WEST CHESHIRE HEALTH CONSORTIUM
AGENDA

Meeting to be held in Public on: Thursday 21st July, 2011 at 9.00am
at The Cheshire View, Plough Lane, Christleton, CH3 7BA
Welcome and Open Forum - a 15 minute opportunity for the public to ask the Board
questions.
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I – Information
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WEST CHESHIRE HEALTH CONSORTIUM
Formal Board Meeting DRAFT
Thursday 19th May 2011 at 9.00 am, Cheshire View
Present:
Huw Charles-Jones
Andy McAlavey
Alison Lee
Jeremy Perkins
Laura Millard
Steve Pomfret
Rachel Hopwood
David Clark
Sam Jeffery

Chair & GP representative – City
Vice Chair & GP Board Member
Chief Operating Officer (Interim)
GP Representative Ellesmere Port and Neston
GP Representative City
GP Representative Rural
Non Executive Advisor
Non Executive Advisor
Practice Manager Representative

In Attendance:
Rob Nolan
Paula Wedd
Sheena Wood
Sally Pritchard
Christine France

Head of Commissioning and Contracts, NHS Western Cheshire
Head of Quality Improvement
Business Manager, West Cheshire Health Consortium
Marketing and Engagement Manager
Minute Secretary

05/11
A

Action

WELCOME AND INTRODUCTIONS
Huw welcomed everyone to the first formal Board meeting and
introductions were made.

B

1

The following errors were noted:
The agenda was incorrectly dated.
Paper number 5 was referenced incorrectly as paper number 8.
APOLOGIES FOR ABSENCE
Apologies for absence were received from Gareth James, Director of
Finance (Interim).
DECLARATIONS OF MEMBERS INTERESTS
Alison introduced the report outlining the requirements of West Cheshire
Health Consortium as a public body to conform to protocols around
declaration of interests.
The paper asking members of the Board to note the entries in the register
of interest was approved recognising that a further point (d) should be
added to define the rules around prejudicial pecuniary interest.
Subject to the above amendment the board agreed the following
recommendations:

Sheena
Wood

a) to note the entries in the register of interests
b) to note their obligation to inform the Consortium’s Business Manager
of any interests as they occur
c) to declare any interests that are relevant and material to matters
under discussion at meetings and to withdraw from discussions on
that matter
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2

Action

WEST CHESHIRE HEALTH CONSORTIUM BOARD: TERMS OF
REFERENCE AND ARRANGEMENTS FOR THE EXERCISE OF
DELEGATED FUNCTIONS
The terms of reference for West Cheshire Health Consortium outlining the
role and responsibilities of Consortium Board members were tabled for
discussion. Jeremy Perkins queried the language used under the
‘members roles and responsibilities’ section. It was recommended that
consistent use of language around ‘voting members’ and ‘non voting
members’ should be differentiated. This will ensure that there is a clear
distinction around those members who are attending in an advisory
capacity.
The terms of reference will be amended in accordance with the above
recommendations.

Alison Lee

It was also noted that Huw and Alison had met with Gerald Meehan,
Strategic Director of Children and Young People’s services at Cheshire
West and Chester Council. Gerald confirmed that Cheshire West and
Chester Children's Trust are currently developing a Children and Young
People Plan and Joint Commissioning Strategy. The children and young
people commissioning work programme will be delivered through a new
virtual joint commissioning team arrangement between the local authority
and West Cheshire Health Consortium.
During the transition phase, Sarah Clein, Head of Service for Children and
Young People, (assigned to public health) will lead on the health elements
of the team on behalf of NHS Western Cheshire and West Cheshire
Health Consortium. She will work alongside Dr Sue O'Dell, Clinical Lead
for Children’s Services and Julie Webster, interim Director of Public Health
and the Strategic Management Team within Children's Services at
Cheshire West and Chester Council.
Huw and Alison informed the board that they are due to meet with Julie
Webster, Interim Director of Public Health to discuss future responsibilities
as part of this work.
It was agreed that the Executive Committee will plan and agree the
agenda items for future formal board meetings which will be held bimonthly.

3

It was agreed that the role of the Chair and members of West Cheshire
Health Consortium Board and the arrangements for managing the
business of the Consortium Board should be signed off, subject to
ratification of the proposed changes by Western Cheshire Primary Care
Trust via the Primary Care Trust Board now functioning across Wirral,
Warrington and Cheshire.
RISK MANAGEMENT
The risk management paper was tabled to enable the Board to note its
obligations in relation to the Governance and Patient Safety Strategic plan
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and agree the commitments for managing risk. David Clark commended
this initial paper and its intentions to manage risk. It was noted that a
further paper including high level risks and proposed mitigating actions will
be tabled at the next Executive Committee initially, prior to the next formal
board meeting.
It was agreed that a further paper on high level risks will be tabled at the
July Board meeting.

Alison Lee

The board agreed the following:
a) To familiarise itself with West Cheshire Primary Care Trust’s
Governance and Patient Safety Strategic plan.
b) To note its obligations in relation to the Governance and Patient
Safety Strategic plan.
c) To agree the commitments for managing risk outlined in
paragraphs 10 and 11.
4

QUALITY IMPROVEMENT REPORT
A Quality Improvement report confirming the current commitment of the
Board to deliver continuous quality improvements was tabled, outlining
proposals for closer alignment of performance and quality. Andy McAlavey
introduced the paper on Quality and made reference to the importance of
maintaining high quality of patient care throughout the transition period.
Paula Wedd asked the Board to consider how key action points
referenced as part of item 17 (bullet points a-h) will be delivered. The
Board were asked to feed back to Andy and Paula regarding how these
actions can be turned into outcomes.

All

David commented on the list in paragraph 17 that the Board are asked to
commit to saying that he doesn’t think they are tangible enough to lead to
the actions for measurement of outcomes.
Alison also reflected on the national concern regarding the transition to GP
commissioning and there needed to be an explicit focus on the quality of
general practice. It was agreed that a paper focusing on quality within
general practice will be tabled at either the July or September Board
meeting.
It was agreed that Quality champions will be nominated within each
locality to ensure that robust arrangements are in place for delivering
continuous quality improvements in general practice.
Steve Pomfret commented that there should be new representation
encouraged within localities to enable different clinicians to become
involved in specific areas of work around quality improvement. Further
discussion took place about proposals for succession planning. It was
agreed that Andy McAlavey would identify clinical leads in each locality.
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Sam commented that the practices are feeding in quality issues through
various avenues, but there is a lack of feedback from the Primary Care
Trust and feels that an opportunity has been missed for positive feedback.
Rachel Hopwood questioned what current processes are in place to
gauge patient experience/feedback and questioned how the Patient
Advice Liaison Service links in to measuring quality. There was some
discussion around this. It was agreed that the communications team
(assigned to the Consortium) will need to action this as part of the
development of the engagement strategy and as part of the transition
process. In this context Paula commented that triangulation of information
sources including; feedback from LINKs, public engagement and
intelligence are already available will help to inform quality improvements
in the future.
Laura reported that the bariatric contract will be commissioned by
Specialised Commissioning until 2012 and it may come to the Consortium
to commission after that. There are issues with one provider on the
current contract and Laura wanted to raise this issue now and to enquire
what the process is to deal with this. Rob responded that he will raise this
issue with Specialised Commissioning and to ascertain from them what
actions are taking place with the provider to resolve.

Rob Nolan

The Board approved the quality improvement report to inform the current
systems and future plans that are in place, or being developed ensuring
that there is a consistent approach to delivering high quality services.
The Board agreed to;
a) Confirm the commitment of the Board to delivering continuous
quality improvements in NHS care to patients.
b) Confirm the future arrangements for reporting on continuous quality
improvement to the Consortium Board as outlined in this report.
c) Note and agree the arrangements in place for delivering continuous
quality improvements for patients receiving care from general
practice.
5

COMMISSIONING PLAN 2011/12
Alison Lee introduced the Commissioning plan to the board and explained
it development process recognising that there is a strong focus on current
responsibilities and our commitment to driving up quality. It was also
noted that a draft of the Commissioning plan has been shared with all GP
practices.
Ian Linford highlighted changes to pages 17 and 18 of the plan that
presents a summary of how NHS Western Cheshire has spent its 2010/11
funding. He commented that feedback has been received from 28
practices, recognising that main concerns raised are around financial
viability. It was noted that Gareth James has agreed to make himself
th
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available at locality meetings to answer any questions around the financial
plans.
Rachel Hopwood made reference to the two tables illustrated on page 16.
She pointed out that the first table listing specifically QIPP savings did not
reflect the £10 million savings targets identified within the second table.
Prescribing was also used as an example of this. Rob will meet with
Gareth to review the tables to ensure consistent and accurate reporting.
It was noted that anticipated savings against mental health services
seemed to be far higher proportionally than other savings targets. Rob
Nolan explained that this is because Cheshire and Wirral Partnership
Foundation Trust who currently hold the contract has agreed to carry the
risk for delivering the £1.268 million savings. Alison commented that
mental health is a large part of our investment and this will need to be
reflected more explicitly within the document.

Rob Nolan
and
Gareth
James

Rob Nolan

David Clark commented that he felt that further work needs to be done
around the funding of welsh patients who are registered with a GP in
Wales, but receiving treatment within the Countess of Chester Hospital
Foundation Trust. It was agreed that further work will be required in order
to resolve cross border issues and in accordance with national guidance
based on geography and the demographic footprint. It was noted that the
Consortium has discussed this issue with David Nicholson and Iain
Crossley is taking this up with the Department of Health.

6

The Board agreed to approve the final version of the 2011/12
Commissioning plan, recognising some slight amendments that will need
to be made.
FINANCIAL BUDGET 2011/12

Ian
Linford

Rob Nolan presented the financial report in the absence of Gareth James.
It was noted that the Primary Care Trust has formally delegated £249.3m
of its £413.3m commissioning budget to Wet Cheshire Health Consortium.
However recognising that Audlem practice is no longer part of the
Consortium this figure is reduced to £244.6m.
It was also noted that the Consortium will take responsibility for £10m of
the Primary Care Trust’s £15m savings target for 2011/12.
Rob reflected on the content of the report and commented that the total
delegated budget would be expected to rise to approximately £300m. In
order to facilitate this the following actions will be required:
-

-

Review of all remaining Primary Care Trust budgets for potential
delegation to the West Cheshire Health Consortium Board, Health
and Wellbeing Board and National Commissioning Board.
Detailed analysis of all Primary Care Trust reserves
Develop further clarity around Consortium running costs.
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The Board approved the report and agreed the next steps required to
develop a fully delegated Consortium commissioning budget.
There was some debate around the prescribing budget and the allocation
of ‘fair shares’ formula that is weighted against criteria including; deprived
area, prevalence, age/sex and chronic disease. Steve raised concern that
based on the national formula criteria some practices based in the rural
localities may feel disadvantaged. In this context Steve felt that as a
component of the national formula criteria, dependant on evidence of
deprived areas, this may compromise calculations. Steve felt that there is
not the same level of visibility of those patients claiming benefits within
rural settings compared to those patients who are based in a more urban
area.
The Board proposed that further work to re-consider the ‘fair shares’
allocation process would be required with involvement from practices, who
would assist with this process, recognising that robust evidence based
quality prescribing would help to inform this piece of work.

7

Locality
Chairs,
Rob Nolan
and
Gareth
James

The Board noted the delegated budget for financial year 2011/12 and
agreed the next steps outlined within the report to develop a fully
delegated commissioning budget.
PERFORMANCE REPORT
Andy informed the Board that there is a requirement to liaise with the
Business Services Commissioning unit regarding intelligent
commissioning and the requirements of the Consortium.
Jim Hughes presented his report on performance to inform the Board of
month 12 performance position for the financial year ending 2010/11 and
to note the challenges for maintaining performance improvement for
2011/12.
Attention was given to the fact that the NHS commissioning Board will be
taking responsibility for targets as part of the emerging changes of the
transition. Jim articulated that there will need to be closer alignment of
performance and quality in the future.
Jeremy queried the terminology of ‘often achieved the target of 90%’
within paragraph 10.1. Jim explained that this term is used based on an
aggregate trend position for all specialities as part of the 18 week patient
pathway.
Jim, Huw and Alison to meet to discuss priority performance areas and
establish how this is co-ordinated with key performance objectives that
flow from the commissioning plan.
Andy queried whether there is a mechanism in place to measure
performance of the Ambulance Service and whether current performance

th

Minutes of the Consortium Board meeting held on 19 May 2011
West Cheshire Health Consortium Board Meeting

Jim
Hughes,
Huw
CharlesJones and
Alison Lee

6

Action

05/11
can be benchmarked against other similar patient populations. It was
agreed that this would only be appropriate if the Ambulance Service was
collectively commissioned. However under the current arrangements this
is not possible due to the national target that does not reflect the rural
geography. It was noted that further work is required in order to present
these figures more effectively to the public.

8

The Board noted the challenges for maintaining and improving
performance and endorsed the work to align performance reporting with
quality improvements in accordance with the NHS Outcomes Framework
requirements.
PROGRESS ON THE DEVELOPMENT OF THE WEST CHESHIRE
HEALTH CONSORTIUM: TRANSITION PLAN
Alison presented the paper to inform the Board on the direction of travel
and arrangements in place to ensure effective transition to GP led
commissioning.
Andy commented on his current work to develop clinical leadership across
the North West and cluster localities as part of the national leadership
programme.
David Clark felt that the paper gave a comprehensive account of the
direction of travel and the Board noted achievements to-date. It was also
noted that progress against the transition plan will be monitored at the
monthly Executive Committee meetings with three formal updates
presented to the board over the next 12 months. A follow up paper will be
presented at the July Board.
The Board approved the report noting the following;
a) the arrangements that are in place to ensure an effective transition
to GP Led Commissioning
b) noted the progress that has been achieved so far
c) agreed to receiving three formal updates on progress towards
transition over a 12 month period
d) noted that the Executive committee will continue to monitor
progress towards transition at its monthly meetings

9

Alison Lee
and
Sheena
Wood

MINUTES
David Clark commented that Sub committee’s will approve their own
minutes. It was agreed that key points from sub committee meetings will
be illustrated on the first page of this report as part of the Board papers.

Christine
France

The minutes of the QIPP committee and GP locality networks were noted
as an accurate record of meeting proceedings.
ANY OTHER BUSINESS
There was no other business reported
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DATE AND TIME OF NEXT MEETING
Thursday 21st July 2011, 9.00am, Cheshire View, Christleton

Minutes received by:
(Chairman)
Dated:
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West Cheshire Health Consortium Board
Action List
Meeting Held on 19th May 2011
1.
2.
2.

3.
3.
4.
4.

Action
A further point d) to be added to the Register of Interest to define
the rules around prejudicial pecuniary interest.
Terms of Reference to be amended to differentiate between voting
and non voting members of the Board.
A meeting to be arranged with Julie Webster, Interim Director of
Public Health to discuss future responsibilities of Health
Commissioning team.
A paper on high level risks to be brought to the July Board
meeting.
Information from McKinsey regarding risk to be circulated to Board
members.
The Board are asked to feed back to Andy McAlavey and Paula
Wedd on bullet points a-h within item 17 of the Quality paper.
Identify clinical leads in each locality.

4.

A paper focussing on quality within general practice will be tabled
at either the July or September board meeting.

4.

Issues concerning one of the providers on the bariatric contract to
be raised with Specialised Commissioning.
Gareth James has agreed to make himself available, at locality
meetings, to answer any questions around the financial plans if
required.
The tables illustrating QIPP savings targets within the
Commissioning plan to be reviewed.

5.

5.

5.
5.
6.

Mental health to be reflected more explicitly in the Commissioning
Plan.
The Commissioning Plan to be amended to reflect amendments
as agreed.
Review of all remaining Primary Care Trust budgets for potential
delegation to the West Cheshire Health Consortium Board, Health
and Wellbeing Board and National Commissioning Board.

6.

Further work to carried out to re-consider the ‘fair shares’
allocation process.

7.

A meeting to be arranged to discuss priority performance areas
and establish how this is co-ordinated with key performance
objectives that flow from the Commissioning Plan.
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8.

A follow up paper on the Transition Plan to be presented to the
July Board meeting.

9.

Key points from sub-committees to be illustrated on the first page
of the minutes paper.

Alison Lee
and Sheena
Wood
Christine
France

7
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WEST CHESHIRE HEALTH CONSORTIUM
Formal Board Meeting DRAFT
Thursday 16th June 2011 at 9.00 am, Cheshire View
Present:
Huw Charles-Jones
Andy McAlavey
Alison Lee
Gareth James
Jeremy Perkins
Laura Millard
Steve Pomfret
Rachel Hopwood
David Clark
Sam Jeffery

Chair & GP representative – City
Vice Chair & GP Board Member
Chief Operating Officer (Interim)
Director of Finance (Interim)
GP Representative Ellesmere Port and Neston
GP Representative City
GP Representative Rural
Non Executive Advisor
Non Executive Advisor
Practice Manager Representative

In Attendance:
David Parry
Laura Marsh
Christine France

Head of Estate Strategy and Investment
Head of Commissioning
Minute Secretary

05/11
A

Action

APOLOGIES FOR ABSENCE
There were no apologies.

B

DECLARATIONS OF MEMBERS INTERESTS
Huw Charles-Jones, Andy McAlavey, Jeremy Perkins, Laura Millard and
Steve Pomfret declared an interest as partners in practices who are
potentially affected by the new development in item 10 (Northgate).

C

WELCOME
Huw informed the board that he had attended a Commissioning
Conference in London yesterday. Andrew Lansley, Secretary of State for
Health, was the opening speaker and confirmed some of the changes
announced by the Government in response to the Future Forum report He
confirmed that consortia would be known as clinical commissioning
groups to reflect wider clinical involvement. . The composition of the board
will change with secondary care hospital clinician and a nurse as Board
members but neither can be employed by a local provider due to a conflict
of interest as the Consortium will hold the contract for these organisations.
Managing conflicts of interest was a message repeated throughout the
day. We expect further guidance to come on this issue.
There was a discussion on clinical senate and Huw got a sense from
Andrew Lansley that this might be a wider geographical area than the
senate our Consortium is already running but the panel suggested that
this might be local health economy size which would fit with ours.

th

Minutes of the Consortium Board meeting held on 16 June 2011
West Cheshire Health Consortium Board Meeting

1

Action

05/11
Huw also spoke with a number of private sector organisations who could
provider services to the consortium, particularly in niche areas. Huw gave
the example of a company based in Chester that provides health checks
and data analysis work for several Primary Care Trusts. This would be
an area worth exploring for us if we were struggling to carry out health
checks.
10

FULL BUSINESS CASE INTEGRATED CARE CENTRE: NORTHGATE
David Parry introduced the Full Business Case for the proposed integrated
care centre at Northgate and confirmed that the Board Paper outlined how
the strategy for Northgate has been discussed and approved on a number
of occasions, but confirmed that the development would only succeed with
full support from the Consortium and requested Board approval in
accordance with the board paper recommendation
David confirmed that the case had brought together a number of
comprehensive workstreams and had been developed with involvement
from four Consortium Member practices and individual GPs; Tony Bland,
Iain Minshall and Bernard Mills. The case had taken into account issues,
concerns and suggestions received from other Consortium Members in
GP network meetings
David confirmed that subject to approval by the Consortium Board, the
business case would then be shared with the Primary Care Trust Board at
their meeting on 6th July. In addition the Business Case was also being
shared with the Strategic Health Authority to ensure endorsement to
proceed, in accordance with recent delegated authority directives.
Assuming approvals to proceed, David confirmed that legal contracts
would be exchanged with the Developer requiring a number of conditions
to be fulfilled, prior to entering into a formal contract to construct. The preconditions include full planning approval, agreed detailed design and
specifications, District Valuer support and legal contracts agreed. The
current programme indicates that these conditions will be fully addressed
by January 2012, enabling construction to commence in February 2012
with overall completion date identified as April 2013. David would bring
back to the Board confirmation or to raise any issues arising from the four
conditions and the legal process in due course.
Huw asked what level of detail has been shared with the Countess of
Chester Hospital and Cheshire and Wirral Partnership Trust and how
confident are they that they can deliver the savings they have committed
to? Laura responded that she had met with Tim Lynch Director of
Operations, initially to discuss the high level services being considered for
the integrated care centre. This was followed by a discussion with the
Divisional General Managers. Laura has since sat down with managers
for all the services on the list and they worked through the services and
activity levels. The managers were comfortable with the type of services
and level of activity talked about.
th
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Rachel asked how will it save money putting Countess staff in a different
working place. Laura responded that the intention would be to rationalise
some of the services provided at the Countess site. Rachel then asked if
the Countess committed to closing wards. Laura responded that the
services we are discussing are not ward based but outpatient clinics and it
is up to the Countess internally what they do to respond to different care
pathways and models of care.
Alison commented that Laura has engaged with many different colleagues
from the Countess of Chester and suggested that the Primary Care Trust
Board obtains a formal response from them on their views of the
Northgate development along with a formal response from Cheshire and
Wirral Partnership. If the two local Foundation Trusts could not formally
commit to the development then the Consortium and Primary Care Trust
would then need to work up a different procurement model.

Alison stated that it is crucial that a full version of the business case is David
shared with partners as quickly as possible after this meeting. David and Parry &
Laura Marsh confirmed that this would be done.
Laura
Marsh

Jeremy commented that this increases pressure on us to start
reorganising services immediately. There will be a financial burden on us
and the Consortium will have to pick up the shortfall as we don’t have a
good record of redesigning hospital services. These were comments from
the Ellesmere Port and Neston Locality Network. Steve commented that
the Rural Locality Network were uncomfortable with just moving some
hospital services to a new building.
Jeremy referred to letters he had received from two GPs, expressing their David
concerns over safe transport options for patients and access to parking. Parry &
Laura
Jeremy will forward the letters to Laura for her to respond.
Marsh

Andy expressed concern about the £1.3m funding required to support the
development recurrently and that this might increase. What potential is
there to make Quality Innovation Productivity and Prevention savings by
having the development in place? Laura responded that there is potential.
The Primary Care Trust has talked about developing alternatives to
hospital care for a number of years but delivery had not happened due to
a lack of space within primary and community health centres and clinics.
The models developed for the business case indicate an estimated saving
of between £500,000 and £2.7million by delivering alternative services in a
community rather than hospital setting.
Laura Millard commented that the City Network Locality are relatively
supportive of the development. Laura had visited Garden Lane Medical
Centre who are the nearest practice who would be affected by the
development. The practice had asked will there be support if they lost
patients and needed to make changes to their services. Alison responded
this question would need to be put to the Primary Care Trust as they hold
th
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primary care contracts, which will ultimately be the responsibility of the
NHS Commissioning Board.
Gareth commented that a large proportion of Quality Innovation
Productivity and Prevention is about growth over the next few years and
that new innovative service need to be in place to respond to the
increasing demands of an ageing population and new drugs and
treatment, for example.
The Board debated “ownership” of the project and following a lengthy
debate recommended that the project should be driven by the Consortium
with support from the PCT around the primary care services that will be
delivered in the building.
Huw asked a question about the potential Quality Innovation Productivity
and Prevention savings outlined in the board and queried why the
Obstetrics and Gynaecology projected savings are so large? Laura
responded these are maternity cases who are brought in and assessed,
admitted and then discharged within a few hours. Huw asked if the
Countess accept that this is inappropriate?, Laura responded yes, they
agree that this is not good for pregnant women to be brought into the
hospital for this and that alternative pathways could be developed. Huw
commented this will be a significant proportion of the service’s income.
Sam commented that there is a quality issue here, some ladies have gone
into the Countess eight or nine times during their pregnancy and the
practice does not know any detail. Laura Marsh informed the Board that
clinicians had not yet involved in these discussions. Laura Millard
expressed her concerns about this lack of clinical engagement and asked
that this be rectified as the project progresses.
The Rural and City Locality Networks were supportive of the development
and Ellesmere Port Locality Network were supportive of practices being
included but were against the intermediate tier services. Alison asked that
we capture the network views in our response to the Cluster, along with
our decision today.
Gareth informed the Board that the financial risk, for the development,
needs to be put into context, the cost savings are less than 1% of what we
are spending at the Countess so it is not a huge financial risk.
Rachel commented that it sounds from Jeremy’s feedback that some extra
work needs to be done with the Ellesmere Port locality to understand their
view not to sign up to the development.
Jeremy commented that it is interesting to hear the difference in views
from Rural to Ellesmere Port and Neston. Steve responded that the
difference is due to the wide geographical spread of the rural area so
travelling to different locations is less of an issue for practices and patients
in the rural area. .
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The Board approved the Business Case including the proposed
investment in primary and community care and the development of the
intermediate tier as an opportunity to support the delivery of the Quality
Innovation Productivity and Prevention programme for the longer term.

Network

The Locality Chairs will summarise the views of their localities and forward Locality
Chairs
to Alison to assist with response to the Cluster.

Minutes received by:
(Chairman)
Dated:
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West Cheshire Health Consortium Board
Action List
Meeting Held on 16th June 2011
Action
A full version of the Business Case to be shared with Partners.

Respond to letters from Ellesmere Port GPs

A summary of the Locality Networks views to be produced and
forwarded to Alison Lee.

Owner
David Parry
and Laura
Marsh
David Parry
and Laura
Marsh
Locality
Network
Chairs

7

th

Minutes of the Consortium Board meeting held on 16 June 2011
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BOARD REPORT
DATE OF BOARD
MEETING:

21st July 2011

TITLE OF REPORT:

Quality Improvement

KEY MESSAGES:

At the end of the financial year 2010-2011 the Countess of
Chester Hospital Foundation Trust, Cheshire and Wirral
Partnership Foundation Trust and Community Care Western
Cheshire have all achieved specific quality improvements
through a contract system, called Commissioning for Quality
and Innovation Schemes.
For this financial year 2011-2012 local doctors, nurses and
therapy staff have worked together to agree what quality
improvements should be included in the Commissioning for
Quality and Innovation Schemes.
The West Cheshire Health Consortium has established a
Quality Improvement Committee. This is a sub committee to
the West Cheshire GP Consortium Board and it will advise
the Board of potential or known risks in delivering high quality
care and actions that need to be taken to improve the quality
of NHS care delivered to our population.
In 2010 the government set a national goal that all acute
hospitals should assess 90% of all adult inpatients on
admission to hospital to identify if they were at risk of having
a Venous-Thromboembolism.
The Countess of Chester
Hospital Foundation Trust continues to deliver consistently
against this goal and they are in the top performance group
in the country for achieving this standard of care.
The Care Quality Commission has undertaken an inspection
programme in acute NHS hospitals to assess how well older
people are treated during their hospital stay. They focused
on whether patients were treated with dignity and respect
and whether their nutritional needs were met. Following a
recent visit they have published a report that states the
Countess of Chester Hospital site is meeting its duties in
delivering care against these standards and identified areas
of good practice.
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Does this report / its recommendations have implications and
impact with regard to the following:
A.
Consortium Aims and Objectives
1. Quality (including patient safety, clinical effectiveness and patient
experience)
This report gives an update on the current performance levels of
providers against quality improvement requirements in contracts.
2. Commissioning Of Hospital And Community Services – please
outline impact
There are goals in the Commissioning for Quality and Innovation
Schemes for local providers that reflect the Consortiums commissioning
plan for hospital and community services.
3. Commissioning and Performance Management of GP Prescribing
– please outline impact
4. Delivering Financial Balance – please outline impact
There is a robust evidence base that shows that if providers give high
quality care consistently that this can reduce unnecessary expenditure
through eliminating inefficiencies.
5. Development Of The Consortium as a Commissioning
Organisation – please outline impact
The terms of reference for the Quality Improvement Sub committee
reflect the change in delegated duties from the Board of NHS Western
Cheshire to West Cheshire Health Consortium.
B.
Governance – please outline impact
1. Does this report:
• provide the Commissioning Board with assurance against any
of the risks identified in the assurance framework (identify risk
number)
• have any legal implications
• promote effective governance practice
2.

Additional resource implications
(either financial or staffing resources)

Yes

Yes

No
No
Yes
Yes

Yes
Yes

No

No

If yes, please outline the additional resources required

3.

Health Inequalities

No

If yes, please outline the effect upon health inequalities

4.

Human Rights, Equality and Diversity Requirements

No

If yes, how will this impact on these requirements

5.

6.

Clinical Engagement
Yes
Has this report been developed with clinical input and do local
clinicians support the report’s recommendations?
The Quality Improvement team is lead by a group of clinical staff and there has
been extensive engagement between GPs and consultant colleagues about the
goals for the Commissioning for Quality and Innovation Schemes for 20112012.
Patient and Public Engagement
Yes
A number of the goals in Commissioning for Quality and Innovation Schemes
for 2011-2012 focus on the need to involve patients more in their own health
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care decisions.
REPORT PREPARED BY:

Paula Wedd
Head of Quality Improvement
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WEST CHESHIRE HEALTH CONSORTIUM BOARD
QUALITY IMPROVEMENT
PURPOSE
1.

The purpose of this report is to update the Board on current, national, local
and regional quality issues that impact on the duties of the Consortium.

ACTIONS
2.

The board is asked to:
a)

Note the 2010-2011 year end financial values achieved by local
providers on NHS standard contracts through the achievement of goals
in Commissioning for Quality and Innovation Schemes

b)

Familiarise itself with the goals in the Commissioning for Quality and
Innovation Schemes for 2011-2012 for Countess of Chester Hospital
Foundation Trust and Community Care services provided by Cheshire
and Wirral Partnership Foundation Trust and to note the breadth of the
clinical focus areas included in these schemes and the financial values
associated with achievement of these goals.

c)

Agree the mechanisms in place to hold providers on NHS Standard
Contracts to account for delivering quality improvements.

d)

Review the revised terms of reference of the Quality Improvement
Committee and agree the proposed amendments

e)

Note the publication of the four latest quality standards from the
National Institute for Health and Clinical Excellence.

f)

Note the assurance provided by the recently published Care Quality
Commission report on their inspection of dignity and nutrition at
Countess of Chester Hospital site.

INTRODUCTION
3.

The purpose of this report is to assure the Board of the quality of care
delivered across both general practice and providers of NHS care on NHS
Standard Contracts. A separate report focussing wholly on general practice is
being presented to the Board today. Consequently, this report, on this
occasion, only provides assurance on the quality of services from providers
on NHS standard contracts.
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COMMISSIONING FOR QUALITY AND INNOVATION SCHEMES 2010-2011
4.

Commissioning for Quality and Innovation Schemes are intended to
encourage stretch and continuous improvement in health care beyond the
minimum. The schemes must identify areas of improvement and innovation
and articulate these into clear goals with measureable steps that can be
monitored. They must also include a patient experience element. In 20102011 providers were able to earn 1.5% of their contract value by achieving the
goals set in their Commissioning for Quality and Innovation Schemes.

5.

The 2010-2011 end of year position for the Countess of Chester Hospital
Foundation Trust demonstrated a high level of performance and they
achieved most of their goals. The exceptions in performance relate to two
areas: an acute oncology service goal and the national patient experience
survey goal. A target improvement of 4% was set for the national patient
experience survey goal and the Trust achieved a 2% improvement, which
resulted in a partial payment. The value of the funds available through this
scheme was £1,869,504 and the value earned was £1,725,696

6.

The 2010-2011 end of year position for Community Care Western Cheshire
demonstrated a high level of performance and they achieved most of their
goals, with three exceptions:
a)
b)
c)

During quarter 1, the patient experience goal was not fully achieved
The screening for harmful drinking and structured brief advice goal did
not attract payments for quarters 1 and 4
The community minimum dataset goal did not attract payments for
quarters 2 and 3

The value of the funds available through this scheme was £383,469 and the
value earned was £372,248
7.

The 2010-2011 end of year position for Cheshire and Wirral Partnership NHS
Foundation Trust demonstrated a high level of performance and they
achieved all of their goals. They earned the full value of the funds available
through this scheme £404,581

8.

Any exceptions in performance against the goals in the Commissioning for
Quality and Innovation Schemes are taken into account in developing the
schemes for the subsequent year to ensure that scrutiny is maintained over
quality improvement focus areas.

9.

A full list of the goals and financial status is provided at Appendix 1 for
Countess of Chester Hospital Foundation Trust and Community Care
Western Cheshire. NHS Wirral is the lead commissioner for the Cheshire and
Wirral Partnership NHS Foundation Trust Mental Health and Learning
Disabilities Contract and so are responsible for the development and
monitoring of their Commissioning for Quality and Innovation Scheme.
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COMMISSIONING FOR QUALITY AND INNOVATION SCHEMES 2011-2012
10.

Commissioning for Quality and Innovation Schemes for 2011-2012 have been
agreed with Cheshire and Wirral Partnership NHS Foundation Trust (including
community care services) and Countess of Chester Hospital Foundation
Trust. They incorporate national requirements, regional ambition and areas
for improvement based on local intelligence. GPs have been actively involved
in the development of ideas for inclusion through the locality networks, GP
Consortium Board, clinical champion meetings and clinical engagement
events.

11.

Performance against the goals in each of the provider’s Commissioning for
Quality and Innovation Schemes are monitored through the regular quality
and risk meetings with each provider as part of their contract.

12.

Lead GPs have been identified for each provider contract and this will ensure
that the head of quality improvement who is tasked with delivering this work is
being directed by strong GP clinical leadership. The lead GPs are now
chairing the quality and risk meetings with providers.

13.

Performance against the goals in each of the provider’s Commissioning for
Quality and Innovation Schemes will be reported to the Board through the
Quality Improvement Sub Committee.

14.

Each focus area has an overall goal and indicators have been developed that
detail how the delivery of each goal will be monitored. A full list of the goals
and the financial value for each of them is provided at Appendix 2.

15.

The value of funds available to be earned during this financial year for the
Countess of Chester Hospital Foundation Trust is £1,770,000 and for
community care services provided by Cheshire and Wirral Partnership NHS
Foundation Trust, is £382,140

TERMS OF REFERENCE FOR QUALITY IMPROVEMENT COMMITTEE
16.

The Board of NHS Western Cheshire agreed the committee structure for the
West Cheshire GP Consortium Board for 2011-2012. As part of this structure
a Quality Improvement Committee has been established. Any changes to the
terms of reference delegated to that sub-committee must be approved by the
Board.

17.

The Quality Improvement Committee held its first meeting on 23rd June and
reviewed its terms of reference. The sub-committee members proposed some
amendments which are provided at Appendix 3. The changes which the
Board is asked to approve are :
a)

An addition to the membership to include the lead GP for patient
engagement
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b)
c)
d)

e)
f)

Additions to the membership to include a GP lead for quality from each
of the 3 locality networks
An addition to the list of reporting groups to include the Serious
Untoward Incident Group
A further addition to the list of reporting groups to include Contract
Meetings of any provider on NHS standard contracts where exceptions
to quality requirements are reported
An addition to the duties to ensure lessons are learnt from patient
experience intelligence and serious untoward incidents
To change the name of the committee to the Clinical Quality
Improvement Committee

THE NATIONAL INSTITUTE FOR HEALTH AND CLINICAL EXCELLENCE
QUALITY STANDARDS
18.

The National Institute for Health and Clinical Excellence quality standards are
a set of specific, concise statements that act as markers of high-quality,
clinically and cost-effective patient care. They aim to help healthcare
practitioners and commissioners of care deliver excellence in services.
Quality standards for a further four topic areas have now been published,
making eight in total.

19.

The Quality Improvement Sub Committee will have responsibility for oversight
of these standards and will develop a process that describes how the
standards should be used to inform commissioning work.

20.

Subject to parliamentary approval, the new NHS Commissioning Board will
use the standards to develop a set of national outcomes, which will then be
translated into local indicators and used to hold clinical commissioning groups
to account.

21.

Links to the newly published National Institute for Health and Clinical
Excellence Quality Standards are:
a)

Depression in Adults (available by clicking here)

b)

Chronic Kidney Disease (available by clicking here)

c)

Diabetes in Adults (available by clicking here)

d)

Glaucoma (available by clicking here)

VENOUS-THROMBOEMBOLISM
22.

