WEST CHESHIRE HEALTH CONSORTIUM
AGENDA
Meeting to be held in Public on: Thursday 15th September 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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Other Business
11.55am

Dr Huw CharlesJones
GP Chair
Date and Time of Next Meeting – Thursday 17th November 2011 at 9.00am. Venue – Ellesmere Port
Civic Hall, Civic Suite
I – Information

Any Other Business

D – Discussion

DR – Decision Required

* A consent agenda means that the items will be noted with no time for debate unless the chair is
notified in advance of the meeting

WEST CHESHIRE HEALTH CONSORTIUM
Formal Board Meeting DRAFT
Thursday 21st July 2011 at 9.00 am, Cheshire View
Present:
Huw Charles-Jones
Andy McAlavey
Alison Lee
Gareth James
Jeremy Perkins

Chair & GP representative – City
Vice Chair & GP Board Member
Chief Operating Officer (Interim)
Director of Finance (Interim)
GP Representative Ellesmere Port and Neston

Steve Pomfret
Rachel Hopwood

GP Representative Rural
Non Executive Advisor

In Attendance:
Claire Westmoreland
Christine France
Rob Nolan
Sally Pritchard
Sheena Wood

GP Representative City (representing Laura Millard)
PA, (Minute Secretary)
Head of Commissioning and Contracts
Marketing and Engagement Manager
Business Manager

07/11
A

Action

CHAIRS OPENING REMARKS
Huw opened the meeting and welcomed members of the public to the first
Consortium Board meeting to be held in public. Members of the public are
invited to ask questions of the Board during the first fifteen minutes of the
meeting. They are then invited to listen to the Board's discussions and
observe the decision-making process.
Liz Noakes, Associate Director of Public Health was also in attendance to
deliver a presentation on the health needs of the population within western
Cheshire, in addition to Claire Westmoreland, Vice Chair of the City
Network and the Consortium’s GP Champion for Patient and Public
Engagement.
It was noted that a nurse representative would also be required to attend
future Consortium Board meetings, recognising that the constitution will
change the composition of the Board. Further consideration of appropriate
representation would be undertaken.

B

Huw Charles
-Jones

APOLOGIES FOR ABSENCE
Apologies were received from Laura Millard and David Clark.
It was noted that Sam Jeffrey will no longer attend as a Board member
and Huw expressed gratitude for her dedicated work over many years and
her skills and expertise that have made an invaluable contribution to the
Board.

st
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C

D

Action

DECLARATIONS OF MEMBER’S INTERESTS
Huw Charles-Jones, Andy McAlavey, Jeremy Perkins, Steve Pomfret and
Claire Westmoreland declared an interest as partners in practices for item
13 Quality Improvement in General Practice.
MINUTES FROM MEETINGS HELD ON 19th MAY AND 16th JUNE 2011
The minutes from the meetings held on 19th May and 16th June 2011 were
agreed as an accurate record of the meeting proceedings.
Matters Arising/Actions
All actions from the meetings held in May and June had been completed.
A further meeting with the Business Commissioning support unit is to be
arranged to discuss priority performance areas, ensuring a more coordinated approach to establishing how Performance information flows
from the Consortium’s Commissioning Plan.
Rob reported that he had spoken to the Specialised Commissioning Team
regarding the quality issue for bariatric surgery services. The Specialised
Commissioning team are aware of the issue raised and Rob commented
that a formal response has now been requested which he will share with
the Board in due course.

11

Christine
France

Rob Nolan

THE HEALTH NEEDS OF THE POPULATION
Liz Noakes, Associate Director of Public Health delivered a
comprehensive presentation on the Health needs of the population within
Western Cheshire. Focus was given to the Joint Strategic needs
assessment report on diabetes.
It was noted that Dr Catherine Wall has been nominated as the clinical
lead for diabetes. Diabetes will be discussed more comprehensively at the
next Collaborative event, due to take place in September. The purpose of
this meeting is to establish how we deliver appropriate care for diabetes to
our patient population.
Steve Pomfret queried the cohort of patients who are currently on the
breast screening programme to the ratio of those who are not, as he felt
that the data produced for the last 10 years may not be as representative
whilst screening is in place. He commented that further analysis may be
required in order to ascertain the benefits to patients who are currently on
the programme.
Rachel commented that some correlation of a cohort of patients outside
Liz Noakes
the screening programme could be undertaken. Liz agreed to look into this
and provide more health intelligence as required.
Andy McAlavey commented on skin cancer survival rates and a need to
provide more intelligence around analysis of younger people presenting
with diabetes and poorer outcomes.
st
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Liz responded that skin cancer survival rate is fairly good but it won’t
feature on our inequalities and mortality records. She reported that there
is a need to promote preventative initiatives to encourage awareness to
young people of the effects of tanning booths, as this may have been a
contributory factor to the increase of skin cancer over the last ten years.
There was some discussion about the complexity of diabetes and how
some patients presenting with diabetes are admitted to hospital but their
health records are not coded appropriately, due to the complexity of signs
and symptoms associated with this condition. In this context, Liz informed
the Board that a national audit has been carried out on this work that may
provide other examples of how this is managed on a national scale.
Alison commented that coding against relevant specialities could be
included as a Quality target for next year. She will discuss this with Paula
Wedd, Head of Quality.

Alison Lee

Liz informed the Board that although overall emergency admissions are
decreasing, patients admitted to hospital presenting with alcohol related
symptoms is increasing. In this context, Alison felt that it would be useful
to review the statistics around the causes of alcohol misuse, recognising
that this is not specifically a young people issue.
Claire informed the Board that the five practices that are experiencing
higher incidences of alcohol related illness have agreed to carry out a
summer engagement programme with patients to address these issues.
Huw thanked Liz for her presentation and commented that it will be really
useful as Liz’s previous work has helped to inform the development of the
Consortium’s commissioning strategy that is aligned to our Quality,
Innovation, Productivity and Prevention work, especially in the area of
emergency admissions.
Liz commented that she was pleased to attend any future board meetings
to continue the focus on the health needs of the population.
12

QUALITY IMPROVEMENT REPORT
Andy introduced the Quality Improvement Report outlining how we have
approached quality with our NHS providers. It was noted that a separate
report, focusing on general practice would be tabled as a separate item on
the agenda.
The Board were asked to note the achievements to-date that are
summarised within the Commissioning for Quality and Innovation
schemes (CQUIN) targets and end of year summary 2010/11(appendix 1).
It was noted that the Countess of Chester Hospital Foundation Trust has
demonstrated a high level of performance and they achieved most of their
goals. In particular, Andy congratulated the Countess of Chester Hospital
Foundation Trust on achieving the national target of 90% for venous
thromboembolism, six months ahead of the target delivery date in March
2011, recognising that they are currently ranked within the top
st
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performance group in the country for achieving a consistent 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.
Rachel commented that whilst providers should be congratulated on
achieving their Commissioning for Quality and Innovation scheme targets,
she also recognised that targets should be stretched appropriately year
on year to ensure that continuous quality improvement is achieved, based
on areas of need and patient experience.
Alison passed on a comment on behalf of David Clark who had queried
what we are expecting from these targets, as his judgement is that they
are too process driven and not sufficiently outcome focussed at the
moment.
Andy commented that the schemes for mental health are not set by us
and are currently set by Wirral. It was noted that we will need to ensure
that performance is monitored rigorously as part of the contracting
process.
Jeremy asked if the schemes that did not achieve this year could be
included within future contracts. It was noted that schemes can be built
into contract agreements on a formal basis.
Alison commented on the Terms of Reference of the Quality Improvement
committee and informed the Board that changing its name to clinical
quality improvement would not necessarily reflect patient experience and
clinical outcomes as key components of this committee’s mandate. The
Board agreed the name of the Committee should remain as the Quality
Improvement Committee.
The Board
a) Noted the 2010/11 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) Familiarised itself with the goals in the Commissioning for Quality
and Innovation Schemes for 2011/12 for the Countess of Chester
Hospital Foundation Trust and Community Care Services provided
by Cheshire and Wirral Partnership Foundation Trust and also
noted the breadth of the clinical focus areas included in these
schemes and the financial values associated with achievement of
these goals.
st
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c) Agreed the mechanisms in place to hold providers on NHS
Standard Contracts to account for delivering quality improvements.
d) Reviewed the revised Terms of Reference of the Quality
Improvement Committee and agreed the amendments with the
exception of the proposed name change.
e) Noted the publication of the four latest quality standards from the
National Institute for Health and Clinical Excellence.
f) Noted the assurance provided by the recently published Care
Quality Commission report on their inspection of dignity and
nutrition at the Countess of Chester Hospital site. It was also noted
that the Countess of Chester Hospital achieved their national target
of 90% for risk assessing all adult in-patients for venousthromboembolism by October 2010 a full six months ahead of the
target delivery date.
13

QUALITY IMPROVEMENT IN GENERAL PRACTICE
Andy introduced this report which details the work being carried out to
gain assurance of the quality of General Practice. It was noted that GP
practices within Western Cheshire scored well in the recent IPSOS MORI
patient survey, with 96% of our patients saying they have trust and
confidence in their doctor.
At its meeting in May 2011, the Consortium 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. It was noted that this duty
for quality improvement is likely to feature as a key part of our
authorisation process by the NHS Commissioning Board.
A recent report from the Kings Fund suggests some of the key dimensions
that could be used to measure the quality of care. Andy recommended
that the Consortium Board should adopt the dimensions of quality care
proposed within the report. It was agreed that a progress report on this will
be provided within 6 months (January 2012).

Andy
McAlavey/
Paula Wedd

Huw queried the process for benchmarking quality performance data for
each GP practice that is due to commence later this year, recognising that
this is going to be a challenge to GPs, in accordance with a recent report
published by Prime Minister David Cameron.
Alison commented that we are not just looking to measure quality but to
develop a quality culture amongst our member practices. The
Government has now agreed 22 indicators that they are proposing to use.
The next report on quality improvement in General Practice will need to be
tabled at the Board meeting in December. This report will provide detailed
practice level data.

Andy
McAlavey
/Paula Wedd

Claire commented that an Information technology steering group has been
set up as part of the development of the current Consortium web site. A
review of existing practice websites will also need to be considered as part
of the authorisation process. Rachel commented that good quality
st

Minutes of the Consortium Board meeting held on 21 July 2011
West Cheshire Health Consortium Board Meeting

5

Action

07/11
practice websites are key to accessing information for example the young
diabetics and patient participation groups.
The Board:
• Noted the content of the report
• Adopted the dimensions of quality suggested in the report
(paragraph 9)
• Delegated responsibility to the Quality Committee to determine an
effective way improving these dimensions of quality; and
• Agreed to receive a progress report in 6 months (January 2012)
14

FINANCE AND CONTRACTING REPORT
Gareth updated the Board on the progress made on the delegated budget
and discussed the financial performance against the delegated budget at
the end of May 2011.
It was noted that during March 2011 the Primary Care Trust approved its
financial budget for 2011/12 60% of which was delegated to West
Cheshire Health Consortium. At that time it was recognised that there
was further work required to understand if additional budget areas should
be delegated to the consortium. At the end of June 2011 the total
Consortium delegated budget is £291 million, equal to approximately 70
per cent of the Primary Care Trust's budget.
It was noted that at the end of May 2011 the Consortium was overspent by
£689,000 although this will be mitigated by reserves yet to be delegated,
recognising that there may be some slippage, depending on scheduled
delivery of schemes etc. Gareth drew attention to the table on page 6 of
the report detailing financial performance against the delegated budget of
£291 million.
There was some discussion about the process for managing delegated
budgets and Gareth commented that it is common practice for a Primary
Care Trust to hold back some money at the beginning of the year as
reserves, noting that this year £24 million has been held in reserve. It was
agreed that a report including more detail of the reserves will be provided
at the September Board.

Gareth James

Gareth informed the Board that a lot of work has now been carried out and
he confirmed that robust plans are now in place in order to meet the
Quality Innovation productivity and prevention (QIPP) target. It was noted
that key milestones are being monitored within individual project plans as
part of the Quality, Innovation, Productivity and Prevention programme,
ensuring that progress is made.
Formerly, the 2011/12 Primary Care Trust Operational Plan recognised
Quality Innovation Productivity and Prevention savings of £15million, £10
million of which are now the responsibility of West Cheshire Health
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Consortium. It was noted that a paper focussing on this plan would be
tabled as a separate agenda item.
Rachel queried the data listed within the tables on page 6 (appendix A)
and page 7 (appendix B). Gareth agreed to review and reconcile any
inconsistent data between financial performance and contract analysis.
Rob agreed to validate coding and data within the secondary care contract
analysis table, detailed on page 7, (Appendix B).

Gareth James

Rob Nolan

The Board:
a. Noted the progress to delegate Primary Care Trust Financial
budgets to the Consortium
b. Agreed the revised Consortium delegated budget.
c. Noted financial performance against the Consortium’s delegated
budget at the end of May 2011
15

QUALITY INNOVATION PRODUCTIVITY AND PREVENTION REPORT
It was noted that the 2011/12 Primary Care Trust Operational Plan
recognised Quality Innovation Productivity and Prevention savings of £15
million, £10 million of which are now the responsibility of West Cheshire
Health Consortium.
Rob reported that the Quality Innovation Productivity and Prevention plans
have been refined significantly since the earlier plan was published in
April. A governance and performance management system has been put
in place to support the delivery of this plan.
Rob commented that the plans have been submitted and positive
feedback has been received from the Strategic Health Authority and we
are not considered to be of a high risk category.
Rob drew attention to the table in paragraph15 of the report that
demonstrates how proposals for reform have been considered within the
Consortium’s governance arrangements in 2011/12. He commented that
the process is working well and has been tested externally. It was noted
that a high degree of assurance has been received from both the Strategic
Health Authority and the Department of Health, in addition to scrutiny from
external auditors who have signed off the process for decision making
around reforms.
Rob highlighted some key risk areas:
•
•
•

The Hospital at Home Project
Mental health – Cheshire and Wirral Partnership Prioritisation Plan
Other schemes – three projects commissioned from the Business
Commissioning Support Unit, which were:
- A paediatric service review
- An analysis of potential areas of low clinical benefit
st
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-

An analysis to show where the health economy is an outlier in
respect of spend

Jeremy commented that he is anxious about £4 million identified savings
listed within the appendices and broken down into fairly manageable
chunks of money, then on last table is covered by just three areas and
queried what will happen if we don’t achieve this?
Gareth responded that there is a lot more detail for these plans now but as
it has not been through the process we cannot report it at this stage. If we
don’t achieve the saving it can be managed with the reserves and
slippage although we are aiming to succeed. Rob reported that initiatives
are agreed and supported to do this and will be implemented by late
Rob Nolan
December. Rob agreed to provide more detail around this.
Alison commented that Business Commissioning Support Unit deadline
will be met but there will be some difficult decisions to make here and we
will need to talk to patients and wider clinicians about what decisions we
take. We will need to consider how we move the organisation to that
transformational change.
The Board noted the update provided on the plans for Quality Innovation
Productivity and Prevention delivery in 2011/12 and confirmed its support
for the arrangements in place for ensuring delivery of those plans.
16

PERFORMANCE REPORT
Alison informed the Board that in many ways the performance report is a
rich inheritance from the Primary Care Trust. We inherited a lot of data
but our challenge is to transform that into a report that is relevant and
customised to clinical commissioners. This report is based on the report
that previously went to the Primary Care Trust.
Alison highlighted two issues of significant concern the first being stroke
services and queried why are our patients not being treated on stroke
wards and the second was cancer services and the 62 day referral target.
Rob commented that part one of the report is the Primary Care Trust’s
outcomes which will need to be revised. Part two of the report includes
healthcare acquired infections showing higher numbers of Clostridium
Difficile reported compared to plan, this will be addressed in quality
meetings and routinely through the contract.
The North West Ambulance Service performance for ambulance services
category A (8 minute response time) is still an issue . Performance is
improving – but still not at the 75% target.
Part three of the report includes any other performance information in the
health system that may impact on the health of the local population. Some
of this is outside the direct responsibilities of the consortium and is
provided for information.
st

Minutes of the Consortium Board meeting held on 21 July 2011
West Cheshire Health Consortium Board Meeting

8

Action

07/11
Rachel commented that this is a really useful report but the data from
different sources doesn’t match up. Rob responded that a single report
including the integration of performance and health care contracts will be
provided for the September Board.

Rob Nolan

Alison commented that the Consortium must not just rank ourselves
against the North West but should also benchmark against national
performance, other similar health economies or indeed the best
performing Primary Care Trusts and Consortia.
The Board:
a) Noted the current position of the measures within the NHS
Operating Framework show in Appendix B of the report
b) Supported the integration of the Performance Report and the
Health Care Contracts Report as a single report from next month
onwards
17

COMMUNICATION AND ENGAGEMENT PLAN
Alison informed the Board that this report sets out the Consortium’s
approach to developing a Communication and Engagement Plan which
will underpin the Consortium’s Commissioning Strategy. She asked Dr
Claire Westmoreland to present the report.
Claire thanked Sally and Debbie for preparation of the report and
commented that what we develop as a plan is going to impact on every
decision the Consortium makes, good communication and engagement
builds trust with others. There is lots of work to be done with internal and
external communications and this will be outlined in the plan.
Rachel commented that the Primary Care Trust communicated in a
traditional way with stakeholders and asked what expertise we have for
feeding into this plan. Claire responded that we will be using a range of
communication channels including; Facebook, twitter and practice
websites. It was noted that Cheshire Information Technology service have
written an excellent paper exploring how we could maximise the use of
Claire
technology to enhance communication and engagement. It was agreed
Westmoreland
that this paper will be shared with the Board.
Huw informed the Board that he and Andy had attended a useful
workshop hosted by the Patient Experience Network last week and it
might be helpful for us to contact them.

Claire
Westmoreland

The Board:
a. Noted the arrangements and timescales for developing a
comprehensive Communications and Engagement Plan
b. Agreed the principles to underpin the development of the plan and
future communication and engagement activities, the ICT paper will
st
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be circulated
c. Noted the intention to progress and action a delivery plan pending
the development and approval of the Communication and
Engagement Plan
Board members further requested that the use of IT in the development of
the Communications and Engagement Plan be added to future updates.
18

ASSURANCE FRAMEWORK
Alison informed the meeting that the Consortium is required as an NHS
organisation to have an Assurance Framework. This initial framework,
presented today, reflects the position inherited from the Primary Care
Trust which was approved by their Board in May 2011 and outlines the
strategic objectives which the Primary Care Trust Board have delegated to
the Consortium Board to deliver.
A summary of the strategic high level risks identified by the Board of the
Primary Care Trust are set out below:
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 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.

st
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In addition to the risks above the following risks relating to authorisation of
the West Cheshire Health Consortium have been identified:
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

The Assurance Framework has also been changed to reflect the
Consortium’s committee structures. Alison suggested it might be useful
for the Board to have a development session with Mersey Internal Audit
Agency. It was agreed to arrange this for a future informal development
session of the Board.

