental health service
for people with functional mental
health difficulties would be
positively affected as a result of:
Teams aligning to the developing
care communities reducing travel
requirements
Improved IT to support agile
working
Enhanced staffing levels.
As a result of the proposed
investment, it is envisaged that
the team’s capacity should result
in the ability to support 1,800
people in line with CPA.
Increasing the capacity by an
additional 630 (current capacity
1,170)

Proposed Benefits
Increased recovery focus
resulting in people remaining
within services for as long as is
necessary
Increased ability to achieve NICE
recommended interventions
through the delivery of clear
treatment pathways
Improved availability of senior
clinical and medical support
enabling a proactive/ early
intervention approach.
Investment would allow a service
redesign that would:
A central point of referral to and
triage for community-based
specialist mental health services
allowing for improves response
and better access
Nominated care coordinators for
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-

Increase the number of
therapy staff that are
available to plan and
deliver specific elements
of the treatment plan.

With an additional investment
of £700k across the three
locality teams there would be a
potential increase in staffing of
up to of 30 wte clinical staff of
B3 – B6 to include increased
therapy staff.

AF
T

recovery focused and as a
result many people stay
within services for lengthy
periods of time despite them
not requiring input from a
specialist mental health
team/service – the current
average length of stay in
service is in excess of two
years.

Dementia Outreach
Development of a dementia outreach service will support:

This will enable a focus on people
with severe mental illness who
require active treatment from a
specialist mental health team

both standard and enhanced care
in accordance with CPA, to assess
and coproduce a treatment plan
that reflects NICE recommended
interventions.
The introduction of wellbeing
hubs that would provide
increased support people’s
physical health monitoring in
addition to delivering specific
pharmacological interventions
resulting in improved capacity
and capability to monitor the
physical health and wellbeing of
people with severe mental health
needs

R

These figures are indicative
based upon demand and
capacity modelling and further
refinements and developments
will occur as we progress to a
full business case

Whilst this may be a reduction in
the current caseload figures, this
reflects a move to actively
managing caseloads, bring the
capacity in line with demand, by
moving to a recovery-focused
and goal orientated treatment
packages of treatment and
support

A more joined up approach to the care and treatment of people with dementia by primary care, social care and community mental health services.



Assessment, diagnosis and initiation of treatment where clinically indicated for people with memory difficulties will be quicker



A joined up approach to monitoring the impact of memory drugs would see this undertaken as part of the annual physical health review completed by Primary Care services for people who have mild
cognitive impairment and low level needs.



Reduce the need for hospital admissions



Reduce inappropriate admissions



Reduce the number of emergency readmissions

D



As a result, people with more complex and challenging presentations will be seen more quickly with increased support and advice available to the individual, their family and/ or carers over an extended week.
Consequently more people will be supported to remain within the usual place of residence – whether that is their own home or a residential/ nursing care placement

Current Workforce

Current Capacity
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Current Demand

Proposed Workforce

Proposed Capacity

Proposed Benefits
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As this service will be a new
development baseline data is
not currently available

There is currently no available
data regarding the number of
requests made to specifically
support people reaching a crisis
as a result of dementia however
benchmarking data reflects that
emergency admissions to
hospital for people with a
diagnosis of dementia are
higher than the national
average with admission rates in
excess of 2,500 per 100,000
population.

The proposed service would see
the development of a 7-day,
extended hours, multidisciplinary/ multi-agency team
that crosses between primary
and secondary care services.
Bringing together geriatricians,
physiotherapy and ‘falls’
advisors as well mental health
staff experienced in managing
challenging presentations
associated with dementia.

The resource initially identified
would support the development
of ‘proof of concept’ for the
service, whilst allowing for
flexibility to adapt to emerging
models based upon demand

We also know that current
demand outstrips the available
capacity due to anecdotal
evidence suggesting that a
number of requests for support
are currently being managed via
the wider older peoples’/
memory team,

The initial phase would see an
increase in workforce of 2 wte

Up to an additional 12 people
could be supported to stay at
home per week

D
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Currently there is a limited
resource specifically aligned to
support people in nursing
homes who present with
challenging behaviours. This
currently equates to 4.5 w.t.e.
B6 nurses across Central and
East footprint and dedicated
medical input in only the South
Cheshire CCG footprint

The current care home service
links with all nursing and
residential care homes across
South Cheshire, Vale Royal and
Eastern Cheshire resulting in
them completing over 2,500
contacts in the last 12 months,
with each practitioner seeing an
average of 12 service users a
week.
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T

The Older Peoples Community
Mental Health Team currently
supports individuals with
complex and challenging
presentations. However this
service is limited in its ability to
respond to crisis situations,
provide intensive home based
support and is limited to
Monday to Friday cover.

Pre-Consultation Business Case
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Increased ability for people to
maintain their usual care
arrangements and to remain in
their usual place of residence.
Increased confidence in the
ability of carers [both formal
and informal] to support people
with dementia.
Enhanced hours of support.
Reduction in the number of
attendances at A+E and
admissions to hospital.
Greater integration with
primary care services to ensure
seamless support.

Although reflective of work that
is currently underway as part of
the ‘frailty’ work, ‘Home First’
and ‘Primary Care Home’
developments that form part of
the wider health and social care
system transformations of
‘Caring Together’ and
‘Connecting Care’, this
development seeks to
consolidate these various
schemes with mental health as
an intrinsic factor. Consequently
further work outside of the
remit of this redesign will need
to be undertaken with health
and social care partners to
develop the overall scope and
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vision for the service

In addition, a project manager
(0.5wt) for a twelve-month
period would enable the
identification of all projects
currently underway together
with opportunities for these to
be integrated to maximise their
impact whilst identifying gaps
requiring future investment.

D

Home Treatment Team

R
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It is proposed that the initial
phase would be to redesign the
current older adult/ memory
workforce to focus upon more
complex rather than routine
work would maximise the
resource available within the
older people’s teams and then
aligning with the Primary Care
Home models to focus upon
supporting people with
dementia whose usual care
package is at risk.

An enhanced home treatment team would provide a range of offers to people who are experiencing a mental health crisis that include:


Enhanced resource within the Home Treatment Team will ensure their ability to support people at home 24/7



A single phone number will be available 24/7 for people who are experiencing a crisis in their mental health.



The provision of crisis beds and a crisis café will provide an appropriate alternative for those people who require a period of increased support away from home but do not need to be admitted to an acute
mental health unit.

As a result there will be greater choice about the range of support available when experiencing a mental health crisis and fewer people will require admission to a specialist acute mental health bed for support
and treatment.

Current Workforce

Current Capacity

Pre-Consultation Business Case
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Current Demand

Proposed Workforce

Proposed Capacity

Proposed Benefits
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Medical support and senior
leadership is provided by the
Consultant Psychiatrists that sit
within the acute care pathway
and work intro the inpatient
unit.

The current capacity meets 900950 episodes of care per year
which on average is a caseload
of 20.

Referrals are for a number of
reasons including:
All admissions to the inpatient
unit must go via the Home
Treatment Team

Through a redesign of Home
Treatment services, it is
proposed to bring together the
resources for South Cheshire,
It is proposed that
approximately £500,000 will be
allocated to crisis support
following the redesign, this
would support the following:
Enhance current Home
Treatment Team by 8 additional
staff to offer a 24/7 service, this
will include nursing, support
staff and therapy staff

AF
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The clinical workforce
[excluding medical staff]
currently represents 27.31
w.t.e.

The Mental Health Policy
Implementation Guide (PIG)
suggests that a Home
Treatment Team covering the
population of South Cheshire,
Vale Royal and Eastern Cheshire
should have a caseload of
approximately 50-60 service
users at any one time, allowing
for the geography.

The Home Treatment team
receives in excess of 900
referrals a year for people
resident in South Cheshire, Vale
Royal and Eastern Cheshire.

Gatekeeping requests to assess
whether admission to hospital
admission is required or
whether care could be provided
safely at home
A period of home treatment to
avoid the need for hospital
admission; or

To facilitate early discharge due
to the degree of risk reducing to
a level that can be safely
managed within the
community.

R

The Home Treatment Team is
currently comprised of a limited
multi-disciplinary team. The
team is primarily made up of
mental health nurses at B5 and
B6 together with some
community support workers at
B3.

The team’s capacity is impacted
upon by a number of variables –
the distance from base, the
number of people required to
visit, the number of
assessments required, etc. as
such it is difficult to establish a
clear capacity for the team

D

The Home Treatment Teams
currently operate on a Local
Authority footprint with the
service for Vale Royal based
alongside that for Western
Cheshire and is based at
Chester. The team covering
South and Eastern Cheshire
operates from a central base in
Congleton.

As such these episodes of care
ranged from a single contact to
contact over several weeks

Crisis Café supported by the
Voluntary and Third Sector with
support from the Home
Treatment and Community
Mental Health teams
Up to 6 Crisis / Emergency
Respite Beds supported by the
Third Sector with around the
clock support from the Home
Treatment Team on an in-reach
basis.
These figures are indicative
based upon demand and
capacity modelling and further
refinements and developments
will occur as we progress to a

Pre-Consultation Business Case
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Capacity within the enhanced
service would be positively
affected as a result of:
Locality based teams reducing
travel
Improved IT to support agile
working
Enhanced staffing levels.
As a result it is envisaged that
the team’s capacity should
double resulting in up to 1,900
contacts per year
Based on the increased number
of staff and national workforce
recommendations the team
would have a caseload of up to
50 people

Creation of additional ‘crisis/
emergency respite’ beds as an
alternative to hospital
admission following a crisis in
their mental health.
Creation of a crisis café for
people who require additional
support due to a mental health
crisis.
Reduced time spent travelling
due to creation of small locality
based teams that are centrally
coordinated resulting in
increased clinical contact time/
capacity.
Creation of a 24 hour service
with the capacity to visit people
at home outside of current
hours (09:00 – 21:00).
Creation of an ‘out of hours’
telephone line for people who
experience a mental health
crisis.
Increased choice regarding
appropriate alternatives to
hospital admission.
Reduced admission to mental
health unit and reduced
attendance at A+E.
Increased ability to achieve NICE
recommended treatment for
disorders.
A service that provides the
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full business case

same level of response 365 days
a year.
Meets the requirements of the
Crisis Care Concordat and move
to achieving the requirements
of the 5 Year Forward View for
Mental Health

Inpatient services
Improvements to inpatient services would result in:
Increased space available and greater attention to privacy and dignity, for example, the elimination of shared bedrooms and the introduction of en-suite facilities.



Adopting new roles including Advanced Practitioners to enhance senior clinical leadership



Introducing nurse associates to support the qualified nurse role



Introduction of psychological therapists to ensure the delivery of NICE recommended interventions

Current Capacity

Inpatient services for adults and older
people are provided in three inpatient
units which are based in Macclesfield,
Chester and Wirral.

There are currently a total
of 167 beds across the
three units (Bowmere,
Spingview and Millbrook):

The quality of physical provision within
each of these units varies due to the
differing amounts of space available
resulting in the requirement for higher
levels of staff within Millbrook than
within the other units to ensure patient
privacy, dignity and safety is
maintained.

36 beds for dementia

The current workforce model for
inpatient care is based upon traditional
roles and pay structures. The current
resource does not allow for the
recruitment of psychological therapists

44 beds for functional
mental illness.

Proposed Workforce

Proposed Capacity

Whilst demand is high,
benchmarking data shows
that both admission rates are
below the national average
and that bed occupancy and
lengths of stay are in line
with the national average.

Whilst the final workforce
profile will depend upon the
options developed within the
Consultation paper, however
using the National Safe Staffing
levels under option 4a and 4b
there would be the following
staff:

Whilst the final capacity
will depend upon the
options developed within
the Consultation paper,
the models developed
may result in an overall
reduction of 5 beds with:

4a Older People = 36.52 w.t.e.
comprised of clinical and
clerical staff between B3 and
B7

22 additional beds being
provided in Bowmere,
Chester;

D

131 beds for functional
mental illness.

Current Demand

R

Current Workforce
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Millbrook currently has 58
beds:
14 beds for dementia

With a current workforce of
122.08 w.t.e including
clinical and clerical staff

Pre-Consultation Business Case
Adult and Older Peoples' Specialist Mental Health Services Redesign

4b Adults = 31.75 w.t.e.
comprised of clinical and
clerical staff between B3 and

22 beds being provided in
Macclesfield;

3 additional beds being
provided in Springview,
Wirral; and
6 newly commissioned
crisis beds

Proposed Benefits
Improved physical environment
resulting in:
- Improved patient and carer
experience and satisfaction
- Improved compliance with CQC
standards regarding privacy and dignity
Enhanced senior clinical leadership due
to the introduction of new, enhanced
roles and new ways of working.
Introduction of psychological therapist
resulting in increased ability to deliver
NICE recommended interventions.
Improved flow with shorter periods of
admission as a larger range of
community services would be on offer
Reduced reliance on inpatient
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B7

4.4

B6

11.96

B5

49.51

B4

3

B3

53.21

B8a

provision as access to a larger range of
community services will be available

Bowmere = 31.75 w.t.e.
comprised of clinical and
clerical staff between B3 and
B8a
Springview – an increase of 3.0
wte clnical staff between B3
and B5

D
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In order to providing the staffing for
the Millbrook unit in its current format
that meets the 2015 National Safer
Staffing requirements there is currently
a cost pressure of £800,000.

between B3 and B7

AF
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leaving gaps in the ability to deliver
NICE compliant interventions.
Inpatient care is led by Consultant
Psychiatrists who traditionally would
have been supported by junior doctors.
This is becoming increasingly difficult
as a result of the national decline in
doctors filling these posts.

Pre-Consultation Business Case
Adult and Older Peoples' Specialist Mental Health Services Redesign

Page 83 of 193

Appendix 7
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Finance Table
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10,714

10,714

0

560

0

0

0

0

16,848

17,408

Commissioner
Income for Adult MH

14,848

14,848

Cost Pressure
Adult MH
Total Revenue Cost
All CWP Services

(2,000)

Total Contract
Income from
Commissioners
System Cost
Pressure (Total
Contract)
Capital Costs
Cost of Millbrook
Improvements
Total Capital Cost

Annual charge for
Millbrook
improvements
Additional Cost of
Enhanced
Community and
Crisis Care
Change in Cost for
revised inpatient
provision
Total Revenue Cost
In-scope Services

Revenue Costs £000
6,134
10,714

Option 5
Enhance
Community/Crisis
Offer. relocate
inpatients. 12
beds move to
Lime Walk. 22
beds move to
Bowmere and 3
on the Wirral and
10 from Private
Sector

Option 6
Enhance
Community/Crisis
Offer. Older
People move to
Lime Walk 10
beds and 12 for
Adults with other
25 provided by
other NHS
Providers

Option 7
Older People
move to Lime
Walk, other
inpatients across
alternative NHS
beds, re-contract
Community/Crisis
offer with
neighbouring NHS
Trusts.

6,134

6,134

6,134

6,134

6,134

10,714

10,714

10,714

10,714

10,714

0

0

0

T

6,134

AF

6,134

0

0

1,170

1,170

1,170

1,170

1,170

1,170

0

(2,500)

(2,500)

(446)

2,072

2,072

18,018

15,518

15,518

17,572

20,090

20,090

14,848

14,848

14,848

14,848

14,848

14,848

(2,560)

(3,170)

(670)

(670)

(2,724)

(5,242)

(5,242)

40,366

40,976

38,476

38,476

40,530

43,048

43,048

37,306

37,306

37,306

37,306

37,306

37,306

37,306

37,306

(2,500)

(3,060)

(3,670)

(1,170)

(1,170)

(3,224)

(5,742)

(5,742)

0

14,000

0

0

0

0

0

0

0

14,000

0

0

0

0

0

0

39,806

D

Baseline Cost Inpatient Care
Baseline Cost Community and
Crisis Care

R

Brief Description

Table XX: Financial Impact of Each Option
Option 2
Option 3
Option 4a
Option 4b
Do minimum:
Enhance Community/Crisis Offer.
Enhanced
Expand
upgrade Millbrook, Maintain Inpatients "as is".
community and
community and
no enhanced
crisis care service crisis care
community/crisis
and re-provide
services and
offer
inpatient care from relocate all
Millbrook to other inpatient care from
facilities within
Millbrook to other
current provider
facilities within
footprint (older
current provider
people
footprint (Adults
Macclesfield site, Macclesfield site,
adults Bowmere) Older people
Bowmere

Option 1
Do Nothing
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Supporting Documents;
1. Equality Impact Assessment 4a
2. Equality Impact Assessment 4b
3. Quality Impact Assessment 4a
4. Quality Impact Assessment 4b

D
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5. Privacy Impact Assessment.
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Equality Impact and
Risk Assessment
Stage 2

D

Equality Impact
and Risk Assessment
Title

Equality & Inclusion Team, Corporate Affairs
For enquiries, support or further information contact
Email: equality.inclusion@nhs.net

Equality & Inclusion

Page 1
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EQUALITY IMPACT AND RISK ASSESSMENT TOOL
STAGE 2
ALL SECTIONS – MUST BE COMPLETED
SECTION 1 - DETAILS OF PROJECT
Organisation: Eastern Cheshire CCG
Assessment Lead: Mandie Graham / Marie Ward
Directorate/Team responsible for the assessment: Option 4a: Adult and Older Peoples Mental
Health Redesign Project Team
Responsible Director/CCG Board Member for the assessment : Jacki Wilkes
Who else will be involved in undertaking the assessment? Marie Ward, Suzanne Edwards, Jamaila
Tausif

AF
T

Date of commencing the assessment: 13/10/17
Date for completing the assessment: 09/11/17

SECTION 2 - EQUALITY IMPACT ASSESSMENT
Please tick which group(s) this project will or may impact upon?

Yes

Patients, service users



General Public

D

Staff

Indirectly



R

Carers or family

No

Partner organisations





Background of the project being assessed:
The NHS in Eastern and Central Cheshire are working with users of the service, local mental health provider
Cheshire and Wirral Partnership and the local council to review and redesign secondary care adult and older
peoples mental health services for people with a severe and enduring mental health need. Secondary care
services is the term used to differentiate them from primary mental health services such as GP only care and
universal psychological therapies (IAPT) Secondary services includes specialised community support, crisis
response and inpatient care which is provided mainly on The Millbrook unit in Macclesfield. The project aims to
improve clinical and health and well-being outcomes for service users through a new model of care and
redesigned service delivery arrangements to support early intervention and prevention and reduce overall
reliance on hospital services

What are the aims and objectives of the project being assessed?
Option 4a: Enhanced community and crisis care service and re-provide inpatient care from Millbrook to
other facilities within current provider footprint (older people Macclesfield site, adults Bowmere)
Description: In this option 22 beds would be provided at Lime Walk; 10 for older people with dementia and 12
for older or more physically vulnerable adults with functional illness. 22 beds would be provided at Bowmere and
3 at Wirral for adults. Central and East patients would be admitted to Bowmere. 6 beds will be available locally

Equality & Inclusion
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to support short stay care for people in crisis. . Rehabilitation services currently delivered at Lime Walk would
be re-provided at the Soss Moss site in Nether Alderley. In patient ECT would be delivered at the specialist ward
in Bowmere. Community mental health teams would deliver interventions to allow safe care and have the
appropriate skill mix to do so. A new model of crisis care introduced which would see the home treatment team
providing 24/7 care in conjunction with an increase in home treatment team, overnight placement support and
day time crisis café

Services currently provided in relation to the project:
Community care is provided by Community Mental health Teams (CMHTs) based in Macclesfield for Eastern
Cheshire residents and Crewe for Vale Royal and South Cheshire residents. Home Treatment Teams provide
access to crisis care and are the gatekeepers to inpatient services. They will also provide in reach services for
crisis care. In this option the service would be extended to cover 24/7. In addition a dementia outreach service
would provide intensive support to people at home, thereby preventing unnecessary admissions to hospital
Community mental health teams are comprised of a mix of community psychiatric nurses, allied professionals
and medical staff provided by CWP whilst Local Authorities provide social work input to these teams: Cheshire
East Council for Eastern Cheshire and South Cheshire teams and Cheshire West and Chester to the Vale Royal

In patient facilities are provided at both Millbrook in Macclesfield and Bowmere in Chester.
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teams.

Equality & Inclusion
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Which equality protected groups (age, disability, sex, sexual orientation, gender reassignment, race,
religion and belief, pregnancy and maternity, marriage and civil partnership) and other
employees/staff networks do you intend to involve in the equality impact assessment?
Please bring forward any issues highlighted in the Stage 1 screening

In this option it is proposed that 22 beds would be provided at Lime Walk; 10 for older people with dementia
and 12 for older or more physically vulnerable adults with functional illness. 22 beds would be provided at
Bowmere and 3 at Wirral for adults. Central and East patients would be admitted to Bowmere. Rehabilitation
services currently delivered at Lime Walk would be re-provided at the Soss Moss site in Nether Alderley. In
patient ECT would continue to be delivered at the specialist ward in Bowmere. Community mental health
teams would deliver interventions to allow safe care and have the appropriate skill mix to do so. A new model
of crisis care introduced which would see the home treatment team providing 24/7 care in conjunction with an
increase in home treatment team, overnight placement support and day time crisis café
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T

In response to the growing body of evidence that demonstrates improved outcomes for people where there
are adequate community services and rapid response to support people in crisis. (Kings Fund 2017, FYFV 2016)
we are planning to make changes to the way in which services are commissioned and delivered for our
population.