A national drive to reduce avoidable death, disability and chronic ill health
from Venous-Thromboembolism was introduced into the contracts of acute
providers in 2010-2011. It remains in the 2011-2012 contracts. The operating
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framework required commissioning organisations to include a target in the
Commissioning for Quality and Innovation scheme linked to a financial
reward. To achieve the national financial reward providers have to undertake
a Venous-Thromboembolism risk assessment of 90% of all adult inpatients on
admission to hospital using the national tool.
23.

Venous-Thromboembolism is a significant patient safety issue and the
Countess of Chester Hospital Foundation Trust are to be congratulated on
achieving this target of 90% by October 2010, a full 6 months ahead of the
target delivery date which was the end of March 2011.

24.

The national data for April 2011 has just been released and the Countess of
Chester Hospital Foundation Trust has achieved a performance level for risk
assessing 93.8% of all their adult inpatients on admission for VenousThromboembolism using the national tool. This puts the Trust in the upper
performance range nationally.

CARE QUALITY COMMISSION REPORT ON DIGNITY AND NUTRITION
25.

The Care Quality Commission has undertaken a targeted inspection
programme in acute NHS hospitals to assess how well older people are
treated during their hospital stay. In particular, they focused on whether
patients were treated with dignity and respect and whether their nutritional
needs were met.

26.

Following an unannounced visit to the Countess of Chester Hospital site the
Care Quality Commission has published it’s findings against the 2 standards
they assessed:

27.

a)

People should be treated with respect, involved in discussions about
their care and treatment and able to influence how the service is run

b)

Food and drink should meet people’s individual dietary needs

The published report declares that the Countess of Chester Hospital site is
meeting both these standards and the detailed report commended areas of
good practice.

RECOMMENDATIONS
28.

The Board is asked to:
a)

undertake the actions set out in section two of this report

b)

acknowledge the positive assurances reported for local providers
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c)

approve the amendments to the terms of reference for the Quality
Improvement Committee.

Dr. Andy McAlavey
GP Quality Lead
July 2011
.
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APPENDIX 1

Commissioning for Quality and Innovation (CQUIN) Schemes 2010/11
End of Year Summary
Countess of Chester:
Goal Name
and Description
Venous
Thromboembolism
Adult Inpatient Survey:
Improve responsiveness
to personal needs of
patients
Brief Interventions:
Integrate alcohol
screening and brief
advice into sexual health
service (outpatient) and
specified general medical
wards: 42- Cardiovascular
43- Assorted Specialties;
48- Diabetes/
Endocrinology; 52- Stroke

Advanced Care
Planning: To increase
the number of patients
who are offered an
advanced care planning
discussion

Improve patient
experience: Implement
real time patient survey
in Women’s Health
Services relating to:
• Dignity and Respect
• Information
• Involvement

Value of Scheme = £1,869,504

Value earned = £1,725,696
Value
£

Indicator Name and Description

Status Update

VTE Risk Assessment: Reduce avoidable
death, disability and chronic ill health from
Venous Thromboembolism
Composite indicator on responsiveness to
personal needs from the Adult Inpatient
Survey

239,680

Staff training in alcohol screening and brief
advice

83,888

Achieved

Patients identified using the FAST or
AUDIT tools with a risk score recorded

83,888

Achieved

Patients receiving a brief intervention with
the outcome reported

47,936

Achieved

143,808

Achieved

71,904

Achieved

107,856

Achieved

119,840

Achieved

Identify patients with a life long condition
relating to heart failure and/or Chronic
Obstructive Pulmonary Disorder (COPD)
who have reached end of life or palliative
care stage and offer discussion about the
terminal nature of their condition and give
the leaflet “Planning for your future care”
Ensure that the GP of the identified patient
group, in 1a, are advised that the terminal
nature of their patient’s condition has been
discussed with the patient and a leaflet
given. This will be as part of the electronic
discharge notification or in the Out Patient
Department letter. A copy of which should
be received by the patient
Achieve engagement of patients in
completion of the real time experience
survey
Demonstrate improvements in real time
patient survey responses across the range
of services offered
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119,840

Achieved
4% improvement target
was set; 2% achieved.
Significant improvement
was demonstrated
overall. Payment of 70%
(£167,776) was made.

CQUIN Summary 2011-12 COCH and CCWC

Goal Name
and Description
Venous
Thromboembolism:
To reduce the number of
adult patients with a
hospital acquired Venous
Thromboembolism

Paediatric Out Patient
clinics: To reduce
attendances

Value
£

Status Update

107,856

Achieved

119,840

Achieved

83,888

Achieved

35,952

Achieved

35,952

Achieved

35,952

Achieved

To demonstrate an increase in the percentage of
patients on adult inpatient wards who are dying
whilst on the Liverpool Care Pathway

47,936

Achieved

Hospital staff to notify a Community Matron /
Clinical Case Manager, within a timeframe of 1
working day, if their patient has been admitted
through an unplanned care route to an acute
setting

47,936

Achieved

Hospital staff to notify a Community Matron /
Clinical Case Manager, of the expected date of
discharge of their patients.

71,904

Achieved

Assess fragility fracture patients aged 40 years
and over for their risk of osteoporosis

47,936

Achieved

35,952

Achieved

35,952

Achieved

11,984
11,984
11,984
11,984
11,984

Achieved
Achieved

Indicator Name and Description
Adult patients will receive written and verbal
information regarding Venous Thromboembolism
at their admission assessment
All patient assessments carried out will be
monitored to ensure that the appropriate
prophylaxis regime has been prescribed and
administered
Respond to the request for email paediatric
advice, from a GP, within 2 working days
Avoid outpatient attendances through the use of
email advice and by increasing the number of
children managed with email advice only.

Liverpool Care
Pathway: Embedding
high quality end of life
care across the Trust
through further roll out of
Liverpool Care Pathway
and training on Liverpool
Care Pathway end of life
care for appropriate and
identified staff
Unplanned Care:
Community Matrons and
Clinical Case Managers
employed by Community
Care Western Cheshire
are informed when their
patient has been
admitted to acute care
setting
Involve Community
Matrons and Clinical
Case Managers in the
facilitation of timely
discharge from hospital
Osteoporosis Care
Pathway: Integrate
osteoporosis care
pathways across
secondary and primary
care for those at risk of
osteoporosis, with the
aim of reducing
subsequent fragility
fractures
Advancing Quality
(AQ): Promote Clinical
Effectiveness, Safety &
Patient Experience

Liverpool Care Pathway to be extended to a
further 6 adult inpatient wards
Numbers of staff (from identified staff groups) on
each of the wards to have received training on
Liverpool Care Pathway end of life care

Provide clinical advice to patients at risk of
osteoporosis on how to reduce their risk of future
fractures
Inform the Patients’ GP of the outcome of the risk
assessment for osteoporosis

Pneumonia
Acute Myocardial Infarction
Heart Failure
Hip and Knee Replacement
Stroke
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Achieved
Achieved
Achieved
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Goal Name
and Description
Trauma Audit and
Research Network
(TARN): Improved
trauma care for patients
in the North West with
better outcomes
Acute Oncology:
Establish an acute
oncology service as a
response to the National
Chemotherapy Advisory
Group report on safety
and quality requirements

Trauma Audit and Research Network (TARN)
Measure

Advanced Care Planning:
Increase number of
patients offered an
advanced care planning
discussion and increase
the number of people dying
in their preferred place

Status Update
Achieved

11,984

Employment of 1 WTE specialist oncologist
nurse band 7 and 0.6 WTE administrative
assistant band 4 to support the outreached
Consultant Medical Oncologist sessions from
Clatterbridge Centre for Oncology

71,904

Evaluate the impact of the service in an
evaluation report. Evaluation will include an audit
of data populating a minimum dataset

Community Care Western Cheshire:
Goal Name
and Description

Value
£

Indicator Name and Description

Value of Scheme = £383,469

Acute Oncology
service goal was
not implemented
during 2010/11,
and so no
payments were
made. Commitment
to implement this
during 2011/12 has
been agreed.

Value earned = £372,248

Indicator Name and Description

Value
£

Status Update

Patients on an end of life pathway to be offered
a discussion about terminal nature of their
condition and advanced care planning with
appropriate information

42,324

Achieved

Recording of advanced care plan or advanced
decisions in patient notes and regular review of
advanced care plan and communication to GP

21,162

Achieved

Reporting of actual place of death compared
with preferred place of death

21,162

Achieved

14,108

Achieved

28,216

Achieved

Unplanned Care:
Communication of details of patients known to
Involve community matrons a community matron/clinical case manager to
and clinical case managers acute provider on a timely basis
in patient care pathways,
including admission
avoidance
Involve community matrons
and clinical case managers
in timely discharge from
hospital

Involvement of community matron/clinical case
manager in discharge planning. Involvement =
direct liaison by community matron with
member of staff in acute setting responsible for
planning of patient's discharge

Improve Patient
Experience:
Implementation of a real
time patient survey relating
to:
• Dignity and Respect
• Information
• Involvement

To achieve engagement of patients in
completion of the real time patient experience
survey
Patients receiving care from the 5 identified
services will be offered the opportunity to
complete the following patient experience
survey
Page 9 of 22

28,216

Not achieved
Quarter 1,
proportion of
payment withheld.
(£24,689 paid)

56,431
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Goal Name
and Description
Brief Intervention:
Integrate screening for
harmful drinking and
structured brief advice into
services provided by
Community Care Western
Cheshire

Indicator Name and Description

Value
£

Status Update

All staff who have clinical contact (including
health care assistants, technicians etc) trained
in screening for harmful drinking and structured
brief advice

84,647

Achieved

56,431

Achieved

(i) Patients screened at initial assessment and
review appointments.
(ii) Patients with a score on AUDIT C 5+ ( or
equivalent if an alternative tool is agreed with
the commissioner)
Recording of outcome of screening in patient
record

28,216

Community Minimum
Data Set: Improving data
collection and quality of
patient information in order
to optimise service delivery
2,556
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100% target not
met in Quarters 1
and 4 resulting in a
percentage of the
expected payment
being withheld.
(£21,162 paid)
This goal was not
fully met in quarters
2 and 3 due to
difficulties with
establishing an
electronic data
capture system. A
percentage of the
quarterly payments
were withheld.
(£1916 paid)
Expectation for
2011/12 - more
robust community
information system
will be in place.
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APPENDIX 2

Commissioning for Quality and Innovation (CQUIN) Schemes 2011/12
Community Care Western Cheshire: Value of Scheme = £382,140
Goal Name
and Description

Value
£

Indicator Name and Description

1. End of Life
Care for People
with Chronic
Obstructive
Pulmonary
Disease

Chronic Obstructive Pulmonary Disease
Assessment Tool: Use of an assessment tool eg:
BODE Index, as a composite marker of disease to
identify patients with COPD who are at a stage in their
care when palliative care should be considered

2.Providing Care
for People with
Dementia
Support staff
through Dementia
Champion training
to provide evidence
based end of life
care to people with
dementia

Establish Training and Support for People with
Dementia: Individual staff members, identified across
all community services, will attend Dementia Champions
Training Programme.
The learning outcomes need to be consistent with values
in the "dementia declaration"

3. Lifestyle Brief
Intervention
To provide support
and advice to our
local population in
making healthy
lifestyle choices

Lifestyle Brief Intervention: All clinical support staff
(including health care assistants, technicians etc)
working in Community Care Western Cheshire in the
services detailed below who have face-to-face contact
with adult patients (including relatives/carers of minors),
to be trained in the use of screening and brief
intervention. Training to include use of the Ask Advise
Act model of brief intervention

4. Use of Care
Bundles to
Evidence
Provision of High
Quality Care

Care Bundle for Wound Care:
Implement and monitor an evidence based care bundle
approach for wound care. Care bundle to include a
hydration metric
Care Bundle for Pressure Ulcer Care:
Implement and monitor an evidence based care bundle
approach for pressure ulcer care. Care bundle to
include a hydration metric
Care Bundle for Catheter Care:
Implement and monitor an evidence based care bundle
approach for urinary catheter care. Care bundle to
include a hydration metric

Implement End of Life Care Pathway for People with
Dementia: Community Matrons and District Nurses
working in Community Care Western Cheshire to be
provided with the appropriate training and support to
enable them to deliver end of life care to people with
dementia based upon best practice
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Status
Update

45,857

61,142

61,142

76,428

45,857

45,857

45,857
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Countess of Chester Hospital Foundation Trust:
Goal Name
and
Description
1. Real time
local patient
experience
Using real time
data to improve
local patient
experience in
Out Patient
Services

Value of Scheme = £1,770,000

Indicator Name and Description

Value
£

To achieve engagement of outpatients in completion of
the real time experience survey: Patients attending the
following speciality outpatient clinic appointments:
Orthopaedics, Breast, Gastroenterology, Dermatology and
Cardiology, to be asked to complete five questions about
their experience.

68,379

To demonstrate improvements in real time outpatient
survey responses across six identified specialties:
Patients attending the 5 identified speciality Clinic
Appointments will be offered the opportunity to complete the
following patient experience survey:
Were you offered a copy of the letter which goes to the GP?
Were you given information about your care in a way which you
fully understood?
Were you involved as much as you wanted to be in the decisions
about your care?
Were you treated with respect and dignity during your treatment?
Was your waiting time in Clinic reasonable?

2. Cardiology
email service
Using a system
of email advice
to avert a
number of
outpatient
appointments

3. Inpatient
nutrition
To further
develop
nutritional
assessment in
at risk patient
groups and
implement
additional
expert support
to those at risk
of
malnourishment

Status
Update

136,759

Offering an email advice system to GPs for cardiology
patients: The email system should reduce the number of
patients referred to the Trust for an outpatient consultation
and increase the number of patients managed with email
advice alone. This is dependent on GP use of this system.
For patients managed by an advice email alone the Provider
will be paid a telephone tariff

51,285

To respond to request for email cardiology advice from
a GP within 5 working days: A system will be put in place
for GPs to request advice from a Cardiology Consultant
regarding a patient. The response time to an email request
for advice is expected within 5 working days. For patients
managed by an advice email alone the Provider will be paid
a telephone tariff

51,285

To improve the quality of nutritional assessment and
care planning: The Nutritional Steering Group will develop
a robust audit tool to examine the use of the MUST
assessment tool and nutritional care planning
implementation across 4 identified wards: 52/53/43/46. The
audits will be quarterly and will result in action planning for
improvements in quarters 2-4

51,285

To implement a new dysphagia assessment tool to
promote feeding in 'at risk patients' by registered
nurses: Implementation of an enhanced swallow screening
tool across 4 wards: 52/53/43/46. Involving identifying and
educating key nursing staff to carry out the enhanced
assessment and implement the appropriate care plan

51,285

To implement a nutritional consultant ward round once
a week: To have in place a consultant led written plan to
improve the patients nutritional status

102,569
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Goal Name
and
Description
4. Advanced
care planning
To expand the
use of
advanced care
planning across
urgent care

Value
£

Indicator Name and Description
To offer patients with a life limiting condition the
opportunity to discuss the terminal nature of their
condition and give written information: The Consultants
who manage conditions will be responsible for identifying a
cohort of patients, under their care, with a life limiting
condition. These patients will then be offered a discussion
about the terminal nature of their condition and given the
leaflet “Planning for your future care” This can be either as
part of an outpatient appointment or during an inpatient
episode
To ensure that a GP is advised by letter that the terminal
nature of their patients condition has been discussed
with the patient and a leaflet given. A copy of which
should be received by the patient: The GP will be
informed that the discussion has taken place as part of the
electronic discharge notification or in the Out Patient
Department letter. A copy of these documents must be
offered to the patient. Letter to be sent to the GP within 14
days of the outpatient appointment

5. Neuropathic
pain telephone
follow up
Introduce a
telephone follow
up system for
an identified
group of
patients
suffering
neuropathic
pain

To offer a telephone follow up review of medication for
patients with neuropathic pain: The consultants within
the specialty will identify which patients would benefit from a
telephone 'virtual' clinic appointment, to undertake a
medication review. For patients managed by a telephone
follow up appointment Provider will be paid a telephone tariff

6. Enhanced
recovery
To Implement
key elements of
ERP across
agreed selected
specialties
Breast,
Orthopaedics,
Colorectal,
Gynaecology
and Urology

To implement the MUST nutritional assessment
screening and care plan for all of the agreed Enhanced
Recovery Programme specialties at pre admission
assessment: All patients identified in the agreed
specialties of orthopaedics, urology, colorectal, breast and
gynaecology will receive a MUST pre operative nutritional
assessment at pre assessment clinic and have a care plan
to enhance their pre operative nutritional status as required

To ensure that a GP is advised by letter that a telephone
medication review has taken place. A copy of which
should be received by the patient: The GP will be
informed that the telephone medication review has taken
place via an electronic communication within two working
days, a copy of which will be sent in writing to the patient

To implement full Enhanced Recovery Programme:
Implementation of full ERP in named pathways in
orthopaedics, colorectal, breast and gynaecology
To launch Enhanced recovery programme in Urology:
To scope the work required to implement ERP within the
agreed specialties and work towards implementation
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Goal Name
and
Description
7. Acute
hospital care
for people with
dementia
To improve the
management of
patients with
dementia
through a
programme of
staff education,
defined care
pathways,
assessment
tools and
medicines
management

8. Acute
Kidney Injury
To identify and
improve the
outcome of
patients with
Acute Kidney
Injury

Value
£

Indicator Name and Description
To implement education and training programmes for
staff delivering dementia care
Staff in key areas will receive education regarding the
assessment and care of the patient with a new diagnosis or
existing diagnosis of dementia

68,379

To improve the management and experience of the
patient with dementia via the introduction and use of the
'This is me' document: Patients with dementia, and their
families /carers, who are admitted to wards 52, 53, 43, 45
and 46, will be engaged in completing a document 'This is
me' which will provide crucial information on the assessment
and care required for that patient with a new diagnosis or
existing diagnosis of dementia. This document will be kept
with the patient to assist in their care and then can be taken
on discharge by the patient into primary care as an ongoing
updated document

68,379

To reduce the use of newly initiated anti psychotic
medication and improve compliance with local policy:
The Trust should develop prescribing guidance that informs
the decision of clinicians to commence with the prescription
of antipsychotic medication licensed for people with
behavioural and psychological symptoms in dementia. This
guidance should be in line with national good practice. The
guidance should emphasise the requirement that
antipsychotic medication should not be a first line
intervention. Guidance should look at alternative ways of
working with people with behavioural and psychological
symptoms in dementia and should detail those symptoms
that the prescription aims to address. This guidance should
then be used to inform all prescribing practise across the
Trust in the form of a prescribing checklist that will be
completed for new antipsychotic scripts

68,379

Improve the prevention, detection and management of
acute kidney injury (AKI) in patients admitted as an
emergency to hospital (Dr /Nurse Review)
Percentage of emergency admissions to have 1)
Physiological scoring performed to identify patients at high
risk of clinical deterioration (modified early warning score
and urine output history) and 2) Documented Senior review
(consultant or equivalent) within 12 hours of admission

51,285

Improve the prevention, detection and management of
acute kidney injury (AKI) in patients admitted as an
emergency to hospital (medication /serum creatinine)
Percentage of emergency admissions with a major risk
factor for acute kidney injury to have both Serum creatinine
rechecked within 24 hours of admission (The NCEPOD
2009 Report, “Adding Insult to Injury” documents the top ten
major risk factors for AKI: Age, co morbidity, medication,
previous kidney disease, hypovolaemia, sepsis,
biochemistry, urinalysis, weight, nutritional status)
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Goal Name
and
Description
Advancing
Quality
Improve
compliance with
care processes
to improve
outcomes in 5
care areas, plus
patient
experience
Trauma Audit
and Research
Network
(TARN)
To improve
trauma care
and outcomes
National: VTE
Prevention
Reduce
avoidable
death, disability
and chronic ill
health from
Venous-

Value
£

Indicator Name and Description
Advancing Quality in:
Acute Myocardial Infarction
Heart Failure
Hip and Knee Replacement
Pneumonia
Stroke
Patient Experience

Status
Update

11,800
11,800
11,800
11,800
11,800
11,800

Trauma Audit and Research Network (TARN):
Submission of data to TARN that meets data quality
standards set. Trusts are also required to have at least 2
trauma meetings where their results from TARN are
discussed and an action plan drawn up. A copy of the
action plan needs to be submitted to the Commissioner and
progress reported at the relevant quality contract meeting

11,800

National: VTE risk assessment:
To complete a VTE risk assessment on all adult inpatients
on admission to hospital using the clinical criteria of the
national tool
118,000

thromboembolism
(VTE)
National:
Patient
experience personal
needs
Improve
responsiveness
to personal
needs of
patients

National: Composite indicator on responsiveness to
personal needs:
The indicator is a composite, calculated from 5 survey
questions. Each describes a different element of the
overarching patient experience theme "responsiveness to
personal needs of patients". The elements are:
Involvement in decisions about treatment/care
Hospital staff being available to talk about worries/concerns
Privacy when discussing condition/treatment
Being informed about side effects of medication
Being informed who to contact if worried about condition
after leaving hospital.
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APPENDIX 3

West Cheshire Health Consortium
Clinical Quality Improvement Committee
Terms of Reference
CONSTITUTION
1.

The Board of NHS Western Cheshire, via its Audit Committee, has agreed the
committee structure for the West Cheshire Health Consortium for 2011/12.
This is in line with the Consortium’s status as a Pathfinder organisation. As
part of this the Clinical Quality Improvement Committee has been established.
Any changes to these Terms of Reference must be approved by the West
Cheshire Health Consortium Board

MEMBERSHIP
2.

The Committee shall include the following members:
a)

Vice Chairman of the West Cheshire Health Consortium Board and GP
Lead for Quality for West Cheshire Health Consortium - chair of this
committee

b)

Vice-Chair of the committee, GP Member of West Cheshire Health
Consortium

c)

Head of Quality Improvement, West Cheshire Health Consortium

d)

GP Quality Leads for Locality Networks

e)

GP Patient Engagement Lead

f)

Medical Director, NHS Western Cheshire

g)

Head of Clinical Governance, NHS Western Cheshire

h)

Head of Patient Experience and Safety, NHS Western Cheshire

ATTENDANCE
3.

The Committee may also extend invitations to other personnel with relevant
skills, experience or expertise as necessary to deal with the business on the
agenda.

QUORUM
4.

A meeting will be quorate if at least three members are in attendance,
including 2 GP’s.
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FREQUENCY OF MEETINGS
5.

As a minimum, the meetings will be held bi-monthly on the fourth Thursday
afternoon of the odd numbered months of the year.

AUTHORITY
6.

The Clinical Quality Improvement Committee is authorised by the West
Cheshire Health Consortium Board:
a)

to investigate any activity within its terms of reference and produce an
annual work programme;

b)

to be responsible for ensuring compliance with financial and
governance arrangements when undertaking its terms of reference;

c)

to establish and approve the terms of reference of such reporting
groups, or task and finish groups as it believes are necessary to fulfil its
terms of reference.

DUTIES
7.

In particular the Clinical Quality Improvement Committee duties will include:
a)

Securing continuous improvements in the quality of services for
patients with particular regard to clinical effectiveness, safety and
patient experience

b)

Ensuring that all contracts contain mechanisms to assure that providers
have in place appropriate clinical governance and quality standards,
informed by clinical benchmarks, clinical evidence, and patient reported
outcome measures and patient experience

c)

Providing assurance to the West Cheshire Health Consortium Board
that patient safety and quality outcomes and benefits are realised, and
recommend action if the safety and quality of commissioned services is
compromised

d)

Ensuring that variations in clinical practice are identified and addressed
through the use of benchmarking and clinical evidence

e)

Ensuring that Quality Schedules, Quality Profiles and Commissioning
for Quality and Innovation Schemes deliver continuous quality
improvements

f)

Ensure lessons are learnt from patient experience intelligence and
serious untoward incidents.

g)

Oversight of exceptions and assurance received from reporting groups.
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REPORTING
8.

9.

The Committee will have the following reporting responsibilities:
a)

To ensure that the minutes of its meetings are formally recorded and
submitted to West Cheshire Health Consortium Board;

b)

Any items of specific concern which require West Cheshire Health
Consortium Board approval, will be subject to a separate report.
Exception reports to the Board will highlight any key developments
/achievements or potential risks/ issues

Reporting Groups to include;
a)

Countess of Chester Hospital Foundation Trust Clinical Quality and
Risk Review Group

b)

Cheshire and Wirral Partnership Trust Clinical Quality and Risk Review
Group

c)

West Cheshire Community Services Clinical Quality and Risk Review
Group

d)

Local Safeguarding Children Board for Cheshire East Cheshire and
Cheshire West and Chester.

e)

Local Safeguarding Adult Board for Cheshire East Cheshire and
Cheshire West and Chester

f)

Professional Standards Panel

g)

GP Quality Group

h)

Children’s Improvement Board

i)

Local Intelligence Network

j)

Chester Urgent care Unit Clinical Quality and Risk Review Group

k)

Serious Untoward Incident Group

l)

Contract Meetings of any provider on NHS standard contracts where
exceptions to quality requirements are reported

RESPONSIBILITY OF COMMITTEE MEMBERS AND ATTENDEES
10.

Members of the Committee have a responsibility to:
a)

Attend meetings, having read all papers beforehand

b)

Act as ‘champions’, disseminating information and good practice as
appropriate

c)

Identify agenda items to the secretary fifteen working days before the
meeting

d)

Submit papers at least ten working days before the meeting
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ADMINISTRATIVE ARRANGEMENTS
11.

The responsible manager will ensure:
a)

Correct minutes are taken, and once agreed by the Chair distributing
minutes to the members

b)

a record of matters arising is produced with issues to be carried forward

c)

an action list is produced following each meeting and ensuring any
outstanding action is carried forward on the action list until complete

d)

they provide appropriate support to the Chair and Committee members

e)

the agenda is agreed with the Chair prior to sending papers to
members no later than five working days before the meeting

f)

The annual programme of work is up to date and distributed at each
meeting

g)

the minutes of the meeting are distributed within 10 working days of the
meeting taking place

h)

The papers of the Committee are filed in accordance with the West
Cheshire Health Consortium’s policies and procedures

REVIEW
12.

Terms of Reference will normally be reviewed annually.
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AGENDA ITEM NO: WCGPCB/07/11/13

BOARD REPORT
DATE OF BOARD MEETING: 21st July 2011
TITLE OF REPORT:

Quality Improvement in General Practice.

KEY MESSAGES:

The report highlights the importance of quality
improvement within the Consortium’s agenda
It details some of achievements by General Practice
in 2010/11 focusing on the quality of screening and
immunisation, clinical audit and some of our health
priorities including hypertension, diabetes and
dementia
Our GP practices scored well in the recent IPSOS
MORI patient survey. 96% of our patients have trust
and confidence in their doctor
The Consortium will be working to improve the three
key components of quality; patient safety,
effectiveness of care and patient experience.
The report considers the dimensions of high quality
general practice identified by the Kings Fund and
proposes using these dimensions to benchmark the
quality of care in 2011/12 and beyond.

Does this report / its recommendations have implications and
impact with regard to the following:
A.
Consortium Aims and Objectives
1. Quality (including patient safety, clinical effectiveness and patient
experience) – please outline impact
It outlines the approach and work programmes to support the improving
quality in general practice agenda.
2.

Commissioning Of Hospital And Community Services – please
outline impact

3.

Commissioning and Performance Management of GP Prescribing
– please outline impact
The new Quality and Outcome Framework, Quality and Productivity
indicators include the quality and cost effectiveness of prescribing
Quality Improvement in General Practice
West Cheshire Health Consortium Board Meeting
21/07/11

Yes
Yes

No

Yes
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4.

Delivering Financial Balance – please outline impact

5.

Development Of The Consortium as a Commissioning
Organisation – please outline impact
We expect clinical commissioning groups to be given responsibility for
improving the quality of general practice by the NHS Commissioning
Board.
B.
Governance – please outline impact
1. Does this report:
• provide the Commissioning Board with assurance against any
of the risks identified in the assurance framework (identify risk
number)
• have any legal implications
• promote effective governance practice

No
Yes

TBC

Assurance framework not yet approved.

2.

Additional resource implications
(either financial or staffing resources)

No

3.

Health Inequalities

Yes

Improving the quality of services delivered by GPs will reduce health inequalities as
our focus will need to be in our most deprived geographical areas where the greatest
inequalities are found.

4.

Human Rights, Equality and Diversity Requirements

5.

Clinical Engagement- Has this report been developed with
Yes
clinical input and do local clinicians support the report’s
recommendations?
The work on primary care quality is led by a GP board member and coordinated
through the GP Quality group with GP representation from each of the three
localities.
Patient and Public Engagement
Yes

6.

No

There has been engagement to date through the GP practice survey where patients
are asked to rate their GP practice on a number of dimensions.

REPORT PREPARED BY:

Alison Lee
Chief Operating Officer
Sarah Vickers
Quality Improvement Manager
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WEST CHESHIRE HEALTH CONSORTIUM BOARD
QUALITY IMPROVEMENT IN GENERAL PRACTICE
PURPOSE
1. To advise the Board of the work being done to gain assurance of the quality of
General Practice
RECOMMENDTIONS
2. The Board is asked to:
a. Note the content of the report
b. Adopt the dimensions of quality suggested in the report (paragraph 9)
c. Delegate responsibility to the Quality Committee to determine an effective
way improving these dimensions of quality
d. Receive a progress report in 6 months (December 2011)
INTRODUCTION
3. At its meeting in May 2011, the Board noted that the desire for high quality
services is at the heart of the policy change within the NHS and will be a
fundamental duty of GP consortia (now referred to as clinical commissioning
groups). This duty for quality improvement is likely to feature as a key part of our
authorisation process by the NHS Commissioning Board.
4. This duty to improve quality applies to services provided in GP surgeries as well
as those commissioned through standard NHS contracts (e.g. hospitals, mental
health and community services).
5. Over the last 3 years the NHS has agreed a shared view of quality:
i. Experience - how does the health care journey feel for patients,
families and carers?
ii. Safety – will the treatment or health care cause patients any harm?
iii. Effectiveness - does the treatment or health care deliver the
expected outcome?
6. To support the transfer of responsibilities to clinical commissioning groups, NHS
Western Cheshire has devolved the responsibility for quality in general practice to
West Cheshire Health Consortium. However in line with national direction
responsibility for GP revalidation, appraisal and poor performance will remain
under the remit of the Primary Care Trust, with final responsibility likely to transfer
to the NHS Commissioning Board.
7. As outlined above, clinical commissioning groups will have a pivotal role in driving
up the quality of care in general practice. As commissioners, we cannot only look
outwards at the services delivered by hospitals and community service but must
look inwards at the quality of care delivered in our GP surgeries. Our role is not
just to understand the quality of referrals and prescribing but how, for example,

Quality Improvement in General Practice
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our GPs manage long term conditions and how accessible and responsive our
practices are to their patients.
THE QUALITY OF GENERAL PRACTICE – THE NATIONAL PICTURE
8. A recent report from the Kings Fund; “Improving the Quality of Care in General
Practice” highlighted that:
“Quality is complex and multidimensional, and no single basket of indicators is
likely to capture all perspectives or cover all dimensions of quality in general
practice.”
9. The report did however, suggest some of the key dimensions that could be used
to measure the quality of care. The Consortium will need to determine which of
these we wish to seek assurance on through the Quality Committee and GP
Quality group. Key dimensions of quality include:
•

Diagnosis: assess and improve the quality of diagnosis

•

Referral to hospital: quality, timeliness and patient involvement in referral
options

•

Prescribing: medication errors, patient adherence, standardising practice

•

Acute illness: Appropriate and effective diagnosis and management

•

Long-term conditions: more proactive preventative care

•

Health promotion: childhood immunisation cervical cytology, smoking
cessation, obesity

•

Access: patient satisfaction regarding access to GPs and practice nurses

•

Continuity of care: seeing the same doctor and other clinical staff

•

Engagement and involvement: patient involvement in decisions their own
health and health services

•

End-of-life care: support co-ordination of health and social care to people at
the end-of-life

•

Maternity care: Re-skill GPs in maternity care and to develop a shared care
approach with midwives

•

Health inequalities: Focus on improving care in deprived areas

10. The Kings Fund concluded that the majority of care provided is good. There are
however, variations in performance that suggest that there is significant scope
and opportunity for improvement. Their challenge to commissions is that where
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unacceptable variations exist, these are addressed so that a better and more
consistent standard of care can be delivered.
THE QUALITY OF GENERAL PRACTICE IN WEST CHESHIRE
11. This report is based on Primary Care Trust information on the quality of general
practice for the year 2010-11. We do not, as yet, have information on all the
dimensions of quality identified by the Kings Fund. However, it is important to set
out what we do know now about the quality of general practice and signal our
intention to focus on this agenda and to develop a more rounded view of quality
as the consortium matures.
12. It is proposed that the Board consider adopting the dimensions of quality
identified by the Kings Fund and ask the GP Quality Group to determine an
effective way of monitoring quality in general practice with an overall aim of
continuous quality improvement.
13. The Primary Care Trust information (and associated report considered by the
Trust in May 2011) shows that our 38 practices generally have high quality and
outcomes. The report does, however, identify differences in quality across
practices. Part of our role will be to highlight this variation and through systems
such as peer review and clinical audit, support practices to address them. We
should also focus on identifying and sharing examples of good practice.
Cervical Screening
14. The overall target of 80% is measured against all eligible female patients aged
25-64 years. This can be broken down further into two cohorts: 25-49 years and
50-64 years, with different recall periods. A review of the two age groups
identifies greater uptake in the older age group. This can mask poorer uptake in
the lower age group. Practices were therefore asked to compare their uptake in
both age groups against the 80% target.
15. In 33 practices the uptake rate in the 25-49 years cohort is below the 80%.
However 18 practices have improved their position on March 2009. Only four
practices have either reached or exceeded the target in 2010.
16. Practices are more able to screen patients in the 50-64 year age group. 18
practices either exceed or meet the 80% target for the group. However of
concern is that in 27 practices uptake in 2010 is lower than in 2009.
17.

Practices have many strategies in place to assist them in screening such as
letters to patients, computer prompts, notices, and electronic message boards.
However for some patients it is often hard to encourage them to undergo
screening. One practice suggested that a joined up approach to encouraging
practices across the area may be beneficial.

18.

All practices have carried out an audit of cytology inadequacy rates. 14
practices organised additional cytology training to support individuals with high
inadequacy rates. 13 of which demonstrated an improvement in the overall

Quality Improvement in General Practice
West Cheshire Health Consortium Board Meeting
21/07/11

5

AGENDA ITEM NO: WCGPCB/07/11/13

practice average inadequacy rate. The majority of practices continuously monitor
individual practitioner inadequacy rates.
Childhood Immunisations
19.

The national target for the Measles, Mumps and Rubella uptake rate is 90%
and the World Health Organisation “herd immunity” rate is 95%. Whilst 26 meet
or exceed the national target at March 2010, only 14 of these also meet or
exceed the herd immunity rate of 95%.

20.

Similarly for the Pre School Booster twenty nine practices meet or exceed the
target at 90% at March 2010, whilst only 17 meet or exceed the herd immunity
target of 95%.

21.

Excellent strategies continue to be in place to assist practices with immunising
children, however a number of barriers were identified: poor data quality to
support the recall system with regards to patients living in Wales and Shropshire,
patient choice where one patient refusing to be vaccinated can disproportionately
affect the level of immunisation against the target, specific populations such as
travellers and problems with the child health recall system. As noted last year
some practices feel it is hard to achieve the Measles, Mumps and Rubella target
due to public opinion being swayed by the now discredited publicity.

Mammography Screening
22.

The national target for mammography screening is 70% and in all but one
practice this standard is achieved. Although not required to actively chase
patients, some practices go over and above what is required in order to
encourage uptake.

23.

Strategies used to encourage mammography uptake includes prompts on
medical records, posters in waiting room, writing to patients and following up
patients who fail to attend screening.

Bowel Cancer Screening
24.