Sheena Wood

Huw commented that he noted the necessary steps to achieve
authorisation but asked are we confident as a Board that we will get
authorisation? It was acknowledged that this is a huge challenge but will
be achievable.
Alison commented that it is important that the Board should be mindful
that this as a live issue and make sure that we allow adequate time to
discuss risk at the Board meetings, Executive Committee meetings and as
part of development sessions. By identifying strategic risks the Board can
target resources or controls to best effect
It was agreed that the Board will review its strategic risks every three
months
The Board:
a) confirmed the risks associated with the delegated functions and the
work to achieve authorisation
b) noted and endorsed the risk rating scores
c) confirmed its support for the actions that are in place or are being
taken to mitigate against risk
d) noted the arrangements for keeping the strategic risks under review

st
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MINUTES OF BOARD COMMITTEE MEETNGS
The Board noted the decisions make on their behalf and supported them.
ANY OTHER BUSINESS
Gareth queried whether it would be useful to bring a paper on the Wales
Cross Border issue to a future Board meeting? The Board agreed that we
would highlight how much this is costing us in the Performance Report
each month and Gareth would bring a separate paper to the September
Board meeting.
DATE AND TIME OF NEXT MEETING
Thursday 15th September 2011, 9.00am at Cheshire View, Christleton

Minutes received by:
(Chairman)
Dated:
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West Cheshire Health Consortium Board
Action List
Meeting Held on 21st July 2011
A
Page 1
D
Page 2
D
Page 2
11
Page 2
11
Page 3
13
Page 5
13
Page 5
14
Page 6
14
Page 7
14
Page 7
15
Page 8
15
Page 9
17
Page 9

Action
Further consideration of appropriate representation on
Consortium Board.
A meeting to be arranged with the Business Commissioning
Support Unit to discuss priority performance areas.
The formal response from Specialised Commissioning
concerning bariatric surgery services to be circulated to the
Board once received.
Further health intelligence to be provided as required on a
cohort of patients outside the screening programme.
Alison and Paula to discuss whether coding against relevant
specialities could be included as a quality target next year.
A progress report on adoption of quality care proposed by the
Kings Fund to be brought to the Board in January 2012.
A further report on Quality Improvement in General Practice to
be brought to the Board in January 2012 and will include
detailed practice level data.
The Finance report to the September Board to include more
detail on the reserves.
The data between financial performance and contract analysis
to be reviewed and reconciled for any inconsistent data.
The data within the secondary care contract analysis table on
page 7 of the Finance and Contracting Report to be validated.
More detail to be provided around the agreed quality innovation
productivity and prevention plan initiatives.
From September 2011 a single report to be produced including
the integration of performance reports and health care
contracts.
The Cheshire Information Technology Service paper on the use
of technology to enhance communication and engagement to
be shared with the Board.
Contact to be made with Patient Engagement Network.

Owner
Huw CharlesJones
Christine
France
Rob Nolan

Liz Noakes
Alison Lee
Andy
McAlavey/
Paula Wedd
Andy
McAlavey/
Paula Wedd
Gareth James
Gareth James
Rob Nolan
Rob Nolan
Rob Nolan

Claire
Westmoreland

17
Claire
Page 9
Westmoreland
18
A development session, in October, to be arranged with Mersey Sheena Wood
Page11 Internal Audit Agency on assurance.
7
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AGENDA ITEM NO: WCGPCB/09/11/21

BOARD REPORT
DATE OF BOARD MEETING: 15th September 2011
TITLE OF REPORT:
KEY MESSAGES:

Quality Improvement Report
•

There has been an increase in the number of
incident reports from GPs about how long it
takes for them to receive information about
their patients when they are discharged from
the Countess of Chester Hospital. The hospital
have been asked through the contract meeting
to improve their performance in providing
discharge information to GPs within 24 hours of
a patent leaving the hospital.

•

We are doing well locally with the national
commitment to ensure that men and women do
not have to share sleeping accommodation
when they are in hospital. In April, May and
June all our local providers complied with this
requirement. In July there were 6 exceptions to
this requirement and this was caused by some
building work aimed at improving the
environment but which resulted in some very
short term disruption to space.

•

Healthcare associated infections, such as
MRSA (meticillin-resistant staphylococcus
aureus) and clostridium difficile, are of major
concern to the public. The risk of infection has
been reduced by a range of initiatives, such as
introducing screening and treatment for all
patients having planned operations, the
prudent use of antibiotics through using
prescribing guidelines, continued participation
in the national Clean Your Hands campaign
and by ensuring high standards of hygiene
across hospital and community sites. We
monitor the number of these infections closely
and report these figures in our public Board
papers.

Quality Improvement Report
West Cheshire Health Consortium Board Meeting
th
15 September 2011

AGENDA ITEM NO: WCGPCB/09/11/21
•

NHS health care providers have a duty to
publish Quality Accounts that report on the
quality of their health care services for the
previous financial year. The Countess of
Chester Hospital NHS Foundation Trust and
Cheshire and Wirral Partnership NHS
Foundation Trust which includes Community
Care Western Cheshire services have
published their Quality Accounts and can be
found on their websites .

•

Work is in progress with GPs to agree locally
what measures are important to them and their
patients when describing what high quality care
looks and feels like. The Consortium Board has
asked that these measures are then used to
show how we are driving up standards of care
for our population.
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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) – please outline impact

Yes

This report gives an update on the current performance levels of
providers including GPs in delivering high quality care against the
requirements in national and local contracts.
This report identifies any exceptions in the delivery of high quality care
2.

Commissioning Of Hospital And Community Services – please
outline impact

Yes

This report identifies how we will make better use of intelligence from
incidents, Patient Advice and Liaison Service contacts, complaints and
claims to inform our commissioning plans.
3.

Commissioning and Performance Management of GP Prescribing
– please outline impact

Yes

This report includes an update on the audit topics for the local GP
Quality Incentive Scheme. GP prescribing against best practice
standards will form part of the audits undertaken.
4.

Delivering Financial Balance – please outline impact

Yes

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

This report identifies how we will make better use of intelligence from
incidents, Patient Advice and Liaison Service contacts, complaints and
claims to inform our commissioning plans.

Quality Improvement Report
West Cheshire Health Consortium Board Meeting
th
15 September 2011

Yes

AGENDA ITEM NO: WCGPCB/09/11/21

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

No

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?

Yes

The Quality Improvement team is led by a group of clinical staff. The Quality
Improvement Committee is chaired by a GP and attended by the GP quality
leads from each of the 3 GP locality networks. A GP chairs the regular Quality
meetings with providers. GPs are involved in the review of serious incident
reports along with a nurse and an Allied Health professional.
6.

Patient and Public Engagement

Yes

Insights from patient complaints and Patient Advice and Liaison Service
contacts are used to inform commissioning decisions and influence the setting
of quality improvement requirements in the contracts of providers.

REPORT PREPARED BY:

Paula Wedd
Head of Quality Improvement
West Cheshire Health Consortium
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WEST CHESHIRE GP CONSORTIUM BOARD
QUALITY IMPROVEMENT REPORT

PURPOSE
1.

The purpose of this report is to assure the West Cheshire GP Consortium
Board of the quality of care delivered across both general practice and
providers of NHS care on NHS Standard Contracts. The report will also
highlight any exceptions in the delivery of continuous improvements in the
quality of services for patients.

ACTIONS
2.

The board is asked to:
a)

Approve the plan to collate the intelligence from incidents, complaints,
Patient Advice and Liaison Service, and claims currently held by
separate organisations to produce an aggregated view of the quality of
care provided to Western Cheshire residents.

b)

Confirm that the West Cheshire GP Consortium Board will receive
summary level information and exception reports about incidents,
Patient Advice and Liaison Service contacts, complaints and claims on
a quarterly basis from the Quality Improvement Committee.

c)

Note the overview information provided about incidents, Patient Advice
and Liaison Service contacts, complaints and claims that have been
reported onto the NHS Western Cheshire Datix risk management
system in quarter 1 of 2011-2012.

d)

Note the exceptions reported that identify areas of non-compliance with
contractual requirements by local providers on standard NHS contracts.

e)

Note the assurance reported that identifies areas of compliance with
contractual requirements by local providers on standard NHS contracts.

f)

Note the assurance provided in the 2010-2011 Quality Accounts
published by the Countess of Chester Hospital NHS Foundation Trust
and Cheshire and Wirral Partnership NHS Foundation Trust, which
includes Community Care Western Cheshire services inclusive of our
corroborative opinion as commissioners.

g)

Note the progress report on the GP local quality incentive scheme.
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RISK MANAGEMENT
3.

NHS Western Cheshire’s Datix Risk Management System is used to record all
incidents, Patient Advisory Liaison Service contacts, complaints and [legal]
claims received within NHS Western Cheshire from Care Homes, GPs,
Dentists, Pharmacists and staff currently employed by NHS Western
Cheshire, such as the Medicines Management Team and Continuing Health
Care Team.

4.

Currently the information held on the Datix Risk Management System is
aggregated into a report that is received bi-monthly by the Quality
Improvement Committee. There is recognition that these reports are an
incomplete data set as they only relate to the information directly received by
NHS Western Cheshire.

5.

Our provider organisations each manage their own Datix Risk Management
System and produce their own quarterly summary reports that highlight key
themes and trends for them as an organisation. These reports are shared with
West Cheshire Health Consortium through regular Quality and Risk meetings
with those providers.

6.

Work is in progress to collate the specific reports received by both local
providers and NHS Western Cheshire and integrate them to produce a health
economy view of incidents, complaints, Patient Advice and Liaison Service
contacts and claims. This information will be reported quarterly to the Quality
Improvement Committee which will identify and confirm key themes and
trends. This insight across the health economy will be used to inform our
commissioning plans and give a more comprehensive view of the quality of
care received by our patients.

7.

A summary of the whole heath economy report will be provided in the
subsequent quarter to the West Cheshire GP Consortium Board.

8.

The information that follows in this report for quarter 1 only includes
information captured by the NHS Western Cheshire Datix Risk Management
System.

INCIDENTS
9.

During Quarter 1 of 2011-2012 a total number of 282 incidents were reported
onto the NHS Western Cheshire Datix System, in comparison with a total of
1,145 reported during the whole of 2010-2011. See Chart 1.

10.

The highest reporters of incidents were GP practices.
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11.

Incidents reported during Quarter 1 2011-2012 have been analysed to
identify:
a)

The level of actual harm reported:
•
•
•
•
•

b)

No injury, adverse outcome 232 (82.3%)
Minor Injury 11 (3.8%)
Moderate Outcome 35(12.4%)
Major Outcome 2 (0.7%)
Catastrophic Outcome 2 (0.7%)

The potential of harm reported:
•
•
•

Low Potential Harm – 166 (58.9%)
Moderate Potential Harm – 73 (25.9%)
High Potential Harm – 43 (15.2%)

12.

All reports are reviewed weekly by the Patient Safety Team. This team
identifies the most appropriate service or organisation to investigate the
incident, take further action and cascade any learning. There is a tracking
system in place to ensure that actions have been completed to support
closure. Email notifications are sent to reporters of incidents to inform them of
progress and outcomes from investigations.

13.

There are currently no exceptions to compliance with the process for
managing incidents.

Chart 1
Number of Incidents Reported during the Quarterly periods in
2011/2012 in Comparison to 2010/2011
350
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14.

Examples of how incident reporting has resulted in changes in practice in
providers are listed below:
a)

During Quarter 1 there has been an increase in the number of incidents
reported by GPs relating to delays in receiving discharge documentation
for patients treated by the Countess of Chester Hospital NHS
Foundation Trust. In response to this emerging theme, the Countess of
Chester Hospital NHS Foundation Trust has been asked through the
Contract meeting for a formal remedial action plan to improve their
compliance with the contractual requirement to provide discharge
summaries to GPs within 24 hours of the date of discharge.

b)

A GP practice has implemented improvements to its process for creating
letters informing patients of changes to their medication in order to
ensure information provided in the letters is correct.

c)

A GP practice implemented changes to its system for sending fast track
referrals in order to ensure a permanent record of transmission and
receipt of faxes can be held within the surgery.

PATIENT ADVICE AND LIAISON SERVICE
15.

NHS Western Cheshire’s Patient Advice and Liaison Service is one of the first
points of contact for people who have questions or concerns about health
services or about their own care or someone they are caring for. It provides
information about the NHS and directs patients to other departments and
services for support.

16.

During Quarter 1 of 2011-2012 a total number of 160 Patient Advice and
Liaison Service contacts were reported onto the NHS Western Cheshire Datix
system, in comparison with a total of 796 reported during the whole of 20102011. See Chart 2.

17.

Following the analysis of the Patient Advice and Liaison Service contacts in
Quarter 1 the top 3 themes identified are:

18.

a)

Requests for information about Individual and Exceptional Funding
processes and information about the availability of NHS dentists.

b)

Expressions of concern relating to communications received from
practices.

c)

Expressions of concern relating to patients’ perceptions of poor levels
of treatment.

The Patient Advice and Liaison Service has continued throughout the year to
demonstrate an increased number of concerns resolved within 24 hours;
which means they do not go on to become a complaint.
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Chart 2
Number of PALS Received during the Quarterly periods in 2011/2012
in Comparison to 2010/2011

200
180
160
140
120
2010/2011

100

2011/2012

80
60
40
20
0
Q1

Q2

Q3

Q4

COMPLAINTS
19.

During Quarter 1 of 2011-2012 a total number of 11 new complaints were
received in comparison with a total of 52 reported during the whole of 20102011. See Chart 3.

Chart 3
Number of Complaints Received during the Quarterly perids in
2011/2012 in Comparison to 2010/2011
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During Quarter 1 2011-2012, there were no trends identified within the 11
complaints received in the quarter. Going forward an analysis of complaints
over a rolling 12 months will be undertaken for inclusion in the quarterly report
to the Quality Improvement Committee. A summary of this report will be
provided in the subsequent quarter to the West Cheshire GP Consortium
Board.
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21.

Complaints received in Quarter 1 have highlighted
learning/changes as an outcome from the complaint:
a)

the

following

A GP practice is to conduct a review of its appointment system, and
ensure their staff receive customer service training to improve
communications skills within the practice.

CLAIMS
22.

During Quarter 1 of 2011-2012 a total number of 2 new claims for NHS
Western Cheshire were received in comparison with a total of 4 reported
during the whole of 2010-2011. See Chart 4.

23.

No claims were closed during Quarter 1 2011-12 and no new learning was
identified.

24.

Two new claims were received in Quarter 1 2011-2012 as follows:
a)

Employer liability

b)

Clinical negligence

Chart 4
Number of Claims Recieved during the Quarterly Periods of
2011/2012 in Comparison to 2010/2011
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SERIOUS INCIDENTS
25.

A Serious Incident is defined as an unexpected, untoward event in which a
person (whether a patient, staff member or visitor) suffered serious harm or
could have been seriously harmed or one which is likely to give rise to serious
public concern or major criticism of the service involved.

26.

A Serious Incident requires a provider organisation to undertake a root cause
analysis, develop a remedial action plan and provide us with on-going
evidence of implementation of the action plan. This process is managed
through our Serious Incident Group which reports bi-monthly to the Quality
Improvement Committee. The West Cheshire GP Consortium Board will
receive a summary of the numbers of serious incidents by provider and will be
alerted to any evidence of trends.

27.

In Quarter 1 2011 reports of the following serious incidents have been
received:
a)

The Countess of Chester Hospital NHS Foundation Trust reported 13
serious incidents.

b)

Cheshire and Wirral Partnership NHS Foundation Trust Community
Care services reported 2 serious incidents.

c)

Cheshire and Wirral Partnership NHS Foundation Trust reported 6
serious incidents.

d)

NHS Western Cheshire reported 5 serious incidents

NEVER EVENTS
28.

The National Patient Safety Agency has identified some incidents which are
described as Never Events. These are largely preventable events which if all
the appropriate procedures are followed should not occur. The list of Never
Events that are included in the 2011-2012 NHS standard contracts are:
a)
b)
c)
d)
e)
f)
g)
h)
i)
j)
k)
l)
m)
n)

Wrong site surgery
Wrong implant/prosthesis
Retained foreign object post-operation
Wrongly prepared high-risk injectable medication
Maladministration of potassium-containing solutions
Wrong route administration of chemotherapy
Wrong route administration of oral/enteral treatment
Intravenous administration of epidural medication
Maladministration of Insulin
Overdose of midazolam during conscious sedation
Opioid overdose of an opioid-naïve patient
Inappropriate administration of daily oral methotrexate
Suicide using non-collapsible rails
Escape of a transferred prisoner

Quality Improvement Report
West Cheshire Health Consortium Board Meeting
th
15 September 2011

7

AGENDA ITEM NO: WCGPCB/09/11/21

o)
p)
q)
r)
s)
t)
u)
v)
w)
x)
y)

Falls from unrestricted windows
Entrapment in bedrails
Transfusion of ABO-incompatible blood components
Transplantation of ABO or HLA-incompatible Organs
Misplaced naso- or oro-gastric tubes
Wrong gas administered
Failure to monitor and respond to oxygen saturation
Air embolism
Misidentification of patients
Severe scalding of patients
Maternal death due to post-partum haemorrhage after elective
Caesarean section

29.

In our standard contracts with local NHS care providers there is a requirement
to eliminate Never Events. There is a financial consequence for providers if
they fail to comply with this requirement.

30.

No reports of Never Events were received in Quarter 1. However, a report
has been received of 1 Never Event occurring in the Countess of Chester
Hospital NHS Foundation Trust in August.

31.

This incident will be managed through the Serious Incident process as
described earlier in this report. The Board will be advised of Never Events
when they occur.

DELIVERING SAME SEX ACCOMMODATION
32.

We are committed to maintaining dignity and privacy for patients at all times
and this duty extends to all organisations providing NHS care to our patients.
This means that hospitals are required to make provision so that men and
women do not have to share sleeping accommodation, or use mixed bathing
and toilet facilities. Whilst patients should not have to pass through opposite
sex areas to reach their own facilities, we recognise that in some emergencies
or when critical care is being delivered for seriously ill patients, mixing of the
sexes may be justified. However, decisions should be based on the needs of
each individual patient, not the constraints of the environment or the
convenience of staff.

33.

In our standard contracts with local NHS care providers there is a requirement
to eliminate mixed sex accommodation. There is a financial consequence for
providers if they fail to comply with this requirement.

34.

There were no reported breeches in delivering this requirement during
Quarter1, however 6 breeches have occurred during July and will be included
in the Quarter 2 report later this year. The breeches occurred at the Countess
of Chester Hospital NHS Foundation Trust and were as a consequence of
estates work that was underway to improve the environment but which for a
short period of time reduced the capacity to provide single sex
accommodation. The breeches were all resolved within 24 hours.
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HEALTHCARE ACQUIRED INFECTIONS
35.

The cleanliness of hospitals and clinics and, in particular, healthcare
associated infections, such as MRSA (meticillin-resistant staphylococcus
aureus) and clostridium difficile, are of major concern to the public. We are
working with local hospitals and other providers of care to ensure that,
wherever possible, healthcare associated infections are eliminated.

36.

Already, the risk of infection has been reduced by a range of initiatives, such
as introducing screening and treatment for all patients having planned
operations, the prudent use of antibiotics through using prescribing guidelines,
continued participation in the national Clean Your Hands campaign and by
ensuring high standards of hygiene across hospital and community sites.

Clostridium Difficile
37.

During Quarter 1 2011 there were 14 community associated cases of
Clostridium Difficile. There were 9 hospital acquired cases at the Countess of
Chester Hospital NHS Foundation Trust (tested post 48 hours of admission);
this is against a hospital local stretch target for the year of 53 cases.

38.

During Quarter 1 2011 there were a total of 23 cases of Clostridium Difficile
reported. This is against all NHS Western Cheshire registered patients,
wherever they have been identified within the country. The target within which
we are working for 2011-2012 to ensure a continued reduction in Clostridium
Difficile is 106 cases for the year.

Meticillin Resistant Staphylococcus Aureus Bacteraemia
39.

During Quarter 1 2011 there were 5 community associated cases and 1
hospital associated case of Meticillin Resistant Staphylococcus Aureus
Bacteraemia reported. The target within which we are working for 2011-2012
to ensure a continued reduction in Meticillin Resistant Staphylococcus Aureus
Bacteraemia is 72 cases for the year.

40.

