WEST CHESHIRE CLINICAL COMMISSIONING GROUP
AGENDA
Meeting to be held in Public on: Thursday 15th March 2012 at 9.00am
At Ellesmere Port Civic Hall

The Welcome and Open Forum item is a 15 minute opportunity for the public to ask the
Board questions.
Item

Time
9.00am

A

9.15am

B

9.20am

C

9.25am

D

9.30am

Operational Issues
WCCCGB/12/03/44 9.35am

Agenda Item
Welcome, Open Forum and
Chairs Opening Remarks
Apologies for Absence

Action

Declarations of Interests in
agenda items
Minutes from meeting held
on 19th January 2012

I

Matters arising from the
previous board meeting

I

January 2012 Board
Minutes.pdf

DR
D

Quality Improvement
WCCCGB 12 03 44
Quality Improvement

D
WCCCGB/12/03/45 9.55am

Finance Report including
Financial Budget for 2012/13

WCCCGB 12 03 45
Finance Report.pdf

Presenter
Dr Huw Charles-Jones
GP Chair
Dr Huw Charles-Jones
GP Chair

Dr Huw Charles-Jones
GP Chair

Dr Huw Charles-Jones
GP Chair

Dr Andy McAlavey
GP Quality Lead
Supported by Paula
Wedd
Head of Quality
Gareth James
Director of Finance
(Interim)

D
WCCCGB/12/03/46 10.15am

Performance Report
WCCCGB 12 03 46
Performance Report.p

D

WCCCGB/12/03/47 10.35am

Transfer of Wrenbury
Medical Centre to South
Cheshire Clinical
Commissioning Group

WCCCGB 12 03 47
Transfer of Wrenbury

I
BREAK

10.45am

Alison Lee
Chief Operating Officer
(Interim)
Supported by Rob
Nolan Head of
Contracting and
Performance
Alison Lee
Chief Operating Officer
(Interim)

Strategic Development
WCCCGB/12/03/48 11.00am

Five Year Strategic
Commissioning Plan

WCCCGB 12 03 48
Five Year Strategic Co

DR
WCCCGB/12/03/49 11.25am

2012/13 Commissioning
Plan

WCCCGB 12 03 49
Commissioning Plan.p

DR
Consent Agenda*
WCCCGB/12/03/50 11.50am

Minutes of Board Committee
Meetings

WCCCGB 12 03 50
Minutes of Board Com

Alison Lee
Chief Operating Officer
(Interim)
Supported by Paul
Lynch Planning and
Performance Manager
Alison Lee
Chief Operating Officer
(Interim)
Supported by Paul
Lynch Planning and
Performance Manager
Dr Huw Charles-Jones
GP Chair

I
Other Business
11.55am

Dr Huw Charles-Jones
GP Chair
Date and Time of Next Meeting – Thursday 17th May 2012 at 9.00am. Venue 1829 Building,
Countess of Chester Health Park, Chester
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.
** Any other items of business should be notified to the Chair at least 48 hours in advance of the
meeting.

WEST CHESHIRE HEALTH CONSORTIUM
Formal Board Meeting
th
Thursday 19 January 2012, 9.00am at Cheshire View, Christleton

Present:
Dr Huw Charles-Jones
Dr Andy McAlavey
Ms Alison Lee
Mr Gareth James
Ms Chris Hannah
Mr David Clark
Ms Sheila Dilks
Dr Jeremy Perkins
Dr Steve Pomfret
Dr Laura Millard

Chair
Medical Director
Chief Operating Officer
Chief Finance Officer
Non-Executive Advisor
Non-Executive Advisor
Nurse Representative
GP Representative Ellesmere Port and Neston
GP Representative Rural
GP Representative City

In Attendance:
Ms Christine France
Ms Paula Wedd
Mr Rob Nolan
Ms Sally Pritchard
Ms Clare Dooley

PA (Minute Secretary)
Head of Quality
Head of Contracts and Performance
Marketing and Engagement Manager
Private Office Manager

12/01
A

Action

CHAIRS OPENING REMARKS
In opening the meeting the chair welcomed two new board members,
Sheila Dilks as nurse representative and Chris Hannah, independent
advisor and vice chair.
The chair reported that the clinical commissioning group is currently
working through a process of self-assessment to progress towards
authorisation as a stand-alone body from April 2013. The Group’s
geography, size and practice sign-up arrangements have been passed as
fit for purpose by NHS North of England Strategic Health Authority. We
are now moving on to look at governance arrangements and the structure
of our organisation. New guidance has been received to assist with this
on the structure of the board, who is eligible to chair and who should be
vice chair. The chair feels that there should be a clinical chair and a
manager as accountable officer as this is working well at the moment. It
would be difficult for a clinician to be accountable officer due to time
constraints and knowledge of how the NHS works. The chair will suggest Huw Charlesthis to our member practices in a letter he is currently drafting to send out Jones
but it is for the membership to decide. A decision will be taken at a
meeting of the member practices on Tuesday 28th February 2012.