The national target for Bowel Cancer Screening is 60% and 17 practices
either met or achieved this. As with mammography a number of practices go over
and above what is required of them and actively encourage patients to attend
using the following strategies: posters in waiting room and patient toilet, patient
leaflets, contacting patients who have not opted in to screening, recording
prompts in the patient’s clinical record and coding of non-attendees.

25. Clinical Audit
26.

Most clinical audit seems to happen in training practices and there is wide
variation in topics and number of audits completed overall. Practice responses
show changes acting on the results of the audits. These include:
•
•

Patient tests or medication being initiated
Improved recording of anti-coagulation monitoring
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•
•
•
•
•
•
•
•
•

Patient satisfaction surveys & patient information leaflets
Changes in antibiotic prescribing
Improve end of life care planning
Practice policy for follow up and treatment post operatively produced
Education for all GPs regarding referrals for DEXA scanning
Initiation of specialist review for patients with adult congenital heart
disease and clear protocol in place for the identification of patients new to
the practice or with a new diagnosis
Patients with Irritable Bowel Disorder now have reminder for colonoscopy
from 10-15 years of diagnosis of disorder. Protocol now in place to ensure
all new diagnoses are added to register and lead doctor informed.
Lithium patients monitored more closely in respect of renal and thyroid
function in line with NICE guidelines
For patients with single fasting glucose tests greater than 7 in the last 12
months - audit focused attention on the follow up of a particular cohort of
patients, 2 of whom have had diagnosis confirmed.

Home Oxygen
27.

There is no clear local process for the review and monitoring of patients
provided with oxygen for use at home. Practices were asked to review a list of
patients from the oxygen supplier to determine if these patients are being seen in
primary care. The patients level of oxygen use was also shared with practices
following a review of the data which suggested a number of patients are under
using oxygen and a number are over using, against the original home oxygen
order form (which in some cases may have been completed a number of years
ago.)

28.

Many practices reported problems with the data quality and patients being
included on their list when they are not registered at that practice.

29.

The majority of practices code the patients home oxygen therapy in the
patient’s medical record, thus allowing identification of patients. Whilst 9 indicated
that they hadn’t done this in the past, all recognised the need to do this and plan
to implement. There is confusion on the process and mixed levels of
understanding in the following areas:
•
•
•
•
•
•
•

Completing a home oxygen order form
Ordering light weight equipment
Initiating home oxygen for a palliative patient
Amending a patients home oxygen supply
Stopping a patients home oxygen supply
Completing an urgent order i.e. delivery within four hours of request
Supporting children who need home oxygen
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PATIENT EXPERIENCE
Patient Survey Results
30.

Ipsos-MORI have published the results of the national GP patient survey.
Overall, patient satisfaction with GP service remains high with the Consortium’s
practices out-performing the national results. In West Cheshire:
a. 96% of patients have trust and confidence in their doctor
b. 93% are satisfied with the care they receive at their surgery
c. 92% of patients say their doctor gives them enough time
d. 88% would recommend their surgery to someone who moved to the local
area

31.

There are a number of issues highlighted from the survey:
a. 25% of patients would like to book appointments online but only 2% do
b. 32% do not know how to contact their GP out of hours (varies from 17% to
52% not knowing

Practice Websites
32.

A recent Department of Health review (2010) identified poor quality websites
across the NHS with General Practice identified as having the poorest quality and
greatest variation. Thirty one practices indicated that they have a website, whilst
7 stated that they do not.

33.

Practices were asked to review their websites against a list of criteria and
whilst most websites had the majority of information available in some form,
variation in content and quality is apparent. For example only 11 websites clearly
shows the date it was last updated (with one containing out of date information)

34. There is potential for practise websites to be vastly improved with on-line booking
of appointments, patient information leaflets, a carers section and a section on
the services available from the Community Pharmacy.
The Surgery Setting and Waiting Room
35. All practices appear to be well sign posted, adequately lit, accessible for patients,
have waiting rooms that have adequate seating, are clean and well-decorated,
have accessible toilets and provide patient leaflets. A number of practices have
identified problems with car parking spaces that are outside the control of the
practice.
36. Practices were also asked if they offered a text messaging service. Two stated
that they have introduced this to provide appointment reminders and health
promotion campaign reminders. A further four practices are considering the use
of such a service.
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Complaints
37. When a complaint is made all practices continue to discuss the complaint across
the team and act on the results to minimise the complaint occurring again.
38. A number of practices demonstrate learning from complaints and making
changes to help prevent reoccurrence. For example:
a. Amendment to the “choose and book” covering letter
b. Improved the system regarding change of address and out of area
protocol
c. Procedure to keep track of non-registered babies who have recently been
born
d. Staff triage protocol for pyrexial children
e. Alerts on screen if patients give consent for messages to be left on answer
phones
f. GP education on management of severe headaches
g. More informative approach to keeping patients informed of the clinical
guidelines that are being followed in their treatment pathways
EFFECTIVENESS OF CARE
Quality and Outcomes Framework Achievement
39.

Quality and Outcome Framework achievement remains high year on year.
Practices are also in agreement on those disease areas that remain harder to
achieve:
a. Depression - completing the PHQ-9 scores due to patients failing to return
b. Chronic obstructive pulmonary disorder care
c. Dementia care

40. Some also acknowledged the need to improve case finding for diagnoses such
as hypertension, dementia, chronic obstructive pulmonary disorder and obesity.
Hypertension
41. There is wide variation in hypertension prevalence per practice. Seventeen
practices reported that their prevalence rate has increased from the previous
year. However predicted rates for hypertension suggest that patients are missing
from practice registers.
42. In the main patients are identified opportunistically, however the following
mechanisms are also in place to assist with this:
•

All new patients undergo a full health check including a hypertension check

•

Home blood pressure monitors are available

•

Clinical system searches to identify patients for review
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•

Targeting of specific patient groups

•

Liaison with local pharmacy who also take blood pressure

•

Annual hypertension screening week

•

Identifying a lead clinician for hypertension

43. In the last year, one practice has implemented a hypertension screening week,
three have implemented opportunistic blood pressure monitoring, two carry out
searches on the clinical system and one practice has bought home blood
pressure monitors
Diabetes
44. The variation in the prevalence of diabetes per practice is small. The gap
between predicted prevalence rates and actual prevalence rates is also small
with 23 practices reporting that their prevalence rate has increased from the
previous year. A number of mechanisms remain in place to assist in the
identification of patients and the maintenance of patients with HbA1c (7 or less in
the previous 15 months.)
•
•
•
•

Screening of obese patients with BMI > 30
Lower threshold of random blood sugar test that triggers requirement for
glucose tolerance testing
Audit of patients taking beta blockers and thiazide diuretics to identify
those at high risk
Clinical system highlights last glucose greater than 7 in non-diabetic
patients

45. The practice with the highest prevalence rate for diabetes noted that this is due to
active case finding and the active monitoring of patients in the pre-diabetes
stage.
Atrial Fibrillation
46. The variation in the prevalence of atrial fibrillation per practice remains small.
Compared with the England average prevalence, West Cheshire has a higher
rate. A number of mechanisms remain in place to assist in the identification of
patients:
•
•
•
•
•
•
•

In-house electrocardiogram machines
Pulse rate and rhythm assessment included in hypertension management
reviews
Cardiac review
Diabetes review
Excess alcohol review
Hyperthyroidism review
Pulse rate and rhythm assessment is also included in checks in patients aged
40-74 years
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47. Local Quality and Outcomes Framework data illustrates that the uptake of either
anti-coagulation or anti-platelet therapy is high.
48. In completing this exercise some practices identified patients for a therapy
review. However a number identified that the recording of anti-coagulation and
anti-platelet therapy could be improved upon, whilst also recognising how difficult
this can be for patients who purchase this therapy over the counter.
Cancer and Palliative Care
49.

Of the 591 new cancer diagnoses made since the 1st April 2010, 326 (55%)
were made using the cancer fast- track system. There are however, many
different routes to cancer diagnosis. For example 107 patients (18%) were
identified via a routine referral, 57 (10%) via a screening programme, 29 (5%) via
an attendance at Accident and Emergency and 72 patients (12%) via another
route such as private scan, under long term care for another condition or by the
dentist.

50. Practices offer a high standard of care in following up patients with a new cancer
diagnosis and in offering patients a review. Nearly all report discussing the health
needs, treatment, physical support needs and psychological support needs of the
patients within the review. Fewer include the needs of the patient’s carers and
some practices identified this as an area for improvement, acknowledging that
the patient and their carer may not always be registered at the same practice.
51. All practices carry out multi-disciplinary team meetings. Whilst there is variation in
the frequency of these meetings nineteen meet quarterly as required under the
Quality and Outcome Framework, whilst the remainder meet more often. The
majority also include representation from either the District Nursing team or
Palliative Care Nurse.
Dementia
52. The variation in the prevalence of dementia per practice is small but predictive
prevalence rates continue to suggest that patients are missing from practice
registers. Fourteen practices reported that the number of patients with dementia
has increased since the previous year.
53. Many practices are committed to the use of the Alzheimer’s Society “This is me”
leaflet. Designed to support patients going into hospital, it allows patients and
their carers to share information and assist in a smooth transfer of care between
services. Ten practices stated that the leaflet had already been included in their
carer’s information pack and a further twenty committed to adding it.
54. Table 1 illustrates the areas discussed as part of the dementia care review. The
majority of practices include a discussion on disease progression, physical health
symptoms, medication and mental health as part of their dementia care review.
Where practices haven’t included a discussion on nutrition or fluid take most
indicated that this would now be added. Six practices stated that they included all
areas.
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Table 1:

Content of Dementia Care Review

Carer

Patient

Area for review
Disease progression
Physical health – concurrent symptoms
Mental Health e.g. depression
Nutrition
Fluid intake
Medication
Falls prevention / adaptations to assist
Information Needs
Carer support needs
Information needs

Number of practices with area included
within the Dementia Review
Included
To be added
32
1
36
55. 1
32
3
22
11
22
9
34
1
20
13
22
9
28
7
24

9

Chronic Kidney Disease
56. There is wide variation in chronic kidney disease prevalence per practice and
predictive prevalence rates for chronic kidney disease suggest patients are
missing from practice registers.
57. Whilst six practices stated that they used the local guidelines to assist them in
caring for their patients, some also stated that they referred to other guidelines
such as NICE guidance, Renal Association, Royal College of GPs and Bart and
London Trusts guidelines.
Chronic Obstructive Pulmonary Disorder
58. Eighteen practices reported accessing The Primary Care Respiratory Society
“First Steps” a web based resource which aims to assist practices in assessing
where they are with the management of COPD. Potential areas for improvement
identified by practices include:
• Screening of long term smokers
• Identification and categorisation of mild, moderate and severe COPD by
amending clinical template
• Ensue correct diagnosis recorded i.e. Asthma or COPD and that patients are
not placed on both disease registers
• Ensure spirometry protocol in line with NICE guidance
• Nurse training
Obesity
59. There is wide variation in the recording and prevalence of obesity. Ten practices
report a prevalence rate greater than the national average whilst 21 have a lower
rate.
60. A number of mechanisms remain in place to gather body mass index data and
offer opportunistic advice:
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a.
b.
c.
d.
e.

New patient questionnaire includes height and weight question
Opportunistic screen and offer advice
Computer prompts to identify patients at risk and prompt a discussion
Reception staff trained in signposting patients to services
Actively screen cohorts of patients e.g. chronic disease, contraception
clinics, elderly patients

Smoking
61.

A number of mechanisms remain in place to assist practices in obtaining
smoking status and offering advice. These include:
a.
b.
c.
d.

New patient questionnaire includes smoking status question
Prompts on patients electronic record
Opportunistic questioning & discussion
Reception staff are trained to ask smoking status and signpost to the
smoking cessation advice available
e. A smoking cessation service delivered by the practice

62. Twenty-seven practices reported that their local pharmacist offers a smoking
cessation service however only nine reported signposting patients to this service.
Alcohol -Brief Interventions Service
63. Twenty-four practices reported that they were delivering the alcohol brief
intervention service. Those practices who had not contracted to deliver the
service felt that the level of time required and the funding available outweighed
the benefits. Practices delivering the service have identified a number of barriers
to successful implementation:
•
•
•
•
•

Patient reluctance to participate or remain involved
Time constraints within surgery
Screening tools not embedded into practice
Time intensive which is not sustainable long term
Patients often present with multiple problems

64. In the main practices reported initiating screening tools on new patients
registering at the practice, patients presenting with gastric problems, young
patients aged between 16-30 years or those with a long term condition.
National Institute for Health and Clinical Excellence Guidance
65. Whilst all practices have a mechanism for disseminating National Institute for
Health and Clinical Excellence (NICE) guidance, a variety of approaches remain
in place:
a. Guidance is circulated to all GPs for review either via email or paper
b. Guidance discussed at weekly partner or monthly clinical meetings
c. National Institute for Health and Clinical Excellence guidance displayed on
the practices clinical governance notice board
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66. Three practices committed to improving the discussion of guidance in the practice
noting that whilst it was circulated to individuals the need to discuss the guidance
as a practice had been recognised.
67. In the main the guidance issued since February 2009 had been discussed and
implemented however it was difficult to identify the specific changes made in
practice, in response to the guidance.
GENERAL PRACTICE QUALITY IMPROVEMENT WORK PLAN 2011/12
68. As with NHS standard contracts, areas for improvement will be identified through
analysing trends in patient surveys/complaints, reviewing patient safety incidents
and significant event analyses and by benchmarking audit data against national
and regional data. Historically, the Primary Care Trust has also been able to
benchmark data with other “similar” PCTs (as identified by the Office of National
Statistics). The Consortium will be able to use this data as we are broadly
coterminous with the PCT.
69. For 2011-12 the Quality and Outcomes Framework will continue to provide
assurance on the quality of care. This framework includes a new group of quality
and productivity indicators which have been aligned locally to support the delivery
of the Consortium’s commissioning plan.
70. A number of new national requirements for general practice have been
introduced in 2011 that will also provide quality assurance: a patient participation
directed enhanced service and registration with the Care Quality Commission.
Quality Incentive Scheme
71. The introduction of a local quality incentive scheme allows the 38 practices in
West Cheshire Health Consortium to work together on areas that improve patient
care. Through engagement with practices a scheme has been developed which
focuses on patient safety, clinical effectiveness and patient experience.
Patient Safety – Preparation for Care Quality Commission Registration
72. From the 1st April 2013 general practices will be required to register with the Care
Quality Commission. Whilst the exact requirements for practices remain under
negotiation with the British Medical Association, practices are keen to begin work
in this area to ensure successful registration and evidence compilation.
Clinical Effectiveness – Clinical Audit
73. The Kings Fund report identifies the key areas where variation between practices
exists and where improvements could be made:
• Quality of diagnosis, referral and prescribing
• Management of acute illness
• Management of people with long term conditions
• Promoting health and preventing ill health
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74. The topics to be developed also reflect many of the key areas outlined in the
Consortiums Commissioning Plan:
• End of Life Care
• Quality of referral letters
• Heart Failure care against NICE guidance
• Diabetes care (including patient education)
• COPD and long term steroid use
• Coronary heart disease against NICE guidance
• Opportunistic undetected raised blood pressure
Patient Experience
75. As already reported, the majority of our practices have a website in place which
includes most basic information about the practice. The launch of the national
patient participation enhanced service requires practices to post results of their
patient surveys on their website. This highlights the growing importance of
practices using websites as a communication and marketing tool.
76. The GP practice managers have agreed that local website standards should be
consistent across all 38 practices. The standards will be developed over the
summer and implemented in autumn 2011.
77. The practice managers have agreed that all website should include a number of
topic areas including:
• How to get involved
• Having a baby
• Childhood immunisation
• Sexual health
• Encouraging flu vaccination
SUPPORTING A QUALITY IMPROVEMENT CULTURE
78. The Consortium will adopt existing PCT reports regarding the quality of general
practice whilst they agree future priorities. Existing information will include:
• Cervical screening uptake and inadequacy rates
• Childhood immunisation uptake
• Expected prevalence versus actual prevalence (number of patients) for
specific disease areas
• Quality and Outcome achievement and exception reporting
79. We will also review the PCT’s “Quality Profile,” to ensure it is fit for purpose. The
Quality Profile has been produced utilising data from 2008-11. Whilst the
indicators used have been reviewed annually a number have been consistently
used. This has allowed a year on year comparison which is shown in Appendix 1
for information.
80. The Kings Fund (2011) discusses the risks and benefits of such a tool which in
other areas of the country has been called a “scorecard.” Whilst it is recognised
that providing data in this way raises many questions regarding data quality and
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appropriate standard setting, it can be a useful tool to initiate discussion. It is
suggested that this approach is further developed during 2011/12 with an initial
review of the indicators. This should be led by the GP Quality group with the
agreement of the Board to develop this as a quality improvement tool.
81. It is important to create an environment within which quality improvement can
flourish. Information produced and used by the Consortium must be shared with
GPs to increase awareness of the variation in quality of care.
82. It is also important that GPs lead the quality agenda and to this end we have
asked Dr Andy McAlavey to lead on primary care quality with support from Dr
Carole Holme (city locality), Ged Faulks (Ellesmere Port and Neston) and
Jonathan Gregson (Rural locality)
SUMMARY
83. The current transition period presents an exciting opportunity for clinicians,
managers and patients to work together to improve the quality of care. It is
important to lay the foundations of a quality improvement culture via engagement,
the timely review of accurate data and leadership.
84. Whilst the work outlined in this report is the focus for 2011/12, there is a need to
ensure the initiatives for 2012/13 are discussed and developed early to facilitate a
smooth transition and to maintain the focus on quality improvement.

Dr Andy McAlavey
GP Quality Lead
July 2011
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Appendix 1 Local Performance over the Last Three Years
Performance Indicator

Target

% women aged 25-49 screened for
cervical cancer in last 3 years ( 3Q)
% women aged 50-64 screened for
cervical cancer in last 5 years ( 3Q)
% smears taken at practice which
were inadequate (4Q)
% women aged 53-64 screened for
breast cancer in the previous 3 years
(2Q)
% children who reached their 2nd
birthday immunised for MMR (3Q)
% children who reached their 2nd
birthday immunised for MenC (3Q)
% children who reached their 2nd
birthday and received 5 in 1 (3Q)
% children who reached their 5th
birthday and received pre-school
booster (3Q)
% patients on hypertension register
% patients on obesity register
% patients on COPD register
% patients on coronary heart disease
register
% patients aged 17+ on the diabetic
register
% patients on Atrial Fibrillation
register
% patients on the dementia register
% patients on the chronic kidney
disease register
% patients with specified condition
with smoking status recorded in last
15 months
% with blood pressure 150/190 or less
in previous 9 months
Cancer % cancer diagnosed in last 18
months with record of review within 6
months of receiving diagnosis
Diabetes% where last HbA1c is 7 or
less in previous 15 months
Number of incidents reported on
DATIX
Number of practices with a high
number of good quality Significant
Events Analysis

Quality Improvement in General Practice
West Cheshire Health Consortium Board Meeting
21/07/11

2009-10

80%

2008
-09
63%

73%

2010
-11
72%

80%

81%

79%

78%

Less
than 3%
70%

3.6%

2.9%

1.9%

82%

82%

81%

95%

Different data
source

90

94

95%

Different data
source

95

95

95%

Different data
source

97

97

95%

Different data
source

92

92

Eng Av
Eng Av
Eng Av
Eng Av

14%
7%
Not in profile

14.1%
8.0%
1.6%
3.8%

14.3%
10.6%
1.6%
3.7%

Eng Av

Not in profile

5.1%

5.5%

Eng Av

Not in profile

1.8%

1.8%

Eng Av
Eng Av

Not in profile
Not in profile

0.5%
3.7%

0.6%
3.7%

90%

95%

95%

96%

70%

80%

80%

81%

90%

95%

95%

95%

50%

Not in profile

58%

58%

1850

490

759

786

Not in profile

15

18

Not in profile

(50 per
practice)

37
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BOARD REPORT
DATE OF BOARD MEETING: 21st July 2011
TITLE OF REPORT:

Finance and Contracting Report

KEY MESSAGES:

•
•
•

West Cheshire GP Consortium Board has a
delegated budget of £291 Million.
At the end of May 2011 the Consortium is
overspent by £689,000 although this is mitigated
by reserves yet to be delegated.
The Consortium has a QIPP delivery plan of
£10.2 million.

Does this report / its recommendations have implications and
impact with regard to the following:
A.
Consortium Aims and Objectives
1. Quality (including patient safety, clinical effectiveness and patient
experience) – please outline impact

No

2.

Commissioning Of Hospital And Community Services – please
outline impact

No

3.

Commissioning and Performance Management of GP Prescribing
– please outline impact

No

4. Delivering Financial Balance – please outline impact
Yes
Report reflects the level of delegated budget and the financial position at
the end of May 2011.
5. Development Of The Consortium as a Commissioning
Yes
Organisation – please outline impact
Provides greater understanding of financial outlook.
B.
Governance – please outline impact
Yes
1. Does this report:
• provide the Commissioning Board with assurance against any
of the risks identified in the assurance framework (identify risk
number)
• have any legal implications
• promote effective governance practice
Report provides assurance on delivery of QIPP. DN: there is a
separate report on QIPP also providing assurance
Finance and Contracting Report
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21 July 2011
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2.

Additional resource implications
(either financial or staffing resources)

No

3.

Health Inequalities

No

4.

Human Rights, Equality and Diversity Requirements

No

5.

Clinical Engagement
Has this report been developed with clinical input and do local
clinicians support the report’s recommendations?

No

6.

Patient and Public Engagement

No

REPORT PREPARED BY:

Gareth James
Director of Finance (interim)
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WEST CHESHIRE GP CONSORTIUM BOARD
FINANCE AND CONTRACTING REPORT
PURPOSE
1.

The purpose of this report is to update the West Cheshire GP Consortium Board
on the progress made on the delegation of Primary Care Trust budgets to the
Consortium and financial performance against the delegated budget at the end of
May 2011.

ACTIONS
2.

The Board is asked to:
a) Note the progress to delegate Primary Care Trust financial budgets to the
Consortium.
b) Agree the revised Consortium delegated budget.
c) Note financial performance against the Consortium’s delegated budget at the
end of May 2011.

BACKGROUND AND INTRODUCTORY COMMENTS
3.

In March 2011 the NHS Western Cheshire Board approved its 2011/12 financial
budget totalling £413.3 million, approximately 60 per cent of which was delegated
to the West Cheshire GP Consortium Board. During April and May the level of
budget delegated to the Consortium has increased to almost 70 per cent.

4.

The 2011/12 Primary Care Trust Operational Plan recognised QIPP savings of
£15 million, £10 million of which are the responsibility of the Consortium. Progress
against the delivery of this target is managed by the Commissioning Delivery
Group and monitored by the Commissioning Delivery Committee. These savings
need to be delivered in full if the Consortium is to operate within its delegated
budget and, therefore, support the Primary Care Trust in achieving its financial
duties. A separate paper to the Board sets out the plans for realising savings
through quality, innovation, productivity and prevention schemes (QIPP).

DELEGATION OF BUDGETS TO WEST CHESHIRE GP CONSORTIUM BOARD
5.

During April and May 2011 a greater understanding of the roles and
responsibilities of the new commissioning organisations has been developed with
further clarity on other Primary Care Trust budgets yet to be delegated. At a recent
meeting of relevant commissioning stakeholders discussion took place over the
most relevant commissioning destinations for all budgets.
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6.

Following this meeting and subsequent discussion at the Consortium Executive
Committee it is now proposed that the level of budget delegated to the Consortium
increases to approximately 70 per cent of the total Primary Care Trust resource
encompassing the following budget areas:
•
•
•
•
•
•

Primary care – Enhanced services.
Care in the community.
Learning disabilities.
Re-ablement funding.
Community equipment.
Grants to voluntary bodies.

7.

Appendix A reflects the levels of budgetary responsibility for each budget area.
The remaining 30 per cent of the Primary Care Trust’s budget will remain with
NHS Cheshire, Warrington and Wirral which, at present, includes business and
commissioning support and health and wellbeing.

8.

Approximately £21 million reserves are currently being held by NHS Cheshire,
Warrington and Wirral, the majority of which are already earmarked. The
Operational Plan also set aside significant sums in respect of ‘system reform’ and
national commitments. It is envisaged that these sums will be accessed by the
Consortium as and when required.

9.

In addition, approximately £3.3 million reserves have been delegated to the
Consortium, in the main, relating to quality payments to NHS and Foundation
Trusts and £0.5 million Consortium development funding.

10.

The budget delegated to the Consortium currently covers all practices within the
NHS Western Cheshire boundary. Discussions are at an advanced stage with one
practice and it envisaged that this practice’s ‘fair share’ of the total budget will be
excluded from the Consortium budget in the near future.

FINANCIAL POSITION AS AT 31st MAY 2011
11.

At the end of May 2011 NHS Western Cheshire was underspent by £328,000
representing 2 months of the agreed year-end control total. Early indications are
that significant progress is being made against the QIPP savings target. However,
there is currently a gap of £4 million between agreed QIPP plans and the level of
savings required.

12.

Appendix A analyses the financial position across the Consortium’s delegated
budget. Within the overall Primary Care Trust financial position the Consortium is
reporting an overspend of £689,000 reflecting 2 months of the shortfall against the
QIPP savings plan. This shortfall is currently being mitigated by reserves held by
NHS Cheshire, Warrington and Wirral.
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13.

Further details on each of the material delegated budgets are provided in the
following paragraphs.

NHS SECONDARY CARE
14.

At the end of May 2011 there is an overspend against NHS secondary care
contracts of £751,000. Appendix B analyses this position against all contracts. By
far the biggest contract is with the Countess of Chester NHS Foundation Trust.
After 2 months, this contract is overspent by £135,000, mainly on high cost drugs
and non-elective activity with a small underspend against the planned care
element of the contract.

15.

The currently reported position assumes that approximately £6 million QIPP
savings will be delivered with a further £4 million savings where the plans are
currently not developed. The latter is the reason behind the financial pressure at
the end of May. The Primary Care Trust also has contracting reserves of
approximately £3 million.

PRIMARY CARE – ENHANCED SERVICES
16.

It is proposed that £1.9 million enhanced services will be delegated to the
Consortium. Appendix A reflects the fact the £0.5 million QIPP saving target is not
currently being delivered.

PRIMARY CARE PRESCRIBING
17.

After 2 months of the financial year 2011/12 it is reported that the primary care
prescribing budget is balanced and that the £2 million QIPP savings target is
being delivered. Prescribing data is notoriously unreliable during the early months
of a financial year and, therefore, the usual profiling methodologies are yet to be
used during 2011/12. Although early indications are encouraging there is a
significant element of risk relating to the potential increase in costs, in particular
relating to dementia drugs.

STRATEGIC COMMISSIONING (JOINT COMMISSIONING)
18.

Strategic commissioning budgets cover a wide range of services that are
commissioned jointly with either the local authority or the voluntary sector.
Following GP Consortium Board approval, these budgets will be delegated to the
West Cheshire GP Consortium Board. Appendix A reflects that at the end of May
2011 these budgets are reporting an underspend of £98,000. The key areas
impacting on this financial position are described as follows:
•

Care in the Community (including continuing healthcare). Following 2
months of expenditure the care in the community budget is underspent by
£98.000. In addition to a QIPP savings target of £0.5 million, the 2011/12
Operational Plan allowed for potential growth in costs of £1 million. At the end
of May it appears that this growth is yet to materialise.
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•

Learning disabilities. The majority of learning disabilities funding has been
transferred to the local authority under the ‘Valuing People Now’ initiative. The
budget remaining will be transferred to the Cheshire and Wirral Partnership
Foundation Trust for the learning disabilities element of that contract.

•

Re-ablement. The 2011/12 Operational Plan set aside the nationally
prescribed sum for re-ablement services. This has now been delegated to the
Consortium. This funding will be used alongside additional health funding that
has been passed to the local authority. It is envisaged that this will contribute
to treating patients outside of hospital, where appropriate, and, therefore,
contribute to the QIPP agenda.

•

Grants to voluntary organisations. During 2010/11 there was an increased
expenditure on grants. Work has been undertaken to return expenditure to
levels from previous financial years.

QUALITY, INNOVATION, PRODUCTIVITY AND PREVENTION (QIPP)
19.

As described throughout this report, there is a requirement during 2011/12 for the
Consortium to generate approximately £10 million QIPP savings against its
delegated budget. A QIPP delivery plan has been developed and can be
summarised as follows:
Service Area
Making urgent care systems work effectively
Supporting long term conditions
Primary Care
Delivering high quality planned care
Mental well-being
Other local schemes
Other schemes
Total

20.

£m
1.233
0.610
0.300
2.600
1.268
0.100
4.089
10.200

Performance against this delivery plan will be managed by the Project Delivery
Group where project leads will be regularly challenged on assumptions behind the
reported position. Regular reports will be provided to the Commissioning Delivery
Committee which will oversee performance on behalf of the Consortium Board.

SUMMARY AND RECOMMENDATIONS
21.

Significant progress has been made against the Consortium’s QIPP savings
target. However, at the end of May 2011 there is a shortfall of approximately £4
million which, not addressed, will leave a year-end financial pressure of £4 million.
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22.

The Board is asked to:
a) Note the progress to delegate Primary Care Trust financial budgets to the
Consortium.
b) Agree the revised Consortium delegated budget.
c) Note financial performance against the Consortium’s delegated budget at the
end of May 2011.

Gareth James
Director of Finance (interim)
July 2011
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Appendix A

West Cheshire Health Consortium
Financial Performance against Delegated Budgets - May 2011

Budget Description

Annual Budget
£000

Secondary Care:
NHS contracts
Mental Health and Community Services
Other Healthcare Agreements
ISTC
GP led Urgent Care Unit
Specialised and Collaborative Commissioning
Sub-total - Secondary Care

Over/(under)
Budget to May Expenditure to
spend to May
'11
May '11
'11
£000
£000
£000

166,301
49,337
3,969
841
1,616

26,362
8,223
661
841
269

26,902
8,434
640
841
270

540
211
-22
0
0

222,064

36,357

37,086

729

1,891

315

391

76

40,200

6,700

6,700

0

42,091

7,015

7,091

76

16,542
1,890
724
399
1,141

2,757
315
120
67
794

2,659
315
120
67
794

-98
0
0
0
0

20,696

4,052

3,954

-98

Corporate Services

2,907

482

464

-18

Earmarked Sums/Reserves

3,330

0

0

0

Total Operating Cost
Resource Limit
Total PCT (-)Surplus/Deficit

291,088
291,088
0

47,907
47,907
0

48,596
47,907
689

689
0
689

Primary Care:
General & Personal Medical Services
Enhanced Services
Dental Services
Prescribing
Pharmacy Contract
Home Oxygen
Opthalmic Services
Sub-total - Primary Care
Strategic Commissioning:
Care in the Community
Learning Disabilities
Re-ablement
Community Equipment
Grants to Voluntary Organisations
Health Promotion
Sub-toal - Strategic Commissioning
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Appendix B
West Cheshire Health Consortium
Secondary Care Contract Analysis as at 31st May 2011

Full Year
Budget
Trust
Lead Organisation
Value
Trust 1,723
5 Other jm Aintree University Hospitals NHS Foundation
FT
5 Other sw Betsi Cadwallader
NHS
1,773
im
5 Other kw BPAS
Other
103
419
5 Other im Central Manchester
FT
5 Other im Cheshire & Wirral MH Partnership NHS FTFT
49,889
566
5 Other jm Christie
FT
5 Other jm CCO
FT
6,361
1 Countessam
of Chester
Countess of Chester Hospital NHS Foundation
FT Trust
120,691
2
5 Other kw Family Planning Service
Other
ISTC
ISTC
5,423
59
5 Other im Leeds Teaching Hospitals NHS Trust NHS
5 Other kw Liverpool PCT Provider
PCT
0
Trust
FT
481
5 Other sw Liverpool Women's Hospital NHS Foundation
Trust
5 Other im Manchester Health & Social Care NHSNHS
4
2 Mid Cheshire
im Mid Cheshire Foundation Trust
FT
5,932
im Non Contracted Activity
NCA
1,500
North Cheshire Hospitals
3 North Cheshire
jm Hospital
NHS
3,489
5 Other sw North Staffordshire University HospitalNHS
429
5 Other im North West Ambulance Service
NHS
6,411
5 Other im Pennine Acute / North Manchester NHS
41
PP
130
sw Out of Area Treatments / Private Providers
sw New Providers /Cost per case / Contract
ConExclusions
Excl
2,278
5 Other sw Robert Jones & Agnes Hunt NHS Trust
NHS
2,155
Trust
5 Other sw Royal Liverpool & Broadgreen University
NHSHospitals NHS3,407
5 Other im Salford Royal
FT
73
5 Other sw Shrewsbury & Telford Hospitals NHS Trust
NHS
169
5 Other kw Shropshire Community
PCT
125
Trust
5 Other im South Manchester University HospitalsFTNHS Foundation 375
5 Other jm St Helens & Knowsley
NHS
403
KW St Helens PCT
PCT
149
5 Other kw Stoke on Trent PCT
PCT
20
5 Other kw Telford & Wrekin
PCT
3
im
4 Wirral Hospital
am Wirral Hospitals NHS Foundation TrustFT
15603
5 Other kw Wirral PCT
PCT
541
5 Other im Wrightington, Wigan & Leigh
NHS
220
6 Risk NEL
Contracting Reserve
Contract
1,637
Contracting Reserve - Readmissions
1,182
Contracting Reserve - QIPP
Contract
-9,843
Total
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223,922

Budget
287
296
0
17
70
8,315
94
1,060
19,285
0
904
10
0
80
1
989
250
581
72
1,069
7
22
380
359
568
12
28
21
63
67
25
3
0
0
2,601
90
37

Actual

Variance
282
296

2,601
90
25
0

-5
0
0
-10
0
0
-11
60
135
0
0
0
0
-31
0
0
-20
-45
-23
11
0
33
-30
66
0
0
-7
-10
1
-21
0
2
1
0
1
0
-12
0

-1,641

-974

667

36,020

36,772

751

7
70
8,315
83
1,120
19,420
0
904
10
49
1
989
230
536
49
1,079
7
55
350
425
568
12
21
11
63
46
25
5
1

Actual Month Used in Forecast
April
No Contract Yet

April
April
April
April
April
estimate
April
April
April
April
April
April
April
April
April
May
April
April
no info received as at 08/06/11
April
April
no info received as at 08/06/11
April
April
no info received as at 08/06/11
no info received as at 08/06/11
no info received as at 08/06/11
no info estimate
no info received as at 08/06/11
April

2/12s of £4m non achieved QIPP
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BOARD REPORT
DATE OF BOARD MEETING:

21st July 2011

TITLE OF REPORT:

Quality, Innovation, Productivity and Prevention
(QIPP) Update Report

KEY MESSAGES:

The Consortium has developed a Quality,
Innovation, Productivity and Prevention (QIPP)
Plan for 2011/12 with around £10 million of
identified savings.
A governance and performance management
system has been put in place to support the
delivery of this plan.

Does this report / its recommendations have implications and
impact with regard to the following:
A.
Consortium Aims and Objectives
1. Quality (including patient safety, clinical effectiveness and patient
experience) – please outline impact
2011/12 QIPP projects which are aimed at improving patient experience

Yes

2.

Commissioning Of Hospital And Community Services – please
outline impact
2011/12 QIPP plans impact on acute and community services

Yes

3.

Commissioning and Performance Management of GP Prescribing
– please outline impact
Prescribing project plans included within 2011/12 QIPP Delivery Plan

Yes

4. Delivering Financial Balance – please outline impact
Delivery of QIPP Plan 2011/12 is crucial to achievement of financial
balance

Yes

Quality, Innovation, Productivity and Prevention Plan 2011/12
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5.

Development Of The Consortium as a Commissioning
Organisation – please outline impact
Ownership of QIPP agenda is an essential component of the
Consortium’s development as a commissioning organisation

Yes

B.
1.

Governance – please outline impact
Does this report:
• provide the Commissioning Board with assurance against any
of the risks identified in the assurance framework (identify risk
number)
• have any legal implications
• promote effective governance practice
Assurance of plans to deliver QIPP target in 2011/12

Yes

2.