Bacteraemia is classed as either community associated (present in blood
cultures within 48 hours of hospital admission) or hospital associated (present
in cultures after 48 hours).

41.

For every reported bacteraemia a root cause analysis is undertaken by either
Community or Hospital Infection Prevention and Control Teams. The purpose
of which is to facilitate an in-depth review of individual cases, the identification
of learning and the formulation of action plans to address areas for
improvement.
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COMMISSIONING FOR QUALITY AND INNOVATION SCHEMES – 2011-2012
QUARTER 1 PROGRESS
42.

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
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.

43.

The schemes identify areas of improvement and innovation and articulate
these into clear goals with measureable steps that can be monitored.
Providers are able to earn 1.5% of their contract value by achieving the goals
set in their Commissioning for Quality and Innovation Schemes.

44.

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. The Quality
Improvement Committee receives a detailed report each quarter showing
performance against the schemes.

45.

A full list of the Commissioning for Quality and Innovation Scheme goals that
we agreed with local providers on NHS standard contracts was shared in the
Quality Improvement July 2011Board paper. A summary of provider
performance each quarter will be reported to the West Cheshire GP
Consortium Board and is provided below.

Countess of Chester Hospital Trust
46.

All relevant quarter 1 milestones have been achieved where data was
available. Data is not yet available for the Advancing Quality metrics.

Cheshire and Wirral Partnership Trust
47.

All relevant quarter 1 milestones have been achieved with one exception.
The one exception was within the Brief Intervention Lifestyle goal where the
staff training package proposed did not meet the requirements in the goal.
The lead commissioner for the goal is working with the provider to resolve this
gap.

QUALITY ACCOUNTS
48.

Quality Accounts are annual reports to the public on the quality of the services
that an NHS organisation delivers. By producing a quality account, each NHS
provider, led by their board, is committing to improve the quality of services it
delivers and inviting the public to hold them to that responsibility.
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49.

The Health Bill placed a legal duty on all NHS health care providers to
produce Quality Accounts with effect from 1st April 2010. The duty requires
services to publish Quality Accounts annually in June reporting on the quality
of their health care services for the previous financial year.

50.

The regulations state that the provider must provide a copy of the draft
relevant document to the commissioning organisation within 30 days
beginning with 1st April following the end of the reporting period.

51.

The regulations state that the commissioning organisation must:
a)

Take reasonable steps to check the accuracy of the information
contained in the draft relevant document in relation to NHS services
provided under contracts with that commissioner

b)

Provide a written statement, which is no longer than 500 words in
length confirming whether or not they consider the draft relevant
document contains :
•

accurate information in relation to NHS services provided under
contracts with that commissioner

•

any other information they consider relevant to the quality of NHS
services provided during the reporting period

•

The response must be made within 30 days beginning with the date
the draft relevant document is received by the commissioning
organisation

•

The regulations also require providers to send the draft Quality
Account to Local Involvement Networks and Overview and Scrutiny
Committees.

52.

The Countess of Chester Hospital NHS Foundation Trust and Cheshire and
Wirral Partnership NHS Foundation Trust which includes Community Care
Western Cheshire services have complied with the regulations and have
published their Quality Accounts inclusive of our corroborative opinion as
commissioners within the prescribed timescales.

53.

Please click here to access the Quality Accounts for 2010-2011 for the
Countess of Chester Hospital NHS Foundation Trust.

54.

Please click here to access the Quality Accounts for 2010-2011 for Cheshire
and Wirral Partnership Trust. This document includes the services provided
by Community Care Western Cheshire.

Quality Improvement Report
West Cheshire Health Consortium Board Meeting
th
15 September 2011

11

AGENDA ITEM NO: WCGPCB/09/11/21

GP QUALITY INCENTIVE SCHEME
55.

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 for 2011-2012 which focuses on patient safety, clinical
effectiveness and patient experience. An update is provided below on
progress to date across these areas.

Patient Safety - Care Quality Commission Baseline Assessment
56.

The requirement for General Practices to register with the Care Quality
Commission has been deferred until April 2013. However it has been agreed
that practices should continue the momentum to:
a)

Review the Care Quality Commission Outcomes and Standards

b)

Identify what evidence is required to support registration

c)

Develop the evidence where gaps exist

57.

At the Practice Managers Quality away day on the 29th June the Care Quality
Commission Outcomes and Standards were reviewed. The managers
considered what evidence could be used to give assurance to the Care
Quality Commission from a General Practice perspective, drawing on the
British Medical Associations Care Quality Commission Registration Toolkit
(May 2011). This was collated into a local baseline assessment document,
listing the evidence to support registration next to the indicators to aid
understanding. Practices are currently completing their baseline assessment
documents to understand where they may have gaps in the evidence needed
for registration.

58.

Once completed the assessments will be collated and shared with the GP
Quality Group and Practice Managers Network in order to agree reasonable
next steps, without creating unnecessary work. Further national guidance is
awaited.

Clinical Effectiveness - Clinical Audit
59.

Practices were given a choice of clinical audit topics and their preferences are
now being collected and the audit tools are being developed. In order to
manage the impact of the workload of the quality incentive scheme on general
practices, the Consortium and the Business Support Unit, the timescales of
this element of the Quality Incentive Scheme have been amended. The
documentation to assist in the completion of the audit will be shared with
practices by the end of September, for completion during October and
November 2011. Table 1 below indicates practice preferences to date:
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Table 1: Practice Audit Choices 2011-12
Clinical Audit Topic
Chronic Obstructive Pulmonary Disease & Long Term Steroids Are patients tested & treated for osteoporosis – NICE Standards
(CG 101)
Combined Oral Contraceptives & Risk Factors
Ensuring High Quality Referral Letters
Improving the Identification and Follow Up of Undetected Raised
Blood Pressure
End of Life Care – A Retrospective Audit
Heart Failure - NICE Standards & BNP testing (CG 108)
Diabetes & Patient Education NICE Guidance (CG66)
Hypertension: Management of hypertension in adults in primary
care. NICE Guidance (CG 34)

Number of
Practices
19

12
7
7
6
4
3
2

Patient Experience – Developing Practice Websites
60.

The work to develop the content of practice websites will commence during
September 2011 – January 2012. The GP Lead for Communication &
Engagement will assist in taking this work forward. Practice websites will then
be updated during January – April 2012.

Quality & Outcome Framework 2010-11
61.

The national direction of travel for the Quality & Outcome Framework is for it
to be a more clinically focused framework. Many of the organisational
elements included previously will be included in the forthcoming Care Quality
Commission requirements. In order to reflect this and the development of GP
Revalidation, pre-payment verification visits will no longer take place to
practices, nor will evidence need to be submitted to demonstrate
achievement.

62.

Assurance of achievement against framework indicators will now take place
via:
a)

The continuation of the Mersey Internal Audit Post Payment Verification
process (5% of practices to receive a visit annually.)

b)

A review of practice submissions relating to the Quality and Productivity
indicators

c)

A Review of the achievement and exception reporting data uploaded
onto the Quality Management Analysis System (QMAS), with particular
focus on the new and revised indicators and a comparison with
previous years.
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63.

The review of achievement will be carried out once the NHS Information
Centre has published the data for all practices across the country. The data
will be available during
October and November via the Information
Authority’s website. This will provide valuable intelligence and inform the local
quality improvement agenda.

Developing local quality indicators
64.

65.

As requested by the West Cheshire GP Consortium Board of the 21st July
2011, the GP Quality Group on the 25th August discussed the approach to
developing local GP quality indicators. It was agreed to review the current
local GP quality profile along with recent national guidance. The review will
look at:
a)

The Kings Fund; “Improving the Quality of Care in General Practice
(2011)

b)

NHS Outcomes Framework

c)

National Institute for Health and Clinical Excellence Quality Standards

d)

The 22 outcome standards originating from London, due to be
published across England later in the year

e)

West Cheshire Health Consortium Strategy

f)

Quality & Outcome Framework data

g)

Prescribing data

h)

Local Quality Incentive Scheme

i)

Public Health intelligence

The review will consider how the local GP quality indicators link to both
contracting information and the information requirements for GP Revalidation
plus the link to the commissioning intentions in our consortium strategy. It
will also consider how the local GP quality indicators will be monitored and
presented. The Board will receive an update in January 2012.

Seasonal Flu Vaccination Campaign
66.

With the commencement of the seasonal flu vaccination campaign, there is an
increased emphasis on achieving national vaccination uptake rates amongst
all eligible groups:
a) 65 and over:

Target to exceed 75% uptake

b) Clinical at Risk groups:

To achieve or exceed 60% in2011/12
70% in 2012/13
75% in 2013/14
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67.

In May 2011, all practices provided assurance that sufficient vaccine had
been ordered to achieve these rates amongst their eligible registered
population, and to ensure that sufficiently robust plans were in place.

68.

During the 2009-10 campaign there was particular concern regarding the
timely vaccination of pregnant women. Whilst options have been considered,
the complexities of current vaccine ordering and current funding flows have
resulted in difficulties providing vaccinations outside of the current
arrangements. Therefore maternity services are being engaged to use every
opportunity to promote the vaccination to all pregnant women and will be
directing these women to their GP practice to access the vaccine.

69.

The vaccination uptake rate for all eligible groups will be closely monitored
and the GP Quality Group will provide oversight of progress throughout the
vaccination campaign, and support any performance management actions
that may be required.

RECOMMENDATIONS
70.

The Board is asked to:
a)

Undertake the actions set out in section 2 of this report

b)

Acknowledge the positive assurances reported for local providers

c)

Note that there have been exceptions reported in compliance with
contractual requirements by local providers and that these are being
managed appropriately within agreed processes.

d)

Note that the GP Quality group has responded to the request on 21st
July 2011 by the West Cheshire GP Consortium Board to progress the
development of local GP quality indicators.

Dr. Andrew McAlavey
GP Quality Lead
September 2011
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BOARD REPORT
DATE OF BOARD MEETING:

15th September 2011

TITLE OF REPORT:

Finance Report

KEY MESSAGES:

•

West Cheshire Health Consortium has a
delegated budget of £293.9 million.

•

The Consortium budget is net of £10.2 million
QIPP savings.

•

At the end of July West Cheshire Health
Consortium was overspent by approximately £2
million. This is currently being offset by reserves
yet to be delegated to the Consortium.

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

The report reflects the level of budget delegated to the West Cheshire
Health Consortium and financial performance against the budget at the
end of July 2011.
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5.

Development Of The Consortium as a Commissioning Organisation –
please outline impact

Yes

The report provides greater understanding of the Consortium’s financial
outlook.
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

Yes

The report provides assurance on the delivery of the QIPP savings
target.
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
FINANCIAL PERFORMANCE AS AT 31ST JULY 2011

PURPOSE OF REPORT
1.

The purpose of this report is to update the West Cheshire Health Consortium
Board on the financial performance at the end of July 2011 (4 months of the
financial year).

BACKGROUND AND INTRODUCTORY COMMENTS
2.

West Cheshire Health Consortium now has a delegated budget of £293.9
million. This is considerably higher than the initial annual budget originally
approved by the Consortium Board and follows a full review of all Primary
Care Trust budgets to understand which budget should be delegated to the
Consortium. In addition, during July, the budget has increased by £2.805
million in respect of the health and social care allocation which is within the
Primary Care Trust’s baseline. Appendix A analyses the total delegated
budget across recognised budget areas.

3.

As noted in previous Board papers, the 2011/12 Consortium budget has
already been reduced by £10.2 million in respect of financial savings required
during the financial year. Throughout the report these will be referred to as
Quality, Innovation, Productivity and Prevention, or QIPP savings. Progress
against the delivery of the savings target is managed by the Project 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.

4.

The 2011/12 Primary Care Trust Operational Plan set aside a significant level
of reserves, the majority of which were earmarked for specific purposes. At
the end of July 2011 NHS Western Cheshire holds reserves totalling £18.5
million, £3.3 million of which, is included in the Consortium’s delegated
budget.

FINANCIAL POSITION AS AT 31st July 2011
5.

At the end of July 2011 West Cheshire Health Consortium was overspent
against its delegated budget by £2.012 million. This is, in the main, as a result
of non-delivery of a significant element of the QIPP savings target. This
financial pressure is mainly reflected against secondary care contracts, as
reported at Appendix A.

6.

Although of concern, this financial pressure is currently being mitigated by
reserves yet to be delegated to the Consortium. As a consequence, NHS
Western Cheshire is able to report in-year delivery of the 2011/12 control
total.
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7.

Further details on the financial pressure and, in particular, the key risk areas
are provided in the following paragraphs.

NHS SECONDARY CARE
8.

At the end of July 2011 there is an overspend against NHS secondary care,
including mental health and community, contracts of £1.7 million. In the main
this relates to the anticipated non-delivery of a significant proportion of QIPP
savings (£4 million full year effect). In addition, it is currently forecast that only
half of the mental health savings target of £1.3 will be achieved by March
2012.

9.

The 2011/12 financial plan requires that, in addition to the delivery of QIPP
savings, activity will be maintained at last year’s levels. This is broadly being
delivered although after 3 months of data there appears to be some growth in
activity. This growth is being fully investigated.

10.

Budgets described as other healthcare agreements covering activity either
excluded from local contracts or out of area are also experiencing significant
financial pressures. At the end of July 2011 £373,000 pressure is factored into
the financial position.

PRIMARY CARE – ENHANCED SERVICES
11.

The 2011/12 Primary Care Trust Operational Plan included QIPP savings of
£0.5 million in respect of GP Enhanced Services. This is yet to be applied to
the West Cheshire Health Consortium delegated budget and is in excess of
the Consortium’s £10 million QIPP savings target.

12.

At the end of July 2011 it appears that progress is not being made to deliver
this element of the QIPP plan with an overspend against sums set aside for
enhanced services of £212,000. This financial pressure is not factored into the
Consortium’s financial position at the end of July 2011.

PRIMARY CARE PRESCRIBING
13.

At the end of July 2011 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 for
reporting purposes 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)
14.

Strategic Commissioning budgets cover a wide range of services that are
commissioned jointly with either the Local Authority or the voluntary sector.
Following approval at the July Consortium Board, these budgets, totalling
£23.5 million, have been delegated to West Cheshire Health Consortium.
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15.

Appendix A reflects that at the end of July 2011 these budgets are reporting a
combined underspend of £58,000. This underspend relates to care in the
community budget which is currently forecasting over-delivery of the £0.5
million QIPP savings target. Expenditure in this area can often be volatile and
will be closely monitored throughout the course of the financial year.

16.

The 2011/12 Operational Plan set aside the nationally prescribed sum for reablement 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. A plan to fully utilise this funding has been submitted to the
NHS North West.

17.

As described in the introductory comments to this report, the total delegated
budget has increased by £2.8 million in respect of health and social care
funding which is to be used alongside re-ablement funding to generate benefit
across the local health economy. The majority of this sum has been
transferred to Cheshire West and Chester Local Authority with the balance
being transferred to Cheshire East. Both transfers are supported by formal,
legal agreements (known as section 256 agreements).

CORPORATE SERVICES
18.

At the end of July 2011 there is a small underspend against Consortium
corporate budgets relating to, in the main, sums set aside for clinical
engagement. It is currently forecast that there will not be a material year-end
variance against these budgets.

RESERVES
19.

As described in the introductory comments to this report, NHS Western
Cheshire holds approximately £18.5 million reserves, £3.3 million of which are
part of the West Cheshire Health Consortium delegated budget. Primary Care
Trust reserves can be summarised as follows:
Description of Reserves
Quality contractual commitments (CQUIN)
Mental Health - IAPT
Community Services – Cross Border
Consortia Development (£2 per head)
Transforming Community Services
Sub- total West Cheshire Health Consortium
Operating Framework Commitments *
Strategic Change Reserve
Capital Charges
Other Earmarked Reserves
Sub-total NHS Cheshire, Warrington and Wirral
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* The 2011/12 Operational Plan identified £2.5 million. Approximately £1.5 has
being identified as cancer drugs and re-ablement funding and, therefore, has
been transferred out of reserves.
20.

The majority of the reserves are earmarked for a specific purpose and will be
utilised throughout the financial year. However, there is a working assumption
that there will be slippage against a number of schemes that will be used to
support the delay in delivery of the QIPP savings target.

CONCLUSION AND RECOMMENDATION
21.

At the 31st July 2011 there is an overspend against the Consortium’s
delegated budget of approximately £2 million. This position is currently being
mitigated by Primary Care Trust reserves. Despite this, significant progress is
being made toward achieving the QIPP savings target. It is imperative,
however, that the QIPP schemes that are profiled to deliver from September
2011 achieve the planned level of savings prior to the end of the financial
year.

22.

The West Cheshire Health Consortium Board is asked to note financial
performance against the Consortium’s delegated budget at the end of July
2011.

Gareth James
Director of Finance (interim)
July 2011
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WEST CHESHIRE HEALTH CONSORTIUM
FINANCIAL PERFORMANCE AS AT 31ST JULY 2011

West Cheshire Health Consortium

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

Annual
Budget

Budget to
July'11

Actual to
July'11

£000

£000

£000

Over/(under)
spend to
July'11
£000

166,278
49,368
3,969
841

55,749
16,668
1,323
841

57,301
16,879
1,696
841

1,551
211
373
0

220,456

74,581

76,717

2,136

1,616

539

539

0

1,891

0

0

0

40,200

13,400

13,400

0

42,091

13,400

13,400

0

16,542
1,890
724
2,805
399
1,141

5,514
630
241
2,734
133
0

5,456
630
241
2,734
133
0

-58
0
0
0
0
0

23,501

9,252

9,194

-58

Corporate Services

2,907

1,272

1,206

-66

Earmarked Sums/Reserves

3,330

1,110

1,110

0

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

293,901
293,901
0

100,154
100,154
0

102,166
100,154
2,012

2,012
0
2,012

Integrated Care
GP led Urgent Care Unit
Integrated Resource Centres
Primary Care:
General & Personal Medical Services
GP 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
Health & Social Care
Community Equipment
Grants to Voluntary Organisations
Health Promotion
Sub-toal - Strategic Commissioning
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BOARD REPORT
DATE OF BOARD MEETING: 15th September 2011
TITLE OF REPORT:

Cross Border Commissioning Update

KEY MESSAGES:

•

An unusual feature of NHS Western Cheshire is
the cross border flow of patients from Wales to
England.

•

Despite the agreement of a series of cross
border funding protocols there remains a
significant financial impact on the West Cheshire
health economy.

•

Discussions are on going with the Department of
Health to resolve cross border funding issues.

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
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The report describes the financial impact of cross border flows on NHS
Western Cheshire.

5.

Development Of The Consortium as a Commissioning
Organisation – please outline impact
The report provides greater understanding of a significant financial risk
that could impact on the Consortium’s ability to implement its strategy.

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
Report provides assurance of actions being taken to address a key
risk.

Yes

2.

Additional resource implications
(either financial or staffing resources)

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.

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

No

If yes, please outline the clinical engagement

6.

Patient and Public Engagement
If yes, please outline the patient and public engagement

REPORT PREPARED BY:

Gareth James
Director of Finance (Interim)
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CROSS BORDER COMMISSIONING UPDATE
PURPOSE
1.

The purpose of this report is to update the West Cheshire Health Consortium
Board on the issues relating to cross border commissioning with Wales and the
current and potential consequences for the West Cheshire health economy.

ACTIONS
2.

The Board is asked to:
a) Note the issues relating to cross border commissioning with Wales.
b) Note the financial consequences for the West Cheshire health community.
c) Agree the actions currently being pursued in order to resolve cross border
commissioning issues.

BACKGROUND AND INTRODUCTORY COMMENTS
3.