R

Locally developed transformation plans describe a programme of co-design across the health and social care
economy where health and care commissioners and providers respond to patient needs and work together to
redesign care services. They represent a system wide commitment to implementing the changes required to
deliver a care system that is fit for the 21st century’s population needs and is entirely consistent with the
national vision for future mental health services described in the 5YFV and is the framework we have used for
our needs analysis and workforce planning

D

In early stages of implementation, the aim is to achieve a responsive, community focussed, personalised care
system that is wrapped around the empowered individual. It enables professionals to fully utilise their skills in
working together to target the support and care to people most in need.
In taking transformation plans forward for people with SMI an improved approach to care has been created by
local clinicians and patients. We have segmented the population into groups according to their risk of needing
care so that we can develop services to meet their needs and better target services where they have the most
impact. We believe that we will be able to dramatically shift the over reliance on reactive, acute hospital care
to proactive care closer to home with improved patient experience and outcomes.
Based on the above following sections will consider the impact of this option against the Protected
Characteristics.
1.

Gender

The 2011 census data shows that in East Cheshire approximately 51% of the population are female and 49% are
male.
Nationally, when looking at the sex distribution for people who have a severe mental illness, overall rates do
not differ significantly between male and female. This is for conditions such as psychotic disorders, bipolar
effective disorder and personality disorder.
Equality & Inclusion
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The table below highlights the admissions to Millbrook, broken down by gender. Slightly more females were
admitted between 1st April 2016 to 31st March 2017.
Female

% Female

Male

% Male

Total Patients

222

69.16%

99

30.84%

321

Bollin Ward open age
inpatient
mental health
ward caring
for young
adults in East
Cheshire

217

48.33%

232

51.67%

449

Croft Ward 14 bed
inpatient
ward
providing
specialist
treatment for
people with
dementia in
East Cheshire

39

57.35%

Overall
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Adelphi Ward
- open age
inpatient
mental health
ward caring
for older
people in East
Cheshire.

42.65%

68
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29

478

57.04%

360

42.96%

838

It is considered that all genders will be impacted upon as a result of the changes.
Impact of service reconfiguration on Gender as a Protected Characteristics.
Option 4a
All genders will be adversely impacted by this option. All genders will receive their care in the main in
Bowmere, Chester. All genders over the age of 64 and/or with greater physical health needs will in the main
receive their care in Lime Walk House. Both male and female within this option will be cared for in single,
ensuite rooms in buildings that meet the national standards.
Enhanced community services will be provided closer to home and support will be offered 24/7 for those
experiencing a crisis. For those who are unable to attend community based clinics, practitioners will be able to
Equality & Inclusion
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visit at home or venue of choice to provide the appropriate support, therefore negating the need for additional
travel. Community provision will remain in Central and East Cheshire. This option is expected to improve
service user experience, and provide improved quality of care through improved access to community based
services.
Potential Mitigations for option 4a
The relocation of some inpatient services to Bowmere may have an adverse impact on all genders. For all
service users requiring an admission to Bowmere CWP will continue to support their transfer via a mental
health practitioner or ambulance.
CWP, CCG and Local Authority would need to ensure that travel options are well published, which would
include travelling with NHS patient transport services. Individual difficulties would be reviewed on a case by
case basis and every attempt made to support family and carers and patients to remain connected through in
patient stay, through flexible visiting, use of technology and local in patient crisis beds.
2. Pregnancy and maternity

AF
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In 2009 the general fertility rates for England and Wales was 63.6 (per live 1,000 births), in East Cheshire this
rate is 59.8, and therefore slightly lower than the national rate, but is more or less equal to the birth rate in the
North West.
Perinatal services are specialist mental health services that support women and their families during pregnancy
and following birth.
Impact of service reconfiguration on Pregnancy and Maternity as a Protected Characteristics
Option 4a

D
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There is no proposed change in the provision of Specialist community perinatal services and these are provided
via CWP and are across Cheshire and Merseyside. Women in the perinatal period who require admission to a
specialist mother and baby unit will continue to access regional units. This is not provided at Millbrook or any
of the other inpatient units within CWP.
Women in the perinatal period who wish to remain at home during periods of crisis will be able to receive
enhanced community support via the crisis service, therefore increasing the likelihood of the mother being able
to stay at home. Access to mother and baby units can take a number of days to secure due to the limited
numbers, and therefore at times of need they will require admission to an acute inpatient unit. Bowmere has
single on suite rooms, family visiting areas that can be utilised to support mother and baby during periods of
visiting. The community specialist perinatal team will ensure that the service user maintains contact with their
local midwifery services and arrangements will be put in place for this to continue if admitted to Bowmere. It is
believed that this option will improve service user experience and supports person centred care.
Potential Mitigations to option 4a
The relocation of some inpatient services to Bowmere will have no adverse impact on women during the
perinatal period. For all service users requiring an admission to Bowmere CWP will continue to support their
transfer via a mental health practitioner, ambulance or other means based on individual choice.
CWP, CCG and Local Authority would need to ensure that travel options are well published, which would
include travelling with NHS patient transport services. The use of technology and flexible visiting hours to
Equality & Inclusion
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maintain contact with family and friends will be explored.
3. Impact of service reconfiguration on Age as a Protected Characteristic
Since the 2001 census there has been a 26% increase in the number of residents 65 and older, which is a larger
increase than in the North West (15%) and England and Wales (20%). There has been a 35% increase in the
number of residents 85 years and older, which again is a larger increase than the North West (205) and England
and Wales (24%). There has been a decrease in the number of children by 4% and those of approximate
working age have increased by 4% in line with trends in the North West and England and Wales. There are
fewer people in all age groups under 40 than England and Wales, and the median age of residents in 2001 was
40.6 years and by 2011 this has increased to 43.6 years.
Population of East Cheshire by Age

Age
All categories: Age - 370,127
Under 16

Number

29-64
65+

65,753

17.9%

55,282

14.90%

AF
T

16-29

% of population

177,720

48%

71,372

19.30%

Admissions to Millbrook by age (2016/2017)

Croft Ward
Overall

Aged 3064

% 3064

Aged 65
+

50.78%
71.71%

121
11

10.29%

61

58.71%

193

R

% 1629

37
116
Less than
10

11.53%
25.84%
0.00%

163
322
Less than
10

153

18.26%

492

D

Adelphi
Ward
Bollin Ward

Aged 1629

% 65+
37.69
%
2.45%
89.71
%
23.03
%

Total
Patients
321
449
68
838

Option 4a
Enhanced community services will be provided closer to home and support will be offered 24/7 for those
experiencing a crisis. For those who are unable to attend community based clinics, practitioners will be able to
visit at home or venue of choice to provide the appropriate support, therefore negating the need for additional
travel. Community provision will remain in Central and East Cheshire, and will be enhanced. This option is
expected to improve service user experience, and provide improved quality of care through improved access to
community based services.
For older adults age 65+ requiring inpatient care, they will experience a positive impact as a result of this option
as most service users in this group will receive their care at Limewalk House. Those who require PICU, ECT or
specialist intervention for complex presentations will receive their care at Bowmere.

Equality & Inclusion
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Adults of working age will receive the same enhanced community provision however this group will be
admitted to Bowmere if they require inpatient care, and therefore maybe adversely impacted on as a result of
this option, as a result of extra travel, but would have a positive impact from the enhanced community care.
This cohort during 2016/17 accounted for 0.016% of the total population of Central and Eastern Cheshire.
Potential Mitigations to option 4a
Access to community based crisis services 24/7 will reduce the need for admission to an inpatient unit, and will
reduce length of stay by facilitating early discharge
The relocation of some inpatient services to Bowmere may have an adverse impact on adults of working age.
For all service users requiring an admission to Bowmere CWP will continue to support their transfer via a
mental health practitioner or ambulance.
4. Impact of service reconfiguration on Disability as a Protected Characteristic

% of population

AF
T

Disability
All households - 159,441
Number
One person in household with a long-term
health problem or disability: With dependent
children
One person in household with a long-term
health problem or disability: No dependent
children

3.8%

33,628

21.1%

R

Option 4a

6,045

D

Enhanced community services will be provided closer to home and support will be offered 24/7 for those
experiencing a crisis. For those who are unable to attend community based clinics, practitioners will be able to
visit at home or venue of choice to provide the appropriate support, therefore negating the need for additional
travel. Community provision will remain in Central and East Cheshire. This option is expected to improve
service user experience, and provide better quality of care through improved access to community based
services.
For all service users requiring an admission to Bowmere CWP will continue to support their transfer via a
mental health practitioner or ambulance.
Potential Mitigations for Option 4a
Ensure that services and locations where community services will be offered from are EQUALITY ACT 2010
compliant
Improve data quality of services for users with a disability to inform further mitigations and equality impact
assessments.
Ensure that reasonable adjustments are made, and facilities are suitable.
Ensure that information on the service reconfiguration specially targets disabled groups
Provide clear information in alternative formats and with alterative content targeted at people with different
Equality & Inclusion
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abilities for wide dissemination (Accessible Information Standard)
Ensuring compliance with safeguarding regulations
Provide staff training on how to actively support members of this community
CWP, CCG and Local Authority would need to ensure that travel options are well published, which would
include travelling with NHS patient transport services.
5. Impact of service reconfiguration on Race as a Protected Characteristic
Breakdown from 2011 Census

Ethnicity
All categories: Ethnic group - 370,127
White

Number

% of population
96.7%

Black/African/Caribbean/Black British

1,402

0.4%

Asian/Asian British:Chinese

2,553

0.7%

Asian/Asian
British:Bangledeshi/Indian,Pakistani
Mixed/Multiple Ethnic Groups

Other Ethnic Group

3,507

0.9%

3,873

1.0%

313

0.1%

852

0.2%

R

Gypsy/Traveller/Irish Traveller

AF
T

357,627

D

Breakdown of Ethnicity for Individuals accessing all services in Central and East Cheshire
Ethnicity

Asian Or Asian British,
Bangladeshi

Total

Less than 10

Asian Or Asian British, Indian

15

Asian Or Asian British, Other

28

Asian Or Asian British, Pakistani

10

Black Or Black British, African

18

Black Or Black British, British
Caribbean

27

Black Or Black British, Other

Less than 10

Mixed, Other

20

Mixed, White & Asian

13

Mixed, White & Black African

Less than 10

Mixed, White & Black Caribbean

16

Not Stated

41

Other Ethnic Groups, Chinese

Equality & Inclusion
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Other Ethnic Groups, Other

18

Unknown

929

White, British

9359

White, Irish

55

White, Other

133
Total

10704

Option 4a
Enhanced community services will be provided closer to home and support will be offered 24/7 for those
experiencing a crisis. For those who are unable to attend community based clinics, practitioners will be able to
visit at home or venue of choice to provide the appropriate support, therefore negating the need for additional
travel. Community provision will remain in Central and East Cheshire. This option is expected to improve
service user experience, and provide better quality of care through improved access to community based
services and crisis beds.

Potential mitigations for option 4a
The mitigations would be:

•

R

•

Providing information in alternative languages;
Ensuring all staff have appropriate training in cultural diversity
Ensuring effective and timely interpretation services are made available and staff understand the
requirements and system for providing this
All CWP staff work within the Equality, Diversity and Human Rights policy, and regardless of the
outcome of the consultation everyone will be offered a person centred approach.
All CWP inpatient units provide access to multi-faith rooms, facilitate support from faith leaders and
promote and support individuals to continue to access faith based community support whilst receiving
inpatient care.

D

•
•
•

AF
T

For all service users requiring an admission to Bowmere CWP will continue to support their transfer via a
mental health practitioner or ambulance.

6. Impact of service reconfiguration on Gender reassignment as a Protected Characteristic
Currently CWP do not hold any information on the number of people who have undergone gender
reassignment.
At present there is no official estimate of the transgender population. The England/Wales and Scottish Census
have not asked if people identify as trans and did not ask the question in the 2011 census. In a Home Office
funded study estimated numbers of transgender people in the UK was documented to be between 300,000 –
500,000. This was however described as including anybody who experienced some degree of gender variance.
The absence of public data raises concerns for the completeness of this pre-consultation equality impact
assessment.
Despite the lack of data we know that transgender individuals may require services typically associated with a
defined gender that they do not identify with, or are accessing services that are seen to promote traditional
“family” orientated services. It is acknowledged that individuals may experience anxiety and discomfort when
Equality & Inclusion
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receiving inpatient care where signage and labels are male and female and they may still be undergoing gender
reassignment. CWP will facilitate the gender assignment that the person identifies with, and will provide the
appropriate support and adjustments. This issue could be addressed by the provision of single ensuite rooms.
Mitigations
•
•
•

Single ensuite rooms
The provision of non-gender bathrooms in community resources.
Providing staff training and awareness sessions, on how to actively support individuals in the different
care settings.
Work with 3rd sector organisations via the EDS2 framework including Body Positive (LGBT) and a Unique
Transgender organisation. Both organisations have provided training and information sessions to CWP
staff, with Body Positive sitting on the assessment panel.
Data collection methodology should be explored on how best this information can be captured.

•

•

7. Impact of service reconfiguration on Marriage and civil partnerships as a Protected Characteristic
Marital & civil partnership
All categories: Marital and civil partnership status - 304,374
Single (never married or never registered a same-sex civil partnership)

Number

% of population
28.5%

158,540

52.1%

563

0.2%

6,708

2.2%

Divorced or formerly in a same-sex civil partnership which is now legally dissolved

28,426

9.3%

Widowed or surviving partner from a same-sex civil partnership

23,519

7.7%

Married
In a registered same-sex civil partnership

AF
T

86,618

R

Separated (but still legally married or still legally in a same-sex civil partnership)

Breakdown of marital status for individuals receiving CWP services

Cohabiting

Total

D

Marital Status

186

Divorced

438

Married

2916

Not Disclosed

14

Not Known

1084

Separated

139

It is acknowledged the role that partners play in caring for their loved ones. A separate section of this EIA will
address the impact that the proposed option will have on carers.
It is however not anticipated that individuals who are married or in a civil partnership will be disproportionally
affected on either of the options described in this pre-consultation business case.
8. Impact of service reconfiguration on Religion and belief as a Protected Characteristic
Access to and the provision of services is not provided on the grounds of religion.
Equality & Inclusion
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provide access to multi-faith rooms, facilitate support from faith leaders and promote and support individuals
to continue to access faith based community support whilst receiving inpatient care. The EDS2 stakeholder
assessment will monitor the actions in relation to this protected group and ensure that there are no
unintended consequences as a result of the agreed option following consultation. Both options put forward
will be expected to impact all religious beliefs equally.
Religion
Number
% of population
All categories: Religion - 370,127
Christian
254,940
Buddhist

68.9%
0.2%

Hindu

1328

0.4%

Jewish

581

0.2%

Muslim

2438

0.7%

279

0.1%

1065

0.3%

No religion

83,973

22.7%

Religion not stated

24,641

6.7%

Sikh
Other religion

AF
T

882

Less than 10

Baptist
Buddhist

16

2515

Christian Science
Church Of England
Church Of Scotland

D

Church Of Wales

11

R

Christian

1586

Less than 10
Less than 10

Declined To Disclose

15

Hindu

14

Jehovah’s Witness

32

Jewish

Less than 10

Lutheran

Less than 10

Methodist

69

Muslim

29

None

383

Not Specified

3368

Orthodox

Less than 10

Other

581

Pagan

Less than 10

Pentecostal

Less than 10

Roman Catholic

258

Salvation Army

Less than 10

Equality & Inclusion
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Seventh Day Adv'Tist

Less than 10

Sikh

Less than 10

United Reform Church

Less than 10

Unknown

1780
Total

10704

9. Impact of service reconfiguration on sexual orientation as a Protected Characteristic
Currently there is no local data that provides a breakdown of sexual orientation by authority. In 2009, there
were approximately 430,000 lesbian and gay people living in the North West.Ref: Ecotec (2009), Improving the
Region’s knowledge base on LGBT population in the North West.
Breakdown of sexual orientation of individuals in receipt of CWP services
Sexual Orientation

Total

BI-SEXUAL

23

Less than 10

GAY OR LESBIAN

33

HETEROSEXUAL

AF
T

GAY/LESBIAN

4376

Not Known

6067

NOT STATED

132

Less than 10

OTHER
PERSON ASKED AND DOES
NOT KNOW OR IS NOT SURE

10704

D

Total

63

R

PREFER NOT TO ANSWER

Less than 10

Data collection and the quality of the data will require enhancement to ensure that this can then inform the
consultation and this equality impact assessment.
Research suggests that LGBT communities experience considerable health inequalities compared to the
population on average which impact on their experience in the healthcare system and health outcomes
(Stonewall 2008 Prescription for Change)
In 2014 the JSNA in Cheshire East undertook a consultation with the Third Sector Provider on mental health.
One of the findings of this work was that gay farmers are a particularly vulnerable group in rural Cheshire East
and they recommended that future service-design should take into account the increased risk of suicide
amongst gay farmers. They report on evidence that farmers and farm managers are the occupational group
with the fourth highest risk of suicide in England and Wales, and say that there is evidence to suggest this figure
is much higher. Added to this is the statistic that one in four gay men will attempt suicide at some stage in their
lives. This highlights gay farmers to be a particularly vulnerable group.
A further finding of this group concluded that LGBT people confirmed that Isolation and loneliness around
Equality & Inclusion
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sexual orientation is an issue, and can lead to depression and the use of substances.
Neither of the options described in the pre-consultation business care are expected to discriminate against
LGBT individuals.

Carers
Based on this option, carers may be impacted as follows
Option 4a

AF
T

Adults of working age who require an acute inpatient bed, ECT or PICU provision will be admitted to Bowmere.
It is acknowledged that carers will have to travel to visit their loved ones, and this may be a greater distance
than they would if their loved one was admitted to Millbrook. This is dependent on where the carer lives in
relation to the various inpatient units, and we cannot assume that all carers reside with the individual whom
they are caring for and/or related to. Older people will in the main be admitted to Lime Walk House, unless
they require PICU or ECT. Based on admission in the previous year, this would equate to circa 370 individuals
(admissions that would be admitted to Bowmere if we progressed option 4a). To put this into context there are
around 5,300 service users being supported in the community. By making this change we would anticipate that
the number of in patient admissions to be reduced due to the enhanced community care provision.

Mitigations for option 4a

•
•

use of technology to support carers and family to maintain contact
Flexible visiting hours
where the family or carers have concerns around in patient placement every attempt will be made to
support the patients, carers and family to remain connected.
Enhanced community provision will reduce the need for hospital admission and facilitate early discharge
therefore reducing the number of carers impacted by the changes
consultation will have a focus on carer engagement and feedback

D

•
•
•

R

Inpatient mental health care is considered as specialist, and not comparable to physical health care from
district general hospitals. It is common for individuals to travel for specialist care, such as cancer, cardiac,
paediatrics or neurology. Individuals requiring specialist inpatient mental health care should not be seen any
differently from those requiring specialist physical health care. However it is acknowledged that under this
option some carers may be disadvantaged compared to the current arrangements.

Summary of the pre-consultation equalities impact assessment
The following provides an overview of whether the proposed options are expected to have a disproportionate
effect on any of the 9 protected characteristics.
Protected Group

Options

Expected Impact

Risk

Mitigations

Gender

4a

Neutral

Low

Staff support and training
Provision of single ensuite rooms

Equality & Inclusion
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Disability

4a

Neutral

Low

Ensure that services are
compliant with the Equality Act
2010
Ensure reasonable adjustments
Staff support and training
Support
engagement
with
identified groups via the EDS2

Gender
Reassignment

4a

Neutral

Low

Staff support and training
Support
engagement
with
identified groups via the EDS2

Neutral

Low

No specific mitigations identified

Pregnancy
maternity

and 4a

Neutral

Low

No specific mitigations identified

4a

Neutral

Low

Access to information in a range
of languages and formats

Race

AF
T

Marriage and Civil 4a
Partnership

Staff training and support

and 4a

Neutral

Single ensuite rooms

Low

D

Religion
belief

R

Access to translation services

Provide adequate faith facilities
Facilitate
community
engagement with faith groups
via EDS2
Training and staff support

Sexual orientation 4a

Neutral

Low

Work closely with LGBT groups
Support engagement with LGBT
community via EDS2
Training and staff support

Age

4a

Equality & Inclusion
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How will you involve people from equality/protected groups in the decision making related to the
project?
During development of these proposals we have demonstrated a commitment to be proactive to seek
the views and experiences of our local populations and be accessible and convenient. We have met
with various interest groups, undertaken site visits with experts by experience and invited users to
share experiences and views in a range of meetings from CCG Annual Fairs to individual case studies
We have used this information alongside carer and staff views and experiences in the development of
the Pre-Consultation Business Case; including the options appraisal process.

AF
T

Patient and carers workshops were held at the Millbrook Unit and the Recovery Colleges, as well as a
series of briefings and drop-in sessions for frontline staff towards the end of 2016. At this time there
was engagement with Cheshire East Healthwatch, Cheshire East Health Voice and Cheshire East
Council’s Adult Health and Social Care Overview and Scrutiny Committee. This included providing a
site-visit for scrutiny committee members to CWP services.
More recently listening events were held in September 2017 at Crewe Alexandra FC and Macclesfield
Town FC. Over 60 people attended the events, the majority of whom were service users and carers.

R

Table-based discussions gave participants an opportunity to describe what had worked well for them,
what had not worked well and how services might be improved. In addition an online survey was also
made available to those who couldn’t attend the sessions.

D

Further engagement with people from the different protected characteristic groups, will take place
throughout the consultation period.

EVIDENCE USED FOR ASSESSMENT

What evidence have you considered as part of the Equality Impact Assessment?
•

All research evidence base references including NICE guidance and publication – please give
full reference

The table below shows the 5 year forward view mental health standards to be achieved by 2021. This
option will help towards meeting these standards. A copy of the full Adult mental health policy is
attached.
Adult community mental health services will provide timely access to evidence-based,
person-centred care, which is focused on recovery and integrated with primary and social
care and other sectors.