th
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The chair reported that Cheshire West and Chester Council have been
chosen as one of the four national pilot sites for community budgets and
thanked Alison for involvement on behalf of the clinical commissioning
group. There is a strong drive for better integration between the public
sector voluntary sector and patient. The community budgets programme is
a chance to test this out. Civil servants from Whitehall are supporting the
work.
The Department of Health have released new money to the clinical
commissioning group amounting to £1.1million which is non-recurrent and
to be targeted at referral to treatment times and waiting times in A&E. The
money has to be used by the end of financial year or it has to be returned
to the Strategic Health Authority. The chair sees this as a real opportunity
to improve waiting times for our patients.
B

APOLOGIES FOR ABSENCE
Apologies were received from Mr Mike Zeiderman.

C

DECLARATIONS OF MEMBER’S INTERESTS
Dr Huw Charles-Jones, Dr Andy McAlavey, Dr Jeremy Perkins, Dr Steve
Pomfret and Dr Laura Millard declared an interest as partners in general
practices in item 38 Quality Improvement in General Practice.

D

MINUTES FROM MEETING HELD ON 17th NOVEMBER 2011
The minutes from the meeting held on 17th November 2011 were agreed
as an accurate record of the meeting proceedings.
Matters Arising/Actions
Gareth James reported that the £3.2million non-recurrent cross border
funding has not yet been received. Although confirmation has been
received from the Director of Finance of the Strategic Health Authority that
we will receive this money.

37

QUALITY IMPROVEMENT REPORT
Paula Wedd highlighted the following points:
•

The information on independent contractors will not be brought to the
board but will be dealt with through the appropriate lower level groups
that deal with the detail. What will be brought here will be an
aggregated view of issues across the whole health economy.

•

Three trends have been identified from notified incidents reported
during October and November relating to the Countess of Chester
Hospital NHS Foundation Trust. These identified trends have been
shared with the appropriate lead commissioner and sent to the
Countess for investigation and response. The learning and outcomes
from the investigations will be provided in a future report.
th
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•

Following the analysis of the 108 Patient Advice and Liaison Service
contacts in October and November 2011 there were three themes:
-

expressions of concern from patients who do not meet the
criteria to access ambulance transport to hospital appointments

-

expressions of concern relating to patients’ perceptions of poor
standards of care from primary and secondary care providers

-

requests for information relating to appointment systems within
GP and dental practices

•

An analysis of complaints received over the previous twelve months is
underway to identify if there are any trends visible over a longer
period and any trends will be included in the next quality improvement
report.

•

During October and November 2011 there were seven open serious
incidents.

•

A never event that occurred in quarter 2 has now been through an in
depth investigation the findings of which were received at the
November Serious Incident Group. The Medical Director at this
provider of NHS care will disseminate the major learning points to all
medical staff.

•

The Care Quality Commission has published the report on its
inspection of Kent House, Birkenhead which is managed by Cheshire
and Wirral Partnership NHS Foundation Trust. The Trust have
provided a detailed action plan to address the concerns identified.
West Cheshire Clinical Commissioning Group have met with the Trust
to discuss the findings in more depth.

•

Summary Hospital Level Mortality Indicators were published in
November 2011. The board will receive further briefings on these
indicators through the quality improvement report each time the
quarterly figures are published.

In response to questions from Sheila Dilks, Steve Pomfret, Huw CharlesJones, Laura Millard Paula confirmed:
•

That local authority safeguarding staff have visited Eastway to seek
assurance that the same issues highlighted at Kent House do not
exist in Eastway.

•

Paula meets quarterly with the Care Quality Commission with
commissioner colleagues from the local authority to discuss any
emerging concerns about local providers of care. The Care Quality
Commission always request that providers are reminded to escalate
th
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incidents through safeguarding routes in line with local policy, in
addition to undertaking their own internal investigations. Paula does
this reminder formally at the quality meetings with providers.
•

Due to the small number of complaints we receive we need to take a
longer look to see if any themes emerge. When we commission this
service from the commissioning support organisation we will need to
be clear about how we want to receive this information. Alison Lee
commented that this also needs to be joined up with the local
authority, in response Paula reported that she has a meeting with
Craig Griffin in the diary to discuss this.

•

That access to appointments with GPs and dentists needs to be Paula Wedd
linked to the primary care dashboard and that the right indicators to
measure must be chosen for primary care quality work.