NHS Western Cheshire has a revenue allocation, or budget, for commissioning
services for local residents and has a statutory duty to deliver financial balance
each financial year. It is anticipated that at some stage in the future this duty will
be delegated to West Cheshire Health Consortium.

4.

An unusual feature of NHS Western Cheshire is the cross border flow of patients
from Wales to England. The predominant flows are west to east because of the
transport infrastructure and geography into, in particular, the Countess of Chester
NHS foundation Trust. There is also a rising flow for dental treatment from Wales
into England. This puts significant financial pressure on NHS Western Cheshire
who are required to commission services to meet demand for services for Welsh
residents with Welsh GPs.

5.

Appendix A reflects the geographical boundaries between NHS Western Cheshire
and Wales. This clearly demonstrates why cross border issues are potentially
significant to the West Cheshire health economy.

CROSS BORDER COMMISSIONING PROTOCOLS
6.

The Department of Health and the Welsh Assembly Government have agreed a
series of Cross Border Commissioning Protocols to enable organisations to
commission services across the boundary. The underlying principle is that no
commissioner should be disadvantaged by commissioning services for the other
country’s residents. Section 10 of the cross border protocol states:
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“In carrying out this protocol there will be no financial shortfall on the part of the
responsible LHB or PCT to provide healthcare services to the other country’s
residents. To ensure this, financial recording arrangements will be agreed
between the Department of Health and Social Services of the Welsh assembly
Government and the Department of Health, with a view to a timely and appropriate
adjustment of finances.”
7.

In our view these protocols have never been effectively implemented and this has
meant that NHS Western Cheshire has had to ensure that services are available
for Welsh residents for which they have not been adequately funded. The 2011/12
NHS Operating Framework made it clear that GP consortia will not be liable for
existing legacy debt which occurred prior to 2011/12. Therefore, although this
remains a material issue for West Cheshire health economy, it is unlikely that the
Consortium will be responsible for costs from previous financial years.

FINANCIAL IMPACT OF CROSS BORDER FLOWS
8.

The financial consequences for Western Cheshire have been significant during
recent years as demonstrated by the following table:
5000
0
-5000
-10000
-15000
-20000
2007/8

2008/9

2009/10

2010/11

Acute Hospital

PbR Inc om e

Dentistry

Walk In Centre

PCT Inc om e

Cumulative De ficit

9.

There have been a number of actions nationally to reduce the impact of the
pressures on this health economy. Most notably Payment by results tariff
payments from Wales to England was introduced during 2009/10 and in the same
year NHS Western Cheshire received a one-off allocation of £1.2 million in
recognition of pressures on Accident and Emergency.

10.

Despite these actions the cumulative effect on the Primary Care Trust was
approximately £20 million at the end of financial year 2010/11. More importantly
for the West Cheshire Health Consortium the on going annual cost, in the main,
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relating to Accident and Emergency, sexual health and dental services, is
calculated to be £3.2 million.
11.

With the oversight of the Department of Health and NHS North West, NHS
Western Cheshire has funded the cumulative cross border funding issue through a
variety of non-recurrent measures. During 2007/08, with the agreement of NHS
North West, an £8 million underspend on National Secure Mental Health was used
by the Primary Care Trust, in the main, to fund the impact of cross border flows.
The 2011/12 financial plan assumes that this will be reinstated by 31st March
2012.

CURRENT ACTIONS/NEXT STEPS
12.

There remains a pressing need for the cross border funding flows issue to be
resolved within Western Cheshire, otherwise the on going annual costs will impair
the Consortium’s ability to achieve its financial duties and could limit the ability to
invest funds to support the delivery of the Consortium’s strategy.

13.

A significant amount of effort has been directed to resolving cross border funding
issues within Western Cheshire. The Primary Care Trust Director of Finance has
been meeting with representatives from the Department of Health regularly over
recent years. These discussions have been supported by the Strategic Health
Authority who have also made independent representations on our behalf. Recent
meetings have indicated that the recurrent, or on going, funding issue will be
resolved during this financial year.

14.

The issue has also been recently raised by the Consortium. A letter has been
received from the office of David Nicholson, Chief Executive of the NHS,
confirming that he is now aware of the situation and will take steps to resolve
issues relating to cross border flows. It is imperative that these efforts are
maintained.

SUMMARY AND RECOMMENDATIONS
15.

The Board is asked to:
d) Note the issues relating to cross border commissioning with Wales.
e) Note the financial consequences for the West Cheshire health community.
f) Agree the actions currently being pursued in order to resolve cross border
commissioning issues.

Gareth James
Director of Finance (interim)
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WEST CHESHIRE HEALTH CONSORTIUM BOARD REPORT
DATE OF BOARD MEETING: 15th September 2011
TITLE OF REPORT:
KEY MESSAGES:

Collaborative Commissioning Report
a) The Merseyside and Cheshire Cancer
Network are intending to appoint a GP lead
for Merseyside and Cheshire to liaise with
Clinical Commissioning Groups and ensure
cancer and early detection is included in
strategic plans
b) Work has commenced on rationalising
provision of Upper Gastrointestinal surgical
services in Cheshire & Merseyside to
improve outcomes
c) Proposals regarding establishment of arterial
centres in Cheshire and Merseyside, as a
result of the vascular review, to be made in
principle at cluster Boards in November,
subject to final public consultation.
d) Work is commencing on the roll out of
Abdominal Aortic Aneurysm screening
across Cheshire & Merseyside, led by the
Public Health Network ‘CHamPs’. There is
an expectation that Western Cheshire may
be one of the lead commissioners depending
on the outcome of the vascular review.

DOES THIS REPORT / ITS RECOMMENDATIONS HAVE IMPLICATIONS AND
IMPACT WITH REGARD TO THE FOLLOWING:
A.
1.

CONSORTIUM AIMS AND OBJECTIVES
QUALITY (including patient safety, clinical effectiveness and Yes
patient experience)
The examples included that are part of the Quality, Innovation, Productivity and
Prevention programme look to improve quality as well as value e.g. work within
Chronic Kidney Disease
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2.

COMMISSIONING OF HOSPITAL AND COMMUNITY
Yes
SERVICES
In relation to home haemodialysis, percutaneous coronary intervention, vascular
review, AAA screening programme, paediatric cardiac surgery
3.

COMMISSIONING AND PERFORMANCE MANAGEMENT OF
GP PRESCRIBING

No

4.
DELIVERING FINANCIAL BALANCE
Yes
Information included on work that forms part of Quality Innovation Productivity and
Prevention programme
5.

DEVELOPMENT OF THE CONSORTIUM AS A
Yes
COMMISSIONING ORGANISATION
In relation to collaborative commissioning resource and the link to authorisation
B.
1.

GOVERNANCE
Does this report provide the Board with assurance against
one of the Strategic High Level Risks or High Level Risks
identified in the Assurance Framework

2.

ADDITIONAL RESOURCE IMPLICATIONS
(either financial or staffing resources)
Yes – specialist palliative care provision, AAA screening

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?
A wider group of clinicians are involved in each of the clinical
networks and clinical reviews but there is currently limited clinical
involvement from West Cheshire Health Consortium in the
clinical networks

Yes

6.

PATIENT AND PUBLIC ENGAGEMENT
Patients are represented on each of the clinical networks and the
clinical reviews described have involved extensive public
consultation.

Yes

REPORT PREPARED BY:

No

Laura Marsh, Head of Commissioning
Directorate of Collaborative Commissioning
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WEST CHESHIRE HEALTH CONSORTIUM BOARD
COLLABORATIVE COMMISSIONING REPORT
PURPOSE
1.

This report updates the Board on the collaborative commissioning
commitments that are currently in place, focusing on those areas that will
contribute towards achievement of the Quality, Innovation, Productivity and
Prevention programme in 2011/12.

ACTIONS
2.

The board is asked to:
a)
b)
c)

note the update in this report on Collaborative Commissioning
note the requirements in draft authorisation guidance on collaborative
commissioning
note the uncertainty regarding the future role of clinical networks and
their relationship to Clinical Commissioning Groups

BACKGROUND
3.

Recently collaborative commissioning has been taken to refer to two or more
commissioning organisations working together to commission specific
services. Collaborative commissioning can be categorised into three levels:
•
•
•

Level 1 Local: Two or more organisations commissioning
collaboratively for a particular patient pathway across a patient
population (i.e. for an individual Trust)
Level 2 Sub regional: Collaborative commissioning across Cheshire &
Merseyside
Level 3 Regional: Collaborative commissioning across the North West

4.

Both the recently published Diagnostic tool for emerging Clinical
Commissioning Groups aimed at identifying development needs and the
Developing Clinical Commissioning Groups Towards Authorisation draft
guidance include a focus on “Collaborative Arrangements”. They both
indicate that Clinical Commissioning Groups should have robust
arrangements for working with other Clinical Commissioning Groups in order
to commission key services across wider geographical areas and be able to
contribute to major service reconfigurations.

5.

The are a number of obvious benefits for Clinical Commissioning Groups from
commissioning collaboratively including;
•
•
•

opportunity to maximise limited commissioning resources and share
expertise
reduce organisational risk (both clinically and in terms of management
resource)
scope to enhances equality and equity for patients across pathways

Collaborative commissioning
West Cheshire Health Consortium Board Meeting
15th September 2011

1

AGENDA ITEM NO: WCGPCB/09/11/24

•
•
•

•
•
•
•

opportunity to peer review/benchmark services to improve quality
opportunity to maximise cost efficiencies
more effective/efficient clinical and patient engagement (only need to
engage once per pathway rather than with multiple commissioning
organisations and provides opportunity to nominate a single clinician to
represent multiple Clinical Commissioning Groups)
single strategic approach for a pathway rather than per organisation
integrated communication with other agencies e.g. Clinical Networks,
Specialised Commissioning, Strategic Health Authority, patient
representative groups, Health and Wellbeing Scrutiny Committees etc
demonstrates commitment to collaborative working (as per
authorisation guidance)
give local Clinical Commissioning Groups a stronger voice within subregional/regional reviews with local issues being understood and
highlighted.

6.

The main clinical areas within which collaborative commissioning has taken
place to date have been those thematic areas that have established clinical
networks (as there is already a recognition that these areas can benefit from
sharing good practice across wider organisational boundaries) i.e. Cardiac,
Stroke, Renal, Neurosciences, Cancer.

7.

In line with the ‘levels’ of collaborative commissioning set out above, the
following information provides some detail regarding recent and or current
areas of work;

Level 1 Local: Commissioning with 1+ other organisation for a particular
patient pathway across a patient population (i.e. for an individual Trust)
8.

Commissioning projects with NHS Wirral (focusing on supporting delivery of
Quality Innovation Productivity and Prevention):
•
•
•
•
•

Renal (Chronic Kidney Disease pathway, anaemia management, home
haemodialysis)
Cardiology (CT-angiography, elective Percutaneous Coronary
Intervention, Devices)
Community neurology clinics
Respiratory (Endobronchial Ultrasounds, medical thorocoscopies)
Stroke (Hyper-acute stroke unit)

Level 2 Sub-regional: Across Cheshire & Merseyside
Clinical Networks
9.

The role of the collaborative commissioning resource has focused on liaison
with each of the Cheshire & Merseyside clinical networks (particularly Kidney
Care, Cardiac & Stroke, Child Health, Sexual Health, Neurosciences, Critical
Care) to represent the local commissioning arrangements within Western
Cheshire and ensure these are taken into account in strategic redesign. In
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addition, where required, collaborative commissioning has also led local
redesign in response to the networks’ strategic intentions/guidance.
10.

Regular updates have been presented to the Primary Care Trust Board to
date regarding progress towards achievement of each network’s strategic
priorities, identifying local implications of changes in clinical practice and to
monitor the ‘value’ of the networks at a local level.

Clinical Reviews/screening programmes
11.

Collaborative commissioning has taken on the responsibility for representing
Western Cheshire (Primary Care Trust and Consortium) within the recent
vascular review, liaising with all stakeholders regarding the establishment of a
South Mersey arterial site.

12.

Collaborative commissioning also acts as the commissioning lead for the roll
out of the Abdominal Aortic Aneurism screening programme, in conjunction
with public health colleagues.

Level 3 Regional: Across North West
Specialised Commissioning
13.

Up until the recent transition of Specialised Commissioning to the National
Commissioning Board, collaborative commissioning has had responsibility for
ensuring the strategic pathway decisions made at the North West Specialised
Commissioning Group are translated into local implementation. For example
collaborative commissioning have led the implementation of the “Primary Care
Trust-designated” actions within the five clinical QIPP frameworks developed
by North West Specialised Commissioning Group within Western Cheshire,
such as the pilot to reduce inappropriate neurology referrals and supporting
the increase in home haemodialysis.

14.

In addition, collaborative commissioning has been responsible for liaison
between North West Specialised Commissioning Group and West Cheshire
Health Consortium/GP practices in terms of identifying local implications of
proposed changes to tertiary pathways that impact on secondary and primary
care and monitoring any financial impacts across budgets.

15.

As part of the overall changes as a result of the white paper, the way
Specialised services are commissioned is altering. It is possible that a
smaller number of services will be classed as Specialised, commissioned by
the National Commissioning Board. The remainder of the services will be the
commissioning responsibility of Clinical Commissioning Groups. These
services would be better commissioned on a collaborative basis due to the
specialist expertise involved and the size of the patient footprint. In addition
there will continue to be changes made to tertiary pathways by the National
Commissioning Board that will impact on primary and secondary care
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Clinical Reviews
16.

Collaborative commissioning has taken on responsibility for representing
Western Cheshire for the recent regional clinical review in Paediatric Cardiac
Surgery and regional consultation on assisted conception guidelines.

17.

A paper was prepared for the Cheshire, Warrington and Wirral Clinical
Commissioning Group meeting on 9th September to provide an opportunity for
all Clinical Commissioning Groups to consider the future role of collaborative
commissioning. The paper proposed that this resource, currently available to
West Cheshire, be retained in future to co-ordinate collaborative
commissioning across all eight Clinical Commissioning Groups.

COLLABORATIVE COMMISSIONING UPDATE
LEVEL 1 COLLABORATIVE COMMISSIONING
18.

Chronic Kidney Disease: A joint Quality Innovation Productivity and
Prevention Group for Chronic Kidney Disease has been established across
West Cheshire and Wirral including representation from the four associated
Consortia. This group has successfully developed and established a service
specification for home haemodialysis which will drive an increase in the
number of patients able to be provided with this option, as well as ensuring
more patients are provided with education around renal replacement therapy
options (including conservative management) earlier in the pathway. Further
areas of action to increase value in the Chronic Kidney Disease pathway
include:
•
•
•
•

19.

Introduction of e-clinics within nephrology
More cost effective methods for anaemia management
Repatriation of stable CKD 4 patients back to primary care
Repatriation of transplant patients back to local acute Trust care

Elective Percutaneous Coronary Intervention: A briefing was recently
circulated to all Board members providing an update on the potential
development of an elective Percutaneous Coronary Intervention service at
Wirral University Teaching Hospital (as part of joint working between Wirral
and the Countess of Chester) that Western Cheshire patients could access.
However the briefing attempted to identify the risks involved in establishing
such a service.

LEVEL 2 COLLABORATIVE COMMISSIONING
Clinical Networks
20.

The key strategic clinical network meetings that have taken place are detailed
below, including a summary of the issues raised that are likely to impact upon
the West Cheshire health economy
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a)

Merseyside & Cheshire Cancer Commissioning Group – 20th June
2011
•

Specialist Palliative Care 24/7 access – patient representative
highlighted concern that this was not considered a priority within
West Cheshire. It was agreed this issue would be raised at the West
Cheshire Locality Meeting

•

Improving Outcomes: a Strategy for Cancer – Implications for
cancer commissioning - Following the National Awareness and
Early Detection campaigns that have been piloted around bowel
cancer in two networks so far the local services had experienced a
50 – 200% increase in referrals for investigations. The programme is
expected to be rolled out across the country including Merseyside
and Cheshire in the autumn. This will impact not only on the 2 week
rule but also on screening uptake.

•

Developing and delivering a programme of cancer primary care
leadership and early detection in primary care - There is potential
through early diagnosis to save 5000 patients a year to bring the UK
up to the European average. This equates to 424 per year in
Merseyside and Cheshire. Primary care is pivotal in this drive. There
is also an initiative to reduce the emergency presentation of patients
with cancer. Every cancer network has been allocated £130,000 to
drive this forward; £25,000 will be for GP Leadership and £105,000
to enable initiatives. The network are intending to appoint a GP lead
for Merseyside and Cheshire, this role will involve liaison with the
National Team and primary care leads across Merseyside and
Cheshire. A job description has been developed for this role. Two
project managers will be appointed to engage with the GP consortia
with a small budget for education and training for the consortia, and
a small budget for GP leadership development. It is hoped this will
encourage consortia to have cancer and early detection in strategic
plans, better relationships between primary and secondary care, and
public health and every GP practice to have an action plan with a
small number of initiatives initially. The only funded activity which will
directly go to practices is the national audit of cancer diagnosis in
primary care

•

Upper GI cancers There are 3 specialist Multi-disciplinary teams for
oesophageal cancer, one for North Wales and Chester, one at
Liverpool heart and Chest Hospital and one at University Hospital
Aintree. Since the Improving Outcome Guidance was published, the
number of patients having surgical resection has fallen below
predictions because of better staging. It was flagged by the peer
review team that there is an excess number of surgeons carrying out
this treatment. Guidance has also been received which indicates to
retain expertise, each surgeon should be carrying out at least 15
operations per year and a minimum of 4-6 surgeons are required to
maintain adequate cover. This would mean reducing from 12 to 8
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surgeons in this network. Discussions have taken place at Liverpool
Heart and Chest Hospital and they have indicated they have the
capacity and would be willing to be the single site for Upper GI
Cancer surgery. Aintree University Hospital is also keen to maintain
this surgery on the Aintree site. Discussions are ongoing.
b)

c)

Cheshire & Merseyside Cardiac Network Board – 13th May 2011
•

Adult Congenital Heart Disease It was acknowledged that district
hospitals have been unable to identify the patients currently being
seen within their general outpatient clinics in order to transfer their
care to the specialist centres. It was agreed that hospitals need to
identify patients prospectively, but also that the success of the
primary care toolkit should be reviewed and the potential for roll-out
explored further as a priority.

•

Cardiac Business Case Approval A cardiac business case
approval process was tabled which suggested that in relation to
provider Business Cases for development of new cardiac services,
the Network should have a role in considering the consequences of
cardiac developments for the wider health economy, and provide
advice to commissioners in advance of formal business case
approval, such as elective percutaneous coronary intervention.

•

Cardiac Prescribing The Network agreed to set up a group to look
at the financial and clinical impacts of newly developed drugs

Cheshire & Merseyside Kidney Care Network Board - May 2011
•

Quality, Innovation, Productivity and Prevention in Chronic
Kidney Disease The Network provided an update on how they were
contributing to Primary Care Trust’s achievement of their Quality
Innovation Productivity and Prevention programmes. This includes
roll out to all Primary Care Trusts of the CKD-online tool, which is
designed to support primary care clinicians in the early identification
and management of patients with Chronic Kidney Disease including
guidance on medicines management, management of hypertension
and patient self-care. A further project is focusing on providing
primary care clinicians with education and training on end of life care
for Chronic Kidney Disease patients.

Future of Clinical Networks
21.