A reduction in premature mortality of people living with severe mental illness (SMI); and
Equality & Inclusion
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280,000 more people having their physical health needs met by increasing early detection
and expanding access to evidence-based physical care assessment and intervention each
year.

Increased access to psychological therapies for people with psychosis, bipolar disorder and
personality disorder

All areas will provide crisis resolution and home treatment teams (CRHTTs) that are
resourced to operate in line with recognised best practice – delivering a 24/7 communitybased crisis response and intensive home treatment as an alternative to acute in-patient
admissions.

Mitigating actions

AF
T

People recover better in the home environment – find quote
• Bring over comments from Stage 1 and prior learning (please embed any documents to
support this)

The Five Year Forward View recognises the need to address capacity in the community and is a
national mandate to improve and modernise mental health services to reflect a proactive, timely
response to need. (FYFV)

D

R

Underpinned by an appropriately trained workforce, there is a requirement to improve access for
Crisis Resolution and Home Treatment Teams (CRHTTs) to ensure that a 24/7 community-based
mental health crisis response is available in all areas. These teams must be adequately resourced to
offer intensive home treatment as an alternative to an acute inpatient admission, in the least restrictive
manner and as close to home as possible. There must be evidence of investment to increase access
to psychological therapies for people with psychosis, bipolar disorder and personality disorder and
‘navigators’ who are available to people who need specialist care from diagnosis onwards, to guide
them through options for their care and ensure they receive appropriate information and support

In this option we will Enhance community services through:
•
•
•
•

24/7 crisis house
Crisis café
22 beds for older people at Soss Moss (10 people aged 65+) 12 beds for adults between aged
18-64
Increased capacity of mental health teams to enhance home treatment.

Equality & Inclusion
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ENSURING LEGAL COMPLIANCE
Think about what you are planning to change; and what impact that will have upon ‘your’ compliance
with the Public Sector Equality Duty (refer to the Guidance Sheet complete with examples where
necessary)
In what way does your current
service delivery help to:

How might your proposal affect
your capacity to:

How will your mitigate any
adverse effects?
( You will need to review how
effective these measures have
been)

End Unlawful Discrimination?

Enhances provision for all
protected characteristics

Enhances provision for all
protected characteristics

Enhanced community services
to all groups

Promote Equality of
Opportunity?

Promote Equality of
Opportunity?

Promote Equality of
Opportunity?

This change facilitates all
members of the community to
access information, services,
help and support by providing
access to all the local
community services 24/7.

This change facilitates all
members of the community to
access information, services, help
and support by providing access
to all the local community
services 24/7.

Enhanced community services
to all groups

Foster Good Relations
Between People

Foster Good Relations Between
People

Foster Good Relations Between
People

The various types of support
available through this service help
to engage and enable people from
different backgrounds to
participate in public life

Investigate use of technology
i.e. facetime, skype.

R

D

The various types of support
available through this service
help to engage and enable
people from different
backgrounds to participate in
public life

End Unlawful Discrimination?

AF
T

End Unlawful Discrimination?

Flexible visiting hours

WHAT OUTCOMES ARE EXPECTED/DESIRED FROM THIS PROJECT?
What are the benefits to patients and staff?
Care in community
Evidence shows from other areas that facilities like crisis café’s and places of safety with 24/7 access
to crisis support are highly valued by carers and people who use the service. These are now common
place in other parts of the country.
A café in a North East Hampshire has helped reduce mental health hospital admissions by a third in
seven months by providing an alternative solution for service users (NHS England case study) Other
Equality & Inclusion
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examples are evident across the country including Greater Manchester, Wirral. We want these types
of services to be available to our communities too

Enhancing our community support
Benefits will include:
•
•
•
•
•
•

AF
T

•
•

Consistent access to services
PICU provision within appropriate inpatient facility
Enhanced community services
Responsive, community focussed, personalised care system providing wrap around care.
Access to specialist services as close to home as possible
Support for individuals to effectively manage their wellbeing with a focus on empowerment,
prevention and resilience
More patients supported in their own homes
Access to out of hours support for those in a crisis

How will any outcomes of the project be monitored, reviewed, evaluated and promoted where
necessary?
The project will be monitored using the Outcomes framework, IAF framework measures to ensure no
adverse impact on care, and also through contractual obligations with CWP

Feedback from users of the service will be captured through the use of the following:
Friends and family test
Patient satisfactions survey
Patient reported outcomes measures
Patient reported experience measures

D

•
•
•
•
•

R

“think about how you can evaluate equality of access to, outcomes of and satisfaction with services
by different groups”

EQUALITY IMPACT AND RISK ASSESSMENT
Does the ‘project’ have the potential to:
• Have a positive impact (benefit) on any of the equality groups?
• Have a negative impact / exclude / discriminate against any person or equality group?
• Explain how this was identified? Evidence/Consultation?
• Who is most likely to be affected by the proposal and how (think about barriers, access,
effects, outcomes etc.)
Equality & Inclusion
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•

Please include all evidence you have considered as part of your assessment e.g. Population
statistics, service user data broken down by equality group/protected group

Please request guidance on Equality Groups/Protected Groups and their issues, this document may
help and support your thinking around barriers for the equality groups
Equality Group /
Protected Group
Age

Positive
effect

Negative
effect





Neutral Please explain - MUST BE COMPLETED
effect

Positive impact - With the changes proposed in
this model the Services users will have the
opportunity to access a 24/7 crisis service,
which should ensure access to help at the point
at which it is most needed, therefore
preventing the need for hospitalisation.
Enables earlier supported discharge.



D

Disability

R

AF
T

Adults in the age category 65+ would continue
to have their care provided locally.



Potential negative impact – Adults of working
age who require an acute inpatient bed, ECT or
PICU provision will be admitted to Bowmere.
This may be a greater distance than if they were
admitted to Millbrook. In some cases the inpatient facility may be closer to the patients
home than the one based in Macclesfield. With
regards to visiting we will work with family and
carers to find solutions to any transport
problems on a case by case basis.

Positive impact - With the changes proposed in
this model the Services users will have the
opportunity to access a 24/7 crisis service,
which should ensure access to help at the point
at which it is most needed, therefore
preventing the need for hospitalisation. Enables
earlier supported discharge
Potential negative impact – Adults of working
age who require an acute inpatient bed, ECT or
PICU provision will be admitted to Bowmere.
This may be a greater distance than if they were
admitted to Millbrook. In some cases the inpatient facility may be closer to the patients
home than the one based in Macclesfield. With
regards to visiting we will work with family and
carers to find solutions to any transport
problems on a case by case basis.

Equality & Inclusion
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Gender
Reassignment



Positive impact - With the changes proposed in
this model the Services users will have the
opportunity to access a 24/7 crisis service,
which should ensure access to help at the point
at which it is most needed, therefore
preventing the need for hospitalisation. Enables
earlier supported discharge.



Potential negative impact – Adults of working
age who require an acute inpatient bed, ECT or
PICU provision will be admitted to Bowmere.
This may be a greater distance than if they were
admitted to Millbrook. In some cases the inpatient facility may be closer to the patients
home than the one based in Macclesfield. With
regards to visiting we will work with family and
carers to find solutions to any transport
problems on a case by case basis

Pregnancy and
Maternity



Race

Patients already travel out of area for maternal
mental health.



D

R



AF
T

Mitigation
• Taking into regard the persons chosen
gender identity, patients would be
appropriately placed.

Positive impact - With the changes proposed in
this model the Services users will have the
opportunity to access a 24/7 crisis service,
which should ensure access to help at the point
at which it is most needed, therefore
preventing the need for hospitalisation. Enables
earlier supported discharge.
Potential negative impact – Adults of working
age who require an acute inpatient bed, ECT or
PICU provision will be admitted to Bowmere.
This may be a greater distance than if they were
admitted to Millbrook. In some cases the inpatient facility may be closer to the patients
home than the one based in Macclesfield. With
regards to visiting we will work with family and
carers to find solutions to any transport
problems on a case by case basis
Mitigation
•
•

Equality & Inclusion
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•

•



Positive impact - With the changes proposed in
this model the Services users will have the
opportunity to access a 24/7 crisis service,
which should ensure access to help at the point
at which it is most needed, therefore
preventing the need for hospitalisation. Enables
earlier supported discharge.



D

R
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T

Religion or Belief

in cultural diversity
Ensuring effective and timely interpretation
services are made available and staff
understand the requirements and system
for providing this
All CWP staff work within the Equality,
Diversity and Human Rights policy, and
regardless of the outcome of the
consultation everyone will be offered a
person centred approach.

Potential negative impact – Adults of working
age who require an acute inpatient bed, ECT or
PICU provision will be admitted to Bowmere.
This may be a greater distance than if they were
admitted to Millbrook. In some cases the inpatient facility may be closer to the patients
home than the one based in Macclesfield. With
regards to visiting we will work with family and
carers to find solutions to any transport
problems on a case by case basis.
Mitigation
•
•
•

•

•
Equality & Inclusion
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Providing information in alternative
languages;
Ensuring all staff have appropriate training
in cultural diversity
Ensuring effective and timely interpretation
services are made available and staff
understand the requirements and system
for providing this
All CWP staff work within the Equality,
Diversity and Human Rights policy, and
regardless of the outcome of the
consultation everyone will be offered a
person centred approach.
All CWP inpatient units provide access to
Page 108 of 193

multi-faith rooms, facilitate support from
faith leaders and promote and support
individuals to continue to access faith based
community support whilst receiving
inpatient care.

Sex (Gender)



Positive impact - With the changes proposed in
this model the Services users will have the
opportunity to access a 24/7 crisis service,
which should ensure access to help at the point
at which it is most needed, therefore
preventing the need for hospitalisation. Enables
earlier supported discharge.



AF
T

Potential negative impact – Adults of working
age who require an acute inpatient bed, ECT or
PICU provision will be admitted to Bowmere.
This may be a greater distance than if they were
admitted to Millbrook. In some cases the inpatient facility may be closer to the patients
home than the one based in Macclesfield. With
regards to visiting we will work with family and
carers to find solutions to any transport
problems on a case by case basis

D

R

Mitigation

Sexual Orientation



•
•

Staff support and training
Provision of single ensuite rooms

Positive impact - With the changes proposed in
this model the Services users will have the
opportunity to access a 24/7 crisis service,
which should ensure access to help at the point
at which it is most needed, therefore
preventing the need for hospitalisation. Enables
earlier supported discharge.



Potential negative impact – Adults of working
age who require an acute inpatient bed, ECT or
PICU provision will be admitted to Bowmere.
This may be a greater distance than if they were
admitted to Millbrook. In some cases the inpatient facility may be closer to the patients
home than the one based in Macclesfield. With
regards to visiting we will work with family and
carers to find solutions to any transport
problems on a case by case basis.
Equality & Inclusion
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Mitigation
•
•
•

Carers



Positive impact - With the changes proposed in
this model the Services users will have the
opportunity to access a 24/7 crisis service,
which should ensure access to help at the point
at which it is most needed, therefore
preventing the need for hospitalisation. Enables
earlier supported discharge.



Potential negative impact – Adults of working
age who require an acute inpatient bed, ECT or
PICU provision will be admitted to Bowmere.
This may be a greater distance than if they were
admitted to Millbrook. In some cases the inpatient facility may be closer to the patients
home than the one based in Macclesfield. With
regards to visiting we will work with family and
carers to find solutions to any transport
problems on a case by case basis.



D

R



AF
T

Marriage and Civil
Partnership N.B.
Marriage & Civil
Partnership is only
a protected
characteristic in
terms of workrelated activities
and NOT service
provision

Work closely with LGBT groups
Support engagement with LGBT community
via EDS2
Training and staff support

Positive impact - With the changes proposed in
this model the Services users will have the
opportunity to access a 24/7 crisis service,
which should ensure access to help at the point
at which it is most needed, therefore
preventing the need for hospitalisation. Enables
earlier supported discharge.
Potential negative impact – Adults of working
age who require an acute inpatient bed, ECT or
PICU provision will be admitted to Bowmere. It
is acknowledged that carers will have to travel
to visit their loved ones, and in some cases this
may be a greater distance than they would if
their loved one was admitted to Millbrook. This
is dependent on where the carer lives in
relation to the various inpatient units, and we
cannot assume that all carers reside with the
individual whom they are caring for and/or
related to. With regards to visiting we will work
with family and carers to find solutions to any
transport problems on a case by case basis.
Mitigation

Equality & Inclusion
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•

Flexible visiting hours
Explore the use of technology for Virtual
visiting i.e. Skype, Facetime etc
Positive impact - With the changes proposed in
this model the Services users will have the
opportunity to access a 24/7 crisis service,
which should ensure access to help at the point
at which it is most needed, therefore
preventing the need for hospitalisation. Enables
earlier supported discharge.

•

Deprived
Communities





AF
T

Potential negative impact – Adults of working
age who require an acute inpatient bed, ECT or
PICU provision will be admitted to Bowmere.
This may be a greater distance than if they were
admitted to Millbrook. In some cases the inpatient facility may be closer to the patients
home than the one based in Macclesfield. With
regards to visiting we will work with family and
carers to find solutions to any transport
problems on a case by case basis
Mitigation

•
•
•

D

Vulnerable Groups
e.g. Homeless, Sex
Workers, Military
Veterans

R

•





Flexible visiting hours
Virtual visiting. I.e. Skype, Facetime etc.
Prioritise local beds based on patient and
carer need
Appropriate package of care on discharge
from hospital.

Positive impact - With the changes proposed in
this model the Services users will have the
opportunity to access a 24/7 crisis service,
which should ensure access to help at the point
at which it is most needed, therefore
preventing the need for hospitalisation. Enables
earlier supported discharge.
Potential negative impact – Adults of working
age who require an acute inpatient bed, ECT or
PICU provision will be admitted to Bowmere.
This may be a greater distance than if they were
admitted to Millbrook. In some cases the inpatient facility may be closer to the patients
home than the one based in Macclesfield. With
regards to visiting we will work with family and
carers to find solutions to any transport
problems on a case by case basis.
Mitigation

Equality & Inclusion
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•
•
•
•

Flexible visiting hours
Virtual visiting. I.e. Skype, Facetime etc.
Prioritise local beds based on patient and
carer need
Appropriate package of care on discharge
from hospital.

SECTION 3 - COMMUNITY COHESION & FUNDING IMPLICATIONS
Does the ‘project’ raise any issues for Community Cohesion?
N/A
What effect will this have on the relationship between these groups? Please state how will you manage this
relationship?
N/A
What is the overall cost of implementing the ‘project’?

AF
T

Potential additional cost of providing free transport for those admitted to Bowmere for those in the protected
characteristics.
Please state: Cost & Source(s) of funding:

EI&RA
checklist_V1.0_11091

R

This is the end of the Equality Impact section, please use the embedded checklist to ensure and
reflect that you have included all the relevant information

D

SECTION 4 - HUMAN RIGHTS ASSESSMENT

If the Stage 1 Equality Impact and Risk Assessment highlighted that you are required to complete a
Stage 2 Human Rights assessment (please request a stage 2 Human Rights Assessment from the
Equality and Inclusion Team), please bring the issues over from the screening into this section and
expand further using the Human Rights full assessment toolkit then embed into this section.
SECTION 5 - PRIVACY IMPACT ASSESSMENT
If the Stage 1 Equality Impact and Risk Assessment highlighted that you are required to complete a
Stage 2 Privacy Impact Assessment, please request a stage 2 Privacy Impact Assessment either from
the Equality and Inclusion Team or the Information Governance Team, email your completed stage
2 to your Information Governance Support Officer either at the CCG or CSU.
SECTION 6 – RISK ASSESSMENT
Please identity any possible risk for patients and / or the Clinical Commissioning Group if the project
is implemented without amendment. All risks will be monitored for trends and provided to the
project author when the project is due to be reviewed
IMPLEMENTATION RISK: CONSEQUENCE SCORE
Equality & Inclusion

Page 26

Pre-Consultation Business Case
Adult and Older Peoples' Specialist Mental Health Services Redesign

Page 112 of 193

DOMAIN

INSIGNIFICANT

MINOR

MODERATE

MAJOR

CATASTROPHIC

Major
injury
leading
to longterm
incapacit
y/
disability.
Mismana
gement
of
patient
care with
longterm
effects
Multiple
complain
ts /
independ
ent
review
Low
performa
nce
rating
Critical
report
Multiple
breeches
in
statutory
duty.
Enforcem
ent
action
Low
performa
nce
rating
report

Incident leading to death.

For
example:
a major
impact
on
people
with a
protecte
d
character
istic has
been
identified
.
Consider
ation

The project should be
stopped immediately

Minimal injury
requiring no /
minimal
intervention or
treatment

Minor injury or
illness, requiring
minor
intervention

Moderate injury
requiring
professional
intervention
RIDDOR / agency
reportable incident,
an event which
impacts on a small
number of patients

Complaints /
Audit

Informal
complaint /
inquiry

Formal complaint
(Stage 1)
Local resolution
Single failure to
meet internal
standards
Reduced
performance
rating if
unresolved

Formal complaint
(Stage 2) complaint
Local resolution
(with potential to
go to independent
review)
Repeated failure to
meet internal
standards

Statutory Duty
/ Inspections

No or minimal
impact or breech
of guidance /
statutory duty

Breech of
statutory
legislation.
Reduced
performance
rating if
unresolved. For
example: a minor
impact on people
with a protected
characteristic has
been identified
that was agreed
to be accepted
within the scope
of the project.

Single breech in
statutory duty.
Challenging
external
recommendations /
improvement
notice.

R

AF
T

Impact on the
safety of
patients, staff
or public
(physical /
psychological
harm

D

For example:
Unsatisfactory
patient
experience which
is not directly
related to patient
care.
No action
required

No action
required.

Equality & Inclusion

For example: a
moderate impact
on people with a
protected
characteristic has
been identified.
This can be
resolved by making
amendments to the
project or providing
an objective
justification for not
amending the
project (This must
be published with
the EIA)
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An event which impacts
on a large number of
patients

Inquest / Ombudsman
inquiry
Gross failure to meet
national standards
Severely critical report

Multiple breeches in
statutory duty.
Prosecution Zero
performance rating
Severely critical report.
For example: a
catastrophic impact on
people with a protected
characteristic has been
identified that may lead to
litigation or impact on
patient safety.
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AF
T

Adverse
Publicity /
Reputation

Rumours
Potential for
public concern

Business
Objectives /
Projects

Insignificant cost
increase
No impact on
objectives

<5 per cent over
project budget
Minor impact on
delivery of
objectives

5 – 10 per cent
over project budget

Small loss risk of
claim remote

Loss of 0.1 – 0.25
per cent of
budget
Claim less than
£10,000

Loss of 0.25 – 0.5
per cent of budget
Claims (s) between
£10,000 and
£100,000

Finance
Including
Claims

R

Local media
coverage shortterm reduction in
public confidence.
Elements of
public
expectation not
being met

Local media
coverage.
Long-term
reduction in public
confidence

D

Equality & Inclusion

should
be given
to and
review
the
project
immediat
ely.
Q. Can
we make
amendm
ents to
the
project
or
provide
objective
justificati
ons? If
yes, this
must be
publishe
d the EIA.
National
media
coverage
<3 days
service
well
below
reasonab
le public
expectati
on
Noncomplian
ce with
national
10 – 25
per cent
over
budget
Major
impact
on
delivery
of
strategic
objective
s
Loss of
0.5 – 1.0
per cent
of
budget
Claim(s)
between
£100,000
and £1
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National media coverage >
3 days
MP concerned (questions
in the House)
Total loss of public
confidence

Incident leading > 25 per
cent over project budget
Failure of strategic
objectives impacting on
delivery of business plan

Loss of >1 per cent of
budget
Claim(s) > £1 million
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million
IMPLEMENTATION RISK: LIKELIHOOD SCORE
Frequency:
How often
might it / does
it happen?
Probability

Not expected to
occur for years

Expected to occur
annually

Expected to occur
monthly

Expected
to occur
weekly

Expected to occur daily

<1%

1.5%

6-20%

21-50%

>50%

Will only occur in
exceptional
circumstances

Unlikely to occur

Reasonable chance
of occurring

Likely to
occur

More likely to occur than
not occur

RARE

UNLIKELY

POSSIBLE

LIKELY

ALMOST CERTAIN

Insignificant

1

2

3

4

5

RISK MATRIX

Minor

2

4

6

8

10

Moderate

3

6

9

12

15

Major

4

8

12

16

20

Catastrophic

5

10

15

20

25

RISK SCORE ON FINALISED PROJECT

5

5

AF
T

RISK SCORE ON DRAFT PROJECT

WHAT ARE THE KEY REASONS FOR THE CHANGE IN THE RISK SCORE?
N/A

EQUALITY IMPACT AND RISK ASSESSMENT AND ACTION PLAN
Actions required to
reduce / eliminate the
negative impact

Resources
required* (see
guidance below)

Negative media
coverage has a
detrimental impact on
public consultation
outcome

Communication and
Engagement Plan to
support proactive
approach to local media.
Consistent message
from partners in
communicating case for
change. Joint approach
to communication to
wider statutory bodies.
Clear governance
process to obtain sign off
from all partners for
communication plan.
Fully engage public in
pre consultation process
and consultation process
(health voice, health
rd
watch, general public, 3
sector organisations)
CWP to evoke Business
Continuity plans.
Regular communication
with staff. Clinical

Comms and
Enagagement
team

D

R

Risk identified

Service sustainability
during the planning
and consultation
phase

Equality & Inclusion

CWP

Page 29

Pre-Consultation Business Case
Adult and Older Peoples' Specialist Mental Health Services Redesign

Who
will
lead on
the
action?
Katheri
ne
Wright,
Charles
Malkin

Target completion
date

Ongoing throughout
life of project

Suzann Post Consultation
e
Edward
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s

Leadership across
system to identify
measures to maintain
quality of care.