Additional resource implications
(either financial or staffing resources)

No

3.

Health Inequalities

No

4.

Human Rights, Equality and Diversity Requirements

No

5.

Clinical Engagement
Has this report been developed with clinical input and do local
clinicians support the report’s recommendations?

No

6.

Patient and Public Engagement

No

REPORT PREPARED BY:

Rob Nolan, Head of Commissioning and Contracts
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WEST CHESHIRE GP CONSORTIUM BOARD
QUALITY, INNOVATION, PRODUCTIVITY AND PREVENTION (QIPP) UPDATE
REPORT
PURPOSE
1.

This report is to update the GP Consortium Board on the Quality, Innovation,
Productivity and Prevention (QIPP) Delivery Plan 2011/12

ACTIONS
2.

The board is asked to:
Note the update provided on the plans for QIPP Delivery in 2011/12 and to
confirm its support for the arrangements in place for ensuring delivery of
those plans

BACKGROUND
3.

NHS Western Cheshire has identified within its 2011/12 Operational Plan, that
following the implementation of the operating framework commitments and
other local planning assumptions, cost reductions of £15 million are required
in order for the Primary Care Trust to deliver its financial duties in 2011/12,
whilst supporting the anticipated demand for services. The financial strategy
for NHS Western Cheshire has also identified a need to achieve savings
through quality, innovation, productivity and prevention (QIPP) over the period
2011/12 to 2014/15 of £63 million

4.

For 2011/12 the West Cheshire GP Consortium Board has been granted
delegated authority for approximately 60% of the total Primary Care Trust
budget with a corresponding share of the QIPP savings target. The GP
Consortium Board’s share of the 2011/12 target is approximately £10 million.
The anticipated share of the QIPP target over the 4 year period is £52 million.

5.

In order to formulate its QIPP plans for 2011/12, the GP Consortium Board
decided to follow a bottom-up approach rather than assigning savings targets
on a pro-rata basis across allocated budgets. A QIPP ‘Star Chamber’ was
held in March 2011 – chaired by the Consortium’s Vice Chair – at which
heads of service, supported by GP leads for their commissioning areas,
presented their QIPP plans for 2011/12. These plans were then reviewed and
prioritised to form a Consortium QIPP Delivery Plan for 2011/12.

6.

The QIPP Delivery Plan has been continually refined over the first quarter of
2011/12. In part, this has been driven by the highly detailed reporting required
by the Strategic Health Authority. The Delivery Plan contains detailed
milestone plans and key performance indicators for each of the identified
projects.
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7.

A summary of the QIPP Delivery Plan is set out below. Details of projects
within the individual programmes can be found at Appendix A.

8.

A central feature of the Consortium’s approach to QIPP has been the
emphasis placed on clinical leadership and clinical engagement in developing
the QIPP plans. For example, in January this year, a QIPP workshop was
held focusing on the key challenges facing this health economy. The
workshop was clinically-led and was attended by a wide-range of practitioners
from primary and secondary care. GPs are taking a leadership role in a
number of the projects identified in the QIPP delivery plan.
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DELIVERY OF QIPP PLANS
9.

In February 2011, the following structure for decision making and reporting in
respect of the QIPP programme was established:

QIPP Committee

QIPP Projects

10.

Delivery & Co-ordination

Co-ordinated Operational QIPP Delivery via Project Delivery
Group

Accountability

Consortium Board

This means that performance management of the QIPP programme takes
place at three levels:
a) Strategic – led by the Commissioning Delivery Committee
b) Managerial – led by the Project Delivery Group
c) Operational – led by the Consortium programme management office

Quality, Innovation, Productivity and Prevention Report 2011/12
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REPORTING
11.

Each month, the head of commissioning and contracts compiles a QIPP
delivery report for the Commissioning Delivery Committee. This includes:

•
•
•
•
•

Overall progress against QIPP delivery plan
A risk rating (RAG) of the potential for non-delivery of plans
Exception reporting on those QIPP projects that are at highest risk of nondelivery (against milestone plans)
Positive examples of progress on individual projects for the Committee’s
attention
A focus on the QIPP delivery plan’s key interdependencies - for example,
performance against acute sector contract plans – with a view to adjusting
individual QIPP plans (but not the overall requirement) on an in-year basis

12.

In line with its terms of reference, the Commissioning Delivery Committee
provides the minutes of its monthly meetings to the GP Consortium Board

13.

Twice monthly, heads of service provide a milestone report to the Project
Delivery Group on each of the QIPP projects in their remit. The report
contains an update on progress against milestone targets; a description of
any barriers to delivery; and a RAG (Red, Amber, Green) rating for projects.
These reports form a key part of the QIPP Delivery Report each month to the
Commissioning Delivery Committee (see paragraph 11 above)

HEALTHCARE REFORM PROCESS
14.

The diagram below sets out the overarching key processes for healthcare
reform in West Cheshire. This system is based on the key principle of
maintaining a systemised approach to reform, decisions and implementation
in respect of delivery of the QIPP agenda. As described above, the Project
Delivery Group, Commissioning Delivery Committee and Consortium Board
are the key decision-making points in the system.
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WEST CHESHIRE HEALTH
CONSORTIUM

Service
Reviews

Partners and
Stakeholders
Miscellaneous
(e.g. Annual
Plan/Strategy)

Mechanism
Decision

Consortium Board

Full Business Case

Case
Outlines

The CDC Committee

Public
Engagement

Project Delivery
Group/SMT

GP Networks

Reform Ideas (ideas@)

HEALTHCARE REFORM
Di
ag
PROCESS
no
st
Clinical Policy
ic
Development
Implementation
Reform
and
Research Proposals
Decommissioning

Contracts

Procurement

Primary
Care
Development

Process

15. The table below illustrates how proposals for reform have been considered within
the Consortium’s processes in 2011/12 to date:
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KEY RISKS
15.

In its consideration of the 2011/12 QIPP Delivery Plan, the Commissioning
Delivery Committee has identified three high-level risks to the achievement of
the plan

KEY RISK 1: URGENT CARE – HOSPITAL AT HOME PROJECT
16.

The key risk against this project is the re-negotiation of the existing contract
with the provider based on the need to demonstrate value within the current
contract and release resources within the contract for the Hospital at Home
scheme. This is particularly significant given the £750,000 savings target
associated with this project in the QIPP Delivery Plan. Negotiations are
continuing at a senior level to resolve the barriers to delivery of this project.

KEY RISK 2: MENTAL HEALTH – CHESHIRE AND WIRRAL PARTNERSHIP
PRIORITISATION PLAN
17.

The QIPP savings target for Mental Health is £1,268,000 in 2011/12 to be
delivered through the mechanism of the Cheshire and Wirral Partnership
(CWP) Prioritisation Plan. CWP has, as requested by the Consortium,
submitted a project plan for this. However, the trust has stated that the
delivery of the full extent of these savings in 2011/12 will be challenging. This
matter is being discussed with the trust at senior level.

KEY RISK 3: OTHER SCHEMES
18.

As noted above, there is a target of around £4 million savings to be delivered
from other schemes. In order to address this, the Consortium commissioned
three projects from the Business Commissioning Support Unit. These were:

•
•
•
19.

A paediatric service review
An analysis of potential areas of low clinical benefit
An analysis to show where the health economy is an outlier in respect of
spend
We requested that these projects be completed by 6th July 2011 and the
Business Commissioning Support Unit has met this deadline. A detailed
analysis of these reports will take place as a priority in order that they can be
incorporated into the QIPP Delivery Plan for 2011/12

SUMMARY AND RECOMMENDATIONS
20.

This paper has set out our plans for delivery of the QIPP agenda in 2011/12.
Tables showing the individual QIPP programmes can be found at Appendix
A.

21.

The Board is requested to note the update provided on the plans for QIPP
delivery in 2011/12 and to confirm its support for the arrangements in place
for ensuring delivery of those plans.
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Rob Nolan
Head of Commissioning and Contracts
July 2011

Quality, Innovation, Productivity and Prevention Report 2011/12
West Cheshire Health Consortium Board Meeting
st
21 July 2011

7
-7

AGENDA ITEM NO: WCGPCB/07/11/15

APPENDIX A: QIPP PROGRAMMES
TABLE 1: URGENT CARE
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TABLE 2: PLANNED CARE
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TABLE 3: MENTAL HEALTH

TABLE 4: LONG TERM CONDITIONS
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TABLE 5: PRESCRIBING
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TABLE 6: COLLABORATIVE COMMISSIONING
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TABLE 7: OTHER SCHEMES
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BOARD REPORT
DATE OF BOARD MEETING: 21st July 2011
TITLE OF REPORT:

Performance report

KEY MESSAGES:

The Consortium Board will need to demonstrate
that it regularly reviews the national indicators
of performance.
The Consortium has agreed a Performance
Framework for 2011/12 and has asked the
Commissioning Support Unit to develop and
test approaches and solutions to its reporting
requirements.
Note the current position of the measures within
the NHS Operating Framework.
Support the integration of the Performance
Report and the Health Care Contracts
Performance Report as a single report from next
month onwards.

Does this report / its recommendations have implications and
impact with regard to the following:
A.
Consortium Aims and Objectives
1. Quality (including patient safety, clinical effectiveness and patient
experience) – please outline impact
2.

No

Commissioning Of Hospital And Community Services – please
outline impact
Performance against NHS Operating Framework will indicate
commissioning actions
3. Commissioning and Performance Management of GP Prescribing
– please outline impact

Yes

4. Delivering Financial Balance – please outline impact
Performance against NHS Operating Framework will indicate
commissioning actions
5. Development Of The Consortium as a Commissioning
Organisation – please outline impact

Yes

No

No
1

Performance Framework for 2011/12 and April 2011 Performance
West Cheshire GP Consortium Board Meeting
21st July 2011

AGENDA ITEM NO. WCGPCB/07/11/16

B.
1.

2.

3.

4.

Governance – please outline impact
Does this report:
• provide the Commissioning Board with assurance against any
of the risks identified in the assurance framework (identify risk
number)
• have any legal implications
• promote effective governance practice
Assurance of satisfactory monitoring of performance plans to
deliver targets in 2011/12
Additional resource implications
(either financial or staffing resources)

Yes

No

Health Inequalities
Yes
Performance against NHS Operating Framework will indicate commissioning
actions
Human Rights, Equality and Diversity Requirements
No

5.

Clinical Engagement
Has this report been developed with clinical input and do local
clinicians support the report’s recommendations?

No

6.

Patient and Public Engagement

No

REPORT PREPARED BY:

Pam Hughes
Head of Strategic Performance
NHS Western Cheshire for
Rob Nolan
Head of Contracts and Performance for West
Cheshire Health Consortium
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WEST CHESHIRE GP CONSORTIUM BOARD
PERFORMANCE REPORT
PURPOSE
1.

The Performance report is in three parts
•
•
•

2.

PART ONE – Strategic Health Outcomes
PART TWO - actual performance against the NHS Operating
Framework measures
PART THREE – reports produced externally on the performance of
health and social care in this health economy.

This month the appendices to this report include:
Appendix A – PART ONE

Strategic Health Outcomes

Appendix B – PART TWO

NHS Operating Framework

Appendix C – PART THREE

Outcomes Framework – NHS North
West , quarter 4, 2010/11

ACTIONS
3.

The board is asked to:
•
•

Note the current position of the measures within the NHS Operating
Framework shown in Appendix B
Support the integration of the Performance Report and the Health Care
Contracts Performance Report as a single report from next month
onwards.

SUMMARY OF HIGH PRIORITY INDICATORS – April 2011
Healthcare acquired
Clostridium difficile
infections
Methicillin Resistant Staphylococcus
Aureus Bacteraemia

8

Improving Access

18 weeks referral to treatment

Green

Accident and Emergency

Amber

Ambulance services Category A
62 day referral target

Red
Red

Cancer services

0
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Stroke services

Percentage time spent on stroke unit

Red

Cervical Screening
results in 14 days

Marginally below target at 96.49%

Amber

Experience and
Patient Satisfaction

Incidents reported

68

Complaints
Patient Advice and Liaison service
Contacts

6
45

PART ONE
Strategic Health Outcomes
4.

During 2010/11 Western Cheshire Primary Care Trust received a
performance report on the outcome measures which supported the primary
care trust’s strategic plan “Transforming Health and Healthcare. These will be
continued for the Consortium and is included in Appendix A (attached) with
the latest available data for:
• Life Expectancy
• Health Inequalities
• Childhood Obesity
• Cancer Mortality
• Alcohol Admissions
• Circulatory Mortality
• Deaths at Home
• Hypertension Prevalence
• C Diff Infection Rates
• Delayed Transfer of Care

PART TWO
2011/12 NHS Operating Framework
5.

The NHS Operating Framework for 2011/12 has a different approach from
previous years, and replaces the reporting of key performance indicators in
2010/11.

6.

It establishes a new performance arrangement called an Integrated
Performance Measures Framework, and has headline and supporting
measures of performance in each of three categories:
•
•

Quality – headline and supporting measures
Resources - headline and supporting measures
4
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•
7.

Reform – supporting measures only

These national indicators of performance should be monitored monthly. The
Primary Care Trust board previously receive commentary against the
indicators which where confirmed to be a high priority by the NHS North West.
For 2011/12 the priorities were confirmed to the cluster Chief Executives on
1st July, and are:
•
•
•
•
•

Improving ambulance performance
Recovering Referral to Treatment times
Achieving Accident and Emergency targets
Delivering financial position inclusive of delivery of the Quality,
Innovation, Productivity and Prevention (QIPP) targets
Along with health care acquired infections

Appendix B provides a detailed review of each of the indicators.
AMBULANCE PERFORMANCE
8.
In the month of May 2011, NWAS conveyed only 63.52% patients designated
on Category A calls, which is below the target of 75%. The Category B call
target of 95% was achieved. The western Cheshire health economy monitors
its ambulance performance through the Emergency and Urgent Care Strategy
Care Group
REFERRAL TO TREATMENT
9.
The position in western Cheshire on Referral to Treatment remains closely
monitored by the Planned Care network, and for the month of May 2011 is
showing Green across all indicators, with the exception of the numbers of
patients on incomplete pathways.
ACCIDENT AND EMERGENCY
10.
During the month of May 2011 there were 6,930 attendances to the Countess
of Chester Hospital NHS Foundation Trust and 1,186 attendances to the
Urgent Care Unit. The overall performance against the waiting times standard
was 97%.
FINANCE and QIPP
11.
Adding value to performance monitoring would the integration of performance
reporting with the Health Care Contracts Performance Report which could be
developed and available as a single report from next month onwards.
HEALTHCARE ACQUIRED INFECTIONS
12.
The position with regard to Meticillin Resistant Staphylococcus Aureus
continues be robust. Conversely there are higher numbers of Clostridium
Difficile reported, compared to plan (42 in one year with 53 as the stretch
target). However this situation is monitored closely by the Countess of
Chester Hospital NHS Foundation Trust and the Consortium at the Quality
and Risk meetings with the provider. This also is a mechanism for
cooperation to manage the reporting requirements of the Health Protection
5
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Agency, the NHS Cheshire Warrington and Wirral cluster, and the NHS North
West.
OTHER
13.
Board will observe the varied position on the cancer targets in terms of the
Red, Amber, Green rating, but will note that the operational standard agreed
by the cancer network is being maintained. The main indicator to monitor
closely is the 62 day referral standard
14.

In this report stroke services for registered patients and specifically at the
Countess of Chester Hospital NHS Foundation Trust is of concern, for the
position reported to be below the target that 90% of patients should be cared
for on a designated stroke unit . The performance position is 78.4%
(registered patients) and 78.13% (Countess). Countess of Chester Hospital
NHS Foundation Trust nevertheless, are the only Primary Care Trust meeting
the TIA target.

15.

The activity metrics in the Resources section of Appendix B come from the
Monthly Aggregated Returns (MAR) for registered patients and at this time of
the year performance over plan should be considered by reference to the
Contracts report which indicates the contractual activity plans, rather than
activity plans which include non contracted activity and are a technical return
required by the Department of Health to its central reporting system Unify.

PART THREE
HEALTH OUTCOMES FRAMEWORK
16.
NHS North West continue to monitor performance against indicators which
the Consortium have interest in, and indicators for which the Consortium as
some accountability for. The indicators for quarter 4 2010/11 are attached at
Appendix C, are updated by the NHS North West and circulated to health
economies and include:
•
•
•
•
•
•
17.

Life expectancy
Alcohol
Cancer
Child and Maternal Health
Diabetes
Immunisation

The indicators show areas of high performance ( rank 1) but also indicators
showing work could accelerate to improve the reported ranking
(immunisations, Diagnostics for cancer patients, maternal smoking)
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RECOMMENDATIONS
18.

The Board is asked to
•
Note the current position of the measures within the NHS Operating
Framework
•
Support the integration of the Performance Report and the Health Care
Contracts Performance Report as a single report from next month
onwards.

Pam Hughes
Head of Strategic Performance
July 2011
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BOARD REPORT
DATE OF BOARD MEETING: Thursday 21st July 2011
TITLE OF REPORT:

Communications and Engagement Progress
Report

KEY MESSAGES:

•

The duties of consortia to involve patients,
carers and the public in commissioning
decisions is expected to be strengthened in the
Health and Social Care Bill

•

The West Cheshire Health Consortium is
committed to ensuring that communication and
engagement is integral to its work. Western
Avenue GP Dr Claire Westmoreland has taken
on the role of GP clinical lead for patient and
public engagement on behalf of the Health
Consortium.

•

A Communications and Engagement Plan will be
developed alongside the Consortium’s strategy.
This will be underpinned by a delivery plan
which will demonstrate the links between
activities and strategic aims and objectives

•

An interim delivery plan is in development and
will incorporate known priorities for the
Consortium and communication and
engagement activities will link to these priorities.
The plan will be populated with the names of the
people responsible for delivering activities and
timescales for achieving the task. It will be
revised to reflect the priorities in the
Consortium’s strategy once this is approved.

Does this report / its recommendations have implications and
impact with regard to the following:
A.
Consortium Aims and Objectives
1. Quality (including patient safety, clinical effectiveness and patient
experience) – please outline impact
See below
2. Commissioning Of Hospital And Community Services – please
outline impact

Yes

Yes

AGENDA ITEM NO: WCGPCB 07/11/17
See below
3. Commissioning and Performance Management of GP Prescribing
Yes
– please outline impact
See below
4. Delivering Financial Balance – please outline impact
Yes
See below
5. Development Of The Consortium as a Commissioning
Yes
Organisation – please outline impact
See below
B.
Governance – please outline impact
No
1. Does this report:
Yes
• provide the Commissioning Board with assurance against any
of the risks identified in the assurance framework (identify risk
number)
• have any legal implications
• promote effective governance practice
See below
2. Additional resource implications
Yes
(either financial or staffing resources)
The activities in the final delivery plan will need costing and prioritising
according to the resources available
3. Health Inequalities
Yes
See below
4. Human Rights, Equality and Diversity Requirements
Yes
See below
5. Clinical Engagement
Yes
See below
6.

Patient and Public Engagement

Yes

The communications and engagement plan will underpin delivery of the
Consortium’s strategic aims and goals. It has the potential, and should, impact
on all areas of the Consortium’s business. The plan itself and the activities set
out in the delivery plan when finalised will provide controls and assurance for a
number of risk areas. There are potential legal and governance implications if
communication and engagement is not managed appropriately. The plan and
underpinning activities will aim to mitigate this risk.
REPORT
PREPARED
BY:

Dr Claire Westmoreland, GP Western Avenue Medical Centre
Sally Pritchard and Debbie Smith, Communications and Engagement
Team
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WEST CHESHIRE GP CONSORTIUM BOARD
COMMUNICATIONS AND ENGAGEMENT PROGRESS REPORT
PURPOSE
1.

The purpose of this report is to confirm the arrangements for developing a
Communications and Engagement Plan for the West Cheshire Health
Consortium that will underpin delivery of the Consortium’s commissioning
strategy and corporate work programme.

ACTIONS
2.

The board is asked to:
a)

note the arrangements and timescales for developing a comprehensive
Communications and Engagement Plan

b)

agree the principles to underpin the development of the plan and future
communication and engagement activities

c)

pending development and approval of the Communication and
Engagement Plan, to note the intention to progress and action a
delivery plan

INTRODUCTION
3.

A large amount of evidence demonstrates the crucial role that
communications and engagement plays in helping organisations achieve their
objectives. Much of this relates specifically to the NHS and other public
bodies.
Good communication and engagement supports better
commissioning. Getting communication right will support the development of
good working relationships for the future, as well as building trust and
inspiring confidence in the Consortium’s ability to deliver on its commitments.

4.

Communication and engagement must however be focused to realise the
greatest benefits. The principle aim of the Consortium’s Communications and
Engagement Plan is to support the Consortium to realise its vision; to fulfil its
strategic aims and to execute its commissioning intentions.

5.

The plan will be developed alongside the Consortium’s five year strategy.
Communication and engagement activities will help the Consortium to
understand what is important to patients; to the public and its partners. Their
views will inform the aims and goals of the strategy and future communication
and engagement activities will be vital in ensuring the successful
implementation of that strategy.
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POLICY CONTEXT
6.

Legislation that came into force in 2003, placed a duty on certain NHS
organisations to involve and consult people when it comes to making changes
to services. Although this duty has strengthened the voice of communities,
NHS managers have not always been clear when they have to involve people
and how best to do this. The changes to the law introduced by the Local
Government and Public Involvement in Health Act 2007 aimed to make this
clearer.

7.

A strengthened ‘duty to involve’ came into force on 3 November 2008. The
duty requires certain NHS organisations to involve users of services in:
a)
b)
c)
d)

the planning and provision of services;
the development and consideration of proposals for changes in the way
services
are provided; and
decisions affecting the operation of services.

8.

When developing and considering proposals for changes in the way services
are provided, or when making decisions affecting the operation of services,
the organisations to which the duty applies are under a duty to involve. The
duty applies where the proposals or decisions have an effect on the way in
which services are delivered to users or on the range of health services
available to users.

9.

Under the updated law, certain NHS organisations also have to have regard
to any government guidance that explains how they should discharge the
involvement duty.

10.

Plans for further strengthening the involvement of patients in their care were
signalled in the White Paper, Equity and Excellence: Liberating the NHS
encapsulated by the phrase “No decision about me without me. “

11.

The Health and Social Care Bill (2011) will give greater emphasis to the
duties of the NHS Commissioning Board and clinical commissioning groups
(previously GP commissioning consortia) to involve patients, carers and the
public in commissioning decisions.

12.

In particular the Bill is expected to:
a)
b)
c)

13.

strengthen the accountability of new organisations, including clinical
commissioning groups
strengthen the duties of organisations across the system with regard to
patient, carer and public involvement
strengthen the definition of involvement to reflect better the principle of
‘no decision about me without me’

Communication and engagement will therefore need to be central to the work
of the Consortium.
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DEVELOPING THE CONSORTIUM’S COMMUNICATIONS AND ENGAGEMENT
PLAN
14.

Alison Lee, Chief Operating Officer will lead the development of a
Communication and Engagement Plan for the Consortium. Dr Claire
Westmoreland, GP from Western Avenue Medical Practice, has agreed to
take on the role of GP clinical lead for Patient and Public Engagement. Two
people [Sally Pritchard and Debbie Smith] have also been assigned by
Western Cheshire Primary Care Trust to work on the plan and additional
support will be commissioned from the Business and Commissioning Support
Unit.

15.

Where possible, the Communications and Engagement Plan will be based on
research and best practice. A Communications and Engagement Delivery
Plan will outline how it will be implemented.

16.

The following principles are based on good practice and are proposed as the
basis for enhancing and strengthening all of the Consortium’s communication
and engagement activities. They will underpin the way the Consortium works.

17.

a)

Understand that everything the Consortium does has an influence on
the reputation of the NHS and be aware of this in initiatives, actions and
publications

b)

Recognise that every contact provides an opportunity to engage with
stakeholders. Pay attention to all of the ‘touch points’ stakeholders will
come into contact with (from letters, to call-hold music, to signage and
third party media)

c)

Communications and engagement activity should follow a consistent
approach and reflect the values of West Cheshire Health Consortium

d)

Understand that health and wellbeing are influenced by many factors
that are outside the remit of the NHS. In recognition of this strive to
develop and sustain purposeful alliances with other agencies

e)

Recognise the need to be more transparent and accountable about
how the Consortium is ‘stewarding’ the local NHS.

f)

Honour people’s statutory right to have a say on current and future
NHS services

g)

Commissioning must take into account the best available evidence –
user experience and patient outcomes are a very important form of
evidence

There is already a strong body of work on which to build the Consortium’s
Communications and Engagement Plan that embraces these principles.
Initial proposals for a Communications and Engagement Delivery Plan are in
process.
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18.

19.

The draft delivery plan will be adapted in line with the Consortium’s
commissioning strategy on order for it to be most effective. This will involve:
a)

defining the Consortium’s stakeholders to both inform development of
the Consortium’s commissioning strategy and future communication
and engagement activities

b)

reviewing commissioning and engagement objectives to ensure that
they incorporate the strengthened requirements of the Health and
Social Care Bill (2011)

c)

aligning delivery of the communication and engagement objectives with
the Consortium’s strategic aims and goals

d)

within the available resources, prioritising activities and agreeing clear
timescales for their delivery.

The following examples illustrate how this work is being taken forward.

Stakeholders
20.

Stakeholders are a key building block to developing meaningful
communications and engagement. The Consortium needs to understand who
they are, what their information needs are, areas of interest and the benefits
of communicating and engaging with them.

21.

The National Institute of Innovation and Improvement defines stakeholders as
those individuals, groups, communities or institutions who are:
a)
b)

22.

During April 2011, a Stakeholder Analysis Workshop was held with
consortium clinicians and managers and further work has been undertaken
since then with commissioning leads. The outcome of this work is a collective
view, shared with clinicians and managers of:
a)
b)
c)

23.

affected by the impact of an activity, and those who can
influence the impact of the work of the West Cheshire Health
Consortium.

who our stakeholders are, both individual and groups
new relationships that need to be developed and existing relationships
that require further development
stakeholders’ interests; how we impact on them and how they can
inform and influence the work of the Consortium.

This intelligence will inform the Consortium’s future engagement with its
stakeholders and will underpin many of the activities in its delivery plan.
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Supporting the development of the commissioning strategy
24.

The commissioning strategy will provide the basis for all future communication
and engagement activity. Stakeholders will have a key role in shaping its
development. Activities supporting this include:
a)
b)

c)
d)

vision and strategy workshop on 28 July 2011
a review of all relevant recent stakeholder data collected by NHS
Western Cheshire followed by stakeholder focus groups to re-consider
and or validate known information with the aim of shaping strategic
goals and priorities
a programme of meetings and workshops to gather views on the
emerging proposals (from September 2011)
formal consultation including media handling plan (from January 2012)

Engagement
25.

Engagement can be defined as focusing on the relationship between an
organisation and its customers, in this case, the Consortium and its patients
and public.
Only by truly understanding what is really important to people
can a service be efficient and effective1.

26.

To inform authorisation, the Consortium will need to demonstrate how it has
engaged stakeholders in the commissioning process. This will involve
evidencing:
a)
b)

how stakeholders have informed the Consortium’s Commissioning
Strategy, the vision, aims and goals set out in that strategy
how stakeholders influence the Consortium’s annual commissioning
cycle.

27.

For this purpose, case studies will be identified which demonstrate how the
Consortium’s communication and engagement activities link to the
development of its strategic goals and how they have enabled stakeholders to
participate in and to influence commissioning decisions.

28.

Pending finalisation of the Consortium’s commissioning strategy, the
programme of engagement planned for the summer will link to those priorities
already identified by the Consortium and will inform the annual commissioning
cycle for the Consortium.

29.

The following activity indicates the link between
commissioning priorities and stakeholder engagement.

30.

Unplanned Care Services: the summer engagement programme will look at
ways of understanding why there is such a high, out of hours, usage of
accident & emergency services. It will explore ways of sharing this
information with stakeholders and gaining an understanding from them of the

1

the

Consortium’s

Insight: Understanding Your Citizens, Customers and Communities, IDeA and LGA (2008)
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reasons for this and how to ensure that people are able to access [more]
appropriate and alternative services, such as general practice, pharmacies,
GP Out of Hours services etc. It will aim to identify improved methods of
communicating with the public to influence their choice and, if appropriate, to
tailor these approaches to the different communities. The information gained
from this work will help to determine what if any changes the Consortium
needs to make to its current commissioning arrangements. This activity
directly links to the Consortium’s QIPP plans and to the strategic objective of
reducing the reliance on healthcare in the acute hospital sector to care in
different settings more readily accessible to local people.
Internal Communications
31.

Internal communications are just as important as external communications,
both to improve the management of the Consortium’s success and its ability
to manage change2. Internal communications are also part of external
communications because they ensure that staff are able to communicate with
the public effectively.
Work to develop and strengthen internal
communications includes:
a)
b)

c)
d)

regular briefings to clinicians, GP practice staff and Consortium staff
through weekly e-brief (to Consortium staff)
planned ‘Team Brief’ following the GP Consortium Board Meetings
which will contain all the key messages from the Board agenda, (to GP
commissioning leads, practice managers and Consortium staff)
GP Bulletin updates on the Consortium website.
work with practice managers and Consortium staff to develop the
Consortium and GP Practice websites in order to provide syndicated
information for patients and public across the whole of the West
Cheshire Health Consortium area and develop social media access on
twitter and Facebook.

External Communications
32.

External communications are vital to sharing information with stakeholders on
the work of the Consortium and to the reputation of the NHS. Work to
develop external communications includes:
a)

b)

2

continuing to liaise with the local media to ensure proactive briefings
them whenever possible and to build an open and transparent
relationship with local newspapers and radio stations.
the first Consortium stakeholders’ newsletter will be shared with
stakeholders in July and will be used as a vehicle for sharing the “key
messages” from the Consortium and encouraging participation and
involvement from patients and the public.

Corporate Communications: An International Journal, 10(4), 302-314, Kalla, H (2005)
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Next Steps
33.

Work will continue to support the development of the Consortium’s
Commissioning Strategy and a comprehensive Communication and
Engagement Plan. It is anticipated that this work will be fully completed in
December and that the plan and supporting delivery plan, will be submitted to
the GP Consortium Board for approval in January.

RECOMMENDATIONS
34.

The Board is asked to:
a)

note the arrangements and timescales for developing a comprehensive
Communications and Engagement Plan

b)

agree the principles to underpin the development of the plan and future
communication and engagement activities

c)

pending development and approval of the Communication and
Engagement Plan, to note the intention to progress and action the
delivery plan and the arrangements for updating this.

Dr Claire Westmoreland,
GP Clinical Lead for Patient and Public Engagement
July 2011
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BOARD REPORT
DATE OF BOARD MEETING: 21st July 2011
TITLE OF REPORT:

Development of an Assurance Framework for
West Cheshire Health Consortium

KEY MESSAGES

•
•

•
•

NHS organisations are required to have a risk
assurance framework
The GP Consortium Board’s assurance
framework identifies the risks which are
strategically significant and could prevent, or
hinder, the Consortium from achieving its
objectives
By identifying strategic risks the Board can
target resources or controls to best effect
The Board will review its strategic risks every
three months

DOES THIS REPORT / ITS RECOMMENDATIONS HAVE
IMPLICATIONS AND IMPACT WITH REGARD TO THE FOLLOWING:
A.
CONSORTIUM AIMS AND OBJECTIVES
1. QUALITY (including patient safety, clinical effectiveness and
patient experience) – please outline impact

No

2.

COMMISSIONING OF HOSPITAL AND COMMUNITY SERVICES
– please outline impact

No

3.

COMMISSIONING AND PERFORMANCE MANAGEMENT OF GP
PRESCRIBING – please outline impact

No

4.

DELIVERING FINANCIAL BALANCE – please outline impact

No

5.

DEVELOPMENT OF THE CONSORTIUM AS A COMMISSIONING Yes
ORGANISATION – please outline impact
The report contributes to the development of the governance
arrangements, alignment of risks with the strategic objectives of the
organisation and the treatment of risks.
B.
GOVERNANCE – please outline impact
Yes
1. Does this report:
• provide the Commissioning Board with assurance against any
of the risks identified in the assurance framework (identify risk
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number)

• have any legal implications
• promote effective governance practice
Proposes an effective assurance framework
ADDITIONAL RESOURCE IMPLICATIONS
(either financial or staffing resources)

Yes

3.

HEALTH INEQUALITIES

No

4.

HUMAN RIGHTS, EQUALITY AND DIVERSITY REQUIREMENTS

No

5.

CLINICAL ENGAGEMENT
Has this report been developed with clinical input and do local
clinicians support the report’s recommendations?

No

6.

PATIENT AND PUBLIC ENGAGEMENT

No

2.

REPORT PREPARED BY:

No

Alison Lee
Chief Operating Officer
Sheena Wood
Business Manager
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BOARD REPORT
ASSURANCE FRAMEWORK
PURPOSE
1.

The purpose of this report is to:
a)

confirm the Consortium Board’s continuing commitment to ensuring
that there are robust arrangements for managing risks to delivery within
the Consortium

b)

report the strategic risks to delivering the functions delegated to the
Consortium Board and the controls and assurances that are in place to
mitigate against those risks.

ACTIONS
2.

The Consortium Board is asked to:
a)
b)
c)
d)

confirm the risks associated with the delegated functions and work to
achieve authorisation
note and endorse the risk rating scores for the delegated functions set
out in the attached assurance framework
confirm its support for the actions that are in place or are being taken to
mitigate against risk
note the arrangements for keeping the strategic risks under review

CONTEXT
3.

The Board, the governing body of West Cheshire Health Consortium is
developing its governance arrangements to ensure that it has robust
processes in place to:
a)
b)

manage the functions delegated to it by the Western Cheshire Primary
Care Trust
achieve authorisation as a legal entity for the West Cheshire Health
Consortium as soon as possible.

4.

At its last board meeting, the Consortium Board confirmed its commitment to
implementing the Primary Care Trust’s Governance and Patient Safety
Strategic Plan, which identifies the actions that are necessary to mitigate
against both clinical and non clinical risk.

5.

As part of the programme of work approved by the Consortium Board, the
Board agreed to identify and monitor strategically significant risks. Work to
determine the strategic risks for the functions delegated to the Consortium
Board has previously been undertaken and approved by the Board of NHS
Western Cheshire in May 2011. It is therefore, the objectives and risks

Development of an Assurance Framework for West Cheshire Health Consortium
West Cheshire Health Consortium Board Meeting
st
21 July 2011

3

AGENDA ITEM NO: WCGPCB/07/11/18

approved by the Primary Care Trust Board that form the basis of the
Consortium Board’s own initial assurance framework.
DEVELOPING AN ASSURANCE FRAMEWORK
6. Assurance: The Board Agenda1 states that “Boards can only properly fulfil their
responsibilities if they have a sound understanding of the principle risks facing
the organisation”. The purpose of developing an assurance framework for the
Consortium is to demonstrate that the Consortium Board:
•
•
•
•

has clearly defined its objectives;
has identified the strategically significant risks it faces in delivering
these objectives;
has put in place the key controls it needs to have in place to mitigate
the risks it has identified;
has identified the sources of assurance that confirm these key
controls are effective.