As the Network Boards for the Cheshire & Merseyside clinical networks have
historically been chaired by Primary Care Trust Chief Executives, they have
been significantly impacted on by the move to Cluster Primary Care Trusts
with single Cluster management teams. This, in addition to the changes to the
rest of the commissioning landscape, has cast some uncertainty over the
future arrangements and structures of the clinical networks, particularly in
terms of how they will link with Clinical Commissioning Groups. Nationally
cancer networks have secured financial support up to April 2013, however
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beyond this date their future role in terms of supporting Clinical
Commissioning Groups to improve clinical outcomes and how they will be
resourced is uncertain. For the remaining clinical networks, work will need to
be undertaken in conjunction with Clinical Commissioning Groups across
Cheshire & Merseyside, to review whether they continue to offer value for
commissioners. The Board may therefore wish to consider what further
information they would require in order to influence this process.
Cheshire & Merseyside Clinical Reviews/screening programmes
22.

Vascular Following the recent briefing circulated to Consortium Board
members regarding the Vascular Review Project Board’s support for the joint
bid by the Countess of Chester and Wirral University Teaching Hospital for
the south Mersey arterial centre to be based at the Countess of Chester,
cluster Chief Executives; Kathy Doran and Derek Campbell, aim to bring a
proposal to both cluster Boards in November. This will include a covering
paper to the recommendations of the review panel – with a proposal for formal
public consultation to take place Dec 2011 to Feb 2012. A final decision will
be taken by the cluster Boards in March 2012. It has been noted that there
has already been significant public and professional consultation (including a
patient survey) which will be presented at the Boards so the November
decision will be a decision in principle which would allow for detailed
implementation planning during the consultation phase.

23.

As preparation for the meeting a briefing session for all Clinical
Commissioning Group Chairs across Cheshire and Merseyside will be
organised in October to brief on the recommendations of the panel and to give
them a further opportunity to comment. The cluster Chief Executives have
agreed to pursue the establishment of a Joint Committee of the Primary Care
Trusts to take the decision and therefore a Joint Overview and Scrutiny
Committee across Cheshire and Merseyside will be required. The current
expectation is that the review panel is likely to recommend two centres based
on the Royal and Chester. In addition, in the light of comments from Halton
Overview and Scrutiny Committee, Warrington Trust will be invited to supply
more recent information for consideration by the review panel in September
when they are expected to finalise their report.

24.

Abdominal Aortic Aneurysm screening The NHS Abdominal Aortic
Aneurysm Screening Programme is being phased in across England with full
roll-out expected by 2012/13. The Strategic Health Authority is keen for the
programme to be implemented across the region, and is encouraging public
health networks lead. Cheshire & Merseyside is in Phase 4 with a start date
between October 2012 and April 2013. Establishment of the vascular network
is a pre-requisite to roll-out.

25.

Abdominal aortic aneurysm (AAA) is most common in men aged 65 and
above and is defined as a maximum aortic diameter of 3cm or greater, in the
maximum antero-posterior measurement. (An aortic diameter of less than
3cm is deemed to be within normal limits). Most aortic aneurysms are
asymptomatic until they are on the point of rupturing. There are around 6,000
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deaths each year in England and Wales resulting from ruptured AAAs,
accounting for 2.1% of all deaths in men aged 65 and over. The mortality
from rupture is high, with nearly a third dying in the community before
reaching hospital. The only current treatment for this condition is surgery. For
those who survive to undergo emergency repair, the post-operative mortality
rate is around 50%, making case fatality after rupture, 82%. However when
repaired electively in these circumstances, post operative mortality rate is
around 3-8%.
26.

Therefore the aim of the screening programme is to reduce AAA related
mortality by providing a systematic population-based screening programme
for the male population during their 65th year and, on request, for men over
65. Ultrasound examination of the aorta can reliably visualise the abdominal
aorta, and therefore has the ability to detect almost 100% of AAAs.

27.

The Department of Health provides full funding for the first 18 months for each
local programme (but not for surgery), after which it is expected that local
commissioners pick up full and ongoing funding. A cost-effectiveness analysis
based on the ‘MASS trial’ found that after 4 years the mean incremental costeffectiveness ratio was around £28,400 per life year gained. This ratio
improves substantially the longer the screening programme continues, as the
number of life years gained by men undergoing elective surgical repair of AAA
accumulates. It is estimated to fall to £8,000 per life year gained by the time
the screening programme has been running for 10 years, and less than
£3,000 per life year gained after 30 years.

28.

Work is now being initiated (led by the Public Health Network ChaMPs) on the
development of a Business Case for roll out of the programme within
Cheshire & Merseyside, for submission to the national programme, for which
commissioning input from Consortia will be required.

LEVEL 3 COLLABORATIVE COMMISSIONING
North West Clinical Reviews
29.

Paediatric Cardiac Surgery Across the North West Primary Care Trusts
have formally delegated decision making authority to the Joint Committee of
Primary Care Trusts to complete a national review on paediatric cardiac
surgery and the development of paediatric congenital heart clinical networks
to improve standards of care and clinical outcomes. There are currently 11
surgical centres in England and the review will be consulting on the formation
of networks which will see a reduction to 6 or 7 surgical sites (Alder Hey
Children’s Hospital is included as a proposed site in all of the configuration
options). The stakeholder consultation was due to be completed by 1st July
with a final decision regarding surgical centres announced winter 2011. A
report of the consultation process has just been published and can be found
at:http://www.specialisedservices.nhs.uk/library/30/Safe_and_Sustainable_Re
view_of_Childrens_Congenital_Heart_Services_in_England_Report_of_the_p
ublic_consultation.pdf
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CONCLUSION
30.

The board is asked to:
d)
e)
f)

note the update in this report on Collaborative Commissioning
note the requirements in draft authorisation guidance on collaborative
commissioning
note the uncertainty regarding the future role of clinical networks and
their relationship to Clinical Commissioning Groups and identify and
further information required

Alison Lee
Chief Operating Officer (Interim)
September 2011
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BOARD REPORT
DATE OF BOARD MEETING: 15th September 2011
TITLE OF REPORT:

Prescribing Report

KEY MESSAGES:

•
•
•
•
•

•
•

•
•

Note the 2010/2011 year end position for
prescribing performance against budget
West Cheshire Health Consortium has a
delegated
budget
of
£40,200,000
for
prescribing in 2011/2012
Note the current position of prescribing
performance against budget
New medicines management indicators (QP 15) have been added to the Quality and
Outcomes Framework (QOF) for 2011/2012
To enable the prescribing of new drugs and to
implement new guidance for prescribing,
savings of £2m will need to be made from the
prescribing budget
A quality, innovation productively and
prevention savings target of £300,000 has also
been set for 2011/2012
There has been variation between the practices
that are currently part of the escalation process
in terms of engagement and improvement
demonstrated.
Recommend that some practices are removed
from the escalation process
Note the outcome of the antipsychotic drugs in
dementia review

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
This report gives an update on the medicines management quality and
productivity indicators for the quality and outcomes framework for
2011/2012 as well as the key areas of focus for the QIPP plan.
Prescribing Report
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2.

Commissioning Of Hospital And Community Services – please
outline impact

No

3.

Commissioning and Performance Management of GP Prescribing –
please outline impact
This report provides an update on the prescribing budget for 2011/2012,
the new QP indicators for QOF, QIPP savings expected, and the
escalation process.

Yes

4. Delivering Financial Balance – please outline impact
This report details the current financial position of the prescribing budget
(as at quarter 1 2011/2012) against the allocated budget.

Yes

5.

Development Of The Consortium as a Commissioning Organisation
– please outline impact

No

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
25,26,27,28,29

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
Yes
Has this report been developed with clinical input and do local
clinicians support the report’s recommendations?
The report has been provided with input from the prescribing lead for the
Consortium, Dr Andy Dunbavand.
Some of the content also relates to issues that have been discussed with GP
practices, the three locality networks and at the prescribing leads meetings.

6.

Patient and Public Engagement

REPORT PREPARED BY:

No

Barbara Perry, Head of Medicines Management
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WEST CHESHIRE GP CONSORTIUM BOARD
MEDICINES MANAGEMENT UPDATE REPORT
PURPOSE
1.

The purpose of this report is to update the West Cheshire Health Consortium
Board on 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).

2.

The report includes information relating to both prescribing and other aspects
of medicines management including financial, quality and patient safety.

3.

The purpose of this report is to update the West Cheshire GP Consortium
Board on the following areas of medicines management:
a)
b)
c)
d)
e)
f)

year-end financial position for 2010/2011
budget setting for 2011/2012 and the impact on practices
quarter 1 2011/2012 financial position
medicines management quality and productivity (QP) indicators for the
quality and outcomes framework (QOF)
quality, Innovation, Productivity and Prevention (QIPP) savings target
Escalation Process

ACTIONS
4.

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

note the year-end financial position for 2010/2011
note the prescribing budget for 2011/2012 note the quarter 1 financial
position for 2011/2012
note the implementation of the new medicines management QP
indicators for the quality and outcomes framework
note the quality, innovation, productivity and prevention savings
scheme

2010/2011 YEAR-END FINANCIAL POSITION
5.

The West Cheshire Health Consortium and Western Cheshire Primary Care
Trust prescribing budget for 2010/11 was £40,190,000. The end of year
outturn was £40,659,836, representing an over-spend of £469,817. This was
achieved against a challenging reduction in budget for 2010/11 of £1.5m.
Total annualised savings recorded by the whole medicines management
team, including the medicines managers and care homes were £1,382,769.
The difference between these is mainly due to new drugs and new guidance
for example from NICE.
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6.

The graph below shows the total GP practice and other Prescription Pricing
Division (PPD) reported prescribing (e.g. drug services and hospices)
expenditure for western Cheshire. This demonstrates controlled growth in
prescribing costs during the past four years. (Please note this excludes any
expenditure reported via the shared business services (SBS):

PRESCRIBING BUDGET 2011/2012
7.

The budget for 2011/12 follows previous years’ budget setting methodology
by using the national formula, created by the Department of Health. This
year, version 7 of the national formula has been used. The major change for
this financial year has been the inclusion of the health inequalities formula
(now known as disease free living expectation (DFLE)) which in effect
distributes budgets based on the department of health’s policy to provide
equal access to healthcare and reduce health inequalities.

8.

The practice level budget setting methodology has been approved by West
Cheshire Health Consortium board with the involvement of the three GP
locality networks and both prescribing leads groups.

9.

In light of the Department of Health policy to provide equal access to
healthcare and reduce health inequalities, the formula has re-distributed the
prescribing budget in favour of the City and Ellesmere Port & Neston
localities, putting an additional pressure on the Rural GP practices to stay
within budget. Work will continue to support the Rural practices in managing
their prescribing budgets.
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10.

NHS Western Cheshire has delegated a total prescribing budget of
£40,200,000 to the West Cheshire Health Consortium. The table below
provides a summary of how the budget has been allocated and the
mechanism for reporting the different elements:

Area
GP Practices
Other (Drug services &
Hospices)
Other PCT Areas

Reporting Mechanism
Prescription Pricing Division (PPD)
PPD

Budget
£39,528,000
£575,000

Shared Business Services (SBS)

£97,000

QUARTER 1 2011/2012 FINANCIAL POSITION
11.

As in previous years, the Prescription Pricing Division does not release
budget profiling until the third month of the first quarter and we are aware that
forecast outturn projections are not robust at this time.

12.

Total cumulative spend for practice and other Prescription Pricing Division
(PPD) prescribing up to June 2011 were £9,754,105 representing a 3.0%
decrease on last year. The total prescribing costs to June 2011 are £111,249
(-1%) under budget. The underspend identified in this report has not been
included in the Finance reported position due to uncertainty of budget profiling
at this early stage in the financial year.

13.

The following graph shows a month by month comparison of expenditure
between 2010/2011 and against budget.
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14.

Annualised medicines management team savings reported for the first quarter
of 2011/12 are £232,664. This includes savings from medicines managers
and Scriptswitch®.

QUALITY INNOVATION PRODUCTIVITY AND PREVENTION (QIPP)
15.

No uplift has been applied to the prescribing budget for 2011/12. This means
in effect that the budget has been reduced as the prices of drugs will rise
during the year and new drugs will become available.

16.

To enable the prescribing of new drugs and to implement new guidance for
prescribing, savings of £2m will need to be made from the prescribing budget.
This figure includes the effect of the zero uplift.

17.

Plans are in place to save an additional £300,000 from the 15 National
Prescribing Centre topics, dressings, nicotine replacement therapy, drugs of
limited clinical value and a reduction in medicines waste.

18.

Barriers to achieving these savings include new drugs and guidance, for
example NICE guidance.

19.

Appendix A demonstrates how Western Cheshire is performing on the quality,
innovation productively and prevention topics defined by the National
Prescribing Centre, which are being monitored by the Strategic Health
Authority.

QUALITY AND PRODUCTIVITY (QP) INDICATORS
20.

New Medicines Management indicators (QP 1-5) were added to the Quality
and Outcomes Framework for 2011/12. These indicators require GP practices
to review their prescribing and make changes to achieve thresholds for costeffective prescribing. Locally, agreement was reached with the prescribing
lead GPs and practice managers to choose topics from a list recommended
by the National Prescribing Centre. Consortium performance in these areas is
being monitored by the Strategic Health Authority. Practices have been
encouraged to choose areas where they are not performing well. Appendix A
demonstrates the quarter 3 and quarter 4 2010/2011 positions for the different
areas.

21.

The work of the medicines management team will be targeted towards
underperforming practices and will focus their work on topics where the
primary care trust ranking is red or amber (see Appendix A). The Consortium
and medicines management team will work with secondary care to address
areas of prescribing where GPs do not initiate treatment, for example longacting insulin analogues.

22.

Success in this area relies on the availability of team resources, GP and other
prescriber willingness to change practice and patient education and
acceptance that change is necessary.
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ESCALATION PROCESS
23.

The escalation process adopted by the previous Consortium Board and The
primary care trust. The process comprised three stages of performance
management for prescribing.

24.

Five practices were included in the escalation process in 2010/11. All
practices were visited under stage 1 of the escalation process, designed to
provide peer support from the Prescribing Lead GP, followed by enhanced
medicines management team input to improve prescribing performance.
Some practices made significant improvements to their prescribing and
subsequent outturn performance. Other practices implemented all suggested
changes from the medicines management team, but made little impact on
outturn. One practice is still not fully engaged in the process and there is still a
great deal of potential change to be realised.

25.

Due to the amendments to the budget formula, financial pressures on
practices have changed. Some of the practices included in the escalation
process last year have increased budgets for 2011/12 that will lessen their
risk of overspending this year and it is recommended that they are removed
from the escalation process.

26.

Relative performance of practices against budget has changed with the new
budget formula. A process is underway to identify outlying practices and
provide additional support to enable them to remain within budget.

27.

Future reports on the escalation process will be an agenda item for the
Commissioning Delivery Committee.

SUMMARY
28.

This report has provided an update on the current financial position in relation
to the prescribing budget as well as an update on the areas of focus for the
medicines management team.

29.

The Board is requested to note the update provided.

Barbara Perry
Head of Medicines Management
September, 2011
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APPENDIX A

QIPP Prescribing Quarter 3 2010/2011

Prescriber
Code
Prescriber Name

5NN00

WESTERN CHESHIRE

Score
10

National Average
National Top Quartile
National Bottom Quartile

NSAIDs:
Enteral
Low cost
Ibuprofen
Feeds
lipid
Low cost
NSAIDs
&
Antibacterial Cephalosporins
(SIPS)
ACE
Inhaled
Alendronate as Long/Interm ed
inhibitor % m odifying PPIs % Hypoglycaemic ADQ/STAR Naproxen item s/STAR & quinolones % Corticosteroids
% of all
iate Insulin
Cost Per
item s
drugs
item s
agents
PU
% Item s
PU
items
NIC/ADQ
biphosphonates
Analogues
PU
70.19
71.33
73.81
69.15

71.07
72.57
75.92
69.99

93.27
94.84
96.41
94.02

82.60
85.48
88.13
83.18

1.08
1.11
0.94
1.29

38.83
48.50
57.20
42.03

0.37
0.35
0.33
0.37

8.83
7.50
5.79
9.10

£0.49
0.48
0.44
0.54

77.27
80.46
84.09
77.16

95.12
85.47
81.86
93.39

£0.38
0.36
0.30
0.45

Hypnotics
ADQ/STAR
PU
1.25
1.23
1.03
1.43

QIPP Prescribing Quarter 4 2010/2011

Prescriber
Code
Prescriber Nam e

5NN00

WESTERN CHESHIRE

National Average
National Top Quartile
National Bottom Quartile

Points
0
1
2
3

Rag Status
Red
Amber
Light Green
Dark Green

Score
12

NSAIDs:
Enteral
Low cost
Ibuprofen
Feeds
&
Antibacterial Cephalosporins
(SIPS)
ACE
lipid
Low cost
NSAIDs
Inhaled
Alendronate as Long/Interm ed
inhibitor % m odifying PPIs % Hypoglycaem ic ADQ/STAR Naproxen item s/STAR & quinolones % Corticosteroids
% of all
iate Insulin
Cost Per
item s
drugs
item s
agents
% Item s
PU
item s
NIC/ADQ
biphosphonates
Analogues
PU
PU
70.43
71.44
74.01
69.24

73.36
72.83
75.77
70.48

94.00
95.35
96.77
94.49

82.75
85.31
87.97
83.15

1.08
1.09
0.93
1.28

39.04
49.35
59.13
43.01

0.35
0.33
0.32
0.36

9.04
7.43
5.57
9.17

National bottom quartile
National 3rd quartile
National 2nd quartile
National top quartile
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£0.49
£0.49
£0.45
£0.55

78.76
80.92
84.44
77.82

94.98
85.12
81.51
93.08

£0.38
0.35
0.29
0.44

Hypnotics
ADQ/STAR
PU
1.21
1.19
0.99
1.38
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BOARD REPORT
DATE OF BOARD MEETING: Thursday 15th September 2011
TITLE OF REPORT:
KEY MESSAGES:

Reablement and Joint Working between Health and
Social Care
•

A system re-design work programme has been
established. The programme is responsible for
the following funding streams:
− Acute readmission savings - £1 million
(estimated)
− Primary care trust reablement funds £694,000
− NHS funding to social care £2.698m
(Cheshire West and Chester Council) and
£108,000 (Cheshire East Council for
Bunbury and surrounding area).
− Delayed transfers of care investment
£341,250

•

The programme provides an opportunity to
ensure that there is a strategic system shift to
transform the current service model for health
and social care. The system currently focuses
on dependence and long term care/acute care,
with some reablement and relatively low
investment in early intervention and prevention.
The shift will be towards a model of care which
gives greater emphasis on early intervention
and prevention and which will reduce the need
for long term care and acute health services.

•

Investment plans are in place for primary care
trust reablement funds and NHS funding for
Social Care. The current investment plan for
delayed transfers of care will be reviewed in
2011/12.

•

There are financial and service risks associated
with reablement funding from April 2012, when
funding for 30 day post hospital discharge
support is included in acute tariff payments.
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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) –
please outline impact
Improved patient experience through integrated services aimed at maintaining
independence

Yes

2.
Commissioning Of Hospital And Community Services – please outline impact
Re-design the current health and social care system to support people to maintain
independence in the community

Yes

3.

Commissioning and Performance Management of GP Prescribing – please outline
impact

No

4.

Delivering Financial Balance – please outline impact
The programme supports delivery of the Consortium’s QUIPP Plan

Yes

Development Of The Consortium as a Commissioning Organisation – please outline
impact
The Consortium is responsible for the deployment of PCT reablement funds

Yes

5.

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
The programme reports to the West Cheshire Joint Commissioning Board

Yes

2.

Additional resource implications
Yes
(either financial or staffing resources)
Investment plans are in place for PCT reablement funds, NHS funding for social care and
delayed transfers of care.

3.

Health Inequalities
Yes
The integrated post hospital discharge team will be piloted with a group of practices in Ellesmere
Port.

4.