•

A local survey is carried out on the three top areas arising from the
Care Quality Commission community mental health survey. The
findings from this are used in the contracts. Quality and risk profiles
are looked at each month and any changes go on the agenda of the
following months quality meetings.

•

It has been a challenge to get the twenty four hours discharge
information from the Countess of Chester Hospital NHS Foundation
Trust. An action plan has been produced and Paula along with Rob
Nolan will monitor through the contracting route. There is a piece of
work for Paula and Rob to complete which will go into this year’s
contract around incentives and penalties for getting the discharge
information to GPs. A data set has been discussed at the networks to
provide clinical guidance for what information it is necessary to
include in the discharge letters.

The board:
a)

noted the reporting of the trends identified from incidents, complaints,
Patient Advice and Liaison Service contacts held on Western
Cheshire risk management system

b)

noted the current position in relation to Serious Incidents and Never
Events

c)

noted the exceptions in compliance of a Cheshire and Wirral
Partnership NHS Foundation Trust facility following a Care Quality
Commission review of Services with Learning disability and note the
assurance in place where remedial actions are required

d)

noted the results of the Care Quality Commission Community Mental
Health Survey 2011 and note the assurance in place where remedial
actions are required
th
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e)

38

noted the assurance received against the local position in the
information published for the Summary Hospital-level Mortality
Indicator (SHMI)

QUALITY IMPROVEMENT IN GENERAL PRACTICE
Dr Andy McAlavey introduced this item.
The GP quality leads are currently developing a quality dashboard to
monitor and improve the quality of general practice services. The
dashboard will be discussed at the three GP networks and with patient
participation groups in February and March 2012.
The finalised
dashboard will be brought back to the board for sign off in May 2012.
In response to questions from Chris Hannah, David Clark, Laura Millard,
Alison Lee, Steve Pomfret Andy and Paula confirmed:
•

that a thorough process of engagement with patients and public will
be undertaken, this will drive what is in the patient experience
domain. The dashboard will be discussed at the February meeting of
the Health and Wellbeing Scrutiny Committee.

•

Access to primary care will be included as an indicator.

Andy
McAlavey

•

Clinical effectiveness will be included against the six main priorities

Andy
McAlavey

•

The tool should be used to incentivise practices to stretch. It is hoped
Andy
practices will be incentivised to improve their performance against McAlavey
that of other practices. The data will be weighted to allow for this.

•

Some elements of red, amber green rating will be used to make the Andy
McAlavey
dashboard clearer to read for non-clinicians.

•

Serious incident reporting for practices will be included on the Andy
McAlavey
dashboard.

•

Safeguarding in particular GP attendance at case conferences will be Andy
McAlavey
included in the dashboard

•

The dashboard will show a reflection of trends using arrows to show a Andy
McAlavey
decrease or increase

The Board:
a) approved the approach taken and timescales to develop a GP quality
dashboard
b) noted the progress to date on indicator selection
discussed the use of the dashboard in providing a performance
management role
th
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Action

FINANCE REPORT
Gareth James reported the financial position as at the end of November
2011. He confirmed that the underlying financial position is consistent
with that reported for previous months.
Gareth reported that:
•

throughout the year it has been reported that there is pressure
against the clinical commissioning group’s delegated budget and that
this has been mitigated by primary care trust reserves yet to be
delegated. At the end of November 2011 £4.6million reserves have
been transferred to the clinical commissioning group on a nonrecurrent basis. Further discussions will be held to agree recurrent
delegation of reserves. Further details on the 2012/13 delegated Gareth James
budget will be reported to the Board in March.

•

secondary care continues to be the biggest financial risk area, in the
main caused by the non-delivery of the quality, innovation,
productivity and prevention schemes previously described as ‘other’,
increase in costs of other contractual expenditure, such as high cost
drugs, and over performance against some of the other small
contracts the biggest example of which is the Clatter bridge Centre for
Oncology contract. These issues have a combined impact of
£4.8millionwhich is being mitigated by the PCT reserves. Despite
these pressures there is real evidence that the QIPP schemes are
delivering with activity slowing down across both planned and
unplanned care.

•

planning for 2012/13 is well underway. The financial plan and budget
Gareth James
book will be included in the March board report.

•

Performance against the quality, innovation, productivity and
prevention savings target is reported in paragraph 20 of the report.
For the first time this is reported in terms of both process and financial
impact.

In response to questions from Alison Lee and Chris Hannah Gareth
confirmed:
•

that work to understand the likely impact of demographic changes
that is being undertaken jointly with Public Health and contracts
colleagues will be included in the financial section of the Gareth James
commissioning plan that will be taken to the Board in March.