7. The assurance framework is one of the key systems of internal control for all
NHS organisations. The Primary Care Trust’s Audit Committee is likely to seek
assurance that a robust assurance framework is being developed, as part of its
independent role in assuring the Primary Care Trust’s Board that systems of
internal control are in place within the Consortium. The Audit Committee also
receives an annual report from Mersey Internal Audit Agency on the robustness
of such arrangements. The Consortium Board’s Assurance Framework will be a
key component of the controls established by the Consortium and is likely to be
reviewed and reported on as part of this arrangement.
8. The first step towards developing an assurance framework is for the
Consortium Board to identify its corporate objectives, and the work-streams
necessary to deliver its delegated functions. The risks to delivering the
objectives should then be identified both in terms of impact and likelihood on a
scale of 1 – 5 with 5 (in relation to the impact measures) being catastrophic. A
combined score is obtained by multiplying the impact rating by the likelihood
rating. This identifies the level of risk. The scoring of the assurance framework
is usually undertaken by all board members, once the majority of objectives /
risks have been identified. A higher risk score indicates a higher risk, allowing
boards to prioritise those areas of work that are considered to be of the highest
risk.
THE WEST CHESHIRE
FRAMEWORK

GP

CONSORTIUM

BOARD

-

ASSURANCE

6. The initial assurance framework proposed for the Consortium Board is attached
at Appendix A. It incorporates information on the process for determining risk.
It is based on the strategic delivery and developmental objectives confirmed by
the Primary Care Trust Board for those functions delegated to the Consortium
Board. Both the West Cheshire Health Consortium and the members of the
1

Department of Health, London (July 2002)
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Primary Care Trust Board have previously contributed to the development of this
framework, and it is the risks and controls identified through this process that
have been adopted by the Primary Care Trust Board and included in this first
proposed assurance framework for the Consortium Board.
7. The assurance framework for the Consortium Board only includes those
strategic objectives and risks that directly relate to its delegated responsibilities.
For certain objectives (B1, B2, H1) another director of the Primary Care Trust
has responsibility for delivering key work-streams associated with the objective
and it has not been possible to disaggregate the respective risks and controls.
Where this occurs, the work attributed to others has been highlighted for ease of
reference.
8. Of necessity, some minor modifications have been made to the assurance on
controls (column 9) in the framework approved the Primary Care Trust Board.
This column now reflects the committee structure established by the
Consortium Board.
9. A summary of the strategic high level risks identified by the Board of NHS
Western Cheshire is set out in the table below. In many cases, the risk is an
amalgam of the individual risks in the assurance framework.
Strategic High Level Risk Description
‘Delivering Today’
1
Failure to commission high quality healthcare service that meet
the needs and expectations of our local population and local
stakeholders, including clinicians, within the available financial
budget.
2
Failure to maximise financial resources by decommissioning
hospital based services and shifting care to a community
setting. This may limit the Consortium Board’s ability to improve
healthcare services, influence lifestyle choices and reduce the
risk of ill health for local people.
3
Failure to receive appropriate remuneration for the treatment of
Welsh residents impacts on the ability of the Primary Care Trust
to commission services for local people.
4

5

6

7

Insufficient financial and staffing resources to deliver all of the
initiatives identified as necessary to support the implementation
of ‘Getting it Right’ – this may prevent the Consortium Board
from being able to deliver the right quality, at the right time, in
the right place from the right clinical staff, with the right
outcome.
Failure to ensure equitable access to healthcare services for all
local people and equal opportunities for all staff in line with
equality, diversity and human rights responsibilities.
Failure to exploit all the opportunities for closer integrated
working with Cheshire West and Chester Council, including the
commissioning of health and social care services, in order to
improve services for local people
Failure to maintain and further develop the Primary Care Trust’s
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governance system and organisational development plan to
provide assurance to the Board and local people that the
Primary Care Trust is a robust and fit for purpose
commissioning organisation.

10. In addition to the risks approved by NHS Western Cheshire and summarised
above, the following risks, relating to authorisation of the West Cheshire Health
Consortium have been identified. The Consortium Board will be invited to rate
these risks at an early workshop.

Strategic High Level Risk Description
‘Delivering Tomorrow’
New (1)
Failure to achieve authorisation from the NHS Commissioning
Board (including failure to demonstrate full compliance and
fitness with the terms of authorisation)
New (2)
Failure to develop future governance arrangements that satisfy
the consortium’s membership, Primary Care Trust requirements
and the NHS Commissioning Board.
New (3)
Insufficient resources (financial and staffing) to deliver services
and develop the consortium to be able to effectively commission
high quality services.
New (4)
Delays at a national level which hinder local planning and
prevent the consortium from making informed decisions
concerning its structural and governance arrangements
11. The Consortium Board should be aware that the risk scores in the attached
assurance framework are based on the controls and assurances previously
established by NHS Western Cheshire and now adopted by the Consortium.
Some changes have been made to reflect that it is now the Consortium Board
that is receiving assurance, rather than the Primary Care Trust Board (column
9). Of necessity, this has resulted in some changes to the framework but the
principle for the control remains the same.
An early workshop is being
arranged so that the Board can, with support from internal audit, undertake a
comprehensive review of the controls that are being managed by the
Consortium. This will enable the Consortium Board to assure itself that they
remain appropriate and are robust and to score the risks associated with
achieving authorisation.
12. In the interim, the controls to mitigate risk will continue to be kept under review
and wherever possible will be strengthened. The Consortium Board will be
immediately advised of any changes that increase the risk ratings and will
routinely be invited to review the assurance framework every three months.
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RECOMMENDATIONS
13. The Board is asked to:
a)
b)
c)
d)

confirm the risks associated with the delegated functions and the work
to achieve authorisation
note and endorse the risk rating scores
confirm its support for the actions that are in place or are being taken to
mitigate against risk
note the arrangements for keeping the strategic risks under review

Alison Lee
Chief Operating Officer
July 2011
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WEST CHESHIRE GP CONSORTIUM BOARD

Appendix A

ASSURANCE FRAMEWORK FOR 2011 - 2012
Principle Identifiable Risks
Task
No

Sponsor

Delegat
ed To

Objective / Workstream
Description

Risk
No

Corporate Objective
Project Description

2

3

4

Key Controls and Assurances on these Key Controls
Impact
Rating

What are the principle risks that
could prevent the Primary Care
Trust from achieving this
objective / project (Types of
Risk - clinical, financial,
reputation, statutory, target)

What the organisation aims to
deliver and how this links to
Standards for Better Health
1

Risk Description

5

6

Key Controls

Assurance on Controls

Priority
Likelihood
Rating

Risk
Score

Risk
Rating

Status

8

9

Gaps

Positive Assurance

Gaps in Control and
Assurance

Boundary Issues

Evidence provided to the
Where the controls /
Where the
Board that the Primary Care systems / assurances
management of risk
Trust is reasonably
have either not yet been
and delivery of
managing its risks and
put in place or are yet to
objectives is
ensuring that objectives /
be fully effective. What dependent upon other
projects are being delivered
needs to be done
organisations

Evidence that the Primary
What controls / systems does the Primary Care
Care Trust's is reasonably
Trust have in place to assist in securing delivery of managing its risks and that
this objective / project
objectives / projects are
being delivered
7

Board Assurance

10

11

12

13

14

15

16

PART ONE - DELIVERING TODAY

WEST CHESHIRE HEALTH CONSORTIUM

A2

Health Consortium's Accountable Officer

Part 1 Objective A

WEST CHESHIRE HEALTH CONSORTIUM

Health Consortium's Accountable Officer

Part 1 Objective B

Positively influence lifestyle choices and in particular the impact of obesity, smoking and alcohol
Failure to commission
comprehensive alcohol
5 services, including alcohol
liaison services, for local
people
Reduce harm from
alcohol (Initiative 3 from
the Revised Strategy
Document)

Failure to reduce the
number of hospital
admissions due to alcohol
6 related harm by 2%
between 2011/12 and
2012/13 - GOAL 2 & 4
(Target)

4

4

Initiative 3 from Transforming Health and
Healthcare (2010 Revision); Contributes to
Quality, Innovation, Productivity and
Prevention; Programme Office Gateway
Review; Performance Management of
Programme Mandate by Commissioning &
Delivery Group; Chester West & Chester
Alcohol Harm Reduction Strategy; Cheshire
West Together Alcohol Strategy Working
Group; Alcohol Screening & Advice Local
Enhanced Service; Joint Strategic Needs
Assessment

Reports to Project
Delivery Group and
Commissioning Delivery
Committee on Alcohol
Case for Change project
Impact on hospital
admissions included in
Performance Report to
Commissioning Delivery
Committee

3

12

M


Minutes to the Board
from Commissioning
Delivery Committee.

4

16

H



3

9

M



Development of a
multi-agency Alcohol
Information &
Evidence to Board within Intelligence Group
Performance Report

Effective
partnership working
with providers on
reducing
detrimental alcohol
use

Identify ill health or the risk of ill health earlier
Failure to commission a
comprehensive and
integrated contraception
and sexual health service
7 which is accessible to local
people, reduces teenage
conception rates by half (by
2010) and reduces teenage
chlamydia rates (Target)
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Sponsor

WEST CHESHIRE HEALTH CONSORTIUM

Health Consortium's Accountable Officer

Task
No

Delegat
ed To

Objective / Workstream
Description

Risk Description

The number of people with
long term illnesses who are
12 able to manage in the
community is NOT
increased (Clinical)
Unplanned hospital
conditions for people with
13
long term illnesses are NOT
reduced (Clinical)

Health Consortium's
Accountable Officer

PUBLIC HEALTH FUNCTION

4

WEST CHESHIRE HEALTH
CONSORTIUM

Failure to reduce the
prevalence of obesity in
year 6 children by 1.2
9
percentage points between
2007/8 and 2011/12 GOAL 1 (Target)

WEST CHESHIRE HEALTH
CONSORTIUM

3

PUBLIC HEALTH FUNCTION

Interim Director of Public
Health

10

To ensure that people in
Western Cheshire live
longer healthier lives

Key Controls and Assurances on these Key Controls
Impact
Rating

Failure to commission
maternity services that are
accessible to local people
8 and reduce the number of
low birth weights (i.e., those
under 2,500 grams)
(Target)

Interim Director of Public Health

Promote a healthy start
for children and young
people and their families
(Initiative 1 from Revised
Strategy Document)

Risk
No

Failure to commission
services which improve
accessibility to services for
11
children with complex
needs (Clinical / Reputation
/ Statutory)

B2

Appendix A

ASSURANCE FRAMEWORK FOR 2011 - 2012
Principle Identifiable Risks

Health Consortium's
Accountable Officer

B1

WEST CHESHIRE GP CONSORTIUM BOARD

Failure to have a plan in
place to return to levels of
childhood obesity as at
2000 (National)

Transforming Health and Healthcare (2010
Revision); Operational Plan; Health
Consortium's Commissioning Plan; 'You're
Welcome' initiative; Contributes to Quality,
Innovation, Productivity and Prevention;
Programme Office Gateway Review;
Targets in the Cheshire West and Chester
Local Area Agreement; Evidence-based Care
Pathway developed by Cheshire &
Merseyside Sexual Health Network;
Breastscreening Strategy; Cheshire West
Together Children's and Young Peoples
Trust - Teenage Pregnancy Sub Group;
Teenage Pregnancy Action Plan; Aiming
High for Disabled Children Transformation
Programme

Assurance on Controls

Priority
Likelihood
Rating

Risk
Score

Risk
Rating

Status

3

9

M



Reports to the Joint
Commissioning
Committee
Performance Report to
Commissioning Delivery
Committee

Board Assurance

Gaps

Positive Assurance

Gaps in Control and
Assurance

Minutes to the Board
from Joint
Commissioning
Committee

3

12

M

 Performance Report to

4

3

12

M



4

3

12

M



3

9

M



3

12

M

 Minutes to Board from

3

4

14

Failure to increase male life
expectancy by 1.3 years
between 2005/7 and
2009/11 - GOAL 2 (Target)

4

15

Failure to increase female
life expectancy by 1 year
between 2005/7 and
2009/11 - GOAL 2 (Target)

4

2011-12 Assurance Framework - (Version 1 - July 2011)

Key Controls

Transforming Health and Healthcare (2010
Revision); Operational Plan; Health
Consortium's Commissioning Plan;
Corporate Work Programme Mandate for
'Staying Healthy for Longer'; QIPP
workstream - Transform Lives; Staying
Performance Report to
Healthy for Longer Sponsoring Group;
Commissioning Delivery
Programme Office; Programme Office
Committee
Gateway Review; Joint Strategic Needs
Assessment; 'Get Moving' Pathway;
Intelligence to Support Decision Making,
Ensuring High Quality for All; Managing
Variation; Care without Walls; Cheshire West
Together Health and Wellbeing Thematic
Group; Health Checks programme

Board

4

16

H



4

16

H



Boundary Issues

Implementation of
information system
by local community
Insufficient
service providers;
management data
Support of partners
due lack of
from West Cheshire
information system
Together to address
for community health teenage pregnancy;
services
Joint work with the
local authority re
services for
disabled children

Commissioning Delivery
Committee
No gaps currently
identified
Performance Report to
Board

Support of partners
from West Cheshire
Together to help
deliver
improvements in
health and
wellbeing

Page 2

WEST CHESHIRE GP CONSORTIUM BOARD

Appendix A

ASSURANCE FRAMEWORK FOR 2011 - 2012
Principle Identifiable Risks

B5

WEST CHESHIRE HEALTH CONSORTIUM
WEST CHESHIRE HEALTH
CONSORTIUM

Health Consortium's Accountable Officer

Delegat
ed To

WEST CHESHIRE HEALTH
CONSORTIUM

B4

Health Consortium's Accountable Officer

B3

Sponsor

Health Consortium's Accountable
Officer

Task
No

Part 1 Objective C

Objective / Workstream
Description

Risk
No

Risk Description

Failure to reduce the
16 suicide / intent to harm rate
(Clinical)
Failure to act as a model
employer and reducing the
stigma of mental health
17
Improve mental health
conditions across the local
and wellbeing and the
community (Reputation /
management of dementia
Statutory)
(Initiative 6 from the
Revised Strategy
Failure to improve child and
Document)
18 adolescent mental health
services

Improving health by
detecting Ill health earlier
(Initiative 4 from Revised
Strategy Document)

Encourage active aging
and provide better care
for older people (Initiative
5 from the Revised
Strategy Document)

Key Controls and Assurances on these Key Controls
Impact
Rating

3

2

3

19

Failure to improve dementia
care

3

20

Failure to improve access
to Psychological Services

2

21

Failure to make effective
use of Risk Stratification
Tools available to the
Primary Care Trust

4

Failure to increase recorded
hypertension prevalence by
22 1.4 percentage points
between 2008/9 and
2012/13 - GOAL 6 (Target)

The number of people
23 admitted to hospital after a
fall is NOT reduced (Target)

Failure to develop and
24 commission effective end of
life care services

4

3

3

Key Controls

Transforming Health and Healthcare (2010
Revision); Operational Plan; Health
Consortium's Commissioning Plan;
Programme Mandate for 'Positive Mental
Health'; Programme Office; Improving
Access to Psychological Therapies; Joint
Strategic Needs Assessment; Cheshire
West Together Mental Health Strategic
Review and Development Group; Single
Point of Access for Child and Adolescent
Mental Health Services; Communication &
Engagement Plan; Commissioning of Mental
Health Services; Best Possible Start in Life;
Dementia Pathway; Equality, Diversity &
Human Rights Policy; Black Minority & Ethnic
Mental Health Community Workers; Mindful
Employed; Equality Impact Assessments

Initiative 4 from Transforming Health and
Healthcare (2010 Revision); Operational
Plan; Health Consortium's Commissioning
Plan; Contributes to Quality, Innovation,
Productivity and Prevention; Programme
Office; Joint Strategic Needs Assessment;
Health Check Programme

Initiative 5 from Transforming Health and
Healthcare (2010 Revision); Operational
Plan; Health Consortium's Commissioning
Plan; Contributes to Quality, Innovation,
Productivity and Prevention; Programme
Office; Joint Strategic Needs Assessment;
Active Aging Programme for the over 50s;
Falls Strategy: Integrated pathways for
people at the end of life; Development of the
integrated health and social care with
Cheshire West and Chester Council; Health
Consortium's Joint Commissioning
Committee

Assurance on Controls

Reports to Joint
Commissioning
Committee
Performance Reports to
Commissioning Delivery
Committee

Priority

Performance Reports to
Commissioning Delivery
Committee

Gaps

Positive Assurance

Gaps in Control and
Assurance

Risk
Score

Risk
Rating

Status

2

6

M



3

6

M

 Minutes to Board of Joint
Commissioning
Committee
Performance Reports to

3

9

M

 Board

3

9

M



3

6

M



3

12

M



Performance Reports to
Commissioning Delivery
Committee

Reports to Joint
Commissioning
Committee

Board Assurance

Likelihood
Rating

3

12

M



3

9

M



M



3

9

Developing /
Implementing a
Dementia Strategy

Boundary Issues

Support of partners
from West Cheshire
Together to help
deliver
improvements in
health and
wellbeing

Minutes to Board from
Health Checks
Commissioning Delivery
programme is only
Committee
focussed on the
Ellesmere Port
Performance Report to
population
Board

None currently
identified

Minutes to Board of Joint
Commissioning
Committee
No gaps currently
identified
Performance Reports to
Board

Development of
joint working
between Cheshire
West & Chester
Council and local
community service
providers

Focus our business on commissioning (ensuring high quality services in the right place, delivered at the right time and responsive to local
needs, within available resources)

2011-12 Assurance Framework - (Version 1 - July 2011)
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WEST CHESHIRE HEALTH CONSORTIUM

Delegat
ed To

CHESHIRE HEALTH CONSORTIUM

Health Consortium's Accountable Officer

C1

Sponsor

lth Consortium's Accountable Officer

Task
No

Objective / Workstream
Description

Risk
No

Risk Description

Key Controls and Assurances on these Key Controls
Impact
Rating

Failure to implement
national guidance leads to
25
injury / harm to patients
(Clinical)

5

Failure to have systems in
place to ensure local
providers meet national
26 guidance and evidencebased practice as reflected
in the Quality Schedules
(Clinical / Reputation)

5

Ensure national standards
of care are implemented
Failure of clinicians to follow
and local providers have
27 evidence-based practice
systems are in place to
(Clinical)
ensure patient safety

5

Failure to identify
investment for priority areas
(with some exceptions)
28
impacts on the
development of clinical
services (Clinical, Financial)

5

Failure to ensure patient
safety for our local
29
population and services we
commission (Clinical)

Failure to reduce inpatient
and outpatient activity from
mid 2009 as part of the
programme to reduced
30
acute spend per head of
population to the cluster
average by 2012 (Clinical,
Financial)

31

Failure to reduce the rate of
readmissions to acute care
to the national average
(Clinical / Target)

2011-12 Assurance Framework - (Version 1 - July 2011)

Key Controls

Assurance on Controls

Transforming Health and Healthcare (2010
Revision); Operational Plan; Health
Consortium's Commissioning Plan; Health
Consortium's Clinical Quality Committee;
Health Consortium's QIPP Committee;
Serious Untoward Incident Monitoring;
Reports to the Clinical
Quality Schedules; Quality Schedule Review
Quality Committee
Meetings; National Patient Safety Agency
Alerts; National Service Frameworks;
Incident Reporting Policy & Procedure:
Incident Reporting Form; Root Cause
Analysis of Serious Incidents; Clinical
Governance Team

Priority
Likelihood
Rating

Risk
Score

Risk
Rating

Status

2

10

H



2

10

H



2

10

H

Reports to Board

H



5

1

5

H



5

3

15

H



3

12

M



QIPP Delivery Reports
to Project Delivery
Group

Gaps in Control and
Assurance

 Quality Improvement

15

4

Gaps

Positive Assurance

Minutes to the Board
from the Clinical Quality
Committee

3

Transforming Health and Healthcare (2010
Revision); Operational Plan; Health
Consortium's Commissioning Plan; Work
Programme "Reducing Costs in Planned
care"; 'Care Without Walls'; Programme
Office; Integrated Pathways for stroke,
diabetes, coronary obstructive pulmonary
diseases, heart failure, chronic pain,

Board Assurance

No gaps currently
identified

Boundary Issues

Sharing of
information on
patient safety
incidents between
NHS organisations

Effectiveness of

Page 4

C2

Sponsor

WEST CHESHIRE HEALTH CONSORTIUM

Task
No

Health Consortium's Accountable Officer

WEST CHESHIRE GP CONSORTIUM BOARD

Delegat
ed To

ASSURANCE FRAMEWORK FOR 2011 - 2012
Principle Identifiable Risks
Objective / Workstream Risk
Risk Description
No
Description
To reduce the reliance
upon healthcare in the
Failure to reduce the length
acute hospital sector to
of stay for transitional and
care in different settings
32 rehabilitation beds to the
more readily accessible to
national average (Clinical /
local people
Financial)

WEST CHESHIRE HEALTH CONSORTIUM
WEST CHESHIRE HEALTH CONSORTIUM

Health Consortium's Accountable Officer
Health Consortium's Accountable Officer

C4

To deliver high quality
community services for
local people

To ensure the Primary
Care Trust benchmarks
how it commissions /
utilises hospital services
against how similar
Primary Care Trusts
commission / utilise their
hospital services

Key Controls and Assurances on these Key Controls
Impact
Rating

4

Growth in cost of continuing
care provision places
pressure of Primary Care
Trust's budget (Financial)

5

Failure to increase the
number of patients who are
34 effectively rehabilitated to
independent living (Clinical /
Financial)

5

Failure to commission
seamless high quality
35 community health and
social care services for
local people (Clinical)

3

33

C3

Appendix A

Failure to effectively engage
local people and
stakeholder to commission
36 community health and
social care services which
meet the needs of local
people (Reputation)
Failure to ensure this
Primary Care Trust reduces
it spending on secondary
care service in line with
37
similar Primary Care Trusts
so maximising resources to
invest in other services
(Financial)
Failure to reduce the
number of emergency
38
admissions to secondary
care services (Clinical)
Failure to provide care in
39 the most appropriate setting
(Clinical)

2011-12 Assurance Framework - (Version 1 - July 2011)

2

5

5

5

Key Controls
diseases, heart failure, chronic pain,
rheumatology; Communication and
engagement plans; Transforming the Care
Environment; Staying Healthy for Longer;
Continuing Care Policies and resources;
Continuing Healthcare Panel; Individual
Funding Panel; Joint Strategic Needs
Assessment; Map of Medicine;
Benchmarking against the Office of National
Statistics Cluster Averages; Development of
the integrated health and social care with
Cheshire West and Chester Council; Health
Consortium's Joint Commissioning
Committee

Transforming Health and Healthcare (2010
Revision); Operational Plan; Health
Consortium's Commissioning Plan; Quality
Schedule for Community Services;
Transforming the Care Environment;
Developing the Market; Intelligence to
Support Decision-Making; Communication
and Engagement Strategies; Contract with
Cheshire & Wirral Partnership NHS
Foundation Trust (including Quality
Schedule)

Transforming Health and Healthcare (2010
Revision); Operational Plan; Health
Consortium's Commissioning Plan; Health
Consortium's QIPP Committee and Clinical
Senate; Work Programme - "Reducing Costs
in Unplanned Care", 'Managing Variation' and
'Managing Variation in Unplanned Care';
NHS Comparators: Care Without Walls;
Staying Healthy for Longer; Transforming the
Care Environment; Out of Hours Service;
Urgent Care Centre; Supporting projects for
ENT redesign, Paediatrics redesign,
Orthopaedics redesign, LIS , Working with

Assurance on Controls

Priority
Likelihood
Rating

Risk
Score

Risk
Rating

Status

QIPP Delivery Reports
to the Commissioning
Delivery Committee

3

12

M



3

15

H



3

15

H



2

6

M



Performance Report to
the Commissioning
Delivery Committee

Reports to
Commissioning Delivery
Committee
Performance Reports to
Commissioning Delivery
Committee

2

4

L



4

20

H



Board Assurance

Gaps

Positive Assurance

Gaps in Control and
Assurance

Minutes to the Board
from the Commissioning
Development of
Delivery Committee
integrated clinical
pathways
Performance Reports to
Board

Minutes to Board of
Commissioning Delivery
Committee
No gaps currently
identified
Performance Report to
Board

QIPP Delivery Report to
Project Delivery Group
Minutes to Board of
QIPP Delivery Report to
Commissioning Delivery
Committee

4

20

H

 Commissioning Delivery

Performance Report to
Commissioning Delivery
Committee

4

20

H

 Board

Committee

Performance Report to

No gaps currently
identified

Boundary Issues

joint working with
social care;
Availability /
development of
suitable / high
quality community
based services

Availability /
development of
suitable / high
quality community
based services

Effectiveness of the
clinical pathways in
operation between
the Urgent Care
Centre and A&E at
the Countess in
reducing
admissions to the
hospital / ensuring
appropriate

Page 5
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Health Consortium's Accountable Offic

Delegat
ed To

WEST CHESHIRE HEALTH
CONSORTIUM

C5

Sponsor

Health Consortium's
Accountable Officer / Director of
Finance

Task
No

WEST CHESHIRE GP CONSORTIUM BOARD

Appendix A

ASSURANCE FRAMEWORK FOR 2011 - 2012
Principle Identifiable Risks
Objective / Workstream
Description

Improving healthcare
services via the
Transforming the
Healthcare Environment

Risk
No

Risk Description

Key Controls and Assurances on these Key Controls
Impact
Rating

Failure to effectively use
40 independent sector
contracts (Financial)

4

Failure to effectively control
41 demand and costs for
tertiary contracts (Financial)

5

Failure to adequately
manage projects within
42
available resources
(Financial / Reputation)

5

Key Controls
Orthopaedics redesign, LIS , Working with
Practices, Contracting Principles, Choose &
Book, Local Enhanced Services; Winter
Plan / Escalation Plan; Single Point of
Access

Transforming Health and Healthcare (2010
Revision); Operational Plan; Health
Consortium's Commissioning Plan;
Programme Office; Transforming the
Healthcare Environment Strategy;
Transforming the Healthcare Environment
Project Board; Individual Project Boards for
each Project; Individual Project Risk
Registers

Assurance on Controls

Priority
Risk
Score

Risk
Rating

Status

4

16

H



4

20

H



Likelihood
Rating

Board Assurance

Gaps

Positive Assurance

Gaps in Control and
Assurance

Committee

Finance Report to
Commissioning Delivery
Committee

3

15

H



Minutes to Board of
Commissioning Delivery
No gaps currently
Committee
identified
Finance Report to Board

Boundary Issues

appropriate
treatment

Effective
relationships with
development
Partners and the
local authority

PART TWO - DEVELOPING TOMORROW

WEST CHESHIRE HEALTH
CONSORTIUM
WEST CHESHIRE HEALTH
CONSORTIUM

G2

Health Consortium's Accountable
Officer

G1

Health Consortium's
Accountable Officer

Part 2:
Objective G

Part 2:
Objective H

Help GPs to understand their new job and support the development of the GP Consortia to be the best it can be with all appropriate
arrangements in place
Work with GPs to design
a development
programme to allow them
to discharge their
proposed new
commissioning duties

Failure to effectively engage
X
GPs on the full scope of the
10
new agenda facing the NHS

Failure to implement robust
X corporate governance
11 arrangements for the GP
Commissioning Consortia
Consortium Board to
develop a fit for purpose
GP Commissioning
Consortia

Failure to maintain an
effective working
relationship between local
X
GPs and the Primary Care
12
Trust's Board hampers the
development of the GP
Commissioning Consortia

4

Clinical engagement processes with local
clinicians (Clinical Senate); Consortium
Board and Clinical Senate Development
Programme (with GoodwinHannah); North
West Leadership Academy; Development of
GP Consortia's Organisational Development
Plan; Implementation of Health Consortia's
governance and committee structure

Reports to Clinical
Senate
Reports to Locality
Networks

8

M



2

8

M



Development of the
GP Consortia's
Organisational
Development Plan

Passing of primary
legislation to
confirm exactly
what these
commissioning
duties will be

No gaps currently
identified

Awaiting national
guidance on the
development of GP
Consortium
Constitutions and
governance
arrangements

Reports to Executive
Committee

4

4

2

Minutes to the Board of
the Clinical Senate;
Locality Networks;
Executive Committee

West Cheshire Health Consortium's Board
established; Delegate Authority approved by
PCT's Board (see Corporate Governance
Reports to the Executive
Manual) Proposal to the Primary Care Trust's
Committee
Board; Development by the Consortium
Board of the Terms of Reference for its Sub
Committees

Minutes to the Board
from the Executive
Committee

2

8

M



Ensure we have systems in place to manage the safe and appropriate transfers of functions to the Local Authority and to the National
Commissioning Board as determined

2011-12 Assurance Framework - (Version 1 - July 2011)
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Principle Identifiable Risks
Sponsor

H1

Health Consortium's Accountable
Chief Executive / Managing Director /
Officer / Interim Director of Public
Interim Director of Public Health
Health
WEST CHESHIRE HEALTH
TRANSITIONAL PRIMARY CARE TRUST
CONSORTIUM / PUBLIC HEALTH
FUNCTIONS / PUBLIC HEALTH
FUNCTIONS
FUNCTIONS

Delegat
ed To

Task
No

ALL FUNCTIONS

I2

All Directors

Part 2:
Objective I

Objective / Workstream
Description

Risk
No

Risk Description

Failure to develop effective
X Transition Plans damage
14 the reputation of the
Primary Care Trust

Failure to establish effective
relationships with successor
Develop Transitional
X
bodies means effective
Action Plans with our
15
Transition Action Plans
existing partners and
cannot be developed
successor bodies to
oversee the safe and
proper transfer of relevant
functions
Failure of the Primary Care
Trust to support Cheshire
X
West and Chester Council
16
develop a Health and
Wellbeing Board

Key Controls and Assurances on these Key Controls
Impact
Rating

Key Controls

Assurance on Controls

5

5

Existing relationships with Cheshire West
and Chester Council; Joint Director of Public
Health with Cheshire West and Chester
Council; Public Health Action Plan; Cheshire
West & Chester Council has Health &
Wellbeing Board Early Implementer status;
Health & Wellbeing Transitional
arrangements in place (including
development arrangements); Support from
Business and Commissioning Support

Priority

Board Assurance

Gaps

Positive Assurance

Gaps in Control and
Assurance

Likelihood
Rating

Risk
Score

Risk
Rating

Status

2

10

H



2

10

H

 Minutes to Board of

Boundary Issues

Reports to Executive
Committee
Reports to Joint
Commissioning
Committee

Executive Committee
No gaps currently
Minutes to Board of Joint identified
Commissioning
Committee

Reports to Locality
Management Committee

Subject to
legislation, the NHS
Commissioning
Board and Public
Health England are
yet to be
established

Reports to Cheshire,
Wirral and Warrington
Board

4

2

8

M



Minimise risk to patients and the public by having flexible approaches to new opportunities whilst maintaining robust systems and processes
and sound business practices until we are abolished

Ensure the Primary Care
Trust maintains a robust
approach to business
continuity

Failure to adequately
assess risks means the
X Primary Care Trust does
20 not effectively prioritise the
work of the Primary Care
Trust's staff

2011-12 Assurance Framework - (Version 1 - July 2011)

5

Corporate Business Continuity Plan,
Knowledge Management policies and
systems, Risk Registers

Reports to Executive
Committee

3

15

H



Minutes to Board of
Executive Committee

No gaps currently
identified

Review of Cluster
Business Continuity
Arrangements from
June 2011
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WEST CHESHIRE GP CONSORTIUM BOARD REPORT
DATE OF BOARD MEETING: 21st July 2011
TITLE OF REPORT:

Minutes of Board Committee Meetings

KEY MESSAGES

This paper includes the minutes of the committees
of the Board with the key messages from each of
the committees set out.

DOES THIS REPORT / ITS RECOMMENDATIONS HAVE
IMPLICATIONS AND IMPACT WITH REGARD TO THE FOLLOWING:
A.
CONSORTIUM AIMS AND OBJECTIVES
1. QUALITY (including patient safety, clinical effectiveness and
patient experience) – please outline impact

No

2.

COMMISSIONING OF HOSPITAL AND COMMUNITY SERVICES
– please outline impact

No

3.

COMMISSIONING AND PERFORMANCE MANAGEMENT OF GP
PRESCRIBING – please outline impact

No

4.

DELIVERING FINANCIAL BALANCE – please outline impact

No

5.

DEVELOPMENT OF THE CONSORTIUM AS A COMMISSIONING Yes
ORGANISATION – please outline impact
To support the development of governance arrangements for the
Consortium as a commissioning organisation.
B.
GOVERNANCE – please outline impact
Yes
1. Does this report:
Yes
• provide the Commissioning Board with assurance against any
of the risks identified in the assurance framework (identify risk
number)
• have any legal implications
• promote effective governance practice
2.

ADDITIONAL RESOURCE IMPLICATIONS
(either financial or staffing resources)

No

3.

HEALTH INEQUALITIES

No

Minutes of Board Committee Meetings
West Cheshire Health Consortium Board Meeting
st
21 July 2011
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4.

HUMAN RIGHTS, EQUALITY AND DIVERSITY REQUIREMENTS

No

5.

CLINICAL ENGAGEMENT
Has this report been developed with clinical input and do local
clinicians support the report’s recommendations?

No

6.

PATIENT AND PUBLIC ENGAGEMENT

No

REPORT PREPARED BY:

Alison Lee
Chief Operating Officer
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WEST CHESHIRE HEALTH CONSORTIUM
MINUTES OF BOARD COMMITTEES
PURPOSE
1. To provide the Board with the minutes which record the decisions of Committees
established by the Board which have an influence on the Consortium’s business.
BACKGROUND
1. This report provides a format for the Board to consider the work of all the various
Committees that work on its behalf. The intention of the first part of this report is to
highlight some of the key issues raised and actions undertaken by the different
Committees, whilst the second part of the report, contains the minutes of the actual
meetings.
CHESTER CITY LOCALITY GP NETWORK (Dr Laura Millard)
1. Major issues and actions from May’s meeting included:
• Presentation on the Northgate Strategic Outline Business Case.
• Presentation on the Financial Plan.
• In future, Declaration of Interests will be made by members of the Locality Network.
• Recent changes to the reporting of cytology screening results from Wirral Hospitals NHS
Foundation Trust.
2. Major issues and actions from June’s meeting included:
Major issues and actions from June’s meeting included:
•
•
•
•

Presentation of the proposed prescribing budget
Update on unplanned care.
Update and vote on the proposed Northgate development
Recent changes to the reporting of cytology screening results from Wirral Hospitals NHS
Foundation Trust.
• In future, Declaration of Interests will be made by members of the Locality Network

ELLESMERE PORT & NESTON LOCALITY GP NETWORK (Dr Jeremy Perkins)
3. Major issues and actions from May’s meeting included:

• Update and discussion on the Northgate development strategic outline business
case.
• Presentation on the consortium’s financial plan for 2011/12.
• Discussion on proposals for the quality incentive scheme for 2011/12
4. Major issues and actions from June’s meeting included:
June

• Presentation on proposed prescribing budget for 2011/12
• Presentation from Wirral University Teaching Hospital NHS Foundation Trust on
proposals to change the location of some services provided by the Trust
• Update and discussion on the Northgate development
Minutes of Board Committee Meetings
West Cheshire Health Consortium Board Meeting
st
21 July 2011
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• Update on the lung cancer awareness project
• Request for an update on the district nursing service
RURAL LOCALITY GP NETWORK (Dr Steve Pomfrett)
5. Major issues and actions from May’s meeting included:
• A presentation on the proposed shoulder pathway
• An update regarding payment for the 2010/11 Local Incentive Scheme.
• A presentation on the proposed Quality Local Incentive Scheme.
• An update on the Health Visitor service redesign.
• A vote for the Vice Chair of the Rural GP Network.
• A presentation on the Consortium’s financial plan.
• An update about the General Medical Council Revalidation Framework.
6. Major issues and actions from June’s meeting included:
• An update on the planned care commissioning plan for 2011/12.
• A presentation of the proposed prescribing budget.
• Feedback on a proposed hip and knee replacement referral template.
• A vote on the proposed move Northgate development.
EXECUTIVE COMMITTEE
7. Major issues and actions from May’s meeting included:
•
•
•
•
•
•

Discussion of draft terms of reference for the committee
Feedback from recent meetings with the Primary Care Trust and Strategic Health
Authority
An update on the transition to GP Commissioning
Recommendation of further delegated budgets from the Primary Care Trust (to be
formally approved by the Board)
A progress report on the development of the Clinical Senate
Decisions on training and development opportunities

8. Major issues and actions from June’s meeting included:
•
•
•
•
•

An update on the transition to GP Commissioning (likely now to be called clinical
commissioning)
Noting the reporting requirements from the Primary Care Trust Board
Agreement of the team to attend the Primary Care Trust's session on Commissioning
Support arrangements
Noting the agreed process for Freedom of Information Requests
Update on progress regarding the Nursing Home Local Enhanced Service

COMMISSIONING DELIVERY COMMITTEE
9. Major issues and actions from May’s meeting included:
•

The name of the committee was changed from the QIPP Committee to the
Commissioning Delivery Committee – the committee’s functions remain the same as
per the Terms of Reference

Minutes of Board Committee Meetings
West Cheshire Health Consortium Board Meeting
st
21 July 2011

4

WCGPCB/07/11/19

•
•
•
•
•

The 2011/12 QIPP Delivery Plan was presented to the committee. This included
information on the QIPP projects for this year; performance management
arrangements; and the high-level risks
Financial performance as of 30th April 2011 was presented to the committee
An update on the Northgate project was provided – the committee requested some
changes to the business plan
There was an update on the governance and structures concerning Reablement
There was a presentation on the Diabetes Insulin Intermediate Tier Service at City
Walls Medical Centre. The committee approved the case presented

10. Major issues and actions from June’s meeting included:
•
•
•
•

There was an update provided on the QIPP Delivery Plan
The Finance and Contracting Report was presented to the committee. This
included an update on proposals to increase the total delegated Primary Care
Trust budget to the Consortium from 60% to 70%
A Performance Report was presented – the committee provided feedback on the
content of the report
A business case was put forward to the committee recommending changes in the
way services are configured to address alcohol-related problems. The committee
supported this case for change, which requires an initial investment to deliver
long-term savings

IN CONCLUSION
1. Members of the Board are asked to:
a. note the decisions made on their behalf and support them.