Human Rights, Equality and Diversity Requirements
Equality Impact Assessment.

5.

Clinical Engagement
Yes
A group of GP practices in Ellesmere Port have been invited to participate in the integrated post
hospital discharge team pilot

6.

Patient and Public Engagement
Patient engagement has been undertaken by the Young Foundation.

REPORT PREPARED BY:

Helen McCairn, Head of Joint Commissioning
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WEST CHESHIRE HEALTH CONSORTIUM BOARD
REABLEMENT AND JOINT WORKING BETWEEN HEALTH AND SOCIAL CARE

PURPOSE
1.

The purpose of this report is to update the Consortium Board on progress
toward the implementation of the system re-design work programme in West
Cheshire and the allocation of Primary Care Trust reablement funds from July
2011 to March 2012.

2.

There are four funding streams in 2011/12, within the whole system re-design
work programme referred to in this report. They are:
•
•
•

•

acute readmission savings - £1 million (estimated)
primary care trust reablement funds - £694,000
NHS funding to social care £2.698 million (Cheshire West and Chester
Council) and £108,000 (Cheshire East Council for Bunbury and
surrounding area).
delayed transfers of care investment of £341,250

ACTIONS
3.

The board is asked to note:
a)
b)
c)
d)

the national policy context for reablement and NHS funding for social
care outlined in this paper.
the progress of the system re-design work programme.
the risks associated with primary care trust reablement funds
the arrangements for monitoring the effectiveness of the plans for
system redesign and use of funds set out in this paper

NATIONAL CONTEXT
4.

The Department of Health has announced important policy changes to
hospital discharge arrangements, with stronger incentives for avoiding
hospital readmissions and new service responsibilities for acute trusts for 30
days post discharge. These changes will be underpinned by new funding
flows and acute tariff changes.
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Acute readmission savings
5.

The revised Operating framework for 2011/12 signals two important
messages in relation to readmissions and post discharge support. Firstly, on
acute readmissions savings, the Department of Health is proceeding with
implementation of new arrangements in 2011/12. The intention is that
emergency readmissions occurring after an elective admission within 30 days
of discharge should not be paid for (some services will be excluded) by
commissioners of care. All other readmissions within 30 days of discharge
will be subject to locally agreed thresholds. Secondly, the Department of
Health has decided that further work will be undertaken before the national roll
out of its plans to make acute providers responsible for post discharge care
for 30 days after discharge

Primary Care Trust reablement funds
6.

In parallel, the Spending Review also confirmed funding for 2010/11 and
beyond for the NHS to fund post-discharge reablement services, working in
partnership across the NHS and social care. Acute readmissions savings will
be a further funding source for post-discharge support.

7.

It is expected that the policy of making acute providers responsible for post
discharge care for 30 days after discharge will be applied fully on a national
basis from April 2012 with the introduction of revised tariffs. The delay in
national implementation until 2012/13 means the Department of Health plans
to work with early implementers during 2011, learning from innovative practice
examples already operating or in the advanced planning stage. West
Cheshire is one of the early implementer sites.

NHS funding to social care
8.

In addition to the policy changes outlined above, the settlement for health and
social care provides a further opportunity for local authorities and the NHS to
work together to provide seamless care for individuals, and support
integration between social care and health services at a local level.

9.

As part of the Spending Review, the NHS will transfer a level of funding from
the health capital budget to health revenue budget each year; to be spent on
measures that support locally agreed social care priorities, and which will
benefit health.

10.

Local authorities and local NHS partners are expected to work together to
agree how this funding should be best used to support social care services.
Further details about the NHS funding to social care, as part of the Spending
Review, is contained in the 2011/12 NHS Operating Framework, issued on 15
December 2010.
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LOCAL PROGRESS 2011/12
Governance Arrangements
11.

A whole system re-design group for West Cheshire focusing on the
geographical area covered by West Cheshire Health Consortium has been
established to oversee the work programme. The governance arrangements
are as follows:

West Cheshire Joint
Commissioning Board

West Cheshire
Consortium
QIPP
Committee

West Cheshire
Urgent Care
Group
(for information)

Project Delivery
Group
(progress
against QIPP
Delivery)

Adult Social
Care
Directorate
Management
Team

West Cheshire
Whole System
Re-design
Sub Group

PCT Reablement funds

12.

The definition of re-ablement in this context is short term support, designed to
assist people who need support to stay in their own homes and their
community. (Social Care elements of reablement are not means tested for up
to six weeks) Reablement services are based on an assessment of
individual’s needs and clear personal outcomes, to restore personal autonomy
in those aspects of daily living considered most relevant by the individuals and
their family carers.

13.

Reablement will:
•
•
•
•
•
•

help people to remain at home and be as independent as possible
prevent people requiring long term packages of care.
prevent unnecessary admission to hospital
help people recover faster from illness.
support discharge from hospital.
prevent unnecessary admission to long-term care homes.
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14.

The West Cheshire Joint Commissioning Board agreed that a range of
initiatives that commenced in 2010/11 should continue to be funded up to
June 2011, to allow time to evaluate the impact of the initiatives. This work
has informed investment plans to March 2012.

15.

A whole system re-design workshop was held on 23rd May 2011, to inform
plans on the use of the funding. Key messages from the workshop are:
•
•
•
•
•
•
•

there are opportunities to re-design the current system for post discharge
support to reduce inefficiencies, gaps and duplication
based on an audit of re-admissions, there is a need to focus initially on
frail older adults.
there are a range of disparate, uncoordinated services.
there are elements of good practice, however they do not provide an
integrated pathway, with multiple hand offs between services.
strict eligibility criteria for access to services can create barriers.
there are disparate assessment and information sharing processes.
lack of effective system navigation/care co-ordination

16.

The key recommendation from the workshop is to develop a pilot project for
re-designing and integrating current health and social care services that form
part of the 30 day post hospital discharge pathway. The team focus will
initially be on 30 days post discharge support and will over time broaden its
remit to link to longer term support.

17.

The benefits of the project will include:
•
•
•
•
•
•
•
•

18.

simplified quicker access to services for people
protection against growth in the older population and corresponding
potential for increased demand on the above services
greater reductions in demand for long-term care, continuing health care,
hospital admissions and re-admissions and other public services
greater levels of health and well-being
improved communication between professionals
reduced/eliminated service overlap and duplication
reductions in overall numbers of visits required
improved information recording and sharing

The characteristics of the team will include:
•

•

a multi-disciplinary team across health and social care, including hospital
based discharge liaison to in-reach into hospital and take patients out of
hospital through an integrated post-hospital discharge pathway;
the team will initially focus on the needs of older adults.
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•

•

a single care co-ordination role will be developed within the team to
navigate the system and co-ordinate support around the needs of
individuals
assistive technology will be routinely and systematically built into pathways
of care

19.

A meeting with GP locality chairs in West Cheshire was held on 9th June 2011
to share the recommended investment plan for reablement monies for
20011/12. The chairs support the direction of travel and recommend that a
team of front line staff representing services within the proposed pilot lead on
the re-design and development of the service model within a clear project
mandate and specific outcomes to be achieved, within a delegated budget.

20.

Following the workshop and review of current primary care trust’ reablement
funds investment plan, the West Cheshire Joint Commissioning Board
approved funding for the following initiatives from July 2011:
Table 1: Recommended initiatives to continue to be funded from July
2011
Initiative
Increase Telehealth
Skill mix within community nursing teams
*Weekend community matron cover
Additional emergency equipment provision
Enhanced Mental Health Input, including
dementia – revised focus on reablement and
post discharge support pathway
Domiciliary care - Increased number of
reablement cases.
Out of hours nursing/ Single Point of Access
Pilot integrated 30 day post discharge support
team
Total

Estimated expenditure
April 2011 to March 2012
£25,000
£14,687
£42,351
£39,000
£99,660
£268,000
£49,392
£155,910
£694,000

NHS Funding Social Care
21.

A section 256 agreement for NHS funding to social care (Cheshire West and
Chester Council) to improve health outcomes was approved at a meeting of
health and social care leads. The plan is designed to deliver sustainable
social care system re-design, focussed on improving the following outcomes:
•
•

promote personalisation and enhance quality of life for people with
social care and support needs
prevent deterioration, delay dependency and support recovery
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22.

This funding will allow Adult Social Care to sustain critical areas of the
business at the interface with health partners whilst also facilitating re-design
of core services and delivery, as follows:
•
•
•
•

sustain the extended reablement service – additional funding requirement
since inception
enable the re-design of care assessment practice including more
integrated working across social care and health
facilitate benefits from a targeted investment in assistive technology linked
to reablement
sustain prevention and early intervention including the provision of
dementia care and dementia respite

23.

The plan will ensure that there is a strategic system shift to transform the
current service model for social care which focuses on dependence and long
term care, with some reablement and relatively low investment in early
intervention and prevention, to a model which changes the proportion to give
greater emphasis to early help and prevention. This will reduce the need for
long term care and acute health services.

24.

A section 256 agreement has also been produced by Cheshire East Council
for Bunbury and surrounding areas. The investment plan focuses on
reablement, social care support, falls prevention and self care information.

Delayed transfer of Care
25.

There is an investment plan in place for 2011/12, some of which is supporting
mainstream services. The outputs from this work programme, together with a
review of current expenditure will inform 2012/13 plans.

REABLEMENT INVESTMENT 2011/12 – HIGH LEVEL RISKS
26.

West Cheshire Health Consortium, Cheshire West and Chester Adult Social
Care and health, and Cheshire and Wirral Partnership Trust are members of
the national early implementation pilot on reablement/post discharge support.

27.

Early work has identified the complexities and risks of applying the national
guidance on the 30 day post discharge pathway to tariff from 2012.

28.

High level risks include:
•
•
•
•

inability to cost activity for the proposed range of services to be included
in acute hospital tariff covering 30 days post discharge.
complexity of funding arrangements for reablement services after the
initial 30 days post discharge support.
acute trusts to become both provider and commissioner of services and
links with inter-related strategies
impact of acute trust decision on future service provision, including
potential to novate costs from community services,
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•

recurrent funding for reablement has been included in primary care trust
baselines to pay for the ongoing costs of reablement from 2012. It is
unclear if tariff costs in 2012 onwards are sufficient to fund the cost of
current post discharge support and the additional capacity in funded in
2011/12.

NEXT STEPS
29.

All reablement initiatives are operational, with the exception of the integrated
post hospital discharge integrated team. Work is underway to pilot the team
with a group of practices in Ellesmere Port, starting in October 2011.

30.

Work is underway to develop a robust joint evaluation framework, tracking
patients/service users across the range of interventions that have been
funded from PCT reablement funds, to reduce acute care re-admissions.

31.

A performance dashboard has been developed by NHS Western Cheshire
and will be enhanced to deliver a system-wide dashboard across the health
and social care economy.

RECOMMENDATIONS
32.

The board is asked to note the work undertaken so far to progress system
redesign, the investment plans and the arrangements for monitoring for
effectiveness of plans.

Alison Lee
Chief Operating Officer (Interim)
West Cheshire Health Consortium
August 2011
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BOARD REPORT
DATE OF BOARD MEETING:

15th September 2011

TITLE OF REPORT:

Organisational Development

KEY MESSAGES:

•

Organisational development is the process
through which an organisation develops the
internal capacity to be the best that it can
be, to deliver its strategy and to sustain itself
over the long term.

•

Board level leadership is essential in
ensuring
successful
organisational
development. A Board level sponsor has
been identified to ensure alignment with the
organisation’s overall strategy and priorities.

•

Many models are available to assist
organisations in establishing organisational
needs and priorities. It is proposed that the
Consortium use the McKinsey “7 S Model”
as
the
Organisational
Development
Framework tool. The model will be used in
engaging both staff and member practices to
develop the plan and take the work forward
for the Consortium

•

An organisational development plan will be
taken for approval to the January 2012
Board

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.

Commissioning Of Hospital And Community Services – please
outline impact

Organisational Development
West Cheshire Health Consortium Board Meeting
th
15 September 2011

No

No

AGENDA ITEM NO: WCGPCB/09/11/27
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
Organisation – please outline impact
An Organisational Development plan is required, firstly to meet
requirements as part of the authorisation process and secondly to
outline the longer term journey of the 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
The report provides assurance against risk G2 in the assurance
framework- developing a fit for purpose clinical commissioning
group

Yes

2.

Additional resource implications
(either financial or staffing resources)

No

I

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?
Report discussed with Consortium Chair

Yes

6.

Patient and Public Engagement

No

REPORT PREPARED BY:

Tracey Leahy, Head of Human Resources, NHS
Western Cheshire
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WEST CHESHIRE HEALTH CONSORTIUM BOARD
ORGANISATIONAL DEVELOPMENT
PURPOSE
1.

Robust organisational development plans are critical in supporting the future
success of the West Cheshire GP Consortium

2.

As part of the authorisation process there is a requirement to provide a
meaningful plan that outlines the organisational development journey for this
new organisation

3.

This report outlines the process that will be undertaken to develop this integral
plan

ACTIONS
4.

The board is asked to:
a)

note its role in owning and ensuring engagement in devising the plan
across the organisation and with wider stakeholders

b)

approve the proposed project lead for organisational development and
Board level sponsor

c)

approve the 7 S model for future use

WHAT IS ORGANISATIONAL DEVELOPMENT?
5.

Organisational development is the process through which an organisation
develops the internal capacity to be the best that it can be, to deliver its
strategy and to sustain itself over the long term. At the heart of an
organisation is a vision and core set of values. That vision and those values
help shape the organisation’s mission. An organisation’s effectiveness
depends on a shared understanding of, and commitment to, the vision, values
and mission.

6.

Organisational development plans must be developed by the business in
conjunction with the organisational strategy to be meaningful and effective.

7.

Organisational development activities are usually managed or sponsored from
board level to ensure they reach across all areas of the business and take the
organisation forward in a systematic way, making sure an organisation has
the right ‘fit for the future’ workforce to achieve its strategic ambitions.

8.

It is recommended that the Chief Operating Officer (Alison Lee), acts as board
sponsor for organisational development and that Tracey Leahy (from Western
Cheshire’s Primary Care Trust Human Resources team) act as project lead
for this work.

Organisational Development
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DELIVERY
9.

Organisational development is a complex process and many models have
been developed to simplify the understanding and act as frameworks to build
plans upon. One of the more longstanding is the McKinsey 7S model. (Fig 1)
Used widely across both public and private sectors it is effective but simplistic
in its methodology. It is proposed that the Consortium uses this model as the
basis for its organisational development work

10.

Based on the premise that there are seven aspects of an organisation that
need to harmonise with each other, to point in the same direction, this model
helps to clarify the areas for organisation development. Each part relates to
the others, either directly or indirectly, and all parts are directly linked to the
shared values of the organisation. An overview of each of the elements is
detailed in Appendix 1

11.

Placing ‘Shared Values’ in the middle of the model emphasises that these
values are central to the development of all the other critical elements.

12.

These are grouped into two categories the ‘Hard & Soft’ elements.
a)

"Hard" elements are easier to define or identify and management can
directly influence them: These are strategy statements; organisation
charts and reporting lines; and formal processes and information
technology systems.

b)

"Soft" elements, on the other hand, can be more difficult to describe,
and are less tangible and more influenced by culture. However, these
soft elements are as important as the hard elements if the organisation
is going to be successful.
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Hard Elements

Soft Elements

Strategy

Shared Values

Structure

Skills

Systems

Style
Staff

13.

Within the Consortium, great progress is being made towards establishing the
‘hard elements’ of the model and naturally this is where organisations tend to
focus. However it should be recognised that work has also begun on the soft
elements, albeit to lesser degree.

14.

The focus within the Consortium now is on bringing all of this work together to
ensure that activity and increased effectiveness are aligned with delivery of
the organisation’s strategy.

NEXT STEPS
15.

Work has begun and is ongoing in a number of areas, in particular the work
that Chris Hannah has undertaken with the Board, which is seen as the
foundations to the Organisational Development Plan. This will be built on and
aligned with other development work and activities completed so far. It is
essential to ensure key stakeholders are involved in developing and owning
the plan. Engagement is vital if organisational development is to be
successfully embedded to become part of the Consortium’s day to day activity

16.

Identify and engage with key stakeholders, staff and member practices, along
with the forum that will be tasked with embedding organisational development
to become part of the day to day norm of activity and not a stand alone
project. A number of existing groups / mechanisms can be used to enable this
including focus groups, embedding organisational development within existing
meeting structures etc.

17.

Work with the strategy lead and key stakeholders to identify organisational
requirements and the priority of these.

18.

Develop a three phase approach to implementing each element of the
development model to identify immediate operational actions, actions required
for authorisation and actions that will deliver organisational excellence.

19.

The organisational development plan will be brought to the Board in January
2012 for approval.

RECOMMENDATIONS
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20.

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

approve Alison Lee as Board sponsor and Tracey Leahy as
organisational development Project Lead.
approve the McKinsey 7 S model as the framework to develop the
Consortium’s plan
note that the organisational development plan will be brought to the
Board in January 2012 for approval.

Alison Lee
Chief Operating Officer (Interim)
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Appendix 1

McKinsey 7 ‘S’ Model
Strategy: the plan to deliver the organisation’s mission.
Structure: the way the organisation is structured and who reports to whom.
Systems: the daily activities and procedures that staff members engage in to get the
job done.
Shared Values: these are the core values of the organisation that are evidenced in
the corporate culture and the general work ethic.
Style: the style of leadership adopted.
Staff: the employees and their general capabilities.
Skills: the actual skills and competencies of the employees working for the
organisation.
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BOARD REPORT
DATE OF BOARD MEETING: 15th September 2011
TITLE OF REPORT:

Authorisation: Next Steps to Becoming a Clinical
Commissioning Group

KEY MESSAGES:

•

The NHS has published a report setting out the
process for the development and
implementation of Clinical Commissioning
Groups. This process is called authorisation.

•

The Self-Assessment diagnostic tool will assist
Clinical Commissioning Groups to demonstrate
whether they have reached a state of readiness
as part of the authorisation process and enable
development needs to be identified.

•

Plans for authorisation will need to have been
completed by March 2012, ready for approvals
to start from April 2012.

•

An early piece of work is on risk assessment of
the proposed figuration of the Consortium in
terms of size and geography between October
and December 2011.

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

Authorisation: Next Steps to Becoming a Clinical Commissioning Group
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5.

Development Of The Consortium as a Commissioning
Yes
Organisation – please outline impact
The paper sets out an important piece of work that needs to be
undertaken for the Consortium to be authorised to commission NHS
services.
B.
1.

Governance – please outline impact
Yes
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
The report provides assurance against risk G1; failure to effectively
engage GPs on the full scope of the new agenda facing the NHS.

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:

Sheena Wood, Business Manager
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WEST CHESHIRE HEALTH CONSORTIUM BOARD
AUTHORISATION: NEXT STEPS TO BECOMING A CLINICAL COMMISSIONING
GROUP

PURPOSE
1.

The purpose of this report is to inform the Consortium Board about the next
steps towards becoming an authorised Clinical Commissioning Group by April
2013.

ACTIONS
2.

The Board is asked to:
•

note the plan that is in place to ensure authorisation is achieved for
Clinical Commissioning Groups

•

note the information and diagnostic tool that is available to support
authorisation and that the Consortium plans to use the tool to assess its
state of readiness for authorisation

•

note the timescale on initial risk assessment of the proposed size and
geography of the Consortium between October and December 2011

•

note the governance arrangements for authorisation that will take place
via the Executive Committee

.
BACKGROUND AND CONTEXT TO AUTHORISATION
3.