Jacqui
Wilkes

Throughout the life of
the project

Project Sponsor

Jacqui
Wilkes

Throughout the life of
the project

D

The new care model
may exceed the
financial envelope
available and cannot
be fully implemented.

Project Sponsor

AF
T

The decision making
process following
consultation period is
challenged

Develop project plan with
clear time lines to deliver
the work plan and
navigate governance
process including NHSE
sign off. Project
Meetings bi weekly to
monitor delivery against
plan. Escalate project
slippage to SRO.
Project process to follow
NHS England best
practice guidance recruit
consultation expert to
support pre-consultation
engagement and the
consultation itself.
Ensure project
documentation fully up to
date and take clear and
transparent approach to
process and decision
making. Take legal
advice on consultation
documentation.
Independent review by
Chester University within
consultation timeline
To ensure clinical
engagement in the
redesign process.
Highlighting efficiency
measures that deliver
savings whilst not
compromising patient
safety.

R

Potential delays in
delivering the
programme within the
timescales

‘Resources required’ is asking for a summary of the costs that are needed to implement the changes
to mitigate the negative impacts identified
SECTION 7 – ONGOING MONITORING AND REVIEW OF EQUALITY IMPACT ASSESSMENTS AND
ACTION PLANS
Please describe briefly, how the equality action plans will be monitored through internal CCG
governance processes?
Using the IAF framework, and project highlight reports to Programme executive and organisational
boards.
Date of the next review of the Equality Impact Assessment section and action plan? (Please note: if
this is a project or pilot reviews need to be built in to the project/pilot plan)
Equality & Inclusion
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Date: End of consultation
Which CCG Committee will be responsible for monitoring the action plan progress?
Caring Together Board, Connecting Care
Who will be the responsible person in the organisation to ensure the action plan is monitored?
Jacki Wilkes and Jamaila Tausif

AF
T

FINAL SECTION
SECTION 8
Date sent to Equality & Inclusion (E&I) Team for quality check:
09-11-2017
Date quality checked by Equality and Inclusion Business Partner:
09-11-2017
Date of final sign off by Equality and Inclusion Business Partner:
09-11-2017
Signature Equality and Inclusion Business Partner:
Q Hussain
CCG Committee Name and sign off date:

This is the end of the Equality Impact and Risk Assessment process: By now you should be able to
clearly demonstrate and evidence your thinking and decision(s).
To meet publishing requirements this document SHOULD NOW BE PUBLISHED ON YOUR
ORGANISATIONS WEBSITE.

R

Save this document for your own records
Send this document and copies of your completed Privacy Impact Assessment and Human
Rights Screening to equality.inclusion@nhs.net

D

•
•

Equality & Inclusion
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R

AF
T

Equality Impact and
Risk Assessment
Stage 2

D

Equality Impact
and Risk Assessment
Title

Equality & Inclusion Team, Corporate Affairs
For enquiries, support or further information contact
Email: equality.inclusion@nhs.net

Equality & Inclusion
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EQUALITY IMPACT AND RISK ASSESSMENT TOOL
STAGE 2
ALL SECTIONS – MUST BE COMPLETED
SECTION 1 - DETAILS OF PROJECT
Organisation: Eastern Cheshire CCG
Assessment Lead: Mandie Graham / Marie Ward
Directorate/Team responsible for the assessment: Option 4b: Adult Mental Health Redesign
Project Team
Responsible Director/CCG Board Member for the assessment: Jacki Wilkes
Who else will be involved in undertaking the assessment? Marie Ward, Suzanne Edwards,
Jamaila Tausif

AF
T

Date of commencing the assessment: 13/10/17
Date for completing the assessment: 03/11/17

SECTION 2 - EQUALITY IMPACT ASSESSMENT
Please tick which group(s) this project will or may impact upon?

Yes

Patients, service users



General Public

D

Staff

Indirectly



R

Carers or family

No

Partner organisations





Background of the project being assessed:
The NHS in Eastern and Central Cheshire are working with local mental health provider Cheshire and Wirral
Partnership and the local council to review and redesign secondary care adult and older peoples mental
health services for those residents with a severe and enduring mental health need. Secondary care services
is the term used to differentiate them from primary mental health services such as GP only care and universal
psychological therapies (IAPT) Secondary services includes specialised community support, crisis response
and inpatient care which is provided mainly on The Millbrook unit in Macclesfield. The project aims to
improve clinical and health and well-being outcomes for service users through a new model of care and
redesigned service delivery arrangements to support early intervention and prevention and reduce overall
reliance on hospital services.

What are the aims and objectives of the project being assessed?
The purpose of this project is to deliver improved mental services for the registered population of Vale Royal
South and Eastern Cheshire.
Option 4b: Expand community and crisis care services and relocate all inpatient care from Millbrook
to other facilities within current provider footprint (Adults Macclesfield site, Older people Bowmere)

Equality & Inclusion
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Description: In this option 22 beds would be provided at Lime Walk for adults. 22 beds would be provided at
Bowmere, 10 for older people with dementia and 12 for older or more physically vulnerable adults with
functional illness. There will be 3 beds at Wirral for adults. Central and East patients would be admitted to
Bowmere. Rehabilitation services currently delivered at Lime Walk would be re-provided at the Soss Moss
site in Nether Alderley. In patient ECT would be delivered at the specialist ward in Bowmere. 6 beds will be
available locally to support short stay care for people in crisis. Community mental health teams would deliver
interventions to allow safe care and have the appropriate skill mix to do so. A new model of crisis care
introduced which would see the home treatment team providing 24/7 care in conjunction with an increase in
home treatment team, overnight placement support and day time crisis café.

Services currently provided in relation to the project:

AF
T

Community care is provided by Community Mental health Teams (CMHTs) based in Macclesfield for Eastern
Cheshire residents and Crewe for Vale Royal and South Cheshire residents. Home Treatment Teams
provide access to crisis care and are the gatekeepers to inpatient services. They will also provide in reach
services for crisis care. In this option the service would be extended to cover 24/7. In addition a dementia
outreach service would provide intensive support to people at home, thereby preventing unnecessary
admissions to hospital.
Community mental health teams are comprised of a mix of community psychiatric nurses, allied professionals
and medical staff provided by CWP whilst Local Authorities provide social work input to these teams:
Cheshire East Council for Eastern Cheshire and South Cheshire teams and Cheshire West and Chester to
the Vale Royal teams.

Chester.

In patient facilities are provided at Millbrook in Macclesfield and Bowmere in

D

R

Which equality protected groups (age, disability, sex, sexual orientation, gender reassignment,
race, religion and belief, pregnancy and maternity, marriage and civil partnership) and other
employees/staff networks do you intend to involve in the equality impact assessment?
Please bring forward any issues highlighted in the Stage 1 screening
In this option 22 beds would be provided at Lime Walk for adults. 22 beds would be provided at Bowmere,
10 for older people with dementia and 12 for older or more physically vulnerable adults with functional
illness. There will be 3 beds at Wirral for adults. Central and East patients would be admitted to Bowmere.
Rehabilitation services currently delivered at Lime Walk would be re-provided at the Soss Moss site in
Nether Alderley. In patient ECT would be delivered at the specialist ward in Bowmere. Community mental
health teams would deliver interventions to allow safe care and have the appropriate skill mix to do so. A
new model of crisis care introduced which would see the home treatment team providing 24/7 care in
conjunction with an increase in home treatment team, overnight placement support and day time crisis
café.
In response to the growing body of evidence that demonstrates improved outcomes for people where there
are adequate community services and rapid response to support people in crisis. (Kings Fund 2017, FYFV
2016) we are planning to make changes to the way in which services are commissioned and delivered for
our population.
Locally developed transformation plans describe a programme of co-design across the health and social care
Equality & Inclusion
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economy where health and care commissioners and providers respond to patient needs and work together
to redesign care services. They represent a system wide commitment to implementing the changes required
to deliver a care system that is fit for the 21st century’s population needs and is entirely consistent with the
national vision for future mental health services described in the 5YFV and is the framework we have used
for our needs analysis and workforce planning
In early stages of implementation, the aim is to achieve a responsive, community focussed, personalised
care system that is wrapped around the empowered individual. It enables professionals to fully utilise their
skills in working together to target the support and care to people most in need.
In taking transformation plans forward for people with SMI an improved approach to care has been created
by local clinicians and patients. We have segmented the population into groups according to their risk of
needing care so that we can develop services to meet their needs and better target services where they
have the most impact. We believe that we will be able to dramatically shift the over reliance on reactive,
acute hospital care to proactive care closer to home with improved patient experience and outcomes.
Based on the above options the following sections will consider the impact of each of the options against
the Protected Characteristics.
Gender

AF
T

1.

The 2011 census data shows that in East Cheshire approximately 51% of the population are female and 49%
are male.
Nationally, when looking at the sex distribution for people who have a severe mental illness, overall rates do
not differ significantly between male and female. This is for conditions such as psychotic disorders, bipolar
effective disorder and personality disorder.

Adelphi Ward
- open age
inpatient mental
health ward
caring for older
people in East

% Female

Male

% Male

Total Patients

D

Female

R

The table below highlights the admissions to Millbrook, broken down by gender. Slightly more females
were admitted between 1st April 2016 to 31st March 2017.

222

69.16%

99

30.84%

321

217

48.33%

232

51.67%

449

39

57.35%

29

42.65%

68

Cheshire.

Bollin Ward open age
inpatient mental
health ward
caring for young
adults in East
Cheshire

Croft Ward 14 bed inpatient
ward providing
specialist

Equality & Inclusion
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treatment for
people with
dementia in East
Cheshire

Overall

478

57.04%

360

42.96%

838

It is considered that all genders will be impacted upon as a result of the changes.
Impact of service reconfiguration on Gender as a Protected Characteristics.
All genders will be adversely impacted by this option. All genders will receive their care in the main in
Bowmere, Chester. All genders over the age of 65 and/or with greater physical health needs will in the main
receive their care in Bowmere. Both male and female within this option will be cared for in single, en-suite
rooms in buildings that meet the national standards.

Potential Mitigations for Option 4b

AF
T

Enhanced community services will be provided closer to home and support will be offered 24/7 for those
experiencing a crisis. For those who are unable to attend community based clinics, practitioners will be able
to visit at home or venue of choice to provide the appropriate support, therefore negating the need for
additional travel. Community provision will remain in Central and East Cheshire. This option is expected to
improve service user experience, and provide improved quality of care through improved access to
community based services.

R

The relocation of some inpatient services to Bowmere may have an adverse impact on all genders. For all
service users requiring an admission to Bowmere CWP will continue to support their transfer via a mental
health practitioner or ambulance.

D

CWP, CCG and Local Authority would need to ensure that travel options are well published, which would
include travelling with NHS patient transport services. Individual difficulties would be reviewed on a case by
case basis and every attempt made to support family and carers and patients to remain connected through
in patient stay, through flexible visiting, use of technology and local in patient crisis beds.
2. Pregnancy and maternity

In 2009 the general fertility rates for England and Wales was 63.6 (per live 1,000 births), in East Cheshire this
rate is 59.8, and therefore slightly lower than the national rate, but is more or less equal to the birth rate in
the North West.
Perinatal services are specialist mental health services that support women and their families during
pregnancy and following birth.
Impact of service reconfiguration on Pregnancy and Maternity as a Protected Characteristics
There is no proposed change in the provision of Specialist community perinatal services and these are
provided via CWP and are across Cheshire and Merseyside. Women in the perinatal period who require
admission to a specialist mother and baby unit will continue to access regional units. This is not provided at
Millbrook or any of the other inpatient units within CWP.
Women in the perinatal period who wish to remain at home during periods of crisis will be able to receive
Equality & Inclusion
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enhanced community support via the crisis service, therefore increasing the likelihood of the mother being
able to stay at home. Access to mother and baby units can take a number of days to secure due to the
limited numbers, and therefore at times of need they will require admission to an acute inpatient unit.
Bowmere has single ensuite rooms, family visiting areas that can be utilised to support mother and baby
during periods of visiting. The community specialist perinatal team will ensure that the service user
maintains contact with their local midwifery services and arrangements will be put in place for this to
continue if admitted to Bowmere. It is believed that this option will improve service user experience and
supports person centred care.
Potential Mitigations
The relocation of some inpatient services to Limewalk will have no adverse impact on women during the
perinatal period. For all service users requiring an admission to Bowmere CWP will continue to support
their transfer via a mental health practitioner, ambulance or other means based on individual choice.
CWP, CCG and Local Authority would need to ensure that travel options are well published, which would
include travelling with NHS patient transport services. The use of technology and flexible visiting hours to
maintain contact with family and friends will be explored.

AF
T

3. Impact of service reconfiguration on Age as a Protected Characteristic

R

Since the 2001 census there has been a 26% increase in the number of residents 65 and older, which is a
larger increase than in the North West (15%) and England and Wales (20%). There has been a 35% increase
in the number of residents 85 years and older, which again is a larger increase than the North West (205)
and England and Wales (24%). There has been a decrease in the number of children by 4% and those of
approximate working age have increased by 4% in line with trends in the North West and England and
Wales. There are fewer people in all age groups under 40 than England and Wales, and the median age of
residents in 2001 was 40.6 years and by 2011 this has increased to 43.6 years.
Population of East Cheshire by Age

D

Age
All categories: Age - 370,127
Under 16

Number

% of population
65,753

17.9%

16-29

55,282

14.90%

29-64

177,720

48%

71,372

19.30%

65+

Admissions to Millbrook by age (2016/2017)

Adelphi
Ward
Bollin Ward
Croft Ward

Aged 1629

% 1629

Aged 3064

% 3064

Aged 65
+

37
116
Less than
10

11.53%
25.84%

163
322
Less than
10

50.78%
71.71%

121
11

10.29%

61

Equality & Inclusion
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% 65+
37.69
%
2.45%
89.71
%

Total
Patients
321
449
68
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Overall

153

18.26%

492

58.71%

193

23.03
%

838

Option 4b
Enhanced community services will be provided closer to home and support will be offered 24/7 for those
experiencing a crisis. For those who are unable to attend community based clinics, practitioners will be able
to visit at home or venue of choice to provide the appropriate support, therefore negating the need for
additional travel. Community provision will remain in Central and East Cheshire and will be enhanced. This
option is expected to improve service user experience, and provide improved quality of care through
improved access to community based services.
For older adults age 65+ requiring inpatient care, they will receive their care at Bowmere, balancing
additional travel and quality of specialist care. Those who require PICU, ECT or specialist intervention for
complex presentations will also receive their care at Bowmere.

Potential Mitigations

AF
T

Adults of working age will receive the same enhanced community provision, this group will be admitted to
Limewalk if they require inpatient care, and therefore are not adversely impacted on as a result of this
option. This cohort during 2016/17 accounted for 0.016% of the total population of Central and Eastern
Cheshire.

Access to community based crisis services 24/7 will reduce the need for admission to an inpatient unit, and
will reduce length of stay by facilitating early discharge

R

For all service users requiring an admission to Bowmere CWP will continue to support their transfer via a
mental health practitioner or ambulance.
4. Impact of service reconfiguration on Disability as a Protected Characteristic

D

Disability
All households - 159,441
Number
One person in household with a long-term
health problem or disability: With dependent
children
One person in household with a long-term
health problem or disability: No dependent
children

% of population

6,045

3.8%

33,628

21.1%

Option 4b
Enhanced community services will be provided closer to home and support will be offered 24/7 for those
experiencing a crisis. For those who are unable to attend community based clinics, practitioners will be able
to visit at home or venue of choice to provide the appropriate support, therefore negating the need for
additional travel. Community provision will remain in Central and East Cheshire. This option is expected to
improve service user experience, and provide better quality of care through improved access to community
based services.
Equality & Inclusion
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For all service users requiring an admission to Bowmere CWP will continue to support their transfer via a
mental health practitioner or ambulance.
Potential Mitigations for Option 4b
Ensure that services and locations where community services will be offered from are EQUALITY ACT 2010
compliant
Improve data quality of services users with a disability to inform further mitigations and equality impact
assessments.
Ensure that reasonable adjustments are made, and facilities are suitable.
Ensure that information on the service reconfiguration specially targets disabled groups
Provide clear information in alternative formats and with alterative content targeted at people with
different abilities for wide dissemination (Accessible Information Standard)
Ensuring compliance with safeguarding regulations

AF
T

Provide staff training on how to actively support members of this community

CWP, CCG and Local Authority would need to ensure that travel options are well published, which would
include travelling with NHS patient transport services.
5. Impact of service reconfiguration on Race as a Protected Characteristic
Breakdown from 2011 Census

Number

% of population

R

Ethnicity
All categories: Ethnic group - 370,127
White

357,627

96.7%

1,402

0.4%

Asian/Asian British:Chinese

2,553

0.7%

Asian/Asian
British:Bangledeshi/Indian,Pakistani

3,507

0.9%

Mixed/Multiple Ethnic Groups

3,873

1.0%

Gypsy/Traveller/Irish Traveller

313

0.1%

Other Ethnic Group

852

0.2%

D

Black/African/Caribbean/Black British

Breakdown of Ethnicity for Individuals accessing all services in Central and East Cheshire
Ethnicity
Asian Or Asian British,
Bangladeshi

Total

Less than 10

Asian Or Asian British, Indian

15

Asian Or Asian British, Other

28

Equality & Inclusion
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Asian Or Asian British, Pakistani

10

Black Or Black British, African

18

Black Or Black British, British
Caribbean

27

Black Or Black British, Other

Less than 10

Mixed, Other

20

Mixed, White & Asian

13

Less than 10

Mixed, White & Black African
Mixed, White & Black Caribbean

16

Not Stated

41

Less than 10

Other Ethnic Groups, Chinese
Other Ethnic Groups, Other

18

Unknown

929

White, British

9359
55

White, Other

133

AF
T

White, Irish

Total

10704

Option 4b

D

R

Enhanced community services will be provided closer to home and support will be offered 24/7 for those
experiencing a crisis. For those who are unable to attend community based clinics, practitioners will be able
to visit at home or venue of choice to provide the appropriate support, therefore negating the need for
additional travel. Community provision will remain in Central and East Cheshire. This option is expected to
improve service user experience, and provide better quality of care through improved access to community
based services and crisis beds.
For all service users requiring an admission to Bowmere CWP will continue to support their transfer via a
mental health practitioner or ambulance.
Potential mitigations for Option 4b
The mitigations would be:
•
•
•
•
•

Providing information in alternative languages;
Ensuring all staff have appropriate training in cultural diversity
Ensuring effective and timely interpretation services are made available and staff understand the
requirements and system for providing this
All CWP staff work within the Equality, Diversity and Human Rights policy, and regardless of the
outcome of the consultation everyone will be offered a person centred approach.
All CWP inpatient units provide access to multi-faith rooms, facilitate support from faith leaders and
promote and support individuals to continue to access faith based community support whilst
receiving inpatient care.

6. Impact of service reconfiguration on Gender reassignment as a Protected Characteristic
Equality & Inclusion
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Currently CWP do not hold any information on the number of people who have undergone gender
reassignment.
At present there is no official estimate of the transgender population. The England/Wales and Scottish
Census have not asked if people identify as transgender and did not ask the question in the 2011 census. In
a Home Office funded study estimated numbers of trans people in the UK was documented to be between
300,000 – 500,000. This was however described as including anybody who experienced some degree of
gender variance.
The absence of public data raises concerns for the completeness of this pre-consultation equality impact
assessment.

AF
T

Despite the lack of data we know that transgender individuals may require services typically associated with
a defined gender that they do not identify with, or are accessing services that are seen to promote
traditional “family” orientated services. It is acknowledged that individuals may experience anxiety and
discomfort when receiving inpatient care where signage and labels are male and female and they may still
be undergoing gender reassignment. CWP will facilitate the gender assignment that the person identifies
with, and will provide the appropriate support and adjustments. This issue could be addressed by the
provision of single en-suite rooms.

Mitigations

•

R

•

Single en-suite rooms
The provision of non-gender bathrooms in community resources.
Providing staff training and awareness sessions, on how to actively support individuals in the
different care settings.
Work with 3rd sector organisations via the EDS2 framework including Body Positive (LGBT) and a
Unique Transgender organisation. Both organisations have provided training and information
sessions to CWP staff, with Body Positive sitting on the assessment panel.
Data collection methodology should be explored on how best this information can be captured.

D

•
•
•

7. Impact of service reconfiguration on Marriage and civil partnerships as a Protected Characteristic
Marital & civil partnership
All categories: Marital and civil partnership status - 304,374
Single (never married or never registered a same-sex civil partnership)

Number

% of population
86,618

28.5%

158,540

52.1%

563

0.2%

6,708

2.2%

Divorced or formerly in a same-sex civil partnership which is now legally dissolved

28,426

9.3%

Widowed or surviving partner from a same-sex civil partnership

23,519

7.7%

Married
In a registered same-sex civil partnership
Separated (but still legally married or still legally in a same-sex civil partnership)

Breakdown of marital status for individuals receiving CWP services
Marital Status

Equality & Inclusion

Total
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Cohabiting

186

Divorced

438

Married

2916

Not Disclosed

14

Not Known

1084

Separated

139

It is acknowledged the role that partners play in caring for their loved ones. A separate section of the EIA
will address the impact that the proposed options will have on carers.
It is however not anticipated that individuals who are married or in a civil partnership will be
disproportionally affected on either of the options described in this pre-consultation business case.
8. Impact of service reconfiguration on Religion and belief as a Protected Characteristic

AF
T

Access to and the provision of services is not provided on the grounds of religion. All CWP inpatient units
provide access to multi-faith rooms, facilitate support from faith leaders and promote and support
individuals to continue to access faith based community support whilst receiving inpatient care. The EDS2
stakeholder assessment will monitor the actions in relation to this protected group and ensure that there
are no unintended consequences as a result of the agreed option following consultation. Both options put
forward will be expected to impact all religious beliefs equally.