Compiled by the Chief Operating Officer’s Private Office
July 2011
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Minutes of the Chester City Locality GP Network
9am–12pm on Thursday 12th May 2011 at Cheshire View, Christleton, CH3 7PT
Present: Laura Millard (Chair), Claire Westmoreland (Vice Chair), Huw Charles Jones
(attending as Chair of West Cheshire Health Consortium), Robert Stewart, Kate Bushell,
Carole Holme, Mike Lowrie, Stephen Kaye, Andrew Clouting, Tim Saunders, Nick Bronnert,
Ian Minshall and John Hodgson.
In attendance: Carol McCrae, Trish Harrison, Julia Bailey, Debbie Parsons, Sally Holland,
Sam Jeffery, Gary Howorth, Paul Hiscox, Linda Leigh, Sarah Murray, Mandy Bates (Minute
taker) and Jane Hall.
Apologies: Tony Bland, Suzanne McDonald, Philip Smith, Linda Bennett, Hayley Pashley
and Vivien Peacock.
Practices not represented: Not applicable, all practices represented.
Summary of Actions from this Meeting
Action

Agenda
Item

Person
Responsible

2

Send the PowerPoint presentation for the Northgate Strategic Outline Mandy Bates
Business Case to the group

2

Send the LMC meeting notes to the group

2

Discuss the current Northgate development proposal with colleagues All
in practice in order to vote at the next meeting

4

Amend the Ground Rules

Mandy Bates

Advise that providers should attend as and when appropriate

Sarah Murray

4

Ask all members to formally submit a written declaration of interest

Sarah Murray
/All

4

Amend the Terms of Reference

Mandy Bates

5

Feedback comments about more direction for the coding and data
validation work and to provide data in a more timely manner

Sarah Murray

5

Arrange to visit all practices over the next 2 months to offer practical
support for the Willaston Model

Mandy Bates

5

Check if the Rural Locality and Ellesmere Port and Neston Locality
will permit Willaston Model data sharing.

Sarah Murray

5

Produce Willaston Model report by September 2011

Mandy Bates

7

Discuss remit of City Network meeting with the Consortium Board

Laura Millard

7

Inform the 5 requestors of the outcome of their request to attend a Sarah Murray
future meeting
Feedback the decision to decline certain requests to attend the City Laura Millard
Network back to the Clinical Senate
Arrange for heads of unplanned care, planned care and mental health Sarah Murray
to attend the City Network on a rolling basis

7
7
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Minutes
No’
Item
1 Welcome and Apologies
Laura Millard welcomed everyone to her first meeting as Chair of the Chester City Locality
GP Network. Laura hopes that the Network will continue to be a cohesive group during the
challenging times ahead. Name plates have been introduced to show members that they
are expected and welcome.
2

Action

Northgate Strategic Outline Business Case
Laura Marsh and David Parry attended to discuss the business case for the Northgate
integrated care centre. Although it is evolving quickly, Laura reported that the team had
done their best to provide the financial information yesterday. The business case will be
reviewed by the Consortium Board in June or July.
Laura Marsh explained that the Northgate development offered an opportunity to invest in
primary and community care. Laura recapped the current context of the development, the
national and local drivers and the key stakeholders. David reported the results of a high
level appraisal of current primary and community estates. Laura described the service
model and emphasised that service integration both between primary and secondary and
between health and social care is a key aim of the development. Laura also explained the
measurable expected benefits. The PowerPoint presentation will be circulated to the group. MB
Laura then presented information about affordability over the next 4 years and details of the
financial analysis by service tier (tiers 1, 2a and 2b). The additional investment required
(when the contribution of current committed resources is deducted) equates to £451K for
primary care, £301K for community care and £597 for intermediate tier 2b services. Laura
described the work that has been done to develop a financial model of services that would
indicate whether it was possible to provide the resources for this additional investment
through the Quality, Innovation, Productivity and Prevention (QIPP) programme. For each
intermediate tier 2b service, the total cost of provision from Northgate at a proportion of
existing cost (as a percentage of Tariff (50% to 90%)) was presented. Laura clarified that
these figures reflected a percentage of tariff and not a percentage of service activity .
Therefore the total additional investment required is £1.4 million which would be covered by
providing the designated intermediate services from Northgate at between 70-80% of
current tariff per annum.
Huw Charles Jones said he understood the difficult position of wanting to develop primary
and community services whilst being conscious of the financial risks to the local health
economy but had been reassured during a recent meeting between the Consortium senior
management and the Northgate management and clinical leads. Laura Millard stated that
the Local Medical Committee (LMC) had held a meeting last Thursday to discuss this matter MB
and agreed that those meeting notes should be sent to the group.
Huw Charles Jones commented that the Consortium Board would be responsible for making
a recommendation about the Northgate development to the new Primary Care Trust (PCT)
Cluster Board, who would then make the final decision as the accountable body. David
Parry reiterated that this project has had a lengthy planning stage (since 2007/8) and has
progressed quickly in recent weeks because of the relatively small window of opportunity in
terms of the developer.
In response to a question from Stephen Kaye, Huw Charles Jones clarified that losing
money on the Northgate development would theoretically reduce funding for other services.
The head lease would be held by the GPs with areas sublet to the PCT and its successor
which is likely to be the National Commissioning Board but this responsibility could be
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moved down to a local Consortium-level in future (dependent on national guidance).
Several people stated that the consequences of not proceeding with the Northgate
development should be considered.
Laura Millard concluded that it would be useful for the 3 localities to vote on whether they
support the current Northgate development proposal or not to inform the Consortium Board ALL
of the outcome. The group agreed and the vote will take place at the next meeting (9th
June) to give members time to discuss this with their practice colleagues.
Laura Marsh emphasised that public consultation has been undertaken and is ongoing for
this project.
3

Financial Plan
Gareth James, interim Director of Finance for the Consortium attended to provide a high
level presentation on the financial plan for 2011/12. He covered the following topics:
• Financial context
• 2011/12 headline planning assumptions on expenditure and new spending
commitments
• Impact of demographic and technological change
• Understanding the QIPP gap
• QIPP planning
• Summary and conclusion
Within the financial context, PCTs are expected to deliver a surplus of at least 1% at 31st
March 2012 (£4m) and demonstrate 2% (£8m) non-recurrent saving; the latter will be used
as a contingency fund in future (strategic reserve).
Gareth highlighted assumptions around expected income and expenditure for 2011/12. It is
anticipated that the strategic reserve would repay funds borrowed from other services in
previous years. There is a £3.2m ongoing pressure for cross-border funding, which the
Consortium is trying to resolve with the Department of Health. Gareth highlighted new
spending commitments including £500,000 for Consortia development.
Gareth explained that mitigating the impact of demographic and technological change
needs to be a fundamental strand of QIPP. The QIPP gap is the gap between available
resources and likely expenditure, which is £15m for NHS Western Cheshire and 60%
(£10m) belongs to the Consortium. Gareth clarified that the Northgate development would
be associated with increased expenditure for rent etc but there will be savings in
subsequent years so it will be part of the QIPP plan in the future.
There was a discussion about whether the savings required could be delivered without the
Northgate development. Gareth gave a breakdown of the £10m, showing how much has
been apportioned to various schemes within tertiary care, unplanned care, planned care,
mental health and prescribing and ‘other’. There was a discussion about the challenges
faced but Gareth stated that a lot of progress had been made recently and he was confident
the savings will be achieved.
There was a discussion about the impact of demographic and technological changes. John
Hodgson remarked that technology can have a positive impact and reduce costs.

4

Locality Business
Sarah Murray advised that a written Consortium Board update will be provided at future
meetings to reduce the amount of information provided verbally. The Consortium Board
meeting format will alternate between formal and informal/development meetings.
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Sarah Murray provided high level information on personnel arrangements. The PCT cluster
came into effect locally on the 3rd May. Helen Bellairs is retiring as Chief Executive at the
end of June. Kathy Doran became the Chief Executive for the PCT cluster on the 3rd May.
Jane Tomkinson (Deputy Chief Executive and Director of Finance and Performance at the
Countess of Chester Hospital) has taken a secondment as Director of Finance at the
Strategic Health Authority.
- Network Ground Rules
Sarah Murray asked the group for their comments on the draft Ground Rules (paper 2).
Stephen Kaye suggested that mobile phones should be on silent rather than switched off
and that telephone calls should be taken outside the room. The group agreed with this MB
amendment and Mandy Bates will update the Ground Rules document.
- Terms of Reference
Sarah Murray asked the group for comments on the draft Terms of Reference (paper 3).
There was a general discussion about whether providers should be attending the City
Network which is a commissioner forum. The group agreed with Carole Holme’s suggestion
that providers should be invited on an as and when appropriate basis. Sarah Murray will SM
inform the relevant people.
The group agreed with a suggestion by Tim Saunders that each year all members should SM /All
MB
formally submit a written declaration of interest. Mandy Bates will update the document.
Tim Saunders queried the decision-making role of the group. Sarah Murray explained that
the role of the City Network was likely to evolve over the next year. Stephen Kaye
commented that the Consortium Board may be adversely impacted if it has to await
decisions from all three localities on matters.
5

Primary Care Quality Local Incentive Scheme
Sarah Murray advised that practices should receive a letter about the payment of the
practice based commissioning local incentive scheme (PBC LIS) for 2010/11 next week.
Sarah Murray and Sarah Vickers presented details of the Primary Care Quality Local
Incentive Scheme (LIS). Sarah Murray stated that the LIS cycle will now run from June and
the LIS will cover six elements: clinical engagement, clinical audit, coding and data
validation, Willaston model, Care Quality Commission preparation and patient experience –
the development of practice websites.
The coding and data validation work will be more important this year than previously. Kate
Bushell said she would find it helpful if there was more guidance about what practices
should investigate and if the data could be provided in a more timely manner. Sarah agreed
to feed these comments back to the Contracting team.
If practices are finding the Willaston Model work particularly onerous then they should
contact Mandy Bates. It was agreed that it would be useful for Mandy to arrange to visit all
practices over the next 2 months to offer practical support for the Willaston Model (e.g., how
to count the referrals).

SM

MB

Kate Bushell remarked that comparative Willaston Model data from other practices and
localities is no longer shared with practices. Sarah Murray explained that the data was most
useful for in-practice discussions, which was why comparative data was no longer shared.
There was a general discussion and the group agreed that it would be useful to receive
aggregated data for each practice, each of the 3 localities and an overall PCT average for a
SM
3-6 month period. Sarah Murray agreed that these data could be provided but she will
MB
check if the Rural Locality and Ellesmere Port and Neston Locality will permit data sharing.
Mandy will produce the report by September 2011.
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Sarah Vickers explained that LIS work could also be used to meet other requirements and,
therefore should minimise the amount of work required overall. Sarah Vickers confirmed
that the baseline assessment was required by the end of August and that she will be
supporting practices to complete the work.
There was a general discussion about whether all practices should undertake the same
audit but the group agreed that a choice of 5 topics was the best approach.
6

Approval of Minutes of the Last Meeting held on 14th April 2011.
Sarah Murray advised that the minutes from the March meeting had been revised based on
discussions.
Actions from Meeting held on 14th April 2011
Sarah Murray provided the following update on actions from the last meeting:
Agenda
Item

Action

Person
Responsible /
Update
SM - completed

3

Sarah Murray to forward an e-mail explaining the programme
and the content of the workshops.

3

John Hodgson to e-mail information to the locality enclosing
an on-line survey.

JH - completed

3

Joe Downie to send a copy of presentation with minutes.

JD- completed

7

Sarah Murray e-mail individual position information to the
practices.

SM - ongoing

10

Elizabeth McClure to arrange a meeting with the practices with
an independent facilitator.

EMcC- completed

The minutes of the last meeting held on Thursday 14th April were approved by the group.
7

Items to be Discussed in Future Meetings
There was a general discussion about the remit of this meeting as a commissioning forum.
It was agreed that it was more appropriate for people/groups wishing to share clinical
service proposals and information to attend meetings such as the Clinical Senate or meet
planned care (Philip Milner) and unplanned care (Huw Charles Jones) groups. Laura LM
Millard agreed to raise this matter with the Consortium Board.
- Telehealth
Sarah Murray explained that this request was from Helen Thornily-Jones (Community Care
SM
Western Cheshire). Based on the discussion above, the group declined this request.
- Commissioning of Secondary Care Dental Services
Sarah Murray provided details of the request. Carole Holme advised that there was
guidance available about how GPs should manage dental patients. Carole also commented
that dental referrals could be investigated as part of the coding and validation system. The SM
group declined this request.
- Revalidation
Sarah Murray explained that Maureen Swanson would like to attend to discuss new General
Medical Council (GMC) guidance on the revalidation framework and the supporting
information required. The group noted that there is a meeting about this matter on the 20th SM
July which should provide sufficient information. The group declined this request.
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- Mental Health – Richmond Fellowship
The group declined this request.

SM

- Diabetes Essentials
Sarah Murray explained that there is a free education programme for people withType 2
diabetes. Laura Millard added that this was a good service. The group declined this SM
request but suggested that the requestor should approach the planned care group.
Carole Holme remarked that once the remit is confirmed, Sarah Murray would be able to LM
work with Laura Millard to redirect inappropriate requests upon receipt. Laura Millard
agreed to feed this back to the Clinical Senate.

8

9

- Other
Sarah Murray asked the group if they would like the heads of unplanned care, planned care
and mental health to attend the City Network on a rolling basis. The group agreed that SM
would be useful and that no particularly order of guest was required.
AOB
• Stephen Kaye highlighted that practices have had several issues following the change
of provider for the cytology results service from the Countess of Chester Hospital to
Arrowe Park. Sarah Murray added that the Consortium had been unaware of this
change and Carole Holme added that she had not been aware of it until recently in her
capacity as clinical champion for women’s services. Carole Holme is working on this
matter and can be contacted about this.
•

Claire Westmoreland has been appointed as the Lead for Public and Patient
Involvement. Claire would welcome any thoughts/ideas for the portfolio of this new
role.

•

Laura Millard advised the group that she will be sending an email to ask to visit each
practice over the next few months to come and discuss any issues.

•

Carole Holme reminded the group to ensure their nurses use the new ICE request
electronic form for cytology.

Laura Millard closed the meeting.

Next Meeting:

Thursday 9th June 2011.

Venue: Cheshire View, Christleton, CH3 7PT.

Minutes of Board Committee Meetings
West Cheshire Health Consortium Board Meeting
st
21 July 2011

11

WCGPCB/07/11/19

Minutes of the Chester City Locality GP Network
9am–12pm on Thursday 9th June 2011 at Cheshire View, Christleton, CH3 7PT

Present: Laura Millard (Chair), Claire Westmoreland (Vice Chair), Andrew Clouting, Kate
Bushell, Suzanne McDonald, Mike Lowrie, Rebecca Banks, Carole Holme, Robert Stewart,
Tim Saunders, John Hodgson, Tony Bland, Stephen Kaye and Nick Bronnert,
In attendance: Carol McCrae, Trish Harrison, Linda Bennett, Philip Smith, Sally Holland,
Julia Bailey, Linda Leigh, Gary Howorth, Hayley Pashley and Mandy Bates (Minute taker).
Apologies: Sarah Murray, Vivien Peacock and Sam Jeffery,
Practices not represented: Not applicable, all practices represented.

Summary of Actions from this Meeting
Agenda
Item

Action

Person
Responsible

3

Obtain the evaluation report about the Care Home Pilot from Ian Linford and
share with the group.

Ian Linford /
Mandy Bates

4

Obtain details of potential projects from Laura Marsh and share with the
group.

Mandy Bates

6

Inform Carole if any other issues arise from the change to the cytology
results service and log any incidents on Datix.

All

6

Inform Rob Nolan about changes to the cytology results service.

Carole Holme

7

Circulate the Collaborative meeting report when it becomes available.

Mandy Bates

7

Circulate the summary document of the Nursing Home LES.

Mandy Bates

8

Circulate the Declaration of Interest Form used by the West Cheshire Health
Consortium Board.

Laura Millard

9

Inform the 3 requestors of the outcome of their request to attend a future
meeting.

Mandy Bates
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Minutes
No’
Item
1 Welcome and Apologies
Laura Millard welcomed the group to the meeting. Laura apologised for the number and size of the
20 papers accompanying the agenda and this will be managed more carefully in future.

Action

Apologies were received from Sarah Murray, Vivien Peacock and Sam Jeffery.
2

Prescribing Budget Formula
Jason Morris, Barbara Perry and Andy Dunbavand attended to present the proposed prescribing
formula. Jason explained the history of budget formula, the previous fair shares formula and the
2011/2012 fair shares formula. The main points were:
•
•
•
•

•

•
•
•
•
•

The Consortium Board agreed in March to apply the national formula.
When the formula was applied and the budget made available, it was suggested that Jason
attend the networks to explain how it works.
The formula has not yet been mandated by the Consortium Board and a decision is expected in
June or July.
Astro PU is still part of the formula and steps have been introduced into the formula which
includes additional needs which cover Quality and Outcomes Framework (QOF), coronary heart
disease (CHD), hypertension and diabetes. Health inequalities have also been introduced with
the marker being 70 years of age (Disability Free Life Expectancy [DFLE]).
The additional needs and Astro PU combined value together with the DFLE value make up the
components of the national formula. This has then been split to 90% for additional needs and
Astro PU with 10% used for health inequalities (DFLE). It is this percentage that has caused a
significant change in the allocation of resources.
The policy is concerned with unmet need and low health status population.
The Consortium has a lower index than the national average for example in CHD.
Andy Dunbavand is investigating whether the formula does meet unmet need or actual need.
Nothing has ever been taken out of the formula but more refinements have been added.
Jason presented a worked example to the group.

There was a general discussion about the prescribing formula. Philip Smith reported that patient
consultations are increasing year on year as the population ages which leads to increased
prescribing but the formula seems fixated on the practice list size. Andy Dunbavand explained that
indicative budgets allow identification and resolution of issues at a practice level.
Mike Lowrie queried the relevance of the ‘prospering small town’ classification to the Ellesmere Port
and Neston locality and the rural locality. Andy Dunbavand clarified that adjustments are made to
allow resources to be shifted to areas of unmet need. Andy Dunbavand welcomed feedback from
individual practices and he can be contacted by email.
Jason Morris clarified that the QOF element of the formulae is based on prevalence and not
outcomes so practices aren’t penalised for achieving good QOF outcomes. The DFLE element is
based on census data but it is subjective as it depends on the patient’s perception of their health.
3

Update on Unplanned Care
Ian Linford attended to provide an overview of the unplanned care workstreams. There is a £2m
target in terms of Quality, Innovation, Productivity and Prevention (QIPP) savings. Ian provided the
following updates:
• Hospital at Home: This aims to provide an alternative admission choice for patients to receive
acute treatment. GPs are expected to be the main referrers into this service.
• GP Practices with the Highest Accident & Emergency (A&E) attendances: Five practices have
been identified to work with the Consortium on this.
• Care Home Pilot: The 3 month pilot has now been completed in 4 residential care homes to offer
supported signposting to health and social care services through an enhanced Single Point of
Access service. Ian agreed to share the evaluation report due in one week with this group.
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•
•
•

•
•

Role of Community Matrons: Community Matrons have been piloting an acute 2-hour response
to patient exacerbations, accessible through the enhanced Single Point of Access.
Enhanced Single Point of Access / GP Out of Hours: The infrastructure and enhancement of this
service has supported several schemes such as a revised falls pathway and the care home pilot
Re-ablement Monies - Integrated Services Redesign: A Cheshire wide integrated health and
social care strategy is being developed, informed by the West Cheshire Urgent Care Strategy.
Current re-ablement funding has been used to underpin some of the schemes mentioned whilst
also being used to fund areas such as telehealth.
Ambulance Performance: Issues with ambulance performance in delivering the 8 minute target.
The team is working with the North West Ambulance Service and the Countess of Chester
Hospital to reduce handover times at the hospital and improve ambulance capacity.
There is also work ongoing around long term conditions and patient self care.

Philip Smith asked whether nurse triage and nurse prescribers had been considered where patients
cannot access a GP. Philip reported that Boughton Health Centre has a full-time nurse who
provides 27 emergency appointments per day which has had a positive impact. Ian acknowledged
that they may need to work with practices on this.
Claire Westmoreland stated that Western Avenue Medical Centre is one of the 5 practices with high
A&E attendances and the practice has made a number of changes but they appear to have had little
impact because of patient expectations. John Hodgson explained that local patient surveys indicate
that there have been changes. Previously attendees at A&E reported limited access to GPs as a
reason for visiting A&E but there has been a reduction in the number of attendances in the past 6-8
weeks, so Western Avenue may notice reduced utilisation. John Hodgson acknowledged that there
is good work ongoing around unplanned care and emphasised the need to have an expert and
systematic unplanned care system rather than expecting expert patients. Tim Saunders stated that
clinical streaming at the Countess of Chester Hospital would be useful. Ian Linford conceded that
this is a difficult issue to resolve completely but it was important to halt further growth.
Stephen Kaye commented that GP practice funding has not increased for a decade but practice will
need more funding if they are to manage a population that is ageing and has greater health needs.
4

Update on the Northgate Development
Laura Millard talked through Paper 5 (The Locality Network Chair Summary of Northgate
Development Proposal and Implications) giving a balanced overview of the potential risks and
benefits of the Northgate Development to practices and the local health economy. Laura highlighted
that there are concerns that the Northgate development may not deliver savings but primary care
investment is required. Once the decision is made on the Northgate development then other pipeline
projects can be considered, further details of potential projects will be sought from Laura Marsh.
Tony Bland added that if the Northgate development delivers QIPP savings then these could be reinvested in other local primary care services.
Claire Westmoreland is the Lead for Public and Patient Involvement and she explained that wider
public consultation will take place once the 4 practices who may be housed in the Northgate
development have obtained patient feedback about the proposals.
Laura Millard emphasised that practices should consider not only the impact on individual practices
and the locality, but the wider issues for the Consortium.

5

The Northgate Development Vote
The GP lead from each of the 14 practices completed ballot papers which required them to vote on
the following two questions. Laura Millard announced the following results of the vote:
Question 1. Do you want to have an integrated resource centre in the Northgate development?
Yes = 12
No = 2
Question 2. Do you want the 4 GP practices included in the Northgate development?
Yes = 10
No = 4
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Laura Millard will feedback to the consortium board that the City Locality Network supports both
elements of this vote.

6

Arrowe Park Cytology Results
Carole Holme (clinical champion for women’s services) explained that there have been numerous
communications about the recent and unexpected changes to the cytology results service.
Carole recapped that Arrowe Park is now the provider rather than the Countess of Chester Hospital
and the system has become complicated by several issues including having a different programme
for screening in Wales and the logistics of handling samples from patients living in Wales but
registered with a practice in Western Cheshire, pin numbers of nurses not being recognised,
acceptability of the ICE request form and the format of the results. There was a general discussion
about the potential for errors with the new system.

7

Carole asked the group to inform her about any other issues they encounter and recommended that
incidents are logged on Datix.

All

Carole is working with Sarah Johnson-Griffiths and Carole Condren to resolve this matter. John
Hodgson recommended that Rob Nolan is also informed from a contracting perspective.

CHolme

Locality Business
Collaborative feedback
Mandy Bates reported that 58 clinicians and practice managers attended the West Cheshire Health
Consortium Collaborative event on Tuesday 24th May. The 2 workshops were titled Hospital at
Home and Quality in Primary Care.
The Hospital at Home workshop was run by John Hodgson who thanked the group for their valuable
input. Mandy briefly talked through some of the key themes from the items discuss during both
workshops. The meeting report will be circulated when it becomes available.

MBates

Update on 2010-11 Local Incentive Scheme (LIS)
Mandy explained that practices should now have received the letter relating to last years LIS from
Sarah Murray. Most practices have been paid the full amount plus the 25% reward payment. Three
practices in City locality have not yet been paid for the October work on statins as they did not
achieve the 5% movement from quarter 3 to quarter 4 and have not achieved the target. However,
these practices have been given a further deadline by which to achieve these targets.
Meeting frequency
Mandy stated that, in future, each network will have 10 meeting per year instead of the 11 (with no
meeting in August) that have previously taken place. Therefore, Mandy asked the GP lead for each
practice to vote on whether the second meeting to be cancelled should be the December meeting or
the January meeting. A show of hands was used for the vote and the results were as follows:
• Votes to cancel the December meeting: 4
• Votes to cancel the January meeting: 8
• Abstentions: 2
Therefore, the City Network will not have meetings in August or January each year.
Papers for Information
Mandy briefly presented the following papers circulated for information
• Papers 9-11: Cheshire and Merseyside Treatment Centre - Consultation Documents
• Paper 12: Nursing Home LES. This is the current version of the document but Mandy agreed to
circulate the summary document.
• Papers 13 & 14 Palliative Care in Dementia Briefing and Guidelines. Joe Downie is awaiting
hard copies from the printers and these will be shared as soon as they get them. The final hard
copy version will be slightly different in the format to the electronic version received. Dr Sally
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•
•

8

Shaw (End of Life Care lead) can come and discuss the guidelines further if required.
Papers 15-17: E-clinic Launch Event and Flyers.
Paper 18: Renal Education Flyer.

Laura Millard asked the group if papers such as flyers about educational events should be
disseminated in this way. The group agreed that papers advertising educational events should not
be included with the agenda and papers for this meeting.
Approval of Minutes of the Last Meeting held on 12th May 2011
Laura Millard provided the following update on actions from the last meeting:
Agenda
Item
2
2
2
4
4
4
5
5
5
5
7
7
7
7

Action
Send the PowerPoint presentation for the Northgate Strategic
Outline Business Case to the group
Send the LMC meeting notes to the group
Discuss the current Northgate development proposal with
colleagues in practice in order to vote at the next meeting
Amend the Ground Rules
Advise that providers should attend as and when appropriate
Ask all members to formally submit a written declaration of
interest
Amend the Terms of Reference
Feedback comments about more direction for the coding and data
validation work and to provide data in a more timely manner
Arrange to visit all practices over the next 2 months to offer
practical support for the Willaston Model
Check if the Rural Locality and Ellesmere Port and Neston
Locality will permit Willaston Model data sharing.
Produce Willaston Model report by September 2011
Discuss remit of City Network meeting with the Consortium Board
Inform the 5 requestors of the outcome of their request to attend a
future meeting
Feedback the decision to decline certain requests to attend the
City Network back to the Clinical Senate
Arrange for heads of unplanned care, planned care and mental
health to attend the City Network on a rolling basis

Person Responsible /
Update
Mandy Bates - completed
Mandy Bates - completed
All - completed
Mandy Bates - completed
Sarah Murray - ongoing
Sarah Murray /All – ongoing
– see notes below table
Mandy Bates - completed
Sarah Murray- ongoing
Mandy Bates- Some visits
arranged; ongoing
Sarah Murray- ongoing
Mandy Bates- ongoing
Laura Millard- ongoing
Sarah Murray- completed
Laura Millard – ongoing,
meeting not taken place yet
Sarah Murray - completed

Laura Millard has spoken to Alison Lee about the need for members to complete a Declaration of
Interests and it was considered that this was not required because the City Network does not have a
delegated budget. However, the group felt that members should submit a Declaration of Interests to
ensure transparency. Laura agreed that a blank version of the Declaration of Interest Form used by
the West Cheshire Health Consortium Board should be circulated with the draft minutes of this
meeting so that this can be discussed further next month.

LMillard

The minutes of the last meeting held on Thursday 12th May were approved by the group.
9

Items to be Discussed in Future Meetings
There was a brief discussion about the remit of this meeting as a commissioning forum. Mandy
Bates reported that it was hoped that Cathy Davis would discuss mental health in July and that Carl
Marsh was likely to be attending in September to discuss planned care, as agreed last month.
Mandy asked the group whether the following items should be discussed at future meetings:
• Do Not Attempt Cardio-Pulmonary Resuscitation (DNA CPR): Jenny Dodd and John Bethell wish
to attend the July meeting to discuss the DNA CPR form and guidance policy. The group declined
this request and suggested that the Rolling Half Day may be a more appropriate forum.
• Palliative Care in Dementia: The group felt that it was not necessary for Dr Sally Shaw to attend
to discuss the guidelines further.
• QOF Workshop: Sarah Vickers would like to come to the October meeting to do an hour
workshop reviewing the data and findings associated with the new QOF Quality and Productivity
indicators relating to referrals and admissions. The group approved this request.
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10

AOB
• Laura Millard reported that her practice visits are underway and she is looking forward to meeting
all of the practice teams.
• Tony Bland thanked everyone for their involvement with the Northgate development. Laura
Millard clarified that the final decision about the Northgate development will be made by the PCT
cluster board in July 2011.
• Laura Millard closed the meeting.
th

Next Meeting: Thursday 14 July 2011.

Venue: Cheshire View, Christleton, CH3 7PT.
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Ellesmere Port and Neston Locality Meeting
Minutes of the meeting held on Thursday 5th May, 2011
Masonic Hall, Ellesmere Port
8.30am - 11.30am

Action List
Action
1 Acute Physician Clinic
Ian Linford to raise the concerns of members as an issue
at the Urgent Care Strategy Board
2 Gestational Diabetes
Feedback comments from members to Dr David Ewins
3 Northgate Development
Sioned agreed to notify Laura Marsh and David Parry that
the executive summary for the Northgate development
business case was not approved.
4 Locality Business
• Update the clinical commissioning leads list and
circulate to members.
• Seek confirmation as to whether clinical areas for the
LIS can overlap with QOF
5 Items for future meetings
• Request summary of the findings of the Telehealth
project
• Confirm slot on future agenda with the public health
dental lead.
6 Medislim
Marc to give details of incident regarding Medislim to
raise awareness amongst practices and Sioned to
circulate
7 Nursing Home LES
Request update on nursing home LES for the next
meeting.
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Present: Jeremy Perkins (Chair), Nigel Shillito, Andy McAlavey, Jon Stringer, Nigel Wood,
Ellen Gilchrist, Marc England, Chris Macdonald, Geff Meyer, Siva Sarangan, Sally Shaw,
Simon Powell, Chris Steere, Ian Linford, Sioned Brown.
In attendance: Andy McGivern, Rob Nolan, Laura Marsh, David Parry, Maureen Swanson,
Sarah Murray, Sarah Vickers
Practices not represented: All practices were represented
ACTION

1.

Welcome, introductions and apologies for absence
Jeremy Perkins (Chair) welcomed everyone to the meeting and introductions were made
around the group. Jeremy also thanked Marc England for his work as chair of the locality
and to Leen Belmans in supporting the locality.
Apologies were received from Fiona Warren and Becky Birchall

2.

Minutes of the previous meeting
One minor amendment was noted for the minutes of the previous meeting – on page 7
sentence to read ‘urinary retention’ rather than ‘water retention’.
Actions from the previous meeting
Commissioning Plan
Paul Lynch circulated the commissioning plan to practices for review and comments as
part of the LIS work for April. Sioned reminded members that comments are due back by
Friday 6th May.
Acute Physician Clinic
A paper was shared with members detailing the results of a brief review of the acute
physician clinic data. Andy McGivern noted that there are issues regarding the accuracy
of the source of referral. Referrals apportioned to a GP appear to be coded correctly but
the incorrect coding appears to mainly relate to things coded as internal tertiary referrals.
The data also suggests that the clinic is being used as an early discharge clinic rather
than an admission avoidance clinic. Nigel Wood quoted a letter sent to practices when
the clinics were initially established which stated that it’s purpose was to provide GPs with
access to a consultant within 48 hours in order to avoid admission. However, members
noted that if 90% of activity is not originating from GPs, the clinic is not serving the
purpose for which it was intended.
Ian Linford agreed to raise as an issue at the Urgent Care Strategy Board. Andy
McAlavey questioned whether there is sufficient clinical support for this, and Ian Linford
responded noting that Huw Charles-Jones chairs the urgent care strategy board, but
would be willing to take the lead from Huw and Andy as to whether they think additional
clinical support is required.
Gestational Diabetes
The response received from Dr David Ewins in relation to the local adoption of the
IADPSG guidelines for gestational diabetes was discussed. Members supported the
clinical rationale behind the adoption of the guidelines however they felt it would have
been useful for the Countess of Chester Hospital to consult with primary care prior to
formally adopting the guidelines. Sioned agreed to feed this back to Dr Ewins.
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Follow up of Urology patients
Rob Nolan notified members that some issues regarding urology have been addressed
through contracting, in relation to incorrect coding of activity, however the issue of follow
ups for flow tests will form part of the service review within the planned care agenda. Carl
Marsh will be able to provide updates on this in future.
Discharge letters
Rob notified members that thresholds have been placed in the quality schedule with the
Countess of Chester Hospital relating to discharge letters. If the thresholds are exceeded,
the Countess of Chester hospital will be issued with a penalty, however if the number of
discharge letters is significant and way above the thresholds set, contracting will address
this through a performance notice.

3.