Clinical Commissioning Groups are at the heart of the Government’s
proposals designed to unleash the potential for clinical leadership required to
meet the challenges over the next few years based on the membership of
constituent practices, but also involving and empowering the full range of
clinical professionals and other stakeholders. The aim is to create a network
of Clinical commissioning groups that are highly effective and have the
leadership and confidence to discharge their healthcare and financial
responsibilities.

4.

1

Developing Clinical Commissioning towards Authorisation Framework
Report (2011) outlines a set of principles to guide the development and
implementation of authorisation. They involve:
•

A process ‘fit for purpose’ – sufficiently robust to enable a thorough and
cost effective assessment of the Clinical Commissioning Group’s capacity
and capability to carry out its functions;

1

Sir David Nicholson, NHS Commissioning Board, Developing clinical commissioning groups:
towards authorisation.
Authorisation: Next Steps to Becoming a Clinical Commissioning Group
West Cheshire Health Consortium Board Meeting
th
15 September 2011

1

AGENDA ITEM NO: WCGPCB/09/11/28

5.

•

A process viewed by both the NHS Commissioning Board and Clinical
Commissioning Groups as developmental and as adding value and
helping improve quality and overall patient experience and outcomes;

•

Setting the tone for the future positive relationship between Clinical
Commissioning Groups and the NHS Commissioning Board.

•

Minimising administrative demands for both emerging Clinical
Commissioning Groups and the review team/s, and delivering a process
which is both rigorous and efficient;

•

Evidence required should be a by-product of core business, as far as is
possible; Recognising that this is a unique process – as ‘start-up’ bodies,
Clinical Commissioning Groups will be building a track record of
performance. Therefore authorisation will focus on confidence in their
potential to deliver, drawing on their participation in, for example,
improving long term conditions of care, clinical care in general and other
aspects of Quality Improvement Prevention and Productivity, but will also
draw on their track record to date as sub-committees of PCTs to whom
certain commissioning responsibilities have been delegated; and

•

A nationally consistent approach – so that all emerging Clinical
Commissioning Groups can have confidence that the same standards are
being applied.

It will be essential for West Cheshire Health Consortium to be able to
demonstrate adequate competence across all of the required areas and the
potential to achieve excellence in the future.

SELF ASSESSMENT DIAGNOSTIC TOOL
6.

A new developmental, self-assessment tool has been designed to enable
emerging Clinical Commissioning Groups to understand and reflect upon their
values, culture and behaviours.

7.

The tool is an interactive, web based product which allows members of the
leadership team to assess the capability of emerging Clinical Commissioning
Groups, based on six work stream domains including:
•
•
•
•

A strong clinical and professional focus which brings real added value
Meaningful engagement with patients, carers and their communities
Clear and credible plans which continue to deliver the quality, innovation,
productivity and prevention challenge aligned to financial targets.
Proper constitutional and governance arrangements, with the capacity
and capability to deliver all their duties and responsibilities including
financial control as well as the effective commissioning of all the services
for which they are responsible;

Authorisation: Next Steps to Becoming a Clinical Commissioning Group
West Cheshire Health Consortium Board Meeting
th
15 September 2011

2

AGENDA ITEM NO: WCGPCB/09/11/28

•
•

Collaborative arrangements for commissioning with other CCGs, local
authorities and the NHS Commissioning Board as well as the appropriate
external commissioning support; and
Strong leaders who can individually and collectively make a difference. 2

8.

In order to demonstrate capability across the six domains, the commissioning
plan, the constitution and the organisational development plan will be
regarded as major components of this evidence. It is also recommended that
360 degree appraisal (peer review) should be carried out with partners to
assist in shaping the configuration of Clinical Commissioning Groups as they
develop.

9.

This is an optional tool has been to enable clinical commissioning groups to
assess their state of readiness as part of the authorisation process. It is
recommended that the Consortium uses the tool to determine where we
should focus our efforts.

VISION AND STRATEGY
10.

As West Cheshire Health Consortium makes progress towards authorisation it
will be crucial for us to develop our own vision and strategy. The Consortium’s
strategy will set out our key aims and objectives and how we intend to
commission a high quality, patient centred health service over the next five
years. One of the Consortium’s ambitions is for change to be driven by
clinicians, recognising that all of our commissioning plans will flow from the
strategy.

11.

A project plan has been developed which includes all components of the
strategy and is underpinned by a wide-ranging programme of stakeholder
engagement. It is the intention that a proposed strategy will be submitted to
the Board for approval on the 15th December, prior to commencing formal
consultation in January 2012.

12.

Currently, the focus within the Consortium is on developing its vision and
strategic objectives. In order to do this, a consultation process is on-going and
feedback is being gathered from a variety of forums including; local
community groups, the Consortium Board, the Consortium leadership team,
the GP locality networks the clinical senate and other external stakeholders. It
is anticipated that the Consortium’s vision and objectives will be finalised by
the end of September.

2

Dame Barbara Hakin, Development Pathfinder Bulletin – issue 4.
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GOVERNANCE AND ACCOUNTABILITY
13.

One of the six domains of authorisation requires clinical commissioning
groups to have proper constitutional and governance arrangements, with the
capacity and capability to deliver all their duties and responsibilities, including
financial control as well as effectively commission all the services for which
they are responsible.

14.

West Cheshire Health Consortium will be required to demonstrate these
arrangements. In doing so, it will need to draw on the support and guidance
of the Cheshire, Warrington and Wirral Primary Care Trust Cluster, the
Strategic Health Authority and in future the NHS Commissioning Board in
identifying requirements and gaps in its processes. Key pieces of recent
guidance will need to be followed when adopting arrangements including;
Governing the NHS – a guide for NHS Boards (2003), the Integrated
Governance Handbook (2006) and the NHS Foundation Trust Code of
Governance (2006), whilst broader public sector guidance includes the Good
Governance Standard for Public Services (2004).

15.

It is also recommended that the Consortium’s internal auditors, Mersey
Internal Audit Agency are commissioned to assist in an independent
assessment of the Consortium’s progress and provide assurance to the
Consortium Board on the robustness of its arrangements.

ROAD MAP TO AUTHORISATION
16.

The intention is for the whole of England to be covered by “established”
clinical commissioning groups by April 2013. To be “established”, clinical
commissioning groups will need to comply with minimum legal requirements,
concerning geography and governance. However, a clinical commissioning
group must be authorised (either with conditions or fully authorised) before it
can legally undertake commissioning responsibilities in its own right.

17.

Phase one of authorisation will consist of an initial risk assessment of the
proposed configuration of Clinical Commissioning Groups between October –
December 2011.
This process has been designed to help clinical
commissioning groups understand whether the current proposed
arrangements are likely to meet the criteria as defined within the Health and
Social Care Bill and to identify any associated risks, recognising how to
mitigate and manage identified risks. The timing of this work will allow clinical
commissioning groups to identify and resolve any concerns regarding
geography or size to be resolved well before 2013.

18.

Stage two of the authorisation process is the development path, which is the
period during which emerging clinical commissioning groups can gain
experience and build up their track record which will be assessed as part of
the authorisation process.
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19.

The final stage is full authorisation where clinical commissioning groups apply
to the NHS Commissioning Board to be established and authorised. This
process will involve a review of the commissioning group’s progress and
achievements against each of the six domains referred to in paragraph three.

20.

It is recognised that emerging clinical commissioning groups require a
considerable period of stability to prepare for authorisation. Subject to the
passage of the Bill (and the date on which the NHS Commissioning Board
comes into being), the NHS Commissioning Board would be able to receive
early applications for authorisation from the summer of 2012. Authorisation
would allow clinical commissioning groups to operate as a statutory body, sign
contracts and take on formal appointment of staff.

GOVERANCE ARRANGEMENTS FOR AUTHORISATION
21.

The Chief Operating Officer will develop a project plan for authorisation, this
will set out the key milestones that are required to achieve authorisation. The
plan will be kept under review by the Executive Committee at its monthly
meetings.

RECOMMENDATIONS
22.

The Board is asked to:
•

note the plan that is in place to ensure authorisation is achieved for
Clinical Commissioning Groups

•

note the information and diagnostic tool that is available to support
authorisation and that the Consortium plans to use the tool to assess its
state of readiness for authorisation

•

note the timescale on initial risk assessment of the proposed size and
geography of the Consortium between October and December 2011

•

note the governance arrangements for authorisation that will take place
via the Executive Committee

.
Alison Lee
Chief Operating Officer (Interim)
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WEST CHESHIRE GP CONSORTIUM BOARD REPORT
DATE OF BOARD MEETING: 15th September 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.
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
The report provides assurance to the Board of the progress
regarding work and delegated responsibilities of the Committees.
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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:
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Chief Operating Officer (Interim)
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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
2.

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.

GP LOCALITY NETWORKS
3.

As there were no network meetings in August the July minutes have not been
ratified so cannot be shared with the Board at this point.

CLINICAL SENATE
4.

The first meeting of the Senate took place on the 23 June 2011, this was a
facilitated workshop to explore:
•
•
•

5.

The unique purpose and role of the Senate
How to work together to achieve this ambition
A set of “Operating Principles”

The key points arising from the discussion were:
•
•
•
•

The Senate should complement, rather than duplicate existing parts of
the local health and social care economy’s corporate system.
The Senate will act in an advisory capacity to the Consortium Board to
highlight areas of opportunity for cross organisational working.
Individuals will attend as professional representatives, rather than
organisational delegates.
The impact of the Senate will be monitored, with feedback received on
the advice given to the Board.
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EXECUTIVE COMMITTEE
6.

Major issues and actions from July’s meeting included:
•

Clinical leads have been identified as follows:
- Dr James Davies – Lead for Dementia with management support
from Cathy Davis.
- Dr Lydia Anderson – Lead for stroke with management support from
Ian Ward and management support from Gareth Redmayne for
Cardio vascular.
- Dr Martin Dennis – Lead for alcohol
- Dr Catherine Wall – Lead for long term conditions

•

A Collaborative event is due to take place in September – the focus of
this event will be on diabetes.
The structure and composition of clinical commissioning groups is
being revised in accordance with national guidance.
GP Consortium Board meetings will now be held in public. Members of
the public will be invited to ask questions for the first 15 minutes of the
meeting and observe the decision making process.
The GP Consortium Board’s assurance framework is being developed.
A risk management development session has been arranged with
Mersey Internal Audit Agency.
It was agreed that there is a need to reflect issues around the general
practice patient survey in accordance with the national patient survey
requirements.
Progress is being made to establish West Cheshire Health
Consortium’s running costs and associated business commissioning
support arrangements.
All training applications will need to be considered in accordance with
the Primary Care Trust’s training policy criteria.
Health checks and associated health promotion initiatives are being
reviewed as part of the public health agenda.
The commissioning strategy and plan are being progressed. The five
year strategy will take effect from 1st April 2012.
An organisation development plan is being developed in accordance
with the HR framework requirements.

•
•
•
•
•
•
•
•
•

COMMISSIONING DELIVERY COMMITTEE
7.

Major issues and actions from July’s meeting included:
•
•
•

An updated QIPP Delivery Report was submitted which highlights the
three high risk outliers for QIPP Savings
The Cluster wide QIPP Narrative had been submitted and approved by
the Strategic Health Authority
The Performance Report was submitted– it was agreed this would be
integrated with the Contract Report at future meetings
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CLINICAL SENATE WORKSHOP
9.00 am, Thursday 23rd June 2011
Rooms A&B, 1829 Building
PRIORITIES FOR WORKSHOP
Identify Purpose and Vision of the Clinical Senate
•
•
•
•
•

How it ‘fits’ into wider system?
How the Clinical Senate contributes to decision making?
Links to Health and Well-Being Board
How agenda for Clinical Senate is determined – entry criteria?
Identify ‘Added Value’ of Clinical Senate

How we make a group this size work and be effective
Clarify the role of individual members of Clinical Senate
•

To what extent ‘representatives’ of our organisation or here as individuals
exercising our own judgements?

Priorities addressed across the
whole of Health and Social
Care e.g. alcohol

Vision

•
•

What are the health and social care needs?
How do we address them?

•
•
•
•
•
•
•

Provide clinical contribution to decisions.
Ensure health economy remains viable.
Should provide challenge.
Agree priorities for work.
How are strategies/vision integrated?
Leading to an integrated strategic workplan?
Joint with existing pieces of work e.g.
o QIPP
o Planned Care Network
o Urgent Care Network
Challenge timescales but not via minutes.
Strategic not operational.
Senate to have timetable of work ongoing
from whole health economy.
Focus on outcomes.
Bring evidence/best practice from elsewhere.

•
•
•
•
•

Unique Purpose and Role of Clinical Senate
•

Address financial balance
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•
•
•

•
•
•
•
•

Senators bring wisdom and corporate view but with knowledge and
experience of their sector
Alignment of separate pieces of work.
Multi-disciplinary and multi-agency analysis of work undertaken by
network/groups leading to robust and comprehensive recommendations to the
Board.
Having a vision: proactive/reactive balance
Provide challenge?
Focus on quality and mediation
To obtain cross organisational sign up of our vision of service provision
Mediation

How will we Judge whether we have been successful in 3 years
•
•
•
•

Original membership still exists.
Measureable outcomes.
Examples of situations where the Senate has clearly influenced policy and
services.
Relationships are well established and whole system recognises value of the
Senate.

Mapping of work and agreeing priorities
• Frequency of meeting - Monthly?
• Not operational – strategic. Focus on the big picture.
Nursing Network
.Single/Simple dashboard

Administration and Managerial
Support

•

Workplan and monitoring

•

Agenda Setting

•

Agenda Content

•
•
•

Performance Dashboard.
o Stopping pieces of work that are not
adding value.
Care Groups.
o Pick a few high impact areas.
Form/Template High Level.
o Timescales for delivery.
Agreed set of behaviours.
High challenge/high support.
Development of group/team.

•
•

Deputies – not allowed.
Vice Chair – to be advised.

Behaviours

What happens during leave of
absence
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•

Terms of reference.

•
•
•

Alcohol
Dementia
Current pathway e.g. Urology

•
•
•

Need to be practical and strategic.
Both hats needed.
Via individual senators.

QUESTIONS
How to Bond/Trust as a group?
Need for small cohort to drive
the Senate?
Clarity about why an item is on
the agenda?
Start small to test structure or
aim high?

OPERATING PRINCIPLES
Responsibilities to patients/also
responsibilities to organisation.
Forum to be able to put
challenge to organisations .
Feedback to Networks from
Senate.
Bridge organisational agendas.
Stick to the ‘big picture’.
Understand all current
workstreams
Be Bold
Draw together work to prevent
‘silo’ ‘low priority’ workstreams.
Are priority workstreams the
Senate’s workstreams set by
the senate or elsewhere?

Behaviours determined by work
programme e.g. reactive or
proactive?
Workshops based on priority
Scope what existing groups are
doing at the moment.
Group has responsibility to
indicate to senators how they
go back and prioritise
workstreams.

Don’t duplicate Health and Wellbeing Board

•
•
•
•
•
•
•
•
•

HOW
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• Agree key priorities.
• Specific outcomes and timescales
Build relationships.

Health needs and alignment of
plans
Ground Rules
How do we measure
commissioning success?

Success
Outcomes

•
•
•
•
•
•
•
•

•
•
•
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Remain in financial balance.
Patient experience.
Joint Strategic Needs Assessment.
Staff engagement
Demonstrable change and improvement in
the services we provide.
Do we still attend?
What has been changed:
o Quality outcomes
o Financial outcomes
o Continuous quality improvement
Achieved/maintained joint vision.
Are we prepared/empowered to pilot small
changes?
Examples of major pathway change.
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Executive Committee
13th July 2011
Present:
Huw Charles-Jones
Alison Lee
Gareth James
Ian Linford
Carl Marsh
Andy McAlavey

Chair
Chief Operating Officer (Interim)
Director of Finance (Interim)

Sarah Murray
Rob Nolan
Pauline Roberts
Paula Wedd
Paul Lynch

Head of Unplanned Care
Head of Planned Care
Vice Chair of West Cheshire Health Consortium and Quality
Lead and GP.
Head of Clinical Leadership and Engagement
Head of Commissioning and Contracts
Deputising for Head of Medicines Management
Head of Quality Improvement
Planning and Performance Manager

In Attendance:
Julie Webster
Faye Quinlan
Jean Hodgson

Director of Public Health
Commissioning Manager – Children’s Service
Minute Secretary
Action

1.

2.

Apologies
Apologies were received from Sheena Wood and Barbara
Perry.
Minutes from meeting held on 8th June 2011
The minutes from the meeting held on 8th June 2011 were
agreed as an accurate record.
Alison Lee informed the group that the minutes of the
Executive Committee will now go to the board as they are a
sub-committee of the board.

3.

The outstanding actions from the meetings held in April, May
and June were completed with the exception of those listed
at the end of these minutes.
Chair’s Update
Clinical Leadership
Sarah Murray provided an update on Clinical Leadership.
She confirmed the following new Clinical Lead appointments:
Dr James Davies – Lead for Dementia, link manager is
Cathy Davis.
Dr Lydia Anderson – Lead for Stroke, link manager is Ian
Ward
- Lead for Cardio Vascular – link
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manager is
Gareth Redmayne.
Dr Martin Dennis – Lead for Alcohol
Dr Alan Birch
- Will have a task and finish role
Catherine Wall
- Long Term Conditions Lead
Sarah Murray agreed to update Finance with regard to the
up-to-date costings of the Clinical Champions.
Collaborative Autumn Event – 6 September
Sarah Murray advised that this event would focus on
Diabetes.
The model of care that Niru Goenka would like to pursue will
be presented by Dr Catherine Wall. Laura Millard, who has
an interest in Diabetes will present a couple of alternative
models. These presentations will be followed by a workshop
when a decision as to which model to adopt will be taken.
Commissioning Support
It was agreed by the group that this item would be covered
under the Running Costs paper being presented by Gareth
James.
NHS Confederation
Alison Lee informed the group that there were a number of
changes nationally regarding the board structure of Clinical
Commissioning Groups.
• There must be 2 independent positions on the board
• The Vice-Chair must be a ‘lay’ member
• The name must include the NHS brand.
Alison added that she was waiting for more guidance around
these points.
Alison advised that the HR Framework document was
published last week but it was a thin document and that she
expected a second round of Mutually Agreed Redundancy
Scheme.
Alison reported on the documents that Sir David Nicholson,
NHS England had sent out.
• The 8000 people currently employed by the NHS
Commissioning Board will be reduced to 3500 which will
result in a management cost reduction.
• The NHS Commissioning Board is intending to
restructure and this will have an effect on how we
restructure.
• They will be mandating a change model and will direct
the commissioning groups to adopt the same model.
Minutes of Board Committee Meetings
West Cheshire Health Consortium Board Meeting
th
15 September 2011

SM

AGENDA ITEM NO: WCGPCB/09/11/29

4.

CORPORATE ISSUES
Formal Board Meeting – 21st July 2011 Agenda
Alison Lee informed the group that this would be the first
meeting in public.
A discussion took place around the Patient
Story/Experience and whether it should be part of the
agenda. It was agreed that this would be covered under the
Chairman’s Remarks and not as a separate item.
Gareth stated that the group need to think about how we
respond to questions from the public and how do we deliver
that message publically.
Andy McAlavey informed the group that the meeting is held
in public, but the public cannot challenge the papers. At the
start of the meeting there will be a 15 minute opportunity for
the public to ask questions through the Chair.

5.