R

Religion
Number
% of population
All categories: Religion - 370,127
Christian
254,940
Buddhist

68.9%
0.2%

1328

0.4%

581

0.2%

2438

0.7%

279

0.1%

1065

0.3%

No religion

83,973

22.7%

Religion not stated

24,641

6.7%

Hindu
Jewish
Muslim

D

882

Sikh
Other religion

Baptist

Less than 10

Buddhist

16

Christian

2515

Christian Science

11

Church Of England

1586

Equality & Inclusion
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Church Of Scotland

Less than 10

Church Of Wales

Less than 10

Declined To Disclose

15

Hindu

14

Jehovah’s Witness

32

Jewish

Less than 10

Lutheran

Less than 10

Methodist

69

Muslim

29

None

383

Not Specified

3368

Less than 10

Orthodox

581

Pagan

Less than 10

Pentecostal

Less than 10

AF
T

Other

Roman Catholic

258

Less than 10

Salvation Army

Less than 10

Seventh Day Adv'Tist

Less than 10

Sikh

Less than 10

United Reform Church
Unknown

1780

10704

R

Total

D

9. Impact of service reconfiguration on sexual orientation as a Protected Characteristic
Currently there is not local data that provides a breakdown of sexual orientation by authority. In 2009,
there were approximately 430,000 lesbian and gay people living in the North West.Ref: Ecotec (2009),
Improving the Region’s knowledge base on LGBT population in the North West.
Breakdown of sexual orientation of individuals in receipt of CWP services
Sexual Orientation
BI-SEXUAL
GAY OR LESBIAN
GAY/LESBIAN

Total
23

Less than 10
33

HETEROSEXUAL

4376

Not Known

6067

NOT STATED

132

OTHER

Less than 10

PERSON ASKED AND DOES
NOT KNOW OR IS NOT SURE

Less than 10

Equality & Inclusion

Page 12

Pre-Consultation Business Case
Adult and Older Peoples' Specialist Mental Health Services Redesign

Page 129 of 193

PREFER NOT TO ANSWER

63

Total

10704

Data collection and the quality of the data will require enhancement to ensure that this can then inform the
consultation and this equality impact assessment.
Research suggests that LGBT communities experience considerable health inequalities compared to the
population on average which impact on their experience in the healthcare system and health outcomes
(Stonewall 2008 Prescription for Change)

AF
T

In 2014 the JSNA in Cheshire East undertook a consultation with the Third Sector Provider on mental health.
One of the findings of this work was that gay farmers are a particularly vulnerable group in rural Cheshire
East and they recommended that future service-design should take into account the increased risk of suicide
amongst gay farmers. They report on evidence that farmers and farm managers are the occupational group
with the fourth highest risk of suicide in England and Wales, and say that there is evidence to suggest this
figure is much higher. Added to this is the statistic that one in four gay men will attempt suicide at some
stage in their lives. This highlights gay farmers to be a particularly vulnerable group.
A further finding of this group concluded that LGBT people confirmed that Isolation and loneliness around
sexual orientation is an issue, and can lead to depression and the use of substances.

R

Neither of the options described in the pre-consultation business care are expected to discriminate against
LGBT individuals.
Carers

Option 4b

D

Based on this option, carers may be impacted as follows

Older people, age 65+ who require an acute inpatient bed, ECT or PICU provision will be admitted to
Bowmere. It is acknowledged that carers will have to travel to visit their loved ones, and this may be a
greater distance than they would if their loved one was admitted to Millbrook. This is dependent on where
the carer lives in relation to the various inpatient units, and we cannot assume that all carers reside with the
individual whom they are caring for and/or related to. Based on admission in the previous year, this would
equate to circa 41 individuals (that would be potentially be admitted to Bowmere if we progressed option
4b). To put this into context there are around 5,300 service users being supported in the community. By
making this change we would anticipate that the number of in patient admissions to be reduced due to the
enhanced community care provision.
Adults of a working age will in the main be admitted to Lime Walk House, unless they require PICU, ECT or
have complex needs. Inpatient mental health care is considered as specialist, and not comparable to
physical health care from district general hospitals. It is common for individuals to travel for specialist care,
such as cancer, cardiac, paediatrics or neurology. Individuals requiring specialist inpatient mental health
care should not be seen any differently from those requiring specialist physical health care. However it is
acknowledged that under this option some carers may be disadvantaged compared to the current
Equality & Inclusion
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arrangements
Mitigations for option 4b
•
•
•
•
•

use of technology to support carers and family to maintain contact
Flexible visiting hours
where the family or carers have concerns around in patient placement every attempt will be made
to support the patients, carers and family to remain connected.
Enhanced community provision will reduce the need for hospital admission and facilitate early
discharge therefore reducing the number of carers impacted by the changes
consultation will have a focus on carer engagement and feedback

Summary of the pre-consultation equalities impact assessment
The following provides an overview of whether the proposed options are expected to have a
disproportionate effect on any of the 9 protected characteristics.
Expected Impact

Risk

Mitigations

Gender

Neutral

Low

Staff support and training

AF
T

Protected Group

Provision of single ensuite rooms

Disability

Neutral

Ensure that services are
compliant with the Equality Act
2010

Low

D

R

Ensure reasonable adjustments

Gender
Reassignment

Neutral

Low

Staff support and training
Support
engagement
with
identified groups via the EDS2
Staff support and training
Support
engagement
with
identified groups via the EDS2

Marriage and Civil Neutral
Partnership

Low

No specific mitigations identified

Pregnancy
maternity

and Neutral

Low

No specific mitigations identified

Neutral

Low

Access to information in a range
of languages and formats

Race

Staff training and support
Access to translation services

Equality & Inclusion
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Single ensuite rooms
Religion
belief

and Neutral

Low

Provide adequate faith facilities
Facilitate
community
engagement with faith groups
via EDS2
Training and staff support

Sexual orientation Neutral

Low

Work closely with LGBT groups
Support engagement with LGBT
community via EDS2
Training and staff support

Neutral for Adults

Medium

Enhanced community provision

AF
T

Age

How will you involve people from equality/protected groups in the decision making related to
the project?

R

During development of these proposals we have demonstrated a commitment to be proactive to seek the
views and experiences of our local populations and be accessible and convenient. We have met with various
interest groups, undertaken site visits with experts by experience and invited users to share experiences and
views in a range of meetings from CCG Annual Fairs to individual case studies

D

We have used this information alongside carer and staff views and experiences in the development of the
Pre-Consultation Business Case; including the options appraisal process.
Patient and carers workshops were held at the Millbrook Unit and the Recovery Colleges, as well as a series
of briefings and drop-in sessions for frontline staff towards the end of 2016. At this time there was
engagement with Cheshire East Healthwatch, Cheshire East Health Voice and Cheshire East Council’s Adult
Health and Social Care Overview and Scrutiny Committee. This included providing a site-visit for scrutiny
committee members to CWP services.
More recently listening events were held in September 2017 at Crewe Alexandra FC and Macclesfield Town
FC. Over 60 people attended the events, the majority of whom were service users and carers.
Table-based discussions gave participants an opportunity to describe what had worked well for them, what
had not worked well and how services might be improved. In addition an online survey was also made
available to those who couldn’t attend the sessions.
Further engagement with people from the different protected characteristic groups, will take place
throughout the consultation period.

Equality & Inclusion
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EVIDENCE USED FOR ASSESSMENT
What evidence have you considered as part of the Equality Impact Assessment?
•

All research evidence base references including NICE guidance and publication – please
give full reference
The table below shows the 5 year forward view mental health standards to be achieved by 2021.
This option will help towards meeting these standards. A copy of the full Adult mental health
policy is attached.
Adult community mental health services will provide timely access to evidence-based,
person-centred care, which is focused on recovery and integrated with primary and social
care and other sectors.

AF
T

A reduction in premature mortality of people living with severe mental illness (SMI); and
280,000 more people having their physical health needs met by increasing early detection
and expanding access to evidence-based physical care assessment and intervention each
year.

Increased access to psychological therapies for people with psychosis, bipolar disorder and
personality disorder

Bring over comments from Stage 1 and prior learning (please embed any documents to
support this)

D

•

R

All areas will provide crisis resolution and home treatment teams (CRHTTs) that are
resourced to operate in line with recognised best practice – delivering a 24/7 communitybased crisis response and intensive home treatment as an alternative to acute in-patient
admissions.

Mitigating actions

The Five Year Forward View recognises the need to address capacity in the community and is a national
mandate to improve and modernise mental health services to reflect a proactive, timely response to need.
(FYFV)
Underpinned by an appropriately trained workforce, there is a requirement to improve access for Crisis
Resolution and Home Treatment Teams (CRHTTs) to ensure that a 24/7 community-based mental health
crisis response is available in all areas. These teams must be adequately resourced to offer intensive home
treatment as an alternative to an acute inpatient admission, in the least restrictive manner and as close to
home as possible. There must be evidence of investment to increase access to psychological therapies for
people with psychosis, bipolar disorder and personality disorder and ‘navigators’ who are available to
people who need specialist care from diagnosis onwards, to guide them through options for their care and
ensure they receive appropriate information and support
In this option we will Enhance community services through:
Equality & Inclusion
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•
•
•

AF
T

•

24/7 crisis house
Crisis café
22 beds would be provided at Lime Walk for adults. 22 beds would be provided at Bowmere, 10 for
older people with dementia and 12 for older or more physically vulnerable adults with functional
illness. There will be 3 beds at Wirral for adults.
Increased capacity of mental health teams to enhance home treatment.

ENSURING LEGAL COMPLIANCE

R

Think about what you are planning to change; and what impact that will have upon ‘your’
compliance with the Public Sector Equality Duty (refer to the Guidance Sheet complete with
examples where necessary)
How might your proposal affect
your capacity to:

D

In what way does your current
service delivery help to:

How will your mitigate any
adverse effects?
( You will need to review how
effective these measures
have been)

End Unlawful Discrimination?

End Unlawful Discrimination?

End Unlawful
Discrimination?

Enhances provision for all
protected characteristics

Enhances provision for all
protected characteristics

Enhanced community
services to all groups

Promote Equality of
Opportunity?

Promote Equality of
Opportunity?

Promote Equality of
Opportunity?

This change facilitates all
members of the community to
access information, services,
help and support by providing
access to all the local
community services 24/7.

This change facilitates all
members of the community to
access information, services, help
and support by providing access
to all the local community
services 24/7.

Enhanced community
services to all groups

Equality & Inclusion
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Foster Good Relations
Between People

Foster Good Relations Between
People

Foster Good Relations
Between People

The various types of support
available through this service
help to engage and enable
people from different
backgrounds to participate in
public life

The various types of support
available through this service help
to engage and enable people from
different backgrounds to
participate in public life

Investigate use of technology
i.e. facetime, skype.
Flexible visiting hours

WHAT OUTCOMES ARE EXPECTED/DESIRED FROM THIS PROJECT?
What are the benefits to patients and staff?
Care in community
Evidence shows from other areas that facilities like crisis café’s and places of safety with 24/7 access to crisis
support are highly valued by carers and people who use the service. These are now common place in other
parts of the country.

Enhancing our community support
Benefits will include:

•
•

R

Consistent access to services
PICU provision within appropriate inpatient facility
Enhanced community services
Responsive, community focussed, personalised care system providing wrap around care.
Access to specialist services as close to home as possible
Support for individuals to effectively manage their wellbeing with a focus on empowerment,
prevention and resilience
More patients supported in their own homes
Access to out of hours support for those in a crisis

D

•
•
•
•
•
•

AF
T

A café in a North East Hampshire has helped reduce mental health hospital admissions by a third in seven
months by providing an alternative solution for service users (NHS England case study) Other examples are
evident across the country including Greater Manchester, Wirral. We want these types of services to be
available to our communities too

How will any outcomes of the project be monitored, reviewed, evaluated and promoted where
necessary?
The project will be monitored using the Outcomes framework, IAF framework measures to ensure no
adverse impact on care, and also through contractual obligations with CWP

“think about how you can evaluate equality of access to, outcomes of and satisfaction with
services by different groups”
•
•
•

Feedback from users of the service will be captured through the use of the following:
Friends and family test
Patient satisfactions survey

Equality & Inclusion
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•
•

Patient reported outcomes measures
Patient reported experience measures

EQUALITY IMPACT AND RISK ASSESSMENT

AF
T

Does the ‘project’ have the potential to:
• Have a positive impact (benefit) on any of the equality groups?
• Have a negative impact / exclude / discriminate against any person or equality group?
• Explain how this was identified? Evidence/Consultation?
• Who is most likely to be affected by the proposal and how (think about barriers, access,
effects, outcomes etc.)
• Please include all evidence you have considered as part of your assessment e.g. Population
statistics, service user data broken down by equality group/protected group
Please request guidance on Equality Groups/Protected Groups and their issues, this document
may help and support your thinking around barriers for the equality groups
Equality Group /
Protected Group
Age

Positive
effect

Neutral Please explain - MUST BE COMPLETED
effect



D

R



Negative
effect

Positive impact - With the changes
proposed in this model the Services users
will have the opportunity to access a 24/7
crisis service, which should ensure access to
help at the point at which it is most needed,
therefore preventing the need for
hospitalisation. Enables earlier supported
discharge.

Adults in the age category 18-64 would
continue to have their care provided locally.
Potential negative impact – Adults age 65+
who require an acute inpatient bed, ECT or
PICU provision will be admitted to Bowmere.
This may be a greater distance than if they
were admitted to Millbrook. In some cases
the in-patient facility may be closer to the
patients home than the one based in
Macclesfield. With regards to visiting we will
work with family and carers to find solutions
to any transport problems on a case by case
basis..

Disability
Equality & Inclusion



Positive impact - With the changes
proposed in this model the Services users
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will have the opportunity to access a 24/7
crisis service, which should ensure access to
help at the point at which it is most needed,
therefore preventing the need for
hospitalisation. Enables earlier supported
discharge



AF
T



D

R

Gender
Reassignment

Potential negative impact – Adults age 65+
who require an acute inpatient bed, ECT or
PICU provision will be admitted to Bowmere.
This may be a greater distance than if they
were admitted to Millbrook. In some cases
the in-patient facility may be closer to the
patients home than the one based in
Macclesfield. With regards to visiting we will
work with family and carers to find solutions
to any transport problems on a case by case
basis.
Positive impact - With the changes
proposed in this model the Services users
will have the opportunity to access a 24/7
crisis service, which should ensure access to
help at the point at which it is most needed,
therefore preventing the need for
hospitalisation. Enables earlier supported
discharge.
Potential negative impact – Adults age 65+
who require an acute inpatient bed, ECT or
PICU provision will be admitted to Bowmere.
This may be a greater distance than if they
were admitted to Millbrook. In some cases
the in-patient facility may be closer to the
patients home than the one based in
Macclesfield. With regards to visiting we will
work with family and carers to find solutions
to any transport problems on a case by case
basis.
Mitigation
• Taking into regard the persons chosen
gender identity, patients would be
appropriately placed.

Pregnancy and
Maternity
Race

Equality & Inclusion

Patients already travel out of area for
maternal mental health.




Positive impact With the changes
proposed in this model the Services users
will have the opportunity to access a 24/7
crisis service, which should ensure access to
help at the point at which it is most needed,
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therefore preventing the need for
hospitalisation. Enables earlier supported
discharge.
Potential negative impact – Adults age 65+
who require an acute inpatient bed, ECT or
PICU provision will be admitted to Bowmere.
This may be a greater distance than if they
were admitted to Millbrook. In some cases
the in-patient facility may be closer to the
patients home than the one based in
Macclesfield. With regards to visiting we will
work with family and carers to find solutions
to any transport problems on a case by case
basis.
Mitigation
•

AF
T

•

Providing information in alternative
languages.
Ensuring all staff have appropriate
training in cultural diversity.
Ensuring
effective
and
timely
interpretation services are made
available and staff understand the
requirements and system for providing
this.

•

D

R

•

Religion or Belief



All CWP staff work within the Equality,
Diversity and Human Rights policy, and
regardless of the outcome of the
consultation everyone will be offered a
person centred approach.

Positive impact With the changes
proposed in this model the Services users
will have the opportunity to access a 24/7
crisis service, which should ensure access to
help at the point at which it is most needed,
therefore preventing the need for
hospitalisation. Enables earlier supported
discharge.



Potential negative impact –Adults age 65+
who require an acute inpatient bed, ECT or
PICU provision will be admitted to Bowmere.
This may be a greater distance than if they
were admitted to Millbrook. In some cases
the in-patient facility may be closer to the
patients home than the one based in
Macclesfield. With regards to visiting we will
work with family and carers to find solutions
to any transport problems on a case by case
Equality & Inclusion
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basis.
Mitigation
•
•
•

•

R
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•

Providing information in alternative
languages;
Ensuring all staff have appropriate
training in cultural diversity
Ensuring
effective
and
timely
interpretation services are made
available and staff understand the
requirements and system for providing
this
All CWP staff work within the Equality,
Diversity and Human Rights policy, and
regardless of the outcome of the
consultation everyone will be offered a
person centred approach.
All CWP inpatient units provide access to
multi-faith rooms, facilitate support
from faith leaders and promote and
support individuals to continue to access
faith based community support whilst
receiving inpatient care.



D



Positive impact With the changes
proposed in this model the Services users
will have the opportunity to access a 24/7
crisis service, which should ensure access to
help at the point at which it is most needed,
therefore preventing the need for
hospitalisation. Enables earlier supported
discharge.

Potential negative impact – Adults age 65+
who require an acute inpatient bed, ECT or
PICU provision will be admitted to Bowmere.
This may be a greater distance than if they
were admitted to Millbrook. In some cases
the in-patient facility may be closer to the
patients home than the one based in
Macclesfield. With regards to visiting we will
work with family and carers to find solutions
to any transport problems on a case by case
basis.

Sex (Gender)

Mitigation
•
Equality & Inclusion
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•

Sexual Orientation



Provision of single ensuite rooms

Positive impact - With the changes
proposed in this model the Services users
will have the opportunity to access a 24/7
crisis service, which should ensure access to
help at the point at which it is most needed,
therefore preventing the need for
hospitalisation. Enables earlier supported
discharge.
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Potential negative impact – Adults age 65+
who require an acute inpatient bed, ECT or
PICU provision will be admitted to Bowmere.
This may be a greater distance than if they
were admitted to Millbrook. In some cases
the in-patient facility may be closer to the
patients home than the one based in
Macclesfield. With regards to visiting we will
work with family and carers to find solutions
to any transport problems on a case by case
basis.
Mitigation

R

•
•



D



Marriage and Civil
Partnership N.B.
Marriage & Civil
Partnership is only
a protected
characteristic in
terms of workrelated activities
and NOT service
provision

Carers
Equality & Inclusion



•

Work closely with LGBT groups
Support engagement with
community via EDS2
Training and staff support

LGBT

Positive impact With the changes
proposed in this model the Services users
will have the opportunity to access a 24/7
crisis service, which should ensure access to
help at the point at which it is most needed,
therefore preventing the need for
hospitalisation. Enables earlier supported
discharge.
Potential negative impact – Adults age 65+
who require an acute inpatient bed, ECT or
PICU provision will be admitted to Bowmere.
This may be a greater distance than if they
were admitted to Millbrook. In some cases
the in-patient facility may be closer to the
patients home than the one based in
Macclesfield. With regards to visiting we will
work with family and carers to find solutions
to any transport problems on a case by case
basis.
Positive impact - With the changes
proposed in this model the Services users
will have the opportunity to access a 24/7
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crisis service, which should ensure access to
help at the point at which it is most needed,
therefore preventing the need for
hospitalisation. Enables earlier supported
discharge.

AF
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Potential negative impact – Adults age 65+
who require an acute inpatient bed, ECT or
PICU provision will be admitted to Bowmere.
It is acknowledged that carers will have to
travel to visit their loved ones, and this may
be a greater distance than they would if
their loved one was admitted to Millbrook.
This is dependent on where the carer lives in
relation to the various inpatient units, and
we cannot assume that all carers reside with
the individual whom they are caring for
and/or related to. With regards to visiting
we will work with family and carers to find
solutions to any transport problems on a
case by case basis.
Mitigation
•

Deprived
Communities



D

R



Flexible visiting hours
• Virtual visiting. I.e. Skype, Facetime etc.
Positive impact - With the changes
proposed in this model the Services users
will have the opportunity to access a 24/7
crisis service, which should ensure access to
help at the point at which it is most needed,
therefore preventing the need for
hospitalisation. Enables earlier supported
discharge.
Potential negative impact – Adults age 65+
who require an acute inpatient bed, ECT or
PICU provision will be admitted to Bowmere.
This may be a greater distance than if they
were admitted to Millbrook. In some cases
the in-patient facility may be closer to the
patients home than the one based in
Macclesfield. With regards to visiting we will
work with family and carers to find solutions
to any transport problems on a case by case
basis.
Mitigation
•
•
•
•

Equality & Inclusion
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Flexible visiting hours
Virtual visiting. I.e. Skype, Facetime etc.
Prioritise local beds based on patient
and carer need
Appropriate package of care on
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discharge from hospital.