Northgate Strategic Outline Business Case
Laura Marsh and David Parry attended the meeting to present the executive summary for
the business case for the Northgate development.
Laura explained that the late circulation of the paper was due to the tight timescales to
which they are working in order to present the paper at the May consortium board
meeting. Laura informed members that the aim of presenting the paper was to gain
feedback on the proposed business case. Laura explained that the full business case will
be shared with practices following presentation to the board.
The executive summary document summarises the local and national drivers that support
the project, as well as the financial context and outlines the need for transforming the way
in which healthcare services are delivered locally. Laura described the difficulty of gaining
ownership of the commissioning of the project in the current transition period; however
West Cheshire Health Consortium will be the main decision makers for the project and the
PCT will receive updates as it still remains the statutory body. Laura also emphasised
that the vision behind transforming the care environment is to shift care out of hospital to
focus on a more integrated approach, therefore in order to support this, the main
stakeholders of the project have been identified as West Cheshire Health Consortium and
Cheshire West and Chester Council. There has also been engagement with local
providers due to the impact on the way in which some of their services will be delivered.
The Primary Care Trust’s Commissioning Investment Asset Management Strategy
incorporates proposals for a series of primary care developments, and the PCT undertook
an evaluation of the proposals against a set of criteria, prioritising investments to deliver
the greatest benefit to the population of Western Cheshire within restricted resources.
The outcome of the evaluation was that the Northgate development proposal was
assessed as a priority for development. An assessment of the existing premises for each
GP practice identified that they have significant capacity issues, they are unable to comply
with current Department of Health best practice standards for the planning and design of
healthcare facilities and it is likely that the current infrastructure will fall short in the Care
Quality Commissioning primary care estate registration assessment process.
The executive summary also outlines the service hierarchy, and those listed as tier 2b are
envisaged as being transformational in shifting care out of hospital, using resources more
effectively. Laura explained the effect on Ellesmere Port and Neston in that services will
be provided centrally initially, however once they are stable they will look at a hub and
spoke model with some clinics being provided in Ellesmere Port, although it will not be
viable to do this with all services. Services such as for long term conditions are deemed
suitable for this model, managing stable patients in the community in an intermediate tier
service, as an alternative to secondary care referrals. Simon commented that most of his
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patients are currently managed in primary care. Laura noted that there is variation across
practices, and many do refer their long term condition patients to outpatient clinics, she
also confirmed that a lot of work has been undertaken to look at activity levels and models
of care elsewhere to assess the demand.
Marc England expressed some concerns over recruiting staff such as GPwSI’s to provide
the services, it has not been a model of care that has worked particularly well in the past
in Western Cheshire.
Members also noted that there will be a huge culture shift for the Countess of Chester
Hospital, and questioned whether clinicians were on board with the proposals. Laura
Marsh responded noting that the management at the Countess of Chester Hospital are
aware of the need to bring clinicians round to a different way of thinking, she also noted
that the director of operations acknowledges that Northgate will mean a different way of
delivering services for their clinicians.
Andy McAlavey stated that there are concerns over unresolved issues within the project
and it is unlikely that the business case will be presented at the Consortium Board in May.
Financial modelling has also been completed and services will most likely be provided at
70% of the current tariff cost, which will cover the rental costs for the property. David
Parry confirmed that there are no financial issues constraining any of the four practices
moving into Northgate. David also stressed that the project has been conservative in its
financial estimations, compared to similar models of care and has taken a realistic view of
what is deliverable following an analysis of the activity and tariff. David also emphasised
that the project will provide benefit of control over services for GPs, providing a one-stop
shop that will be managed by GPs.
Simon questioned how it will be possible to manage the Northgate development and have
the potential to invest in other primary care developments for other practices in future.
David responded noting that due to the current financial climate there is a need to look for
innovation in order to release money for re-investing. There was also some debate
regarding possible changes in tariff in future and how this would impact on the delivery of
services at Northgate.
Laura emphasised that the development provides an opportunity to transform services
rather than to just re-house four practices. Members expressed concern over the time
constraints for the project and also did not think the services will be easily accessible for
Ellesmere Port and Neston patients.

Following the departure of Laura and David from the meeting further discussion took
place regarding the Northgate Development.
Attention was drawn to the fact that the paper presented on the Northgate Development
requested approval of the executive summary and questioned whether the earlier
discussion had achieved this aim.
Further discussion took place where members expressed their concern over the risks of
continuing with the Northgate development in terms of the financial risk, if the level of
activity is not fulfilled due to patient choice. Members felt that the development did not
provide care closer to home for their patients, as the Countess of Chester Hospital is a
closer provider than the proposed Northgate site. Some members also expressed concern
over the quality of services that will be provided.
Members felt that due to the late receipt of the paper, the lack of financial detail within the
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paper and the lack of information on the impact of the development on Ellesmere Port and
Neston patients, they were unable to approve the executive summary for the business
case for the Northgate Development at this time. Sioned agreed to feed back these
comments to Laura and David.

4.

SB

New General Medical Council (GMC) Guidance on revalidation framework
Maureen Swanson attended the meeting to notify members that the General Medical
Council (GMC) has launched new appraisal guidance for revalidation, which is intended to
be much more streamlined. The guidance is intended to support GPs to prepare for the
launch of revalidation. The guidance outlines the core evidence that GPs will need to
provide at their appraisal.
Maureen will remain responsible officer until 2013, and the responsible officer will need to
be assured that practices are running within robust clinical governance systems.
There will be a significant financial impact due to the changes, as money will no longer be
provided to pay for protected time for GPs to participate in colleague feedback, nor will
there be money paid to support patient feedback.
The revalidation framework will be discussed in the Rolling Half Day in December.

5.

Financial Plan
Gareth James, interim Director of Finance for the Consortium attended the meeting to
provide a presentation on the financial plan for 2011/2012. Some of the main points from
Gareth’s presentation were as follows:
• PCTs will be required to contribute towards the NHS savings, as outlined by David
Nicholson.
• PCTs will be required to demonstrate 2% non-recurrent spending which will be used as
a contingency fund in future (strategic reserve).
• Gareth highlighted some assumptions around expected income and expenditure for
2011/2012.
• He emphasised that there is a £3.2m ongoing pressure for cross-border funding, which
they are trying to resolve through discussions with the department of health.
• Gareth also highlighted some of the new spending commitments as outlined in the
operating framework.
• The Quality, Innovation, Productivity and Prevention gap, which is described as the gap
between budget and likely expenditure, for NHS Western Cheshire is £15m, 60% of this
(£10m) belongs to the Consortium
• Gareth gave a breakdown of the £10m, showing how much has been apportioned to
various schemes within tertiary care, unplanned care, planned care, mental health and
prescribing, and noted that he was fairly confident that these savings would be realised.
However, there is still £3.44m where no schemes have been identified to secure this
saving.

6.

Quality Incentive Scheme
Sarah Murray and Sarah Vickers attended to update members on the proposed incentive
scheme for 2011/12 which will be focussed on quality. The scheme will include six
elements:
1.
2.
3.
4.

Clinical engagement
Clinical audit
Coding and data validation
Willaston Model
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5. Care quality commission preparation
6. Development of practice websites.
In the collaborative meeting on 24th May, one workshop will be focussed on quality,
including a discussion on suggestions for 2 further areas for clinical audit. Sarah Murray
stressed the importance of coding and data validation in 2011/12, hence why there is an
increase in the payment for completing this work. Sarah also mentioned that if any
practices have difficulties in completing the Willaston model or with the coding and data
validation, they can inform Sioned and she will able to support practices with this. Sarah
Vickers noted that the scheme is based on Lord Darzi’s definition of quality in health care,
and should support practices with other pieces of work such as the development of the
practice website will support care quality commission registration. Andy McAlavey
outlined the rationale for the clinical audit topics, stating that the work had been informed
by local intelligence such as the Joint Strategic Needs Assessment.
Simon Powell thought it would be useful for practices to be given some direction as to the
areas they should focus on in terms of clinical audit. Sarah Vickers agreed and noted
that ideally clinical data could be extracted from the clinical system and sent to practices
for them to review, rather than practices having to spend vast amounts of time collecting
data. An audit reporting template will also be developed to support practices in doing the
work.
Jeremy Perkins questioned the continued value of doing the Willaston model in practices,
and thought it would be useful to expand to compare with peers. Andy McAlavey thought
this is something that could be done in the locality meeting rather than as part of the LIS.
Sarah Murray confirmed that the budget has not changed, however more money has
been attributed to attendance at the collaborative meetings and network meetings to
encourage engagement, and therefore the cost for completing the LIS work will be £1.73
per patient as opposed to £1.90 per patient as in 2010/11. Simon questioned whether the
LIS will be presented to the LMC for comment, and Sarah confirmed that it will.
Sarah Vickers also notified members that the proposed process for the new QOF Quality
and Productivity indicators is currently being developed. Referral and emergency
admissions data will be provided to practices in relation to the specialties chosen for
discussion within the practice. It is proposed that the network meetings will be used for the
external peer review element of the data. A paper is currently being developed which will
be circulated to practices shortly clarifying how the new indicators will be managed
locally.

7.

Development of GP commissioning
Sarah Murray notified members that the Consortium is aiming to set up a secretaries’
forum which would meet on a quarterly basis. Its aim will be to firstly raise awareness of
the role and responsibilities of the Consortium as well as providing the opportunity for
secretaries to share best practice in terms of referral management, as the final
gatekeepers of referrals in practice. Sarah clarified that she was not suggesting that they
are gatekeepers in terms of clinical decisions, but could be utilised to support clinicians for
signposting to services.
Sally Shaw noted that the secretary in Old Hall surgery works very effectively in terms of
referral management, and therefore questioned the benefit of her attendance at the
meeting. Jeremy however noted that there is variation between practices, and that it
could be a useful forum. Sarah stressed that practices are not obliged to send their
secretaries to the forum, however she thought it would be a useful means of sharing
experience and best practice, Sarah also encouraged Sally Shaw to send their secretary
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so that she can share her working practice with other secretaries.
Sarah also notified members that a letter will soon be sent out regarding the LIS payment
for 10/11.
Locality
Business
8.
A list of clinical commissioning leads for each practice was shared with the group, along
with their contact details. Jeremy suggested it would be useful to include practice
manager e-mails, and also the e-mail addresses for Ian and Sioned as locality manager
and support manager. Sioned agreed to amend the list and re-distribute.

SB

Members reviewed a set of ground rules developed for the Consortium Board and Jeremy
suggested that the same principles be applied to the network meeting. Jeremy stressed
that it will be important to encourage participation in meetings by all members.
Members were also asked to decide whether to exclude a meeting in December or January, and
it was agreed that it would be sensible to exclude a meeting in January. Therefore the
network will not meet in August 2011 or January 2012.
Jeremy also questioned whether there were any views regarding areas of focus for the locality,
some members suggested that QOF may provide some direction for the locality.
Members thought that this could possibly be discussed in July, when there is more clarity
around QOF.
Members questioned whether the clinical audits required for the incentive scheme can overlap
with some areas of QOF. Sioned agreed to investigate.
SB

9.

Complex Families Meeting
Jeremy informed members that as part of the local integrated service model of delivery
currently being developed in Ellesmere Port, Cheshire West and Chester Council are
trying to bring together those organisations who work with families with multiple and
complex needs. They are therefore seeking a GP representative from Ellesmere Port to
be part of the project.
Sioned agreed to circulate details of the project and requested that anyone interested in SB
being involved let her know.

10. Items for future meetings
Telehealth
A request was made by Cheshire and Wirral Parternship to attend the meeting to inform
members about the telehealth project, which is a pilot project involving using remote
equipment to record patients clinical observations and reacting when observations are
provided outside the acceptable parameters. They asked to attend the meeting to present
their findings, consult with members and enrol more GPs to become involved.
Members requested a summary of the findings of the project to date, and a decision as to
whether they require a presentation would then be made.
Diabetes Essentials
The dietitian from the Countess of Chester Hospital requested a slot on the agenda to
raise awareness of a free new service, group education for people with type 2 diabetes,
which is a self referral service that GPs can encourage their patients to attend.
GPs declined the request to attend as they felt the flyer gave sufficient information on the
service.
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Dentistry Update
The public health lead for dentistry requested to attend the meeting to give an update on
dentistry, including an overview of oral maxillo-facial including efforts to reduce referrals
and raising awareness of alternatives to secondary care. They are also keen to discuss
patients that are unable to see their dentists, and how GPs prescribe for these patients as
well as dental health improvements in Ellesmere Port.
Members agreed to provide the public health dental lead with a slot on a future agenda.

11. AOB
Medislim
Marc notified members that during a session working at the Out of Hours service, he saw
a patient who had been prescribed Phentermine by a company called Medislim and
requested advice from other members. Sally Shaw thought that the police should have
been informed. Marc agreed to share the details so that they could be circulated amongst ME/SB
practices to raise awareness of the incident.
Lung Cancer Awareness Campaign
Sally Shaw drew attention to the lung cancer awareness campaign, and in particular the
early warning symptoms and notified GPs that they may have patients coming into
surgery due to this campaign.
Nursing Home LES
Simon Powell questioned whether anyone attended the nursing home LES meeting, and
noted that he had seen a second version of the LES document which was not much
different to the first version. Ian Linford responded stating that further concerns were
raised in the Nursing Home meeting regarding the standards set out in the document.
Members sought reassurance that comments given on the document will be actioned.
Members requested an update at the next meeting. Sioned agreed to contact Philip Milner SB
to provide an update at the next meeting.
Liquid Nitrogen
Jeremy informed members that Clatterbridge hospital will be ceasing to provide liquid
nitrogen for cryosurgery from the end of June onwards and questioned where other GPs
gain access to it. Sally Shaw responded that members could contact the practice
manager at Old Hall surgery to obtain details of where they attain liquid nitrogen.
Date and time of next meeting: Thursday 2nd June 2011, 08:30am - 11:30am,
Masonic Hall Ellesmere Port (Orchard Suite)
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Ellesmere Port and Neston Locality Meeting
Minutes of the meeting held on Thursday 2nd June, 2011
Masonic Hall, Ellesmere Port
8.30am - 11.30am

Action List
Action
1. Acute Physician Clinic
Ian Linford to feedback from the urgent care strategy
board as and when information becomes available.
2. Northgate Development
Practices to participate in an e-mail vote.
3. Smoking Cessation Services
Ian to investigate the current service and whether there
are any proposed changes to the smoking cessation
services
4. DNA CPR
Sioned to organise an update on the final form and policy
for July
5. Planned Care Workstream
Sioned to organise a presentation from Carl Marsh on the
planned care workstreams for July
6. District Nursing
Sioned to invite the head of service from CWP to the July
meeting for discussion
7. ISTC
Ian to contact Pam Broadhead regarding the process for
the follow up of patients previously seen by the ISTC.
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Present: Marc England (Chair), Geff Meyer, Jon Stringer, Jon Early, Alison Daly, Sue
Kingston, Sally Shaw, Alan Moore, Nigel Wood, Chris Steere, Siva Sarangan, Heather Elkin,
Louise Furnivall, Ian Linford, Sioned Brown
In attendance: Barbara Perry, Jason Morris, Andy Dunbavand, Laura Millard, Steve
Pomfret, Tina Long, Russ Favager, Laura Marsh, David Parry, Dr Martin Allen
Practices not represented by a GP: Great Sutton (Blue), Great Sutton (Green), Neston
Surgery, York Road.
ACTION

1.

Welcome, introductions and apologies for absence
Marc England welcomed everyone to the meeting.
Apologies were received from Ellen Gilchrist, Jeremy Perkins, Chris Macdonald, Simon
Powell and Andy McAlavey

2.

Minutes of the previous meeting
The minutes of the previous meeting was agreed as an accurate record of the previous
meeting.
Actions from the previous meeting
Acute Physician Clinic
Ian Linford notified members that the issues surrounding the acute physician clinic were
raised at the urgent care strategy board. The Countess of Chester Hospital are reviewing
all rapid access clinics, the outcome of which will be fed back to the urgent care strategy
board. Ian therefore agreed to update the meeting when more information was available.

IL

Gestational Diabetes
Sioned notified members that she had fed back the groups comments to Dr David Ewins.
The feedback was appreciated, and they acknowledged that in future they will ensure that
there is greater correspondence with primary care when proposing any changes to
guidelines and pathways.
Quality Local Incentive Scheme
Sioned sought the advice of Sarah Vickers regarding the quality incentive scheme and
Sarah acknowledged that there may be some overlap between areas of audit for QOF
and the LIS, but the aim of the LIS is not to replicate QOF.
Medislim
Marc England contacted the clinic who prescribed a patient with phentermine, they
explained that a GP who is GMC registered can prescribe phentermine. Sally Shaw also
expressed concern over two of her patients who had been seen in the clinic and
prescribed phentermine, where the patients had no knowledge of the effect the
medication would have on them, and had not been given sufficient advice from the clinic.
Nursing Home LES
The updated Nursing Home LES specification had been circulated with the agenda and
papers for the meeting.
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3.

Prescribing Budget
Jason Morris, Dr Andy Dunbavand and Barbara Perry attended the meeting to present the
proposed prescribing budgets for 2011/2012. The budget has been set using the
nationally developed formula from the Department of Health. The proposed practice
budgets were presented to the consortium board, however the chairs of the three
localities thought it would be useful to present the prescribing budget to each locality for
discussion.
Jason presented the financial modelling explaining each of the 8 steps to calculating a
practice’s weighted population and fair share. Alan Moore questioned whether the QOF
element of the formula takes into account any exclusion, members felt these would be
relatively small numbers and would therefore not significantly affect the calculations.
Jason explained that as with any formula, some practices will lose out and others will
gain, and the new national formula appears to have refocused allocation of money from
Rural areas to the city. Andy Dunbavand explained that it is difficult to set a formula,
however the national formula has the best available evidence base. Andy also added that
this is the formula used by the Department of Health to allocate budgets and therefore it
seems a sensible approach to adopt the same formula for allocating to practice level.
Andy also stressed that the medicines management team could be utilised to support
those practices of greatest need in terms of target savings, he also reassured members
that where practices overspend but no areas for improvement in terms of cost efficiency
can be identified by the medicines management team, they may not be subject to
stringent performance monitoring.
Steve Pomfret (GP at The Knoll and chair of the rural network) questioned whether it is
sensible to provide those who underspent against their budget with even more money,
considering that other practices are struggling to stay within budget. Steve also
expressed a concern that the formula has been devised with health economics in mind
rather than prescribing, as the weighting for CHD is higher than that of diabetes, whereas
CHD drugs are relatively cheap in comparison to diabetes.
Geff Meyer expressed some concern over the suddenness of the change, as his practice
will see a reduction in budget through the application of the national formula, and
therefore members questioned whether a stepped change would be considered. Barbara
responded noting that the focus will be more on risk sharing at Consortium level or locality
level and that the allocation of budgets may be reviewed in a couple of years time when
the Consortium has control of devolved budgets and may review the use of fair shares
versus historical spend, and on this basis Steve questioned whether the Ellesmere Port
and City localities would be satisfied with starting from a potential of £1m overspend if the
Rural practices cannot spend within their budgets.
Chris Steere stressed that it will be imperative for his practices to receive additional
support from the practice pharmacist in order to achieve the savings required.

4.

Treating you well into the future – Wirral University Teaching Hospital NHS
Foundation Trust.
Russ Favager, Director of finance and Tina Long, Director of nursing and midwifery at
Wirral University Teaching Hospital NHS Foundation Trust attended the meeting as part
of the trust’s engagement programme on proposals to change the location of some
services provided by the Trust at Arrowe Park and Clatterbridge Hospitals, to gain the
views of the Ellesmere Port and Neston practices as stakeholders.
Russ described the local and national context which prompted the need to make changes
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such as the financial climate and the current state of the buildings, he also emphasised
some of the fixed points within the review such as the fact that the same level of service
will continue and that they are not proposing to stop any services, the location of some
services may change, but services will continue to be provided at both Arrowe Park and
Clatterbridge. Russ also stressed that CCO and CWP are excluded from the proposals.
Russ outlined some of the uncertainties and assumptions surrounding the project such as
the regional vascular review, regional trauma review, and potential additional activity from
the ISTC. Russ also provided some details around the future collaboration with the
Countess of Chester hospital, where some corporate and clinical services will be shared
between the two hospitals. This work is ongoing.
Russ and Tina briefly outlined the three main options under consideration, although they
explained that they have received many suggestions for variations on the three options.
The first option is to use Clatterbridge as an outpatient facility, moving all inpatient and
daycase facilities to Arrowe Park. This would increase the pressure on Arrowe Park and
also limits the flexibility of emergency bed provision. The second option is to provide
outpatient and daycases at Clatterbridge with all inpatient and emergency care at Arrowe
Park. This option would provide good use of both sites as well as providing some
flexibility for the future. The third option is to provide inpatient, daycase and outpatient
services at Clatterbridge which would protect seamless provision of elective surgical
services however there would be issues surrounding medical staff travel and cover. The
preferred option of the hospital board is option 2, however this may become a hybrid of
some elements of the other options too. The financial analysis demonstrates that Option
1 would have a one off cost of between £20m and £28m, with a potential annual saving of
£1.5m, option 2 would have a one off cost of £13m with annual savings of approximately
£1.7m whereas option 3 is the most expensive at a start up cost of £20.5m and an
additional £1.6m running costs each year. The financial calculations are based on current
activity levels.
Members felt that shifting more investment towards Clatterbridge was a positive move,
and that patients would be more willing to go to Clatterbridge than Arrowe Park for
outpatient clinics due to its accessibility. Sally Shaw also thought that the move towards
collaborative working between Wirral hospital and the Countess of Chester Hospital was
extremely positive.
Ian Linford questioned how the hospital is planning to achieve spare capacity for 52 beds
at Clatterbridge to deal with escalation pressures, and Tina explained that they have a
core float of staff who work over the two sites, which is a way of reducing the reliance on
bank staff.
GPs
Marc England encouraged members to feedback individual comments from practices via
the consultation document.

5.

Northgate Development
Laura Marsh, David Parry and Dr Martin Allen (Northgate Street Medical Centre) attended
the meeting to provide further information to members regarding the Northgate
Development, as requested in the last meeting.
Laura briefly outlined the current national and local context behind the development. In
order to achieve the white paper requirements and to achieve the £15m QIPP (quality,
innovation, productivity and prevention) target, there is a need to look at transforming the
way in which services are delivered.
Laura reported how the CIAMS (commissioning for investment and asset management
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strategy) incorporates proposals for a series of primary care developments, and an
appraisal was undertaken of premises’ conditions and capacity compared to guidelines
and evaluation of level of need/priority using the SHA framework, subsequently a
programme of developments was compiled with proposed timelines and expenditure. The
schedule runs until 2018/2019, showing year on year investment in primary and
community care. Laura commented that the Consortium may decide to amend the
strategy or change the timescales, however she stressed that a full schedule of plans are
in place, not just for the Northgate development alone.
David Parry notified members that an appraisal of the current condition of the 4 practices
involved in Northgate demonstrated that they are well below even the original red book
standards and the community premises for St Martins, Upton and Physiotherapy
portacabins behind the 1829 building also fell short in current acceptable standards. The
current estate for the services and practices do not comply with the current DoH
standards and would be unlikely to comply with CQC assessment requirements,
specifically related to any enhanced service delivery.
Laura outlined the impact on Ellesmere Port and Neston patients – there will be no
changes to the tier 1 and 2a services that patients currently receive from their local GP
practices and community clinics, tier 2b services will be available for the Ellesmere Port
and Neston population from the Northgate development however as services become
more established, some services could provide a hub and spoke model of care. Laura
presented some information gained from route mapping searches on differences in travel
times and distance from the current Countess of Chester Hospital location to the
Northgate development site for Ellesmere Port patients, noting that it would only be an
additional one minute to reach the Northgate development, and that there are bus
services that run to the Northgate site. Members did not agree that the journey would only
be an additional minute to the Northgate site, especially with city traffic.
Members expressed some concern over availability of parking space and the cost of
parking to patients. Laura responded stating that priority parking would be given to those
patients attending as part of the tier 2b services, however it is unclear as yet as to what
the expense of parking will be, if any. Laura also stated that patients attending both
Countess of Chester and Arrowe Park currently have to pay for parking.
Jon Stringer questioned how patient choice will affect the development. Laura noted that
choice is only implemented at the point where a patient will be attending hospital, and
therefore will not apply – unless patients are choosing between whether to attend St
Catherines on the Wirral, or Northgate.
A discussion took place around the financial modelling, and the potential savings that
could be realised. Members expressed concern over recruiting staff to provide the
services, as similar models have not worked well in the past in Western Cheshire. Laura
Marsh did not think this would be an issue and that there are options available.
Laura Millard, in the absence of Jeremy Perkins, as a Consortium board member provided
a summary of the proposals and the implications of the proposals. Further information
was provided to members demonstrating a comparison between a selection of practices
and the ‘4 Northgate development practices’ in terms of current rent/CMR per square
metre, as well as a comparison of rent/CMR per square meter in the proposed Northgate
development. This information demonstrated that although the new build would be
bigger, the rent does not cost any more per square metre than the existing premises. A
comparison was also made with other similar developments in Frodsham, Birkenhead and
Crewe which also demonstrated that the Northgate development is slightly cheaper in
terms of rent per square metre.
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Laura Millard also outlined the risks if the development went ahead and equally if it didn’t
go ahead. One of the main points emphasised was that the QIPP gap of £15m will still
need to be met in some way even if Northgate did not go ahead.
Some members expressed concern over various assumptions that have been made
around admission avoidance however Laura noted that the project team believe that the
Northgate development will reduce unplanned admissions. Sally Shaw also expressed
some apprehension over the proposals for entirely nurse-led services, and that there
needs to be consultant support for the services.
Members questioned who would own the financial risk of the project, and David Parry
clarified that although the head lease is held by the practices, within the head lease there
is a sub-lease which is not related to the 4 practices, which is owned by the PCT and will
consequently be owned by the body who supersedes the PCT, which will either be the
Consortium or possibly the Commissioning board.
Marc explained that each practice will be asked to vote on two questions relating to the
Northgate development, which will be:
1. Do you want to have an integrated resource centre in the Northgate development?
2. Do you want the 4 GP practices included in the Northgate development?

GPs

The vote will take place via e-mail. Sioned will send out an electronic voting slip to each
practice, which will need to be returned to Jeremy Perkins via e-mail in order for Jeremy
to feedback the results of the vote to the Consortium board.
Laura Millard emphasised that practices should consider not only the impact on individual
practices and the locality, but the wider issues for the Consortium. The localities will have
a voice through the vote, but ultimately the decision will be made by the PCT cluster
board.

6.

Lung Cancer Campaign
Sally Shaw notified members that the lung cancer awareness project was launched on
Friday 27th May at the Port arcades where people are encouraged to present to their GPs
with a cough of more than 3 weeks duration, blood flecked phlegm or breathlessness at
rest. GPs were therefore made aware that they may find more patients presenting with
these symptoms for assessment, investigation or referral. One of the principle messages
the plans for this have highlighted is a reluctance of people to see their GP for fear of
being “ judged “ for their lifestyle choices (smoking in this scenario).
Nigel Wood raised a concern that there has been an indication that smoking cessation
services will be reduced, and this may have an impact if more patients present at their GP
practice who are found not to have cancer, but may need the support of smoking
cessation services. Sally stressed however that the aim of the campaign is to highlight
early detection for lung cancer rather than prevention.
Ian agreed to investigate the potential changes to smoking cessation services.

7.

IL

Items for future meetings
Palliative Care in Dementia Guidelines
The palliative care in dementia guidelines had been circulated to members and Sioned
questioned whether members needed a briefing from Sally. Members agreed that the
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documentation was sufficient.
DNA CPR
A request was made to attend the network to present the final version of the guidance and
form for the DNA-CPR policy, members agreed that this would be useful and Sioned SB
agreed to organise for the July meeting.
Planned Care Workstreams
Sioned questioned whether members would find it useful for Carl Marsh, head of planned
care, to attend the meeting to update on the planned care workstreams including the
issues being addressed as part of the urology service review. Members thought that this
would be extremely useful, and Sioned agreed to arrange for Carl to attend the July SB
meeting.
AOB
District Nursing
Alan Moore raised some concerns regarding district nursing, and the apparent changes to
staffing levels and questioned whether other practices were experiencing the same
issues. He also expressed concern over the service specification that is in place, and
questioned whether it was explicit and detailed enough in terms of the performance
indicators. Other members have also noted that staffing levels are reducing and
expressed concern over the quality and level of service that will be available, especially
with regard palliative care. Ian Linford also expressed concern over the unplanned care
agenda and the impact on supporting admission avoidance if there aren’t sufficient district
nurses in place.
Sioned agreed to invite the head of service from CWP to the next meeting for discussion.
ISTC
Geff Meyer questioned what the follow up procedure is for patients who were previously
seen at the ISTC, as one of his patients had not received any contact regarding his follow
up arrangements. Ian agreed to raise with Pam Broadhead.

SB

IL

Quality Local Incentive Scheme

Jon Early notified members that there will be an away day for practice managers
to discuss the requirements of the LIS, to look at what is already in place to satisfy
the requirements and to standardise the process across all practices.
Date and time of next meeting: Thursday 7th July 2011, 08:30am - 11:30am,
Masonic Hall Ellesmere Port (Orchard Suite)
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Rural Locality Meeting
Minutes of the meeting held on Tuesday 10th May, 2011
Cheshire View
2.00pm – 5.00pm
Action List
Action
1 Debbie Jones and Sally Bestwick to be invited to the
July network meeting to update the group on the
work being undertaken regarding Health Visitor
Service provision
2 Feedback to the Consortium the need to consider
how the commissioning of community services
meets the need of the rural practices
3 Final draft of Nursing Home LES to be sent to
Network
4 Send copy of shoulder pathway to members who
have not seen it
5 Shoulder pathway to be an agenda item at July
network
6 Feedback concerns regarding lack of practice
manager involvement in the Consortium
7 PBC LIS Payments 2010/11 – Practices to receive
letter regarding practice position
8 Confirmation required regarding allowances for PPI
targets
9 Heads of Planned and Unplanned Care to be invited
to present on work streams to the Network
10 Practices to send to Andy McGivern examples of
patients who have encountered issues at Oswestry
&/or Wrexham
11 Feedback is to be given at the September network
regarding revalidation and the implications for
practices and the Network
12 Representatives from the Diabetes Essentials Service
are to be invited to a future Network meeting
13 Representatives from the Telehealth service are to be
invited to a future Network meeting
14 A paper for information on dentistry to be requested
from Yvonne Dailey
15 Cancel December Network meeting
16 Raise concern regarding prescribing formula at
Consortium Board
17 Barbara Perry to be invited to the June Rural GP
Network regarding the prescribing formula
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Present: Steve Pomfret, Jim Hinds, Vicky Oxford, Brian Yorke, Trevor Ferrigno, Jonathon
Gregson, Clare Frances, Lynn Suckley, Philip Milner, Louise Davies, Graham Davenport,
Carl Marsh, Andy Campbell, Helen Black, Christine Kenyon, Debbie Bailey, Liz Guest, Mike
Guest, Alistair Adey, Linda Duffin
In attendance: Sarah Vickers, Sarah Murray
Practices not represented: Frodsham Medical Practice
ACTION
1.

WELCOME AND INTRODUCTIONS
Steve Pomfret opened the meeting and welcomed everyone present.

2.

APOLOGIES

3.

Apologies were received from Julie Critchley and Liz Noakes
MATTERS ARISING
Feedback on Nursing Home LES
Philip Milner updated the group regarding the work on the nursing home LES and the
feedback received from practices. The main points were:
• Following feedback from practices, the LES has been revised and redrafted to
make it practical to undertake.
• The next stage in the work stream is to develop a template for the GPs to use in
the nursing home. Lynn Suckley is involved in this work and a draft template
has been produced and the IT team are developing this to fit practice systems.
• Amendments to the LES include changing three points to aspirational aims
rather than actual aims. This includes multi disciplinary teams and GP
responsibility for carers.
Following a question from the floor regarding where the LES it signed off, Philip thought
that it may be approved by the Consortium Board.
In response to a question about whether the amended LES would be seen for further
comment and approval by the network prior to official sign off, Philip responded that this
would not be feasible due to timescales but that the document has been consulted on at
the three GP networks as well as the Nursing Home Network. The network felt that
although the document would not come to the meeting for further comment, the
members would like to see the final amended version.
Action: Final draft to be sent to the Network.

VO

Implementation of Shoulder Pathway
Steve Pomfret led a discussion on the use of the shoulder pathway presented at the
network meeting on the 5th April 2011. The discussion centred on the implications of the
pathway from a financial point of view and contract monitoring to see the impact of the
pathway. Completion of an audit for shoulder referrals through the AMAMS service is
one of the suggestions for contract monitoring. This would look at how the new pathway
will impact on both the number of referrals for shoulder conditions into AMAMS and also
the destination of onward referrals - i.e. the aim would be to see a reduction in referrals
to secondary care.
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It was agreed that the network needs to decide if this is the correct pathway. Philip
Milner gave an example of when he had used the pathway recently when referring a
patient to physio.

4.

Action: Resend the pathway to individuals who have not seen a copy.

VO

Action: Practices are to disseminate the pathway to colleagues in practice and to
feedback on the use of the pathway at the network meeting on the 5th July.

VO

CONSORTIUM BOARD UPDATE
Steve Pomfret provided an update from the Consortium Board meeting held on the 24th
March 2011. The main points were:
• The meeting was an informal board. The first formal board meeting will take
place on the 19th May 2011.
• The Board has changed in size and now consists of five elected representatives
and three others.
• The organisational structure below the board is taking shape. The sub layers of
the consortium include financial planning, joint commissioning with external
bodies, an executive and a clinical senate (which includes pathways for
redesign).
• It is important for practices from the network to be involved in order to contribute
the rural viewpoint to service redesign.
Concern was expressed about a potential lack of practice manager involvement in the
new consortium as there is one practice manager representative on the board in an
advisory capacity but little representation elsewhere despite practice managers being
interested in contributing, for example, Mike Guest has experience in finance.
Sarah Murray reported that the intention was to involve Lynn Suckley from the Rural
Network and Cathy Bedford for the Ellesmere Port and Neston Network in the Chairs
and Locality managers meetings which will be held quarterly.
The network felt that practice manager involvement is important as practice managers
can give an operational viewpoint as to whether something will or won’t work and are
instrumental in making what GPs want happen.
It was suggested that an invite should be sent to practice managers asking for
expressions of interest in areas of the Consortium with replies going to Sarah Murray
and Alison Lee.
Action: Sarah Murray to feedback concerns regarding lack of practice manager
involvement. Carl Marsh is to feedback the concerns via the Senior Management
Team meeting and the Executive Committee and Steve Pomfret is to voice the
concerns raised at the Consortium Board.

5.

SM &
CM &
SP

DEVELOPMENT OF GP COMMISSIONING
Secretaries Forum
Sarah Murray updated the group on the development of GP commissioning. She
discussed with the group, a proposal to establish a secretaries forum. The forum would
have the following aims:
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•
•
•
•
•

Raise awareness of the Consortium and what it is trying to achieve.
Raise awareness of referral pathways and referral guidelines.
Allow another source of questioning of referral activity.
Empower the secretaries to assist GPs in referral management
Identify anomalies and raiser them with practice managers and GP
commissioning leads.

The intention is to add the meeting onto the Choose and Book meeting which is held
quarterly.
After a discussion of a suggestion to have a secretaries meeting with Choose and Book
as an agenda item rather than a separate Choose and Book meeting, it was felt that the
Choose and Book meetings should continue and the secretaries forum should be added
onto the meeting. Having the secretaries forum in a locality format was also the
preferred option.
PBC LIS Payment 2010/11
Sarah explained that most practices will be paid for the LIS. In cases where practices
undertook the October statins work and achieved 78% if the Better Care Better Value
Indicators or where the practice have shifted by more than 5% but haven’t necessarily
achieved the 78% target, these practice will receive payment.
Practices who have not yet achieved the required standard will be given until the
release of the September prescribing data (available November 2011) to make the
required changes.
Action: Sarah Murray will write to all practices regarding the practice position.

SM

Jim Hinds questioned whether allowances will be made if the PPI target is not hit.
Action: Sarah Murray to speak to Barbara Perry and respond to Jim.
6.

SM

QUALITY INCENTIVE SCHEME
Sarah Murray and Sarah Vickers tabled a paper of the Quality Incentive Scheme. The
scheme will cover six elements:
•
•
•
•
•
•

Clinical engagement
Clinical audit
Coding validation
Willaston model
Care Quality Commission work
Patient experience – the development of practice websites.

There will be a workshop at the GP Collaborative on the 24th May to look in detail at the
quality work and the workshop will inform the quality incentive scheme.
Concern was expressed about the number of audits practices will be required to
complete (seven in total – two clinically and five through Medicines Management). It
was felt that audits need to be completed for the right reason rather than a tick box
exercise.
In response to this concern, Sarah Vickers reported that the quality group, the practice
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managers group and the collaborative will discuss the audits and the feedback from
these will decide areas to be looked at. Six audit topics will be defined and practices will
choose two of these. Practices will be supported with informatics information.
A website expert has been consulted about the patient experience element of the
Quality Incentive Scheme. Sarah Vickers is liaising with IT about the support they can
give to practices.
Following a question about the completion of the NHS Choices website, Carl Marsh
confirmed that practices would still have update the website as choice was still defined
as the approach in the Department of Health’s operational framework.
Sarah Vickers also confirmed that the clinical audit will support practices with the CHQ
requirements and the website development will support practices with the Patient
Participation DES. It was also felt that the audit could be used in revalidation. The audit
could also be used to look at the reason for different drives for the separate localities.
7.