Alison Lee advised that the papers will be available on the
website prior to the meeting.
Community Nursing Provision for Children and Young
People with Palliative Care Needs.
Faye Quinlan explained that there is currently no generic
children’s community nursing service in Western Cheshire
and, as such, the Claire House Hospice to Home Service,
which ended on 30th April 2011, served to fill the gap in
service provision by providing 24/7 specialist palliative
nursing, symptom management or end of life care.
She added that in order to improve outcomes and
experiences for children, young people and their families
living with life limiting and life threatening conditions, the
Executive Committee is requested to consider how, through
flexible working, children’s community nursing services can
be developed that are capable of providing all round care
packages included end of life care, 24 hours a day, 7 days a
week, in the location the child and family prefer.
Faye drew the group’s attention to:
• Paragraph 4 of her report – Better Care, Better Lives, and
the need to pay particular attention to groups with specific
needs.
• Appendix 1 – assess the local position on multiagency
group mapping exercise.
Faye informed the group that in autumn last year funding
was made available by the Department of Health for the
hospice to home service to provide 24/7 cover. Faye
advised that Claire House cannot continue to fund this
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service at this level and have asked for funding from the
Consortium.
Faye then distributed a paper detailing the costing of £13570
for the year. This is a 24/7 extended advice and support
service which does not include end of life service, as this
would be subject to a separate tariff.
Alison Lee asked the group for their thoughts .
Huw Charles-Jones expressed his opinion that this service
would support ‘admittance avoidance’ and ‘end of life care’
and is a quality improvement.
Discussions took place and it was agreed that a decision
could not be made on this today and that the IVA process
should be followed.

6.

Alison Lee thanked Faye Quinlan for her report.
Assurance Framework
Alison advised that the purpose of this report was to:
• Confirm the strategic risks identified by Western Cheshire
Primary Care Trust for the functions and associated work
streams delegated to the West Cheshire Consortium
board.
• Consider the high level risk of preparing the West
Cheshire Health Consortium for authorisation.
• Identify the actions that have or are being taken to
mitigate against these risks.
Alison Lee asked the Executive Committee for their
comments around the Assurance Framework.
Paul Lynch advised that more work on the Committee
structure was being undertaken with Pauline Cooke.
Gareth James reported that QIPP savings specifically
around commissioning support running costs were needed.
Paula Wedd had asked, at the last Senior Management
Team meeting, whether a development session on
assurance framework and the risk register could take be
arranged.
It was agreed that by the Executive Committee that this
would be helpful.
SW/AL
Alison Lee advised that the session could be run by MIAA
who would also look at how this has been done across the
patch and be brought back to the next meeting of the
Executive Committee.
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7.

General Practice Patient Survey
Alison Lee informed the Executive Committee that parts of
the General Practice Patient Survey are mentioned in the
Quality Report which is going to the Boad on 21st July.
She advised that the Consortium needs to consider the
following questions:
• What are the key issues for our patients?
• How can we use these results at practice or consortium
level?
• Can we produce a press release?
Alison said that there is considerable variability between
practices.
Paula Wedd stressed the need to reflect issues around the
national patient survey and to look at what are short term
and long term objectives.

8.

Following discussions it was agreed that the results should
be sent out to practices.
Strategy Development Plan
Paul Lynch spoke to the paper and the 4 appendices which
had been previously distributed. The five year strategy is to
take effect on 1st April 2012, and to enable the
appropropriate engagement and consultation to take place
the documents need to be submitted to the Board for
approval on 15th December.
Paul referred to Appendix A – An Outline Vision for Health
and Healthcare “West Cheshire Health Consortium: Better
health, better care, better value”. Paul informed the
Executive Committee that the overall vision is ‘For our
patients to live long and healthy lives’.
Paul referred to appendix B – an overview of the key actions
needed to deliver the strategy by 15th December.
Paul Lynch then drew the committee’s attention to Appendix
C – an outline of the key headings in the document along
with the lead officer for compiling each of these. He asked
the committee to agree that the lead officers were correct.
The meeting concured.
Paul then spoke about Appendix C – a high level
engagement and consultation plan, this will be supported by
a more detailed plan to be developed with the
Communications team.
Paul stressed the importance of linking with the work being
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undertaken on Strategy by the Business Commissioning
Support Unit and Public Health. He also highlighted the key
risks to the delivery of the strategy.
Paul Lynch asked the Executive Committee to consider
using a project support role to help ensure delivery of the
strategy within the timeframe. This support function would be
either a band 4 or 5 role secondment role for a period of 6
months.
Alison Lee said that the project support person could also
provide support for the Commissioning Plan.

9.

Rob Nolan expressed his concern regarding the ambitious
timescale especially around QIPP but felt that the timescale
could not be allowed to slip.
Executive Committee Report on Running Costs July
2011
Gareth James said that the purpose of the report was to
update the Executive Committee on the progress towards
agreeing West Cheshire Health Consortium’s running costs
and developing commissioning support arrangements.
Gareth informed the committee that 2010/11was the last
year for reporting Primary Care Trust management costs.
From April 2011, non-healthcare or corporate cost will be
calculated as running costs. “Any cost incurred that is not a
direct payment for the provision of healthcare or healthcare
related services”.
Gareth explained that the Operating Framework outlined that
the GP consortia running costs were expected to be within
the range of £25 to £35 per head of population. However,
latest indications are that consortia running cost targets will
be set at the lower end of this scale and may even be as low
as £20 per head.
He advised that the NHS Western Cheshire running costs
are currently £65 per head and of this, approximately £31
has been classed as West Cheshire Health Consortium
running cost.
Gareth James said that 6 workstreams had been set up but
a decision was yet to be made as to what footprint all
business and commissioning support functions should be
provided across:
• Quality and support for service redesign
• Finance and QIPP
• Commissioning in partnership
• Information and commissioning policies
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•
•

Communications and Engagement – Contracting and
Procurement.
Medicines Management, Governance and back-office
functions.

Gareth advised that Joe Rafferty is the lead for this North
West piece of work and that nominations from GPs and
Consortium are required for the 6 workstreams.
Gareth James also said it was imperative that West Cheshire
Consortium agree a preferred model of commissioning
support in the near future so that this can be factored into
each of the workstream discussions. A view needs to be
taken about which services need to be provided ‘in house’
and which should be provided on a wider footprint as a
shared service.
Huw Charles-Jones expressed his concern over the cost of
the growing clinical leadership and a balance must be
determined.
The Cluster had requested nominations for GP Leadership,
and the following members of the Executive Committee put
themselves forward or who had been nominated previously:
Commissioning and Partnership – Huw Charles-Jones
Quality and support for Service Re-design – Andy McAlavey
Finance and QIPP - Steve Pomfret
Medicines Management – Andy Dunbavand and Barbara
Perry.
Rob Nolan stressed the need to look closely at Information
and Commissioning Policies as the Wirral model will not
meet our needs.
Alison Lee informed the Executive Committee that a
response to Cathy Gritzner’s letter was required by the end
of July.

10.

Summing up, Alison felt that the Executive Committee would
want to keep Engagement locally. She said that the
committee needs to consider what we have to do to get the
running costs down from £31 to £25 and that we need to be
clear about what we are focusing on next year.
COMMISSIONING ISSUES
Western Cheshire Health Checks
Julie Webster spoke to her paper ‘Funding and
Commissioning of Western Cheshire Health Checks’. She
said that the purpose of the report was to outline the options
available and funding required for the local implementation of
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the health checks programme and is intended for discussion
and decision purposes. The aim of the programme is to
introduce a single, universal, integrated risk assessment for
40-74 year olds every 5 years.
Following discussion the Executive Committee said that
funding was included in the Primary Care Trust base line.
Huw Charles-Jones advised that Lache had been part of the
Health Check pilot locally. 132 patients were invited and
over a two month period 94 attended of which around half
had a cardiovascular risk score over 20%.
Julie asked the Executive Committee to:
• Look at the models and agree which model is right for our
population.
• Note that we do not have funding at the moment.
• Agree a model.
Ian Linford said that at the Board Development Day it was
agreed to target money where we can improve health, and it
was felt that this money should be targeted at Ellesmere Port
and Lache.
Alison Lee agreed that we must improve the quality of care
being delivered.
Julie Webster said that the challenge for this programme is:
• how do you pick up those patients who do not go into
practices?
• How do we bring together smoking prevention, BP,
cholesterol and health checks?
Julie Webster asked how many patients have had a
cardiovascular risk score? It was agreed that the answer
could be found via graphnet.

11.

Andy McAlavey agreed to discuss this with Linda Edwards.
It was felt that an audit of this could be carried out by the
Business Commissioning Support Unit.
Future Commissioning of Risk Stratisfication Tools
Ian Linford advised the Executive Committee that John
Hampson, Public Health Specialist had investigated the
standard model developed in conjunction with the Kings
Fund and caried out an evaluation of the PARR model, the
BUPA Health Dialogue model which is the combined model.
He concluded that:
• The PARR model is a useful tool to identify very high risk
cases. The Combined model is unlikely to realise
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•

•

significant additional benefits.
GP systems are suitably equipped to identify the main
drivers of hospital admissions which are previous
admission, number of medicines and presence of
asthma, COPD, depression or hypertension.
Investment in the Combined model as a general
commissioning tool is unwarranted until high quality
research on effective intervensions is published.

Ian informed the Executive Committee that the Urgent Care
group had agreed with the findings above.
The model is currently contracted for until the end of March
2012, and it was agreed that the contract would not be
renewed and the saving would go towards reducing the
running costs by £500,000. It was further agreed that a
formal communication would be sent to Cathy Gritzner and
Kathy Doran that we do not want to purchase this product
going forward.

12.

13.

14.

Paula Wedd advised that the letter should set out the issues
we have.
Funding Requests
• Educational Bursary Scheme – Tahir Awan
• Medicines Management – Bunbury
The Executive Committee agreed that both cases should go
to the Project Delivery Group to go through due process.
Commissioning for Outcomes – Application for Pilot
The Executive Committee asked for an update following the
next meeting to be held with AQUA.
PDR Training Requirements
Huw Charles- Jones asked what the process was for
agreeing whether we support and develop staff.

CF/SW

Gareth James informed the Executive Committee that it was
quite clear in the Training Policy that training should be
supported if it was essential to the job.
All training will have to comply with the training policy criteria.
Masters and Prince 2 projects training requests should be
thoughly evaluated to ensure they comply with the training
policy.

15.

Andy McAlavey asked if this issue would be raised at Cluster
?
Any Other Business
Agenda Item 11/16 Performance Report
Pauline Roberts said that no mention had been about
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16.

Medicines Management and the need to be specific about
what they should be doing.
Date and Time of next meeting: 10th August, 2011
Venue: Turret Meeting Room, 1829 Building.
Actions Outstanding from Executive Committee Meeting
Held on 13th April 2011

13.

Action
Rewrite paper on the orthopaedic delegated budget and
send out a letter – Going to Alison Lee then out to
Practices through the 3 GP networks

Owner
Rob Nolan -

Actions Outstanding from Executive Committee Meeting
Held on 11th May 2011
11

12

Action
Application to be made to Allan Brooking – How to
manage elective care via prioritisation – application
acknowledged.
Executive Team Coaching – Pursue the coaching
options – work ongoing.

Owner
Carl Marsh

Alison Lee

Actions Outstanding from Executive Committee Meeting
Held on 8th June 2011

10

Action
Risk management template to be completed by 13th
June – still on-going.

Owner
All

Actions Outstanding from Executive Committee Meeting
Held on 13th July 2011
3
6

7
9
10
11

Action
Sarah Murray to update Finance with the cost of the
Clinical Leads.
A development session around Assurance Framework
and the Risk Register to be arranged. This item to be
brought back to the next meeting of the Executive
Committee
The General Practice Patient Survey national results to
be sent out to all practices.
A response is required to Cathy Gritzner’s letter by end
of July.
Andy McAlavey to speak with Linda Edwards regarding
Health Check data and audit.
Formal Communication to be sent to Cathy Gritzner and
Kathy Doran regarding cancellation of the Risk
Stratification tool contract.
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13

14

The Commissioning for Outcomes – Application for Pilot
to be brought back to the next meeting of the Executive
Committee
The Primary Care Trust Training Policy to be evaluated
for use by West Cheshire Health Consortium. Decisions
to be made and then to be discussed with Tracey
Leahy, HR.
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Commissioning Delivery Committee
Meeting held on 21st July 2011

PRESENT:

Andy McAlavey
Alison Lee
Gareth James
Rob Nolan
Steven Pomfret
Pam Hughes

IN
ATTENDANCE: Rebecca Clayton

Chairman
Chief Operating Officer – Interim
Director of Finance – Interim
Head of Commissioning and Contracts
GP Representative, Consortium Board
Member
Head of Strategic Performance

Project Support Officer – Unplanned Care

2011-35 Apologies
Apologies were received from Huw Charles-Jones, Matthew
Cripps, Liz Noakes and David Clark.

Action

2011-36 Minutes of the Last Meeting and Action Plan
Steve Pomfret queried the accuracy of the section regarding
the oxygen budget. Discussion took place within the
Committee and it was agreed that a section needed to be
added to the minutes which notes the impact on the QIPP
delivery plan. The following has been added to the minutes of
16th June 2011:
“As the responsibilities for the oxygen budget now sits with the
Cluster it was agreed that no further work needed to be
undertaken by the Consortium and that the impact of this on
the QIPP delivery plan would be to reduce the Consortium
target by £35,000”
Alcohol Case for Change – Rob Nolan informed the Committee
that the funding for the alcohol case for change business case
would come from the readmissions budget and that this just
needed to be progressed forward now. The Committee were
informed that Cheshire and Wirral Partnership had identified
that alcohol admissions needed to be addressed and that they
would be undertaking a piece of work regarding this. It was
agreed that Rob would liaise with Cheshire and Wirral
Partnership Trust to ensure that services wouldn’t be
duplicated.
Discussion took place within the group regarding the
readmissions budget. Rob explained that any readmissions
that were due to the patient not receiving the appropriate care
originally would not be re-charged to the readmission budget.
Alison Lee highlighted that these monies also included
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reablement funding. It was agreed that further work needed to
be undertaken regarding the impact on the budgets and that
this would be discussed at the Urgent Care Strategy Group
and any outcomes to be reported back to the Committee at a
later date.
Paediatric programme – Rob Nolan reported that Sarah Clein
is the lead for the Paediatric programme.
2011-37 QIPP Delivery Report 2011/12
Rob Nolan explained that the report submitted was the report
that Paul Lynch produced on a weekly basis for the Locality
Management Team and the Cluster on the delivery of QIPP.
Rob explained that there were three high risk areas which
incorporated the Hospital at Home development, mental health
and the “other” category.
Discussion took place within the group regarding the resources
that were going into different individual projects and how they
were disproportionate across the Consortium. Rob reported
that discussion would take place at the next Senior
Management Team meeting. It was agreed that teams across
the Consortium would undertake a review of which members of
staff were undertaking what work, how much of their time was
spent on these programmes and what the priorities needed to
be.
Mental Health – Rob Nolan updated the Committee that a
meeting had taken place two weeks ago which involved Steve
Pomfret, Cathy Davis, Ros Flight, Jane Hall and Gareth James
to discuss the mental health savings. Rob reported that
Cheshire and Wirral Partnership Trust recognised the need to
deliver the £1.3 million savings, however to date they have not
produced any documentation to show how they would deliver
the savings. Discussion took place detailing how to hold
Cheshire and Wirral Partnership Trust to account and how to
the service redesign needed to be transformed more rapidly.
It was agreed that Rob would write to Ros requesting a project
plan for the reducing £1.3 million with a specific deadline as to
date no written information has been received. In addition to
this it was agreed that a written weekly report should be
provided to ensure the plan is being delivered. It was also
agreed that Jane Hall would be invited to the QIPP project
delivery group meetings to provide assurance that the savings
are in place. It was noted that a good relationship with the
providers should be maintained however it needed to be a firm
authoritative position needed to be maintained.
Hospital at Home – Rob Nolan reported that a meeting was
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taking place with Partners4Health later today to discuss the
proposed Key Performance Indicators and contract. Rob
reported that a letter had been sent to Partners4health in the
week commencing 11th July 2011 however no response has
been received to date. Rob reported that he would be
requesting that clause 55.1 regarding the termination of the
contract would be added back into the contract.
The Committee discussed the potential savings from the
project and when would the service need to be implemented
for the savings to begin. Rob informed the Committee that the
service would need to be up and running on 1st November
2011 with an intake of 4 patients per day onto the scheme for
the savings to be effective. Rob noted that the target of
1st November 2011 for the commencing of the Hospital at
Home was achievable as long as the contract was signed
within the following week. Rob informed the group that if
Partners4health did not deliver the saving then the contract
would not be extended after November 2014.
The Committee expressed concern regarding the lack of
written documentation detailing the service specification and
how the service will be delivered. It was agreed that Rob
would liaise with Ian Linford, Head of Unplanned Care and
Elaine Canavan who is currently project managing the
implementation of the Hospital at Home service to produce a
project implementation plan to be available within the next
month.
Gareth James queried the financial aspects of the Urgent Care
Unit contract. Rob reiterated that legally there is no flexibility
on the contract as there were no Key Performance Indicators
implemented when the contract was agreed.
Other initiatives – Rob Nolan reported that the Business
Commissioning Support Unit had submitted 3 project areas
consisting of paediatrics, areas of low clinical value and areas
where the Consortium is an outlier on spend. Rob noted that
on the latter project the Business Support has been asked to
compare other similar health economies and look at where the
Consortium is a high spender on certain clinical specialities.
These projects will support the £4 million savings target. Pam
Hughes noted that she is currently in the process of writing up
the outcomes of her discussions with service heads.
2011-38 Cluster Wide QIPP Narrative
Rob Nolan informed the group that the Cluster wide QIPP
narrative which was requested by the Strategic Health
Authority had been completed and accepted. It was reported
that Ernest Young had complimented the work which had been
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undertaken, especially around the governance arrangements
which were in place.
The Committee discussed the reporting and assurance
mechanisms that were now in place noting that additional work
was now required from teams.
2011-39 Performance Report 2011/12
Pam Hughes reported that the report had been separated into
three categories. Pam explained that part one notes how the
Consortium will continue to use the outcome measures as
previously used by Western Cheshire Primary Care Trust and
noted that the Consortium needs to look at how the outcomes
will fit with its own strategic plan.
Pam informed the Committee that part two links with NHS
Operating Framework. The report notes that a new
performance arrangement called an “integrated performance
measures framework” had been developed which is separated
into quality, resources and reform. Pam reported that the
Cluster’s priorities have been confirmed as:
•
•
•
•
•

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
Health care acquired infections.

The Committee discussed the process of assurance for
providers regarding Clostridium Difficile (C-Diff). The
Committee were informed that the national target for the
number of episodes was 42, however, due to the large locality
that the Countess of Chester Hospital covers a “stretch target”
has been put in place for the target to be 53 events per year.
Pam explained that this was monitored through the Quality and
Risk meetings which take place. Rob Nolan and Pam
explained that each time the Countess of Chester breach the
C-Diff stretch target a percentage of the contract value is
deducted. A robust discussion took place regarding the
financial adjustments and the stretch target. It was agreed that
this would be monitored in future performance reports.
It was agreed that the detailed performance report would
continue to be a standing agenda item for the Commissioning
Delivery Committee with a summarised report being submitted
to the Western Cheshire Consortium Board detailing exception
reporting.
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2011-40 Any Other Business
No other business was raised at the meeting.
2011-41 Minutes from the QIPP Project Group 8th June 2011
The Chair noted that the Commissioning Delivery Committee
Project Delivery Group minutes were distributed for
information.
2011-42 Date and Time of the Next Meeting
The next meeting will take place on Thursday 18th August
2011 at 12.30 pm in the Turret Room. After this meeting the
Committees will then take place on the first Thursday of each
month starting at 2.00 pm.

IN CONCLUSION
8.

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

Compiled by the Chief Operating Officer’s Private Office
September 2011
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