Vulnerable Groups
e.g. Homeless, Sex
Workers, Military
Veterans



Positive impact - With the changes
proposed in this model the Services users
will have the opportunity to access a 24/7
crisis service, which should ensure access to
help at the point at which it is most needed,
therefore preventing the need for
hospitalisation. Enables earlier supported
discharge.



AF
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Potential negative impact – Adults age 65+
who require an acute inpatient bed, ECT or
PICU provision will be admitted to Bowmere.
This may be a greater distance than if they
were admitted to Millbrook. In some cases
the in-patient facility may be closer to the
patients home than the one based in
Macclesfield. With regards to visiting we will
work with family and carers to find solutions
to any transport problems on a case by case
basis.
Mitigation

•

Flexible visiting hours
Virtual visiting. I.e. Skype, Facetime etc.
Prioritise local beds based on patient
and carer need
Appropriate package of care on
discharge from hospital.

D

R

•
•
•

SECTION 3 - COMMUNITY COHESION & FUNDING IMPLICATIONS

Does the ‘project’ raise any issues for Community Cohesion?
N/A
What effect will this have on the relationship between these groups? Please state how will you manage
this relationship?
N/A
What is the overall cost of implementing the ‘project’?
Please state: Cost & Source(s) of funding:

This is the end of the Equality Impact section, please use the embedded checklist to ensure and
reflect that you have included all the relevant information

Equality & Inclusion
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EI&RA
checklist_V1.0_11091

SECTION 4 - HUMAN RIGHTS ASSESSMENT
If the Stage 1 Equality Impact and Risk Assessment highlighted that you are required to complete
a Stage 2 Human Rights assessment (please request a stage 2 Human Rights Assessment from the
Equality and Inclusion Team), please bring the issues over from the screening into this section
and expand further using the Human Rights full assessment toolkit then embed into this section.
SECTION 5 - PRIVACY IMPACT ASSESSMENT
If the Stage 1 Equality Impact and Risk Assessment highlighted that you are required to complete
a Stage 2 Privacy Impact Assessment, please request a stage 2 Privacy Impact Assessment either
from the Equality and Inclusion Team or the Information Governance Team, email your
completed stage 2 to your Information Governance Support Officer either at the CCG or CSU.

AF
T

A separate document has been completed for the Privacy Impact Assessment.
SECTION 6 – RISK ASSESSMENT
Please identity any possible risk for patients and / or the Clinical Commissioning Group if the
project is implemented without amendment. All risks will be monitored for trends and provided
to the project author when the project is due to be reviewed
IMPLEMENTATION RISK: CONSEQUENCE SCORE
DOMAIN

Impact on the
safety of
patients, staff
or public
(physical /
psychological
harm

INSIGNIFICANT

MINOR

Minor injury or
illness, requiring
minor
intervention

Complaints /
Audit

Informal
complaint /
inquiry

Statutory Duty
/ Inspections

No or minimal
impact or breech
of guidance /
statutory duty

Formal complaint
(Stage 1)
Local resolution
Single failure to
meet internal
standards
Reduced
performance
rating if
unresolved
Breech of
statutory
legislation.
Reduced
performance
rating if
unresolved. For

D

R

Minimal injury
requiring no /
minimal
intervention or
treatment

For example:
Unsatisfactory

Equality & Inclusion

MODERATE

MAJOR

CATASTROPHIC

Moderate injury
requiring
professional
intervention
RIDDOR / agency
reportable incident,
an event which
impacts on a small
number of patients

Incident leading to
death.

Formal complaint
(Stage 2) complaint
Local resolution
(with potential to
go to independent
review)
Repeated failure to
meet internal
standards

Major injury
leading to
long-term
incapacity /
disability.
Mismanage
ment of
patient care
with longterm effects
Multiple
complaints /
independent
review
Low
performance
rating
Critical
report

Single breech in
statutory duty.
Challenging
external
recommendations /
improvement
notice.

Multiple
breeches in
statutory
duty.
Enforcement
action
Low

Multiple breeches
in statutory duty.
Prosecution Zero
performance rating
Severely critical
report.
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An event which
impacts on a large
number of patients

Inquest /
Ombudsman
inquiry
Gross failure to
meet national
standards
Severely critical
report
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patient
experience which
is not directly
related to patient
care.
No action
required

example: a minor
impact on people
with a protected
characteristic has
been identified
that was agreed
to be accepted
within the scope
of the project.

Rumours
Potential for
public concern

Local media
coverage shortterm reduction in
public confidence.
Elements of
public
expectation not
being met
<5 per cent over
project budget
Minor impact on
delivery of
objectives

Local media
coverage.
Long-term
reduction in public
confidence

Loss of 0.1 – 0.25
per cent of
budget
Claim less than
£10,000

Loss of 0.25 – 0.5
per cent of budget
Claims (s) between
£10,000 and
£100,000

Business
Objectives /
Projects

D

R

Adverse
Publicity /
Reputation

Insignificant cost
increase
No impact on
objectives

Finance
Including
Claims

Small loss risk of
claim remote

Frequency:
How often

Not expected to
occur for years

This can be
resolved by making
amendments to the
project or providing
an objective
justification for not
amending the
project (This must
be published with
the EIA)

5 – 10 per cent
over project budget

IMPLEMENTATION RISK: LIKELIHOOD SCORE

Equality & Inclusion

performance
rating report
For example:
a major
impact on
people with
a protected
characteristi
c has been
identified.
Consideratio
n should be
given to and
review the
project
immediately.
Q. Can we
make
amendment
s to the
project or
provide
objective
justifications
? If yes, this
must be
published
the EIA.
National
media
coverage <3
days service
well below
reasonable
public
expectation
Noncompliance
with
national 10 –
25 per cent
over budget
Major
impact on
delivery of
strategic
objectives
Loss of 0.5 –
1.0 per cent
of budget
Claim(s)
between
£100,000
and £1
million

AF
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No action
required.

For example: a
moderate impact
on people with a
protected
characteristic has
been identified.

Expected to occur
annually

Expected to occur
monthly
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Expected to
occur weekly

For example: a
catastrophic impact
on people with a
protected
characteristic has
been identified that
may lead to
litigation or impact
on patient safety.
The project should
be stopped
immediately

National media
coverage > 3 days
MP concerned
(questions in the
House)
Total loss of public
confidence
Incident leading >
25 per cent over
project budget
Failure of strategic
objectives
impacting on
delivery of business
plan

Loss of >1 per cent
of budget
Claim(s) > £1
million

Expected to occur
daily
Page 144 of 193

might it / does
it happen?
Probability

<1%

1.5%

6-20%

21-50%

>50%

Will only occur in
exceptional
circumstances

Unlikely to occur

Reasonable chance
of occurring

Likely to
occur

More likely to occur
than not occur

RARE

UNLIKELY

POSSIBLE

LIKELY

ALMOST CERTAIN

Insignificant

1

2

3

4

5

Minor

2

4

6

8

10

Moderate

3

6

9

12

15

Major

4

8

12

16

20

Catastrophic

5

10

15

20

25

RISK MATRIX

RISK SCORE ON DRAFT PROJECT

RISK SCORE ON FINALISED
PROJECT
5

5

AF
T

WHAT ARE THE KEY REASONS FOR THE CHANGE IN THE RISK SCORE?

EQUALITY IMPACT AND RISK ASSESSMENT AND ACTION PLAN
Actions required to
reduce / eliminate the
negative impact

Resources
required* (see
guidance below)

Negative media
coverage has a
detrimental impact on
public consultation
outcome

Communication and
Engagement Plan to
support proactive
approach to local media.
Consistent message
from partners in
communicating case for
change. Joint approach
to communication to
wider statutory bodies.
Clear governance
process to obtain sign off
from all partners for
communication plan.
Fully engage public in
pre consultation process
and consultation process
(health voice, health
rd
watch, general public, 3
sector organisations)
CWP to evoke Business
Continuity plans.
Regular communication
with staff. Clinical
Leadership across
system to identify
measures to maintain
quality of care.

Comms and
Enagagement
team

Who will
lead on
the
action?
Katherine
Wright,
Charles
Malkin

Target
completion
date

Suzanne
Edwards

Post
Consultation

Ongoing
throughout life
of project

D

R

Risk identified

Service sustainability
during the planning
and consultation
phase

Equality & Inclusion

CWP
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The decision making
process following
consultation period is
challenged

Project Sponsor

Jacqui
Wilkes

Throughout the
life of the
project

Project Sponsor

Jacqui
Wilkes

Throughout the
life of the
project

Project Sponsor,
Finance Rep

R

The new care model
may exceed the
financial envelope
available and cannot
be fully implemented.

Develop project plan with
clear time lines to deliver
the work plan and
navigate governance
process including NHSE
sign off. Project
Meetings bi weekly to
monitor delivery against
plan. Escalate project
slippage to SRO.
Project process to follow
NHS England best
practice guidance recruit
consultation expert to
support pre-consultation
engagement and the
consultation itself.
Ensure project
documentation fully up to
date and take clear and
transparent approach to
process and decision
making. Take legal
advice on consultation
documentation.
Independent review by
Chester University within
consultation timeline
To ensure clinical
engagement in the
redesign process.
Highlighting efficiency
measures that deliver
savings whilst not
compromising patient
safety.

AF
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Potential delays in
delivering the
programme within the
timescales

Jacki
Wilkes,
Scott
Maull,
Elizabeth
Insley

D

‘Resources required’ is asking for a summary of the costs that are needed to implement the
changes to mitigate the negative impacts identified
SECTION 7 – ONGOING MONITORING AND REVIEW OF EQUALITY IMPACT ASSESSMENTS AND
ACTION PLANS
Please describe briefly, how the equality action plans will be monitored through internal CCG
governance processes?
Using the IAF framework, and project highlight reports to Programme executive and organisational
boards.
Date of the next review of the Equality Impact Assessment section and action plan? (Please note:
if this is a project or pilot reviews need to be built in to the project/pilot plan)
Date: End of the consultation
Which CCG Committee will be responsible for monitoring the action plan progress?
Caring Together Board, Connecting Care

Equality & Inclusion
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Who will be the responsible person in the organisation to ensure the action plan is monitored?
Jacki Wilkes and Jamaila Tausif
FINAL SECTION
SECTION 8
Date sent to Equality & Inclusion (E&I) Team for quality check:
09-11-2017
Date quality checked by Equality and Inclusion Business Partner:
09-11-2017
Date of final sign off by Equality and Inclusion Business Partner:
09-11-2017
Signature Equality and Inclusion Business Partner:
Q HUssain
CCG Committee Name and sign off date:

Save this document for your own records
Send this document and copies of your completed Privacy Impact Assessment and Human
Rights Screening to equality.inclusion@nhs.net

D

R

•
•

AF
T

This is the end of the Equality Impact and Risk Assessment process: By now you should be able to
clearly demonstrate and evidence your thinking and decision(s).
To meet publishing requirements this document SHOULD NOW BE PUBLISHED ON YOUR
ORGANISATIONS WEBSITE.

Equality & Inclusion
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Eastern Cheshire Clinical Commissioning Group: Quality Impact Assessment Tool

AF
T

This tool involves an initial assessment (stage 1) to quantify potential impacts (positive or negative) on quality from any proposal to change the way
services are commissioned and/or delivered. Where potential negative impacts are identified they should be risk assessed using the risk scoring matrix
to reach a total risk score. A total score is achieved by assessing the level of impact and the likelihood of this occurring and assigning a score to each.
These scores are multiplied to reach a total score.
Quality is described in 7 areas, each of which must be assessed at stage 1. Where a potentially negative risk score is identified and is greater than a
score of 8 this indicates that a more detailed assessment is required in this area, to be completed within stage 2.
Please take care with this assessment. A carefully completed assessment should safeguard against challenge at a later date.
Definitions for grading

Circle consequence,
likelihood and total score e.g.
2x3=6

SCORE

D

Risk Assessment

R

Risk Assessment Matrix

LIKELIHOOD/PROBABILITY OF REPEAT
INCIDENT CONSEQUENCES or
POTENTIAL CONSEQUENCES
1
2
3
4
5

Negligible
Minor
Moderate
Major
Extreme

Rare
1
1
2
3
4
5

Unlikely
2
2
4
6
8
10

Possible
3
3
6
9
12
15

Highly
Likely
4
4
8
12
16
20

Green

Amber

Almost
Certain
5
5
10
15
20
25
Red
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(score 5 or
less)

(score 6 to
15)
(score 16 to
25) Or any
incident
recorded as
extreme
regardless of
the
likelihood/pro
bability of
repeat

Low risk

Low
priority

Medium
risk

Medium
priority

Manage situation by
routine procedures
Management
responsibility and
action must be
specified

High
Priority

Immediate action –
Senior Management
attention required.
16+ Senior
Management to
consider informing
the Board.

High risk

2705/16
V0.1
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Measures of Likelihood
LEVEL

DESCRIPTOR

PROBABILITY

Rare

The event may only happen in exceptional circumstances

2

Unlikely

The event could occur (recur) at some time

3

Possible

The event may well occur (recur) at some time

4

Highly likely

The event will occur (recur) in most circumstances

5

Almost Certain

The event is expected to occur (recur) in most circumstances

AF
T

1

Stage 1 – Initial Risk Assessment 6th Month Review Date – 12-June-2017

R

Title: Adult Mental Health Redesign Option 4a

Lead for scheme: Jacki Wilkes Associate Director of Commissioning

D

Brief description of scheme:
Commissioners in Vale Royal, South and Eastern Cheshire are working with local mental health provider; Cheshire and Wirral Partnership, users of
the service and Cheshire East Council to review and redesign secondary care adult and older peoples mental health services for those people with
severe mental illness (SMI).
A Pre Consultation Business Case (PCBC) will outline a compelling case for change and present options which will deliver redesigned services for
improved outcomes for the registered population of Vale Royal, South and Eastern Cheshire in line with national Five Year Forward View (FYFV) for
Mental Health.
The FYFV for mental health sets out an ambitious programme of improvement to be achieved by 2021 setting standards for access and guidelines
for care including 24/7 access to care, early intervention (proactive care) and prevention. The proposals presented are done so within a context of
rising demands for services, increasing financial constraints across the health and social care system and national drivers to improve access to a
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range of services not currently commissioned.
This QIA is for Option 4a outlined below:
Option 4a: Enhanced community and crisis care service and re-provide inpatient care from Millbrook to other facilities within current
provider footprint (older people Lime Walk House, Macclesfield and adults Bowmere in Chester)

D

R

AF
T

Description: In this option 22 beds would be provided at Lime Walk House; 10 for older people with dementia and 12 for older or more physically
vulnerable adults with functional illness. 22 beds would be provided at Bowmere and 3 at Wirral for adults. Central and Eastern Cheshire patients
would be given priority admission to Bowmere. Rehabilitation services currently delivered at Lime Walk House would be re-provided at the Soss
Moss site in Nether Alderley. In patient ECT would be delivered at the specialist ward in Bowmere. Community mental health teams would deliver
evidenced based interventions to support people in their own homes and have the appropriate skills to do so. A new model of crisis care will be
introduced which would see the home treatment team providing 24/7 care in conjunction with, overnight placement support and day time crisis café
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Answer positive/negative (+ / -) in each area. If N; score the impact, likelihood and total in the appropriate box. If score > 8 insert Y for full assessment

Impact question

Duty of
Quality

Could the proposal impact positively or negatively on any of the following compliance with the NHS Constitution, partnerships, safeguarding children or
adults and the duty to promote equality?
Could the proposal impact positively or negatively on any of the following positive survey results from patients, patient choice, personalised &
compassionate care?
Could the proposal impact positively or negatively on any of the following –
safety, systems in place to safeguard patients to prevent harm, including
infections?
Could the proposal impact positively or negatively on evidence based
practice, clinical leadership, clinical engagement and/or high quality
standards?

Clinical
Effectiveness
Prevention
Productivity
and
Innovation
Resource
Impact

Completed by:
Marie Ward

R

Patient Safety

Could the proposal impact positively or negatively on promotion of self-care
and health inequality?
Could the proposal impact positively or negatively on - the best setting to
deliver best clinical and cost effective care; eliminating any resource
inefficiencies; low carbon pathway; improved care pathway?
Could this proposal impact positively or negatively with regard to estates, IT
resource, community equipment service or other agencies or providers e.g.
Social care/voluntary sector/District nursing*

D

Patient
Experience

+/-

Impact

Likelyhood

Score

positive

2

2

4

Full
Assessment
required?
N

Neutral

2

3

6

N

Positive

2

2

4

N

Positive

2

2

4

N

Positive

2

2

4

N

Positive

2

2

4

N

Positive

2

2

4

N

AF
T

Area of
Quality

Designation:
Transformation Project Manager
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Date:
07.11.17
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Stage 2 – Full Assessment for identified areas of risk
Risk (5 x5 risk
matrix)
Likelihoo
d

Overall
Score

2

2

4

Monitor and Review

The projects aim is to support the
delivery of the Five Year Forward
View for Mental Health. To improve
quality of care, patient experience
and mental health outcomes, whilst
ensuring the services are clinically
and financially sustainable. The
views and experiences of users and
carer have informed the
development of Pre Consultation
Business Case (PCBC)

2

2

4

Monitor and Review

Engagement and communication
with Clinical Mental health Specialist
including; NHS Mental Health Trust
and Community Services and
General Practice includes; front line
staff drop-in sessions, Clinical
Leaderships Meetings, GP Locality

2

2

4

Monitor and Review

AF
T

What is the impact on the organisation’s duty to
secure continuous improvement in the quality of
the healthcare that it provides and commissions?

R

Does it impact on the organisation’s commitment
to the public to continuously drive quality
improvement as reflected in the rights and
pledges of the NHS Constitution?

D

DUTY OF QUALITY

Continuous improvement in the
quality of healthcare will be
monitored as part of Mental Health
Outcomes Framework, Friends and
Family Test and self-reported
Experience and Outcomes
Assessments.

Description of impact (Positive or
negative)

Indicators

Does it impact on the organisation’s commitment
to high quality workplaces, with commissioners
and providers aiming to be employers of choice
as reflected in the rights and pledges of the NHS
Constitution?
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Mitigation strategy and
monitoring arrangements

Impact

Area of
quality
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Overall
Score

Description of impact (Positive or
negative)

Indicators

Likelihoo
d

Area of
quality

Impact

Risk (5 x5 risk
matrix)

Mitigation strategy and
monitoring arrangements

AF
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and membership meetings to
engage views and inform the PCBC
and design of new model of care for
Adult Mental Health.
Positive Impact
Providers and Commissioners
across Eastern Cheshire, South and
Vale Royal CCG, Cheshire East
Council and Cheshire and Wirral
Partnership NHS Foundation Trust,
working in partnership to develop the
PCBC, North West Ambulances
Service and Cheshire Police have
been involved in discussion and
scoring the options. The project
team includes; clinical specialists,
patients and carers, commissioners
from health and social care and
providers of mental health services.

2

2

4

Mitigating Actions
Joint /Shared risk log jointly
owned across partner
organisations

2

2

4

Monitor and Review

D

R

What is the impact on strategic partnerships and
shared risk?

What is the equality impact on race, gender, age,
disability, sexual orientation, religion and belief,
gender reassignment, pregnancy and maternity
for individual and community health, access to
services and experience of using the NHS (Refer
to CCG Equality Impact Assessment Tool)?

Page 6 of 17
Pre-Consultation Business Case
Adult and Older Peoples' Specialist Mental Health Services Redesign

Stage 1 and Stage 2 equality impact
and risk assessment have been
completed and an action plan has
been developed.
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Risk (5 x5 risk
matrix)
Impact

Likelihoo
d

Overall
Score

2

2

4

Monitor and Review

Will this impact on the organisation’s duty to
protect children, young people and adults?

There is no perceived negative
impact on organisation’s duty to
protect adults

2

2

4

Monitor and Review

In option 4a there is a change in
how inpatient beds are provided
across Cheshire with 22 beds being
provided locally for older people with
dementia and more physically
vulnerable adults with functional
illness, Rehabilitation services would
continue to be provided locally. Up to
25 beds would be re provided in
Chester and the Wirral. A new model
of crisis care introduced which would
see the home treatment team
providing 24/7 care in conjunction
with an increase in home treatment
team, overnight placement support
and day time crisis café.

R

What impact is it likely to have on self-reported
experience of patients and service users?
(Response to national/local
surveys/complaints/PALS/incidents)

AF
T

Are core clinical quality indicators and metrics in
place to review impact on quality improvements?
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Mitigation strategy and
monitoring arrangements

A set of standardised key
performance indicator measures
aligned to National and Local
Outcomes Frameworks have been
identified to support completion of a
final business case and future
commissioning of Adult Mental
Health Services.

Description of impact (Positive or
negative)

Indicators

D

PATIENT EXPERIENCE

DUTY OF QUALITY

Area of
quality

2

3

6

Mitigating Actions
Continued engagement with
service, users, families and
carers to understand solutions
for a small proportion of people
who will need to travel further for
in-patient care and visiting such
as flexible visiting times and use
of technology e.g. facetime
To support for patients, families
and carers who will need to
travel further.
It may be possible to access
short term support for families
and carers to visit Bowmere,
which would be on a case by
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Overall
Score

Description of impact (Positive or
negative)

Indicators

Likelihoo
d

Area of
quality

Impact

Risk (5 x5 risk
matrix)

Mitigation strategy and
monitoring arrangements
case basis and dependent on
individual circumstances

AF
T

Monitoring through Friends and
Family Test, Patient Reported
Outcomes Measures (PROMS),
Patient Experience Measures
(PREMS)
Mitigating Actions
Continued engagement with
service, users, families and
carers to understand solutions
for a small proportion of people
who will need to travel further for
in-patient care and visiting.