HEALTH VISITOR SERVICE PROVISION
Debbie Jones, Head of Unplanned Care and Children’s Services and Sally Bestwick,
Health Visitor Manager for Community Care Western Cheshire (CCWC) updated the
group on the health visitor service provision. The main points were:
•
•
•
•
•
•
•

A systems review is being undertaken.
CCWC are looking at service redesign particularly around the services being
commissioned by NHS Western Cheshire.
Options include a 0-19 year pathway. This pathway may also address antenatal care which may be beneficial as ante-natal care in the rural locality has
been lost and patients have to travel to Chester.
Health Visitors are currently undertaking case reviews. 30% have been returned
to date. The service is working closely with the safeguarding team to see what
the issues are.
One full time Health Visitor appointment has been made and interviews are
scheduled for a second appointment.
An agency is being considered to assist in staffing and the service is looking to
develop a bank of staff to assist in Health Visitor capacity.
Debbie will inform Lynn Suckley of developments in the review in order to
provide a communications link with practices.

The network felt that with regards to any service redesign there needs to be a
recognition that the needs of the rural practices differ from the needs of the Ellesmere
Port and Neston and the City practices.
Action: Debbie Jones and Sally Bestwick to be invited to the July network
VO
meeting to update the group on the work being undertaken.
Action: Steve Pomfret to feedback to the Consortium the need to consider how
SP
the commissioning of community services meets the need of the rural practices.
8.

TERMS OF REFERENCE AND FUNCTION OF THE NETWORK
The group discussed the differences in voting at the three networks and Sarah Murray
confirmed that it was fine for the networks to have different systems.
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It was felt that the network should not be purely an information receiving body but
should take ownership of its own health economy and use that to inform the consortium
of issues and work streams pertinent to the network. Philip Milner also pointed out that
a focus on practical work is important and part of the agenda should be maintained for
developmental work and workshops.
The group felt that they did not know enough detail about the work being undertaken in
Planned and Unplanned Care and it is important to understand these areas if the
Consortium and network are to become a commissioning body.
Action: Heads of Planned and Unplanned Care are to be invited to the network to VO
give a presentation on the work taking place in these areas.
Concern was also expressed that the network is not being consulted about pathway
redesign and only find out about changes once the redesign has been completed.
Steve Pomfret suggested that network members take responsibility for being the link to
areas of Consortium business and make connections with the people completing work
in these areas, i.e. link to planned and unplanned care etc. He felt that in five years
localities may be responsible for parts of the Consortium budget and this is a model the
locality may need to move towards.
In response to this suggestion, concern was expressed that the locality would risk
becoming a mini Consortium and may end up managing its own risks. It was also felt
that adopting this model may cause capacity issues for practices.
Louise Davies felt that as a forum, the network should decide what is needed for
patients in the locality and ask the Consortium to arrange it.
Sarah Murray suggested that the ‘expert’ GPs could continue to undertake the work as
part of their role and bring pathways to the GP networks to sense check if the pathway
is practical.
Helen Black raised the need to manage patient expectations as NHS finances mean
that patients may not be able to have everything they want. She felt that education and
public awareness was an area that the locality meetings do not address.
Sarah Murray confirmed that part of the Consortium work is going to be around
engagement and building relationships with the media and MPs.
RURAL
9.
GP VOTING
Louise Davies was voted in as Vice Chair of the Rural GP Network
10. FINANCIAL PLAN
Gareth James gave a presentation to the Network on the Consortium’s financial plan.
The main points were:
• The NHS has to make savings of £15-£20 billion by 2015 (David Nicholson).
• During 2011/12 the PCT is required to generate a year-end surplus, or
underspend of 1% (£4million) as a minimum.
• The organisation has to demonstrate that 2% of funding is spent on nonrecurrent items.
• The organisation has received a 2% growth on their allocation for this financial
year.
• £2.8 million has been allocated to the PCT and transferred to the local authority
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•
•
•
•
•
•
•
•
•

•
•

for social care funding. This funding is closely linked to other re-ablement
funding.
The cross border funding issue remains. There is around £3 million spent
treating Welsh patients which the organisation does not receive funding for. The
Consortium is working to address this issue.
A £4 million reserve has been generated to fund the potential costs of current
system reform. This represents a non-recurrent use of funding.
The 2011/12 Financial Plan has funded activity from the previous year on a
recurrent basis.
£2 per head of population or £500,000 is available for the development of GP
consortia.
Re-ablement funding of £800,000 and the £2.8 million allocated to the local
authority will provide a boost to health and social care and will contribute to the
QIPP agenda.
The Financial Plan currently assumes the impact of demographic change and
technological advances to be £11 million per year.
QIPP can be simply described as the gap between available resources and what
we probably will spend.
A plan has been produced to generate savings of £10 million. This will be
submitted to the Strategic health Authority on the 11th May 2011.
The impact of demographic changes is an estimate and there is some debate
around this. Some operating framework areas are new such as the fund for
cancer drugs and the cost is uncertain. The estimates in the plan are close to a
worst case scenario.
Some savings schemes are up and running.
A document containing information on the financial plan is available to the public
in order to share the information. Future Consortium meetings where finance
will be discussed will also be held in public.

It was suggested that practice patient groups could be consulted as to how to get the
message about the financial situation across to the public.
11.

CONTRACTING UPDATE
Andy McGivern gave a presentation to the network about Contracting. The main points
were:
•
•
•
•
•
•
•

There is still £300,000 in queries outstanding from providers.
There is an £8 million gap between the secondary care contract and what is
available to spend.
The agreed contract position in 2010/11 for the Countess of Chester Hospital
was £118,689 and the contract for 2011/12 is £119,899.
£3 million worth of contract levers was taken out of the Countess of Chester
Hospital contract for 2010/11.
In 2010/11 there was £1.5 million overspend in day cases. The coding validation
work identified areas for day cases validation.
The Audit Commission audit coding at the Countess of Chester Hospital. The
findings indicate that the Countess of Chester Hospital is performing better than
average in this area.
An exercise to understand the patient flow for planned care that is sent out of the
area is being undertaken.

An issue was raised regarding Wrexham hospital as they appear to be turning away
patients as they are not in their catchment area. The provider in Wrexham is also
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reported as saying that Welsh patients will go onto a longer waiting list than English
patients. In response to this Andy explained that there is a contract in place with Robert
Jones and Agnes Hunt at Oswestry and with Wrexham Hospital based on treatment for ALL
patients registered with a Western Cheshire practice not based on where they live. He
asked for practices to send him details of patients where this has allegedly happened
and this will be addressed through the contract.

12.

GENERAL MEDICAL COUNCIL (GMC) REVALIDATION FRAMEWORK
Maureen Swanson spoke to the Network about the General Medical Council
Revalidation Framework. The main points were:
•
•
•
•
•
•
•

•

The GMC has published new guidance on its website along with the framework
for revalidation.
Revalidation will start in 2013.
The advice being given is that from now on the supporting evidence for
appraisals should be the evidence that is required to support revalidation.
Patient and colleague feedback will be required once in the revalidation cycle.
There has been an increase in the number of significant event analysis required
to two a year.
RGCP guidance 5.0 that was published in December 2010 incorporates most of
these changes.
The Responsible Officer will require assurance that GPs are working within a
safe clinical governance environment which will mean that clinical governance
systems in practice will come under greater scrutiny. There is a clinical
workshop for Practice GP clinical governance leads on the 20th July 2011 to look
at the implications for their roles.
There will be a rolling half day at the end of the year to look at the implications
for revalidation particularly colleague and patient feedback. It is important that
the GPS attend the event but practice managers are also welcome.

VO &
Action: Feedback is to be given at the September network regarding revalidation
LG
and the implications for practices and the Network.
13.

MINUTES OF THE LAST MEETING
The minutes of the last meeting were agreed as an accurate record of the meeting.

14.

ITEMS FOR FUTURE MEETINGS
Diabetes Essentials
Action: Representatives from the Diabetes Essentials Service are to be invited to VO
a future Network meeting.
Telehealth for GPs
Action: Representatives from the Telehealth service are to be invited to a future VO
Network meeting.
Dental Update
Action: A paper for information to be requested from Yvonne Daily.

15.

VO

ANY OTHER BUSINESS
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Future of December / January Meeting
Decision: Following discussion, a decision was made to cancel the Network meeting in
December 2011.
Action: Cancel December Network meeting

VO

Northgate Development
Steve Pomfret updated the group on a meeting hosted by the LMC regarding the
Northgate Development. He reported that the development was unlikely to go ahead in
its current form primarily from a financial aspect. There is a lack of financial information
from NHS Western Cheshire to evidence savings from activity that will compensate any
financial shortfall in rents. Peter Madden has advised the four practices who would be
housed in the development not to sign up to the scheme until they have assurance that
they will not have to accept the risk of funding the rents for the entire building.
As a result of this update, the Network did not discuss the issue further.
Prescribing Budget Setting Process
Steve Pomfret raised concern about the new formula being used to set the prescribing
budget. The new formula takes around £540,000 off last years rural prescribing budget
but increases the budget for Chester by around £300,000 and increases the budget for
Ellesmere Port and Neston by around £200,000.
The network felt that the formula bears little resemblance to what is actually prescribed
by the Rural Network and that the formula should be challenged as there are concerns
about the data used and the adjustments applied.
Action: Steve Pomfret to raise this concern with the Consortium Board.

SP

Action: Barbara Perry to be invited to the June Rural GP Network to discuss the VO
formula.
Date and time of Next Meeting
The next meeting will be held on Tuesday 7th June 2011 at 2.00-5.00pm at Cheshire
View, Plough Lane, Christleton, Chester
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Rural Locality Meeting
Minutes of the meeting held on Tuesday 7th June, 2011
Cheshire View
2.00pm – 5.00pm
Action List

Action
RN1 Debbie Jones and Sally Bestwick to be invited to the
July network meeting to update the group on the
work being undertaken regarding Health Visitor
Service provision
RN2 Feedback to the Consortium the need to consider
how the commissioning of community services
meets the need of the rural practices
RN6 Feedback concerns regarding lack of practice
manager involvement in the Consortium
RN9 Heads of Planned and Unplanned Care to be invited
to present on work streams to the Network
RN11 Feedback is to be given at the September network
regarding revalidation and the implications for
practices and the Network
RN12 Representatives from the Diabetes Essentials Service
are to be invited to a future Network meeting
RN13 Representatives from the Telehealth service are to be
invited to a future Network meeting
RN14 A paper for information on dentistry to be requested
from Yvonne Dailey
RN18 Review revised hip and knee template
RN19 Feedback the views of the rural network regarding
the Northgate development to the consortium board
RN20 External discussion for QIPP indicators to take place
at October network meeting
RN21 Lead for mental health to be invited to a future
meeting
RN21 NICE shared learning awards to be an agenda item at
July network meeting
RN22 Liaise with Medicines Management regarding rural
prescribing
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Present: Steve Pomfret, Carl Marsh, Vicky Oxford, Louise Davies, Trevor Ferrigno, Philip
Milner, Alistair Adey, Mike Guest, Brian Yorke, Graham Davenport, Lynn Suckley, Jonathan
Gregson, Liz Guest, Helen Black, Andy Campbell, Linda Duffin, Jim Hinds, Paul Smith
In attendance: Sarah Murray, Jason Morris, Barbara Perry, Andy Dunbavand and Paul
Lynch
Practices not represented: Frodsham Medical Practice
ACTION
1.

WELCOME AND INTRODUCTIONS
Steve Pomfret opened the meeting and welcomed everyone present.

2.

APOLOGIES

3.

Apologies were received from Helen Asteriades, Rob Nolan and Clare Frances
ACTIONS FROM PREVIOUS MINUTES
Steve Pomfret confirmed that actions 3, 4, 5, 7, 8, 10, 15, 16 and 17 have been
completed. Actions 1, 9, 11, 12, 13 and 14 are ongoing and will roll forward to the next
meeting.
Action 2: Feedback to the Consortium the need to consider how the
commissioning of community services meets the needs of the rural practices
Steve Pomfret reported that Andy McAlavey chairs a contract meeting with Cheshire
and Wirral Partnership NHS Foundation Trust and Steve Pomfret will be undertaking
this role in the future. This meeting will provide an opportunity to feed in concerns
regarding staff redeployment.
Carl Marsh explained that he will continue to lead on dealing with issues with Central
and Eastern Cheshire community services and will liaise with the contracting team for a
resolution.

4.

CONSORTIUM BOARD UPDATE
Steve Pomfret tabled a paper which covered all items on the last consortium board
agenda with electronic links to the accompanying papers. The paper summarised the
discussions and the decisions made and will be produced for each meeting.
Steve felt that moving forward, the update would reflect the business of the clinical
senate which is a development addressed in the speech given by David Cameron on
the 7th June 2011.

5.

DEVELOPMENT OF GP COMMISSIONING
Sarah Murray spoke to the network regarding the consortium governance structure and
the groups and work streams that underpin and contribute to the structure. Sarah
concentrated primarily on the groups that contribute to the Clinical Senate although she
stressed that many areas of the structure were inter-linked and integrated.
Sarah explained that the first meeting of the Clinical Senate is scheduled to take place
on the 23/6/11 and that the Chair is Tim Saunders. Sarah explained some of the groups
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that contribute to the senate:
•
•
•
•
•
•
•
•

GP networks – the GP chairs of the networks will sit on the senate.
Medicine Management – Andy Dunbavand is the clinical lead.
Planned Care – Philip Milner is the clinical lead.
Unplanned Care – Ian Linford will be talking to the network about the unplanned
care work at the meeting in July.
Public Health – this work is led by Julie Webster, the interim Director of Public
Health.
Mental Health – Tim Saunders is the clinical lead.
Public Engagement – Claire Westmorland is the clinical lead.
Allied Health professionals – Paul Wedd sits on this group.

It was felt by the network that in order to develop pathways, there is a need to engage
with jobbing GPs and there was discussion as to how to achieve this as it is more
difficult for smaller practices to release GPs to attend work groups and meetings. It was
felt that the networks could be used to input into pathways. Mike Guest felt that it would
not be practical for every piece of work undertaken by the work groups to come through
the networks as capacity to achieve anything in the networks would be reduced. He felt
it would be better to have representatives of these groups to feedback to the network as
appropriate. Louise Davies expressed concern that the structure continued to resemble
the PCT and would need to change.
6.

PLANNED CARE UPDATE
Carl Marsh gave an update to the network on the planned care commissioning plan for
2011/12. This consists of delivery plans for stroke services, cancer services, and end of
life services along with maximising patient choice and sustaining patient waiting times.
There is also a planned care QIPP plan aimed at delivering efficiencies of £2.6million for
2011/12. This consists of pathway redesign which is being led by the following pathway
groups:
•
•
•
•

Gynaecology
Ophthalmology
Orthopaedics
Urology

There is also a diagnostics element, the purpose of which is to provide routine direct
access diagnostics for endoscopy and ultrasound services.
The group discussed how to construct a framework for cross referral to other GPs for
services they could provide in order to gain the maximum possible impact. It was felt by
some that an extra payment should be provided to GPs who were providing a service to
patients from other practices, to reflect that they were being taken away from their own
patients.
Carl explained that a key area where GP practices could provide assistance would be
by supporting pathways as this is an area where primary care providers can help make
gains by stopping people getting into the system if appropriate.
Carl also explained that evidence showed that in order to redesign and commission a
service effectively, 18 months would generally be required.
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7.

PRESCRIBING FORMULA
Jason Morris, Barbara Perry and Andy Dunbavand attended to speak to the network
about the proposed national prescribing formula. Jason Morris gave a presentation to
accompany the literature sent to the network to promote understanding of how the
formula is applied and the impact on the Rural GP practices. The main points were:
•
•
•
•

•

•
•
•
•

The Consortium Board had agreed in March to apply the national formula.
When the formula was applied and the budget made available, it was suggested
that Jason attend the networks to explain how it works.
The formula has not yet been mandated by the Consortium Board and a
decision is expected in June or July.
Astro PU is still part of the formula and steps have been introduced into the
formula which includes additional needs which cover QOF CHD, hypertension
and diabetes. Health inequalities have also been introduced with the marker
being 70 years of age. (DFLE)
The additional needs and Astro PU combined value together with the DFLE
value make up the components of the national formula. This has then been split
to 90% for additional needs and Astro PU with 10% used for health inequalities
(DFLE). It is this percentage that has caused a significant change in the
allocation of resources.
The policy is concerned with unmet need and low health status population.
The Consortium has a lower index than the national average for example in
CHD.
Andy Dunbavand is investigating whether the formula does meet unmet need or
actual need.
Nothing has ever been taken out of the formula but more refinements have been
added.

The network discussed the prescribing formula in detail. The main points were:
•
•
•
•

•
•
•

•

There was widespread concern regarding the achievability of the target and the
potential perception that the rural practices may be viewed as holding other
networks back if those networks are achieving targets.
The effect of the prescribing formula seems to be to reduce resources from one
group and give to another group with higher perceived needs which could place
the Consortium at risk.
The credibility of a formula which may change year on year was questioned.
In response to a question as to why the formula was not introduced last year
when it had a 15-85% health inequalities component, Jason Morris responded
that in the toolkit used it was thought that this was carried through but it wasn’t.
This year Jason has taken more time to understand the tables and models and
the resulting formula has been applied.
It was asked whether the implementation of the formula should be phased rather
than applied in one go.
The formula is academic and the issue is how does the rural network react if
they fail to meet the target?
It was suggested that a plan be developed and the network engage and work
with the prescribing team but acknowledge that the target is difficult and may not
be achieved but the reasons for not achieving it would need to be discovered.
Andy Dunbavand felt that if it is not possible to identify areas for savings,
practices will not be penalised.
There is more opportunity for savings in areas such as statins for the rural than
there is for the Ellesmere Port and Neston and city networks.
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•

•

•

•

The need to understand the health inequalities component is important. It would
be difficult to support a formula for perceived need rather than actual need.
Andy Dunbavand is looking into the accuracy of the formula for smaller
practices.
As a rural locality there is a need to address the dispensing argument properly to
show that dispensing does not impact on prescribing costs. It was felt that the
city and Ellesmere Port and Neston networks view the rural practices as
profligate prescribers.
Barbara Perry suggested that as a network, the practices could address some
areas where the practices differ from the rest of the primary care trust and show
that the network is engaged by making changes. An area to look at could be
historic prescribing decisions. In some cases the city and Ellesmere Port and
Neston practices seem more able to make changes with their patients, for
example, with Simvastatin and PPI choices.
It was felt that prescribing is a key issue in the rural network and will be placed
on the agenda at regular intervals.

Decision: Jonathan Gregson will be the lead for the rural network on questions to
be directed to the Medicines Management team.
8.

JG

QUALITY WORKSHOP UPDATE
Steve Pomfret reported that the feedback from the quality workshop held at the
collaborative was still being collated and will be shared with practices in due course.
Lynn Suckley reported that the practice managers had decided to move forward with the
CQC work for the Quality Incentive Scheme.

9.

HIP & KNEE REPLACEMENT REFERRAL TEMPLATE
Paul Lynch reported tabled a copy of the proposed hip and knee replacement referral
template for comment. He explained that it had been decided not to use the Oxford hip
and knee score as the centre of the policy as it had not been validated for that type of
usage. The template tabled is a proposal and should automatically populate from the
practice systems. He also asked if it was appropriate for certain cohorts of patients to
be referred directly to trauma and orthopaedics rather than via AMAMs if they met the
criteria in the policy. Following discussion, the main points were:
•
•
•

•
•
•
•

The use of physio seems to be missing as this can defer a hip replacement for
several years and if the AMAMs step was kept in this would cover physio.
The initial management box needs to be more than just yes and no. There
needs to be the opportunity to provide more detail.
There was concern as to who decides someone is medically fit to undergo a
procedure. There have been occasion when a detailed letter has been sent to
secondary care and patients have been directed elsewhere for a procedure due
to underlying medical conditions. Should it necessarily be up to the GP to make
that decision?
ARC information is useful to give to a patient and there could be a box on the
form to be ticked to indicate that this information has been given to a patient and
that they are aware of the risks of the procedure and what they will have done.
The hospitals remit for operating (section 4) needs to be made clearer.
Lifestyle advice videos for patients will be released shortly.
There was a consensus that if the criteria were detailed on the template and the
patient met the criteria, a GP should be able to refer the patient to a consultant

Minutes of Board Committee Meetings
West Cheshire Health Consortium Board Meeting
st
21 July 2011

46

WCGPCB/07/11/19

•

rather than via AMAMs.
There was agreement in principle that the rural practices will pilot the template
once the technical issues have been resolved.

Action: Graham Davenport agreed to review the revised template.

GD

NORTHGATE
10.
DEVELOPMENT FINANCIAL ANALYSIS
Laura Marsh and Dave Parry spoke to the network about the Northgate development and the
financial analysis pertaining to the development. The main points were:
• A continually aging population along with expensive medicines and technology
was creating a resource gap and to address this, services in primary care can be
beneficial.
• The plan is to continue to develop beyond the Northgate development and to
continue to invest on primary care. Work is scheduled through to 2020 but the
pace of work may change given the financial climate.
• The four practices who would move into the development currently have limited
space when assessed against the acceptable standards. It would be difficult for
them to deliver against the CQC requirements and to sign up to Local Enhanced
Services. St Martins Clinic which would also move into the development was
originally a workshop which was converted on a temporary basis in 1985 for six
months and is still there. The physiotherapy service is currently located in a
porta-cabin at the back of the 1829 Building.
• The current primary care and community care structure would remain
• Intermediate services would be based in the Northgate development until they
became established and then a hub and spoke model would be delivered in
localities.
• The main objections in the city practices are worries about the migration of
patients, particularly students. However, it was felt that wherever the site was
situated in Chester there would be similar concerns due to the proximity of
practices. Also patients are not necessarily registered at the practices closest to
them.
• With regards to parking charges, priority would be given to patients from the
rural and Ellesmere Port and Neston practices using intermediate tier services
rather than GP practice patients.
• The four GP practices have been undertaking a newsletter correspondence and
although the response has not been large, it has been positive.
• A traffic impact assessment will need to be completed. The development will
have access to 400 car park paces adjacent to the centre.
• The four practices involved would take on a head lease. The other areas of the
development (community and intermediate services) would be sub leased to the
primary care trust.
In response to a question regarding the use of resources from the sale of the ISTC, Carl
Marsh explained that the Secretary of State owned the building rather than NHS
Western Cheshire and had transferred that ownership to Halton and St Helens PCT but
restricted covenants made it difficult for Halton and St Helens to sell it.
The group also felt that they would like a spoke and hub model as facilities were on line
in the rural locality and could deliver services now rather than wait for two years until the
Northgate development was completed.
Philip Milner felt that there was a need to ensure services were also delivered
elsewhere in the health economy and not just at the Northgate development (instead of
at the Countess of Chester Hospital).
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Jonathan Gregson was concerned that the rural locality is already stretched on
prescribing and would probably also be stretched on referrals and may need to make
further efficiencies to fund the Northgate development. Steve Pomfret pointed out that if
facilities don’t exist in the community, there is nowhere to move facilities if you want to
shift them out of secondary care meaning it would be difficult to make savings anyway.
Steve asked the group to consider if the rural network were in support of the four GP
practices relocation and the development of primary care facilities. The network voted
on the two questions. The results were as follows:
Decision: 8 of the 8 practices who remained to vote supported the move of the
four GP practices into the Northgate development.
Decision: 6 of the 8 practices who remained to vote supported the integrated
resource centre as part of the Northgate development (1 abstention)
Action: Steve Pomfret to feedback the views of the rural network to the
consortium board.
SP
11.

MINUTES OF THE LAST MEETING
Amendments for clarification regarding GP validation were tabled by Maureen Swanson.
Not withstanding the amendments, the minutes of the last meeting were agreed as an
accurate record of the meeting.

12.

ITEMS FOR FUTURE MEETINGS
Palliative Care Guidelines
It was decided that the guidelines sent to practices provided enough information to
practices.
External Discussion for QP Indicators
Action: It was agreed that the external discussion for the QP indicators would VO
take place at the Rural GP Network meeting on the 11th October 2011.
Mental Health Update
Action: The lead for mental health is to be invited to a future meeting to update VO
the network on the work streams taking place in this area.

13.

ANY OTHER BUSINESS
NICE Shared learning Awards 2011 – Increasing the uptake of serum natriurectic
peptide testing for heart failure
Action: This will be on the agenda at the next meeting on the 5th July 2011.

VO

Date and time of Next Meeting
The next meeting will be held on Tuesday 5th July 2011 at 2.00-5.00pm at Cheshire
View, Plough Lane, Christleton, Chester
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Commissioning Delivery Committee
Meeting held on 19th May 2011

PRESENT:

IN
ATTENDANCE:

Dr Andy McAlavey

Chairman

Alison Lee
Matthew Cripps
Liz Noakes
Rob Nolan
Dr Steven Promfret

Chief Operating Officer – Interim
Transformational Delivery Lead
Associate Director of Public Health
Head of Commissioning and Contracts
GP Representative, Consortium Board
member

Laura Marsh
David Parry
Laura Millard
Helen McCairn
Gareth Redmayne
Paul Lynch

Head of Commissioning
Head of Estates Development
GP, City Walls Practice
Head of Joint Commissioning
Clinical Commissioning Manager
QIPP Programme Manager

Rebecca Clayton

Project Support Officer – Unplanned Care

2011-12 Apologies
Apologies were received from Gareth James.

Action

2011-13 Minutes of the Last Meeting and Action Plan
The minutes were agreed as an accurate record.
Alison Lee asked that her title be changed throughout the
minutes to Interim Chief Operating Officer.
The Committee discussed the appointment of a Non Executive
Director to be a member of the Committee. It was agreed that
the Non Executive Director would be involved with the scrutiny
and decision making of the committee. It was agreed that the
Chair would liaise with David Clark to invite him to be an official
member of the Committee.

RC

AMc

Rob Nolan noted that the Hospital at Home update and the staff
resource were included in the QIPP delivery plan.
Alison Lee informed the Committee that the reablement monies
had been discussed at the Joint Commissioning Board.
Discussion took place within the group regarding the
governance, membership and purpose of the Joint
Commissioning Board. It was noted that Ian Linford, Head of
Unplanned Care had attended a workshop related to this work
programme and that this group would discuss recommendations
for the reablement monies however it was not a decision-
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making body.
It was agreed that Alison Lee would discuss the governance of
the Joint Commissioning Board with Mark Palethorpe. It was
also agreed that Cathy Davis should be invited to attend future
Senior Management Team meetings. In respect of the wider
issue of reablement, the committee considered that a joint
meeting should be held with Vale Royal with the Consortium
Chair leading and also involving Cheshire West and Chester
local authority, the Countess of Chester and Cheshire and
Wirral Partnership.

AL

Paul Lynch noted that following a meeting with members of the
Commissioning Delivery Committee it was agreed that the
prescribing budget report would be submitted to the Project
Delivery Group.
Rob Nolan informed the Committee that conversations with the
Head of Unplanned Care regarding the CWP contract changes
would be ongoing.

RN

Rob informed the Committee that discussions were ongoing
within the Project Delivery Group in respect of staffing resource.
He stated that there may be some additional resource within the
contracting team that he could identify.
Rob explained that he had not spoken to Viv Smith to date
regarding the oxygen budgets. It was confirmed that the
oxygen service is part of the prescribing budget within the
Consortium.
Paul informed the Committee that the Initial Viability
Assessments would be completed by the Clinical
Commissioning Manager by June 2011.
Alison explained that a meeting would be taking place in the
following week to discuss the paediatric programme.
2011-14 Name of Committee
The Committee had a robust discussion regarding the name of
the Committee and how it reflects the work it undertakes It was
agreed that the Committee would be renamed to the
Commissioning Delivery Committee.
2011-15 Commissioning Delivery Committee Work Plan 2011/12
The QIPP Programme Manager explained that as part of the
terms of reference an annual work programme had been
devised. It was agreed that at the January/February 2011
meetings the Committee would need to set the priorities for the
next financial year. The Committee agreed the work plan for
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2011/12.
2011-16 QIPP Delivery Plan 2011/12
Rob Nolan reported that through the QIPP Delivery Plan a
target of £10 million needed to be saved within the 2011/12
financial budget and a total of £52 million over the next four
years (detailed in table 1 of the report).
The Committee were informed that a star chamber meeting had
taken place detailing the list of schemes and the action
milestones attached to the delivery plan. It was agreed that
when monitoring the delivery plan all items needed to be
completed before work commence on the next item.
Rob informed the group that all items were currently flagged as
green apart from the Hospital at Home project which is marked
as red due to the potential savings of £750,000 in 2011/12. It
was noted that there were current issues relating to the contract
and that discussions were ongoing with Partners for Health.
Other issues were highlighted regarding capacity and resources
for delivering some projects. Rob agreed to discuss concerns
with the Senior Management Team.

RN

It was noted that a strategy needed to be produced regarding
the impacts which may occur with Countess of Chester Hospital
and a separate strategy for other providers.
Rob highlighted the £4million currently assigned to ‘other
schemes’ and described the actions being taken in respect of
this, including a formal request to the Business and
Commissioning Support Unit.
Robust discussion took place within the group regarding
contingency plans and other ways the Consortium could
influence future activity. There was discussion on areas where
the Consortium currently spent too much compared to its peers
and that this needed to be a central component of the
Consortium’s strategy. There was also discussion on the
methodology used in Warrington in 2010/11 to defer referrals.
The Transformational Delivery Lead explained the approach
taken in Warrington to deliver this non-recurrent measure –
which GPs led on.
The Committee agreed that the prescribing budget would
continue to be reported via the Project Delivery Group and that
it would only come to the Committee if it escalated. It was also
agreed that only exceptions, ratification and “good news” would
be reported to the Commissioning Delivery Committee.
2011-17 Financial Performance as at 30th April 2011.
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Rob Nolan reported that only one month of data had been
received to date for the Countess of Chester Hospital which
highlighted a £260,000 overspend. This overspend is mainly on
unplanned care activity which is currently £190,000, but also on
day cases, which the Countess of Chester is investigating.
However, this is offset by an underspend in outpatient activity
meaning that, on the whole, the contract is balancing at month 1
end and is working as planned.
2011-18 2011/12 Financial Budget
Rob Nolan reported that the 2011/12 finance budget had been
discussed at the West Cheshire Health Consortium Board
meeting earlier in the day. The Board discussed the transfer of
budgets into the Consortium. Discussion took place regarding
savings and reserves. It was noted that no savings had been
marked for GP services.
2011-19 Local Enhanced Services Review
Rob Nolan explained that a review of the LES schemes was
underway. This was based on the principle of retaining the ring
fenced budget but spending the budget more efficiently.
2011-20 Northgate Project Update
Laura Marsh, Head of Commissioning and Dave Parry, Head of
Estates Development, attended the meeting to request that the
Commissioning Delivery Committee recommend the funding for
the Northgate project to the Consortium Board following
discussions regarding the financial affordability of the project.
Laura explained that the City locality meeting had received the
relevant information regarding the business case and that it
would also be going to the Ellesmere Port and Rural Locality
meetings in June 2011.
Laura explained that the 2010 NHS White paper for had been
one the main drivers for the project which details how improved
outcomes for the patient experience are essential to moving the
NHS forward. It was noted that the growth and change in
demand from the local population due to longer life expectancy
were also key factors.
The Committee were informed that four practices would move
into the Northgate premises along with community services and
other health and social care organisations to provide a more
integrated service. The Committee members discussed how
the project would impact on the Countess of Chester Hospital.
Laura explained that the project is not designed to destabilise
the Countess, as services would be moved from the Countess
into the Northgate premises releasing potential capacity to
expand some services (hysteroscopy and endoscopy). It was
noted that the Countess were aware of the project (they had

Minutes of Board Committee Meetings
West Cheshire Health Consortium Board Meeting
st
21 July 2011

52

WCGPCB/07/11/19

seen the Executive Summary of the Business Case) and they
were happy that some of their services could be provided in a
community setting. The importance of the project to the delivery
of future QIPP plans was emphasised as well as the opportunity
that the project offered to transform the way healthcare is
delivered locally. Rob Nolan said that the detailed plans in the
business case would give the Countess of Chester a clearer
framework in which to make more definitive decisions – such as
closing wards.
Robust discussion took place regarding the benefits of the
Northgate project and how the proposed costings are
advantageous to the Consortium. Further discussion took place
regarding why a new build was being proposed instead of
buying a property and carrying out a refurbishment, and how the
prioritisation process was undertaken as it was felt there were
other areas within the PCT which required this type of project
more urgently. The Transformational Delivery Lead asked why
the business case did not include a ‘do nothing’ option.
Laura confirmed that discussions and plans were in place for
other projects to be carried out after this one; but it was felt that
due to the present condition of the four practices and
community premises being below the Department of Health
standard it was more relevant to prioritise Chester for the first
new build. The Committee were informed that patients would
not need to travel further to gain access to services. It was
agreed that further engagement with the public needed to be
undertaken.

LM

The Committee requested that the business plan needed to be
developed further based on the Committee’s feedback - an
agreed version of the plan could then be shared with all parties.
The Committee noted that they could not currently recommend
to the Board that the finances were viable as more work needed
to be undertaken on the business case to highlight the savings
and why Northgate is the highest priority for the Western
Cheshire population. It was agreed that this work would be
carried out and be available for the June meeting.
2011-21 Reablement – Governance and Structures
Helen McCairn attended the Committee to explain the current
Reablement funding structures. The Committee were informed
that there were currently four different streams of funding of
which the reablement monies are a part of.
The group were informed that the local authority was holding a
workshop on Monday 23rd May 2011 to look at the mapping of
health and social care redesign. It was noted that Ian Linford,
Head of Unplanned Care had been invited to attend the
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session. The interim Chief Officer asked that for future sessions
clinical representation was vital for any decision making.
Helen McCairn noted that any proposals from the reablement
monies needed to be put forward by 22 June 2011 for the Joint
Commissioning Board.
The Committee noted that the Commissioning Delivery
Committee would be accountable for the reablement monies
however work would need to be undertaken outside of the
Committee to ensure that the work will be delivered. This is to
be done via the Project Delivery Group.
2011-22 Diabetes Insulin Intermediate Tier Service at City Walls
Laura Millard attended the Committee to request future funding
for the Diabetes Insulin Intermediate Tier Service at City Walls
Medical Centre. Laura gave a presentation (attached) detailing
the service.
Laura highlighted that there had been errors with the coding of
data where the PCT had paid for new patient appointments
instead of follow up and other types of appointments. It was
agreed that Laura would email Rob the data for further
investigation. Dr Niru Goenka noted that he felt some of the
coding issues may be due to patients attending drop in clinics or
referrals into the system from the Diabetes Specialist Nurses.
It was noted that no patient engagement had taken place for the
service to date as they had not found a suitable patient
satisfaction questionnaire, however work was going to be
undertaken to get this information.
Laura Millard explained that they would hope to appoint a
person dedicated to the service due to the complexity and time
which would need to be resourced. The Committee were
informed that consideration was currently being taken to see if
the service would warrant having Type 1 Diabetes patients who
would be referred on discharge from the hospital.
It was agreed that a financial impact analysis would be
undertaken to look at what the savings would be if the funding
was agreed. However, generally it was considered that this was
a good case, which the Committee could approve.
Dr Niru Goenka explained that following the Specialist Outreach
Service presentation which the Committee received in April
2011 the figure had changed to cost £6 per patient instead of
the £2.91 which was originally quoted, as he had not
incorporated GP costings.
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The Chair expressed that he would like the two initiatives to be
more integrated. Laura Millard and Niru Goenka agreed that
they would liaise together regarding the two initiatives.
2011-23 Any Other Business
No other business was raised at the Committee.
2011-24 Minutes from Commissioning Delivery Committee Project
Delivery Group
The Chair noted that the Commissioning Delivery Committee
Project Delivery Group minutes were distributed for information.
2011-25 Date and Time of Next Meeting
The next meeting will take place on Thursday 16th June 2011 at
12.30 pm
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