In line with the 5YFV for MH the
PCBC is aligned to providing
specialist care, at the right time, in
the right place. Providing high
quality, CQC compliant inpatient
care and improving community and
crisis resolution home treatment
24/7.

D

R

How will it impact on choice?
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Option 4a provides older peoples
inpatient care in Macclesfield,
Rehabilitation and Crisis Beds.
Adult inpatient care will move to
Bowmere in Chester which impacts
on patients, families and carers
travel times.

2

3

6

With regards to visiting we will
work with family and carers to
find solutions to any transport
problems on a case by case
basis. Travel bursaries may be
available for low income families

Monitoring through Friends and
Family Test, Patient Reported
Outcomes Measures (PROMS),
Patient Experience Measures
(PREMS)
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How will it impact on preventable harm?

Will it maximise reliability of safety systems?

2

2

4

2

2

Pre-Consultation Business Case
Adult and Older Peoples' Specialist Mental Health Services Redesign

2

4

Mitigating Actions
Datix Risk Management
CQC Reports
Audit Outcomes
Complaints Reviews
Mortality Data

4

Mitigating Actions
Datix Risk Management
CQC Reports
Audit Outcomes
Complaints Reviews

There is no perceived negative
impact on safety systems
2

Monitor and Review

4

There is no perceived negative
impact on preventable harm

2

Page 9 of 17

2

Mitigation strategy and
monitoring arrangements

Mitigating Actions
Datix Risk Management
CQC Reports
Audit Outcomes
Complaints Reviews
Mortality Data

There is no perceived negative
impact to patient safety.

R

D

PATIENT SAFETY

How will it impact on patient safety?

Positive Impact additional support
will be provided in Community
services and crisis resolution home
treatment team including Crisis
House (short inpatient stay) and
Crisis Café. This will achieve the
standard of care in the most
unrestricted environment. The newly
provided Dementia Outreach service
will support people to stay safely at
home in familiar surroundings

AF
T

Does it support the compassionate and
personalised care agenda?

Overall
Score

Description of impact (Positive or
negative)

Indicators

Likelihoo
d

Area of
quality

Impact

Risk (5 x5 risk
matrix)
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Overall
Score

Description of impact (Positive or
negative)

Indicators

Likelihoo
d

Area of
quality

Impact

Risk (5 x5 risk
matrix)

Mitigation strategy and
monitoring arrangements
Mortality Data

There shall be no additional impact
on safety systems. As part of STP
Prevention Programme additional
Antimicrobial Resistance support is
being planned, which will impact
positively to reduce infection rates.

AF
T

How will it impact on systems and processes for
ensuring that the risk of healthcare acquired
infections is reduced?

2

2

4

Caring for people in the home where
possible will have an impact on
hospital acquired infection rates.
A workforce plan will ensure that
community and inpatient teams have
the right skill mix and capabilities on
a rota 24/7 where appropriate to
provide high quality patient care and
outcomes. The workforce plan has
been modelled against patients care
needs and will include training on
physical and mental health clinical
knowledge to support parity of
esteem.

CLINICAL
EFFECTI
VENESS

D

R

What is the impact on clinical workforce capability
care and skills?

How does it impact on implementation of
evidence based practice?
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The Pre Consultation Business Case
has been developed and based on
evidence based best practice,
national policy and includes a
literature review on achieving

2

2

2

2

4

4

Mitigating Actions
Datix Risk Management
CQC Reports
Audit Outcomes
Complaints Reviews
Mortality Data

Mitigating Actions
Mapping existing and future
workforce requirements
including associated financial
implications
Development of Work Force
Plan

Mitigating Actions
Site visits to other Mental Health
Units delivering Integrated
Community Care and Crisis
Models of Care
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Overall
Score

Description of impact (Positive or
negative)

Indicators

Likelihoo
d

Area of
quality

Impact

Risk (5 x5 risk
matrix)

Review of literature

There is no perceived negative
impact on clinical leadership

2

2

4

Monitor and Review

The project team has adopted Better
Value principles and aligned to
Better Care metrics which will be
aligned to mental health outcomes
framework and future provider
contract management

2

2

4

Monitor and Review

D

R

Does it support the full adoption of Better care,
Better Value metrics?

AF
T

improved outcomes and parity of
esteem. Site visits to other Mental
Health Trusts have been undertaken
with clinicians and experts by
experience to look at best practice.

How will it impact on clinical leadership?

Mitigation strategy and
monitoring arrangements
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Mitigation strategy and
monitoring arrangements

There is a neutral impact on
variations in care.
Enhanced community and crisis care
24/7 will deliver a proactive
approach to community mental
health care, with staff being trained
to provide intensive home treatment.
The new model of care will over time
deliver approximately 16% reduction
in hospital based activity (Crisp
Report) . In patient care will be
delivered locally for older people and
people requiring short term inpatient
care in a crisis. Specialist Mental
Health inpatient care for adults and
day case Electro Convulsive
Therapy will be provided at
Bowmere in Chester

2

3

6

A set of standardised key
performance indicator measures
aligned to a Mental Health
Outcomes Framework will be agreed
as part of future provider contract
management and monitored via
contract and quality assurance

2

2

4

Monitor and Review

As part of the communication and
engagement plan, staff are being

2

2

4

Monitor and Review

Mitigating Actions
Where travel is a problem CWP
will work with family and carers
to find solutions to any transport
problems on a case by case
basis. Travel bursaries may be
available for low income families

D

R

AF
T

Does it reduce/impact on variations in care?

Overall
Score

Description of impact (Positive or
negative)

Indicators

Likelihoo
d

Area of
quality

Impact

Risk (5 x5 risk
matrix)

Are systems for monitoring clinical quality
supported by good information?

Does it impact on clinical engagement?
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Risk (5 x5 risk
matrix)
Likelihoo
d

Overall
Score

The project will encourage people to
stay well through supported self-care
sign posting to care services though
Directory of Services and Single
Point of Access. On line information
and tools to support people to
manage their own health and
wellbeing

2

2

4

Monitor and Review

A key outcome of Mental Health
outcomes Framework is Parity of
Esteem, which is also a National
CQUIN.

2

2

4

Monitor and Review

Stage 1 and Stage 2 equality impact
and risk assessment have been
completed and an action plan has
been developed.

2

2

4

Monitor and Review

The proposed service change would
cost less overall than current

2

3

6

Description of impact (Positive or
negative)

Indicators

Mitigation strategy and
monitoring arrangements

Impact

Area of
quality

AF
T

engaged with through drop-in
sessions. The project team include
clinical specialists from primary and
secondary care. General
Practitioners have been engaged
with at locality and clinical leadership
group meetings.

R

Does it promote self-care for people with long
term conditions?

D

PREVENTION

Does it support people to stay well?

IVI
TY
&
IN

Does it tackle health inequalities, focusing
resources where they are needed most?

Does it ensure care is delivered in the most
clinically and cost effective way?
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Mitigating Actions
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Overall
Score

Description of impact (Positive or
negative)

Indicators

Likelihoo
d

Area of
quality

Impact

Risk (5 x5 risk
matrix)

services and contribute to reducing
the deficit in NHS mental health
services for Central and Eastern
Cheshire. Finding an affordable
solution is necessary for long-term
clinical sustainability and this moves
services in the right direction, within
the context of severe financial
challenge across the Health and
Care Economy.

AF
T

Develop accurate costing model
for new model of care to
minimise over spend on agreed
budget through implementation
of new services.

Underlying sustainability of the
whole economy supported by
on-going QIPP/CIP programmes
and support from NHSE/I
through CEP process

R
D

Does it eliminate inefficiency and waste?
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The project aim is to reduce
inefficiency and waste in the system
to enable high quality care, patient
experience and improved patient
outcomes. Improved access to
community teams and crisis
resolution home treatment team,
which are adequately resourced to

Mitigation strategy and
monitoring arrangements

Partnership approach to driving
out costs
Ensure any external contracts
procured with value for money at
forefront.

2

2

4

Monitor and Review
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Risk (5 x5 risk
matrix)
Likelihoo
d

Overall
Score

A Travel Assessment has been
completed looking at current and
future travel to inpatient care and
public transport links. There is a
neutral impact which will be realised
as the service is implemented and
benefits are realised in reduced
inpatient activity and length of stay.

2

2

4

Monitor and Review

The new care model design is
innovative in supporting people in

2

2

4

Monitor and Review

Description of impact (Positive or
negative)
offer intensive home treatment as an
alternative to acute inpatient
admission. Increased access to
psychological therapies and access
to navigators who are available to
people who require specialist care
from diagnosis onwards, to guide
them through the options for their
care and ensure they receive
appropriate information and support.
Analysis of data highlights that there
are currently 58 beds however
national and locally modelled data
shows that for our population only 45
beds would be required if community
services and rapid response was
enhanced.

D

R

AF
T

Indicators

Mitigation strategy and
monitoring arrangements

Impact

Area of
quality

Does it support low carbon pathways?

Will the service innovation achieve large gains in
performance?
Page 15 of 17
Pre-Consultation Business Case
Adult and Older Peoples' Specialist Mental Health Services Redesign

2705/16
V0.1
Page 162 of 193

Overall
Score

Description of impact (Positive or
negative)

Indicators

Likelihoo
d

Area of
quality

Impact

Risk (5 x5 risk
matrix)

2

2

4

Mitigation strategy and
monitoring arrangements

AF
T

their own homes or close to home in
delivering enhanced Community
Care, Crisis Resolution, short stay
in-patient care in Crisis House and
day time support in Crisis Café with
access to Recovery College.
Technology will support integrated
working across health and social
care. A significant gain will be
reduction in hospital activity by
approximately 16%
The new care model design provides
seamless care across the care
model, to support people in their own
homes or close to home through the
delivery of older people inpatient
care, increased provision of
community care, crisis resolution
home treatment and short stay in
patient care in Crisis House and day
time support in Crisis Cafes

D

R

Does it lead to improvements in care pathway(s)?

Completed by:
Marie Ward
Jacki Wilkes
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Designation:
Transformation Project Manager
Associate Director of Commissioning Eastern Cheshire

Monitor and Review

Date:
07.11.17
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CCG

Reviewed and signed off by:
Sally Rogers

Designation:
Lead Nurse, Community and Safeguarding Registered
Eastern Cheshire CCG Nurse, Governing Body Member

Date:
09.11.17

Julia Curtis

AF
T

Eastern Cheshire CCG Head of Clinical Quality

D

R

Pending sign off by CQ&P 13.12.17
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Eastern Cheshire Clinical Commissioning Group: Quality Impact Assessment Tool

AF
T

This tool involves an initial assessment (stage 1) to quantify potential impacts (positive or negative) on quality from any proposal to change the way
services are commissioned and/or delivered. Where potential negative impacts are identified they should be risk assessed using the risk scoring matrix
to reach a total risk score. A total score is achieved by assessing the level of impact and the likelihood of this occurring and assigning a score to each.
These scores are multiplied to reach a total score.
Quality is described in 7 areas, each of which must be assessed at stage 1. Where a potentially negative risk score is identified and is greater than a
score of 8 this indicates that a more detailed assessment is required in this area, to be completed within stage 2.
Please take care with this assessment. A carefully completed assessment should safeguard against challenge at a later date.
Definitions for grading

Circle consequence,
likelihood and total score e.g.
2x3=6

SCORE

D

Risk Assessment

R

Risk Assessment Matrix

LIKELIHOOD/PROBABILITY OF REPEAT
INCIDENT CONSEQUENCES or
POTENTIAL CONSEQUENCES
1
2
3
4
5

Negligible
Minor
Moderate
Major
Extreme

Rare
1
1
2
3
4
5

Unlikely
2
2
4
6
8
10

Possible
3
3
6
9
12
15

Highly
Likely
4
4
8
12
16
20

Green

Amber

Almost
Certain
5
5
10
15
20
25
Red
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(score 5 or
less)

(score 6 to
15)
(score 16 to
25) Or any
incident
recorded as
extreme
regardless of
the
likelihood/pro
bability of
repeat

Low risk

Low
priority

Medium
risk

Medium
priority

Manage situation by
routine procedures
Management
responsibility and
action must be
specified

High
Priority

Immediate action –
Senior Management
attention required.
16+ Senior
Management to
consider informing
the Board.

High risk
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Measures of Likelihood
LEVEL

DESCRIPTOR

PROBABILITY

Rare

The event may only happen in exceptional circumstances

2

Unlikely

The event could occur (recur) at some time

3

Possible

The event may well occur (recur) at some time

4

Highly likely

The event will occur (recur) in most circumstances

5

Almost Certain

The event is expected to occur (recur) in most circumstances

AF
T

1

Stage 1 – Initial Risk Assessment 6th Month Review Date – 12-June-2017

R

Title: Adult Mental Health Redesign Option 4b

Lead for scheme: Jacki Wilkes Associate Director of Commissioning

D

Brief description of scheme:
Commissioners in Vale Royal, South and Eastern Cheshire are working with local mental health provider; Cheshire and Wirral Partnership, users of
the service and Cheshire East Council to review and redesign secondary care adult and older peoples mental health services for those people with
severe mental illness (SMI).
A Pre Consultation Business Case (PCBC) will outline a compelling case for change and present options which will deliver redesigned services for
improved outcomes for the registered population of Vale Royal, South and Eastern Cheshire in line with national Five Year Forward View (FYFV) for
Mental Health.
The FYFV for mental health sets out an ambitious programme of improvement to be achieved by 2021 setting standards for access and guidelines
for care including 24/7 access to care, early intervention (proactive care) and prevention. The proposals presented are done so within a context of
rising demands for services, increasing financial constraints across the health and social care system and national drivers to improve access to a
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range of services not currently commissioned.
This QIA is for Option 4b outlined below:
Option 4b: Expand community and crisis care services and relocate all inpatient care from Millbrook to other facilities within the current
provider footprint (Adults Macclesfield site, Older people Bowmere)

D

R

AF
T

Description: In this option 22 beds would be provided at Lime Walk House for adults. 22 beds would be provided at Bowmere and 3 at Wirral for
adults. Central and Eastern Cheshire patients would be given priority admission to Bowmere, 10 for older people with dementia and 12 for older or
more physically vulnerable adults with functional illness. There will be 3 beds at Wirral for adults. Rehabilitation services currently delivered at Lime
Walk House would be re-provided at the Soss Moss site in Nether Alderley. In patient Electro Convulsive Therapy would be delivered at the
specialist ward in Bowmere. Community mental health teams would deliver evidenced based interventions to support people in their own homes and
have the appropriate skills to do so. A new model of crisis care will be introduced which would see the home treatment team providing 24/7 care in
conjunction with, overnight placement support and day time crisis café
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Answer positive/negative (+ / -) in each area. If N; score the impact, likelihood and total in the appropriate box. If score > 8 insert Y for full assessment

Impact question

Duty of
Quality

Could the proposal impact positively or negatively on any of the following compliance with the NHS Constitution, partnerships, safeguarding children or
adults and the duty to promote equality?
Could the proposal impact positively or negatively on any of the following positive survey results from patients, patient choice, personalised &
compassionate care?
Could the proposal impact positively or negatively on any of the following –
safety, systems in place to safeguard patients to prevent harm, including
infections?
Could the proposal impact positively or negatively on evidence based
practice, clinical leadership, clinical engagement and/or high quality
standards?

Clinical
Effectiveness
Prevention
Productivity
and
Innovation
Resource
Impact

Completed by:
Marie Ward

R

Patient Safety

Could the proposal impact positively or negatively on promotion of self-care
and health inequality?
Could the proposal impact positively or negatively on - the best setting to
deliver best clinical and cost effective care; eliminating any resource
inefficiencies; low carbon pathway; improved care pathway?
Could this proposal impact positively or negatively with regard to estates, IT
resource, community equipment service or other agencies or providers e.g.
Social care/voluntary sector/District nursing*

D

Patient
Experience

+/-

Impact

Likelyhood

Score

positive

2

2

4

Full
Assessment
required?
N

Neutral

2

3

6

N

Positive

2

2

4

N

Positive

2

2

4

N

Positive

2

2

4

N

Positive

2

2

4

N

Positive

2

2

4

N

AF
T

Area of
Quality

Designation:
Transformation Project Manager
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Date:
07.11.17
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Stage 2 – Full Assessment for identified areas of risk
Risk (5 x5 risk
matrix)
Likelihoo
d

Overall
Score

2

2

4

Monitor and Review

The projects aim is to support the
delivery of the Five Year Forward
View for Mental Health. To improve
quality of care, patient experience
and mental health outcomes, whilst
ensuring the services are clinically
and financially sustainable. The
views and experiences of users and
carer have informed the
development of Pre Consultation
Business Case (PCBC)

2

2

4

Monitor and Review

Engagement and communication
with Clinical Mental health Specialist
including; NHS Mental Health Trust
and Community Services and
General Practice includes; front line
staff drop-in sessions, Clinical
Leaderships Meetings, GP Locality

2

2

4

Monitor and Review

AF
T

What is the impact on the organisation’s duty to
secure continuous improvement in the quality of
the healthcare that it provides and commissions?

R

Does it impact on the organisation’s commitment
to the public to continuously drive quality
improvement as reflected in the rights and
pledges of the NHS Constitution?

D

DUTY OF QUALITY

Continuous improvement in the
quality of healthcare will be
monitored as part of Mental Health
Outcomes Framework, Friends and
Family Test and self-reported
Experience and Outcomes
Assessments.

Description of impact (Positive or
negative)

Indicators

Does it impact on the organisation’s commitment
to high quality workplaces, with commissioners
and providers aiming to be employers of choice
as reflected in the rights and pledges of the NHS
Constitution?
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Mitigation strategy and
monitoring arrangements

Impact

Area of
quality
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Overall
Score

Description of impact (Positive or
negative)

Indicators

Likelihoo
d

Area of
quality

Impact

Risk (5 x5 risk
matrix)

Mitigation strategy and
monitoring arrangements

AF
T

and membership meetings to
engage views and inform the PCBC
and design of new model of care for
Adult Mental Health.
Positive Impact
Providers and Commissioners
across Eastern Cheshire, South and
Vale Royal CCG, Cheshire East
Council and Cheshire and Wirral
Partnership NHS Foundation Trust,
working in partnership to develop the
PCBC, North West Ambulances
Service and Cheshire Police have
been involved in discussion and
scoring the options. The project
team includes; clinical specialists,
patients and carers, commissioners
from health and social care and
providers of mental health services.

2

2

4

Mitigating Actions
Joint /Shared risk log jointly
owned across partner
organisations

2

2

4

Monitor and Review

D

R

What is the impact on strategic partnerships and
shared risk?

What is the equality impact on race, gender, age,
disability, sexual orientation, religion and belief,
gender reassignment, pregnancy and maternity
for individual and community health, access to
services and experience of using the NHS (Refer
to CCG Equality Impact Assessment Tool)?
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Stage 1 and Stage 2 equality impact
and risk assessment have been
completed and an action plan has
been developed.
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Likelihoo
d

Overall
Score

A set of standardised key
performance indicator measures
aligned to National and Local
Outcomes Frameworks have been
identified to support completion of a
final business case and future
commissioning of Adult Mental
Health Services.

2

2

4

There is no perceived negative
impact on organisation’s duty to
protect adults

2

2

4

Description of impact (Positive or
negative)

Indicators

Will this impact on the organisation’s duty to
protect children, young people and adults?

In option 4b there is a change in
how inpatient beds are provided
across Cheshire with 22 beds being
provided locally for adults,
Rehabilitation services would
continue to be provided locally. Up to
25 beds would be re provided in
Chester for older people with
dementia and more physically
vulnerable adults with functional
illness. A new model of crisis care
introduced which would see the
home treatment team providing 24/7
care in conjunction with an increase
in home treatment team providing
specialist intensive home treatment,

R

What impact is it likely to have on self-reported
experience of patients and service users?
(Response to national/local
surveys/complaints/PALS/incidents)

AF
T

Are core clinical quality indicators and metrics in
place to review impact on quality improvements?

D

PATIENT EXPERIENCE

DUTY OF QUALITY

Area of
quality

Impact

Risk (5 x5 risk
matrix)
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2

3

6

Mitigation strategy and
monitoring arrangements

Monitor and Review

Monitor and Review

Mitigating Actions
Continued engagement with
service, users, families and
carers to understand solutions
for a small proportion of people
who will need to travel further for
in-patient care and visiting such
as flexible visiting times and use
of technology e.g. facetime
To support for patients, families
and carers who will need to
travel further.
It may be possible to access
short term support for families
and carers to visit Bowmere,
which would be on a case by
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Overall
Score

Description of impact (Positive or
negative)

Indicators

Likelihoo
d

Area of
quality

Impact

Risk (5 x5 risk
matrix)

case basis and dependent on
individual circumstances

overnight placement support and
day time crisis café.

AF
T

Monitoring through Friends and
Family Test, Patient Reported
Outcomes Measures (PROMS),
Patient Experience Measures
(PREMS)
Mitigating Actions
Continued engagement with
service, users, families and
carers to understand solutions
for a small proportion of people
who will need to travel further for
in-patient care and visiting.

In line with the 5YFV for MH the
PCBC is aligned to providing
specialist care, at the right time, in
the right place. Providing high
quality, CQC compliant inpatient
care and improving community and
crisis resolution home treatment
24/7.

D

R

How will it impact on choice?
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Option 4b provides adult inpatient
care in Macclesfield, Rehabilitation
and Crisis Beds. Older people
mental health care will move to
Bowmere in Chester which impacts
on patients, families and carers
travel times.

Mitigation strategy and
monitoring arrangements

2

3

6

With regards to visiting we will
work with family and carers to
find solutions to any transport
problems on a case by case
basis. Travel bursaries may be
available for low income families

Monitoring through Friends and
Family Test, Patient Reported
Outcomes Measures (PROMS),
Patient Experience Measures
(PREMS)
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How will it impact on preventable harm?

Will it maximise reliability of safety systems?

2

2

4

2

2

Pre-Consultation Business Case
Adult and Older Peoples' Specialist Mental Health Services Redesign

2

4

Mitigating Actions
Datix Risk Management
CQC reports
Audit Outcomes
Complaints Reviews
Mortality Data

4

Mitigating Actions
Datix Risk Management
CQC reports
Audit Outcomes
Complaints Reviews

There is no perceived negative
impact on safety systems
2

Monitor and Review

4

There is no perceived negative
impact on preventable harm

2
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2

Mitigation strategy and
monitoring arrangements

Mitigating Actions
Datix Risk Management
CQC reports
Audit Outcomes
Complaints Reviews
Mortality Data

There is no perceived negative
impact to patient safety.

R

D

PATIENT SAFETY

How will it impact on patient safety?

Positive Impact - additional support
will be provided in Community
services and crisis resolution home
treatment team including Crisis
House (short inpatient stay) and
Crisis Café. This will achieve the
standard of care in the most
unrestricted environment. The newly
provided Dementia Outreach service
will support people to stay safely at
home in familiar surroundings

AF
T

Does it support the compassionate and
personalised care agenda?

Overall
Score

Description of impact (Positive or
negative)

Indicators

Likelihoo
d

Area of
quality

Impact

Risk (5 x5 risk
matrix)
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Overall
Score

Description of impact (Positive or
negative)

Indicators

Likelihoo
d

Area of
quality

Impact

Risk (5 x5 risk
matrix)

Mitigation strategy and
monitoring arrangements
Mortality Data

There shall be no additional impact
on safety systems. As part of STP
Prevention Programme additional
Antimicrobial Resistance support is
being planned, which will impact
positively to reduce infection rates.

AF
T

How will it impact on systems and processes for
ensuring that the risk of healthcare acquired
infections is reduced?

2

2

4

Caring for people in the home where
possible will have an impact on
hospital acquired infection rates.
A workforce plan will ensure that
community and inpatient teams have
the right skill mix and capabilities on
a rota 24/7 where appropriate to
provide high quality patient care and
outcomes. The workforce plan has
been modelled against patients care
needs and will include training on
physical and mental health clinical
knowledge to support parity of
esteem.

CLINICAL
EFFECTI
VENESS

D

R

What is the impact on clinical workforce capability
care and skills?

How does it impact on implementation of
evidence based practice?
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The Pre Consultation Business Case
has been developed and based on
evidence based best practice,
national policy and includes a
literature review on achieving

2

2

2

2

4

4

Mitigating Actions
Datix Risk Management
CQC Reports
Audit Outcomes
Complaints Reviews
Mortality Data

Mitigating Actions
Mapping existing and future
workforce requirements
including associated financial
implications
Development of Work Force
Plan

Mitigating Actions
Site visits to other Mental Health
Units delivering Integrated
Community Care and Crisis
Models of Care
2705/16
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Overall
Score

Description of impact (Positive or
negative)

Indicators

Likelihoo
d

Area of
quality

Impact

Risk (5 x5 risk
matrix)

Review of literature

There is no perceived negative
impact on clinical leadership

2

2

4

Monitor and Review

The project team has adopted Better
Value principles and aligned to
Better Care metrics which will be
aligned to mental health outcomes
framework and future provider
contract management

2

2

4

Monitor and Review

D

R

Does it support the full adoption of Better care,
Better Value metrics?

AF
T

improved outcomes and parity of
esteem. Site visits to other Mental
Health Trusts have been undertaken
with clinicians and experts by
experience to look at best practice.

How will it impact on clinical leadership?

Mitigation strategy and
monitoring arrangements
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Mitigation strategy and
monitoring arrangements

There is a neutral impact on
variations in care.
Enhanced community and crisis care
24/7 will deliver a proactive
approach to community mental
health care, with staff being trained
to provide intensive home treatment.
The new model of care will over time
deliver approx 16% reduction in
hospital based activity. In patient
care will be delivered locally for
adults and people requiring short
term inpatient care in a crisis.
Specialist Mental Health inpatient
care for older people and day case
Electro Convulsive Therapy will be
provided at Bowmere in Chester

2

3

6

A set of standardised key
performance indicator measures
aligned to a Mental Health
Outcomes Framework will be agreed
as part of future provider contract
management and monitored via
contract and quality assurance

2

2

4

Monitor and Review

As part of the communication and
engagement plan, staff are being
engaged with through drop-in

2

2

4

Monitor and Review

Mitigating Actions
Where travel is a problem CWP
will work with family and carers
to find solutions to any transport
problems on a case by case
basis. Travel bursaries may be
available for low income families

D

R

AF
T

Does it reduce/impact on variations in care?

Overall
Score

Description of impact (Positive or
negative)

Indicators

Likelihoo
d

Area of
quality

Impact

Risk (5 x5 risk
matrix)

Are systems for monitoring clinical quality
supported by good information?

Does it impact on clinical engagement?

Page 12 of 17
Pre-Consultation Business Case
Adult and Older Peoples' Specialist Mental Health Services Redesign

2705/16
V0.1
Page 176 of 193

Risk (5 x5 risk
matrix)
Likelihoo
d

Overall
Score

The project will encourage people to
stay well through supported self-care
sign posting to care services though
Directory of Services and Single
Point of Access. On line information
and tools to support people to
manage their own health and
wellbeing

2

2

4

Monitor and Review

A key outcome of Mental Health
outcomes Framework is Parity of
Esteem, which is also a National
CQUIN.

2

2

4

Monitor and Review

Stage 1 and Stage 2 equality impact
and risk assessment have been
completed and an action plan has
been developed.

2

2

4

Monitor and Review

The proposed service change would
cost less overall than current
services and contribute to reducing

2

3

6

Mitigating Actions

Description of impact (Positive or
negative)

Indicators

Mitigation strategy and
monitoring arrangements

Impact

Area of
quality

AF
T

sessions. The project team include
clinical specialists from primary and
secondary care. General
Practitioners have been engaged
with at locality and clinical leadership
group meetings.

R

Does it promote self-care for people with long
term conditions?

D

PREVENTION

Does it support people to stay well?

Does it tackle health inequalities, focusing
resources where they are needed most?

DUC
TIVIT
Y&
INNO
VATI

Does it ensure care is delivered in the most
clinically and cost effective way?
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Overall
Score

Description of impact (Positive or
negative)

Indicators

Likelihoo
d

Area of
quality

Impact

Risk (5 x5 risk
matrix)

Develop accurate costing model
for new model of care to
minimise over spend on agreed
budget through implementation
of new services.

AF
T

the deficit in NHS mental health
services for Central and Eastern
Cheshire. Finding an affordable
solution is necessary for long-term
clinical sustainability and this moves
services in the right direction, within
the context of severe financial
challenge across the Health and
Care Economy.

Underlying sustainability of the
whole economy supported by
on-going QIPP/CIP programmes
and support from NHSE/I
through CEP process
Partnership approach to driving
out costs

R
D

Does it eliminate inefficiency and waste?
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The project aim is to reduce
inefficiency and waste in the system
to enable high quality care, patient
experience and improved patient
outcomes. Improved access to
community teams and crisis
resolution home treatment team,
which are adequately resourced to
offer intensive home treatment as an

Mitigation strategy and
monitoring arrangements

Ensure any external contracts
procured with value for money at
forefront.

2

2

4

Monitor and Review
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Risk (5 x5 risk
matrix)
Likelihoo
d

Overall
Score

A Travel Assessment has been
completed looking at current and
future travel to inpatient care and
public transport links. There is a
neutral impact which will be realised
as the service is implemented and
benefits are realised in reduced
inpatient activity and length of stay.

2

2

4

Monitor and Review

The new care model design is
innovative in supporting people in
their own homes or close to home in

2

2

4

Monitor and Review

Description of impact (Positive or
negative)

Indicators

Mitigation strategy and
monitoring arrangements

Impact

Area of
quality

D

Does it support low carbon pathways?

R

AF
T

alternative to acute inpatient
admission. Increased access to
psychological therapies and access
to navigators who are available to
people who require specialist care
from diagnosis onwards, to guide
them through the options for their
care and ensure they receive
appropriate information and support.
Analysis of data highlights that there
are currently 58 beds however
national and locally modelled data
shows that for our population only 45
beds would be required if community
services and rapid response was
enhanced.

Will the service innovation achieve large gains in
performance?
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Overall
Score

Description of impact (Positive or
negative)

Indicators

Likelihoo
d

Area of
quality

Impact

Risk (5 x5 risk
matrix)

2

2

4

Mitigation strategy and
monitoring arrangements

AF
T

delivering enhanced Community
Care, Crisis Resolution, short stay
in-patient care in Crisis House and
day time support in Crisis Café with
access to Recovery College.
Technology will support integrated
working across health and social
care. A significant gain will be
reduction in hospital activity by
approximately 16%
The new care model design provides
seamless care across the care
model, to support people in their own
homes or close to home through the
delivery enhanced provision of
community care, crisis resolution
home treatment including intensive
treatment at home, short stay crisis
in patient care at Crisis Houses and
day time support in Crisis Cafes, and
Specialist Mental Health Inpatient
Care.

D

R

Does it lead to improvements in care pathway(s)?

Completed by:
Marie Ward
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Designation:
Transformation Project Manager

Monitor and Review

Date:
07.11.17
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Jacki Wilkes

Associate Director of Commissioning Eastern Cheshire
CCG

Reviewed and signed off by:
Sally Rogers

Designation:
Lead Nurse, Community and Safeguarding Registered
Eastern Cheshire CCG Nurse, Governing Body Member

Date:
09.11.17

Julia Curtis

AF
T

Eastern Cheshire CCG Head of Clinical Quality

D

R

Pending sign off by CQ&P 13.12.17
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Privacy Impact Assessment – Screening Questions
Key Information – please be as comprehensive as possible.
Project Name:

Adult and Older peoples Mental Health Redesign Project

Description of project:

Explain what the project aims to achieve, what the benefits will be to the
organisation, to individuals and to other parties.
You may find it helpful to link to other relevant documents related to the
project, for example a project proposal.

AF
T

The NHS in Eastern and Central Cheshire are working with local mental
health provider Cheshire and Wirral Partnership and the local council to
review and redesign secondary care adult and older peoples mental
health services for those residents with a severe and enduring mental
health need. Secondary care services is the term used to differentiate
them from primary mental health services such as GP only care and
universal psychological therapies (IAPT) Secondary services includes
specialised community support, crisis response and inpatient care which
is provided mainly on The Millbrook unit in Macclesfield.

D

R

For this project there are several options being considered for the
redesign. Data will be used to help inform these options and enable the
Project Team to score the options and make decisions about those to be
taken forward to the Pre Consultation business case.

Will the project involve any data from which
individuals could be identified (including
pseudonymised data)? (Yes/No)

Yes – Admission data and patient numbers
for Millbrook and Bowmere will be used to
inform where their nearest mental health
facility is

IF NO THEN YOU DO NOT NEED TO ANSWER ANY FURTHER QUESTIONS AND A PIA IS NOT
REQUIRED.
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Privacy Impact Assessment – Screening Questions
Key Contacts
Jacki Wilkes

Project Manager Email:

jackiwilkes@nhs.com

Project Manager Phone:

01625 663350

Key Stakeholder Names & Roles:

Suzanne Edwards – CWP, Jamaila Tausif – South and Vale Royal
CCG

Screening Questions

AF
T

Project Manager Name & Job Title:

YES or NO

R

Will the project involve the collection of new information
about individuals?

NO – As admission data is already
collected by CWP on Millbrook and
Bowmere.
YES – During pre consultation and
consultation events service users, carers
and the general public will be asked to
provide input into the proposed redesign,
during which time patient experiences of
using services may be shared

Will information about individuals be disclosed to
organisations or people who have not previously had
routine access to the information?

YES – To help inform the options
available - High level admission data /
patient numbers will be shared with
Staffordshire, Pennine and Wythenshawe

Are you using information about individuals for a new
purpose or in a new way that is different from any existing
use?

YES – The admission data and patient
numbers will be used to inform the
options that are taken forward to
consultation for the redesign of the

D

Will the project compel individuals to provide information
about themselves?
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Privacy Impact Assessment – Screening Questions

services
NO

Will the project result in you making decisions about
individuals in ways which may have a significant impact on
them? e.g. service planning, commissioning of new services

YES – The project will evaluate several
options on how to redesign the services,
admission data and patient numbers will
potentially help to inform these options
so they can be assessed and scored
against acceptability criteria

AF
T

Does the project involve you using new technology which
might be perceived as being privacy intrusive? For example,
the use of biometrics or facial recognition.

R

Is the information to be used about individuals’ health
and/or social wellbeing?

D

Will the project require you to contact individuals in ways
which they may find intrusive?

YES – Both data provided by CWP and
patient experience info shared at the
consultation events will be used to
inform the options, score these options
against acceptability criteria and shortlist
options for the pre consultation business
case and consultation.

YES – During the project patient
representatives and carers may be
contacted regarding the option to visit
mental health facilities elsewhere in the
North West, along with members of the
project team to help inform the range
services available, and how they may fit
into the redesign of the services.

If any of the screening questions have been answered “YES”, then please continue with the Privacy
Impact Assessment Questionnaire (below).
If all questions are “NO”, please return the document to the Information Governance Team and do
not complete a Privacy Impact Assessment. Please email the completed screening
to mlcsu.ig@nhs.net
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Privacy Impact Assessment – Screening Questions
Use of personal information
e.g. name, address, date of birth, NHS number, gender, clinical
or other health information, ethnicity.

Description of data:

In this project the following data will be requested for
Bowmere and Millbrook admissions, all the data requested will
be pseudonymised.
The fields requested will be:
Speciality description
Admission ward
Admission date
Trust id
Admission type
MHA status
Practice code
CCG
CCG code
Postcode –Outer
Electoral ward
Discharge date time
Gender
Time on ward
Primary diagnosis code
Primary diagnosis
Secondary diagnosis code
Secondary diagnosis
CSU
Year
Month
PICU admission data

D

R

AF
T

•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

This data, specifically, admission data for Millbrook
(Macclesfield) and Bowmere (Chester) and patient numbers
will be used to create tables of data showing information such
as :
•
•

number of patients/admissions
split between older people and adult
admissions/patient numbers
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Privacy Impact Assessment – Screening Questions
•
•
•
•
•
•

towns where they live,
number of patients / admissions from towns
Postcodes and number of patients
travel distance and times
nearest alternative mental health facility to the town
in which they live
Average Length of stay of admissions

This data will help to inform the options put forward as part of
the pre consultation business case, and the options that will be
scored against criteria for patient acceptability, safety,
financial and strategic criteria.

AF
T

This data will be shared with other CCGs to enable the costing
of different options to establish if they are financially viable.
Data/information will also be collated at the pre consultation
and consultation events based on feedback from service users
and carers.

R

The data will not be identifiable to CCG staff. The flat tables of
data will show patient numbers / admissions as listed above.

D

What is the justification for the
inclusion of identifiable data
rather than using deidentified/anonymised data?

This data will be used to generate the financial costings for
services being provided by alternative providers. The number
of admissions/patient numbers will be shared with other
providers so they have an idea of potentially how many
potential patients may be directed to their services. In order
to cost this information they will need to know details of
numbers of patients, broken down by type of admission.
The data will be non identifiable where ever possible, in some
cases this may mean only 1 patient from a town. When
sharing this data outside the CCG it will be grouped together
with other towns but due to low numbers these may still be
under five patients.
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Privacy Impact Assessment – Screening Questions
Will the information be new
information as opposed to using
existing information in different
ways?

The data used for the admission and patient numbers is
existing information gathered by CWP. This data will be used
to work up options for the pre consultation business case.
The patient data gathered from the pre consultation and
consultation events will be used to inform the options for the
redesign of the services. This will be new information.
e.g. explicit data subject consent, s251 support, statutory
power.

If consent, when and how will this
be obtained and recorded?

The basis for processing this data is to establish the number of
patients who had in-patient treatment during a specific period
of time, in order to ensure the appropriate size service is in
place when redesigning.

AF
T

What is the legal basis for the
processing of identifiable data?

When liaising with other CCGs high level data will be shared to
enable financial costings to be gathered.

This should include details of any data processors / contractors
and sub-contractors and any proposed overseas transfers.

R

Who will be able to access
identifiable data?

D

The initial data spreadsheet will be provided by CWP and
accessible to the Information team.

The spreadsheet of data will be shared with the ECCCG PMO to
generate the numbers of patients/admissions per town. This
will be pseudonymised data, identifiable only by the trust ID.
This data will be analysed by the PMO and shared with key
members of the project team to inform the options.
A subset of this data may be consolidated and shared with
other CCGs (Staffordshire, Pennine and Wythenshawe) to
allow costings of potential new services to be carried out.
Some high level data may be used in the business case.
The pre-consultation and consultation feedback will be
consolidated by the communications team and anonymised,
sharing only the numbers of people who attended the events
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and high level themes.

Please specify and provide business reason / information
requirement.

Will the data be linked with any
other data collections?

AF
T

There will be no other links into patient identifiable
information.

How will this linkage be achieved?

Who will undertake the linkage and using what identifiers?

R

N/A

D

Is there a legal basis for these
linkages?

What security measures will be
used to transfer the data?

i.e. is it within the terms of any prior consent? Is it within the
scope of any statutory justification?
N/A

The spreadsheet data will be shared with the PMO via NHS
email.
Only high level tables of data will be shared with Other CCGS.
Avoiding any instances where the patient numbers are 1.
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Privacy Impact Assessment – Screening Questions
What confidentiality and security
measures will be used to store the
data?

i.e. contractual arrangements with data processors,
contractual arrangements with their staff as well as physical
and technical security measures.
Pseudonymised data will be stored in the Adult mental health
Project team area of the CCG drive, this drive is only accessible
by East Cheshire CCG staff.

How long will the data be
retained in identifiable form?
And how will it be de-identified?
Or destroyed?

e.g. Data retention, redaction and disposal policy.
arrangements if the project is withdrawn/ stopped.

Include

What governance measures are in
place to oversee the
confidentiality, security and
appropriate use of the data and
manage disclosures of data
extracts to third parties to ensure
identifiable data is not disclosed
or is only disclosed with consent
or another legal basis?

e.g. oversight body / committee, security audit and risk review
procedures.

AF
T

The data will be retained for the life of the project.

D

R

This should also include contingency planning against
accidental loss, destruction or damage to personal data.

Pseudonymised data will be stored in the Adult mental health
Project team area of the CCG drive, this drive is only accessible
by CCG staff.

If holding personal i.e. identifiable
data, are procedures in place to
provide access to records under
the subject access provisions of
the DPA?

This should include how personal data is located and
procedures for explaining the information in the record e.g.
coded data, to the individual.

Is there functionality to respect
objections/ withdrawals of
consent?

How third party and seriously harmful information will be
handled and how grounds for withholding information will be
managed.
IT systems and security infrastructure is already in place to
support and hold personal identifiable personal information in
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Privacy Impact Assessment – Screening Questions

compliance with information governance guidelines.

The high level data generated will be shared in a ‘flat format’
with other CCGs (Staffordshire, Pennine and Wythenshawe) in
order for costings to be provided.

D

R

AF
T

Are there any plans to allow the
information to be used elsewhere
either in the CCG, wider NHS or by
a third party?
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Privacy Impact Assessment – Screening Questions
Describe the information flows
The collection, use and deletion of personal data should be described here and it may also be useful
to refer to a flow diagram or another way of explaining data flows.
Does any data flow in identifiable
form? If so, from where, and to
where?

Media used for data flow?

Between the service provider CWP and the Project team.
High level data between Eastern Cheshire and South CCG and
the providers Staffordshire, Pennine and Wythenshawe.

Email

Consultation requirements

AF
T

(e.g. email, fax, post, courier,
other – please specify all that will
be used)

R

Part of any project is consultation with stakeholders and other parties. In addition to those
indicated “Key information, above”, please list other groups or individuals with whom consultation
should take place in relation to the use of person identifiable information.

D

It is the project’s responsibility to ensure consultations take place, but IG will advise and guide on
any outcomes from such consultations.
Pre consultation engagement will take place, followed by consultation events once the chosen
option has been selected.
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Privacy Impact Assessment – Screening Questions
Privacy Risks
List any identified risks to privacy and personal information of which the project is currently aware.
Risks should also be included on the project risk register.
Risk Description

Is the risk reduced,
transferred, or
accepted? Please
specify.

Further detail if
required

D

Further information

R

AF
T

(to individuals, to
the CCG or to wider
compliance)

Proposed Risk
solution (Mitigation)

Please provide any further information that will help in determining privacy impact.
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Privacy Impact Assessment – Screening Questions
Following acceptance of this PIA by Information Governance, a determination will be made
regarding the privacy impact and how the impact will be handled. This will fall into three
categories:
1. No action is required by IG excepting the logging of the Screening Questions for recording
purposes.
2. The questionnaire shows use of personal information but in ways that do not need direct
IG involvement – IG may ask to be kept updated at key project milestones.
3. The questionnaire shows significant use of personal information requiring IG involvement
via a report and/or involvement in the project to ensure compliance.

AF
T

It is the intention that IG will advise and guide those projects that require it but at all time will
endeavour to ensure that the project moves forward and that IG is not a barrier unless significant
risks come to light which cannot be addressed as part of the project development.

D

R

Please email entire completed document to mlcsu.ig@nhs.net
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