•

the 2011/12 QIPP plan totals approximately £10 million. At the
beginning of the year there were robust plans to support delivery of
£6 million. It has been reported throughout the year that the remaining
£4 million, previously described as ‘other’ would not be delivered
during this financial year and that this would be mitigated by PCT
reserves yet to be delegated to the CCG.
th

Minutes of the Clinical Commissioning Group Board meeting held on 19 January 2012
West Cheshire Clinical Commissioning Group Board Meeting
th
15 March 2012

6

Action

12/01
The board noted financial performance against the clinical commissioning
group’s delegated budget at the end of November 2011.
40

PERFORMANCE REPORT
Alison Lee introduced the performance report for the Clinical
Commissioning Group. Whilst the report is not yet as comprehensive as it
could be it does include many areas that are of concern to our patients.
Rob Nolan reported concern that there is deterioration on some indicators
but was positive that the Ambulance trust is continuing to improve its
emergency response times.
Rob highlighted the following:
•

Improving access referral to treatment times is showing as green. It
is delivering overall but with concerns around Wirral University
Teaching Hospital NHS Foundation Trust. A significant piece of work
has been undertaken to look at this and Rob believes there are some
data issues that need resolving. Rob’s team is working with Wirral
clinical commissioning groups to ensure that all patients are treated
under the agreed recovery plan which is being led by Wirral Primary
Care Trust.

•

The target to achieve a maximum 62 day wait from GP referrals for
cancer treatment is now showing as red. A contract query has been
issued to the Countess of Chester Hospital NHS Foundation Trust
and we will receive a remedial action plan from them.

•

A contract query will be issued around the stroke performance which
has deteriorated. Rob informed the board that the position has since
improved but we need to see that this improvement can be sustained.

•

Reducing healthcare acquired infections – The Countess of Chester
Hospital Foundation Trust position is within their target for reducing
healthcare acquired infections. There is concern regarding
performance in other providers. Rob will be writing out to the host
commissioners for those contracts and will feedback to the board in Rob Nolan
the march performance report.

•

The target for A&E at the Countess of Chester Hospital NHS
Foundation Trust is showing red but their performance in winter has
improved significantly. The reports received yesterday showed them
at 96%. The Board agreed not to issue a contract query on this at the
moment but to keep monitoring performance in this area.

•

Performance on the eight minute target, for North West Ambulance
Service, has improved to 72% which is the best performance of the
year. However, as the national target is 75%, we will issue a contract
query to the North West Ambulance Service.
th
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Post meeting note – a contract query will not be issued as since this
meeting the performance has improved to 79% in February.
•

The emergency assessment unit has been unable to deliver Same
Sex Accommodation when A&E is on red alert. As stipulated within
the contract a financial adjustment will be applied. This has been
formally notified to the Trust.

•

85% of e-discharge letters to be with GPs within 24hours was
discussed at the last contract meeting. A pilot is being rolled out
based on work with Paula Wedd and we expect the position to
significantly improve by March 2012.

•

Details of contract adjustments and any contract queries will be
included in the performance report from March 2012 onwards.

The board noted the performance against the agreed indicators
at the end of November 2011 and agreed the appropriateness of
the actions that are being taken to address areas of concern.
41

Rob Nolan

ORGANISATIONAL DEVELOPMENT PLAN
Alison Lee introduced the organisational plan which reflects as an
organisational health check for our organisation answering the question
are we fit to do the job we are being asked to do?
The report brought to the board today attempts to assess the clinical
commissioning group’s fitness against a number of areas. Two things to
focus on are leadership of the organisation and patient engagement. The
plan includes the committee structure, clinical leadership structure and
organisational structure which will be going live from 1st February 2012. It
is a live document and will change as the group take on more
responsibilities during 2012.
In response to questions from Laura Millard, Chris Hannah, David Clark
and Huw Charles-Jones Alison Lee confirmed:
•

that support in this time of transition has been included in the plan as
a risk. She is confident that by the time we meet formally again as a
board the most difficult time will be over. A half day workshop with
the clinical support organisation is taking place on 1st February

•

more detail will be included on how the actions in the plan will be
Alison Lee
achieved

•

consideration will be given to how the plan can be made more
Alison Lee
readable to members of the public

•

the clinical commissioning group will receive £10,000 to spend on our
choice of a management consultancy firm to assist with this process.
th
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We have decided to spend it on GP leadership in our member
practices. This can then be built into the plan.
•

a clear narrative on the role and expertise of lay representation on the
Alison Lee
board will be included in the plan

The board:
a) approved the organisational development plan
b) noted the detailed implementation plan (Appendix 1)
42

LIVING WELL TOGETHER – JOINT STRATEGY CONSULTATION
Alison Lee introduced this item. The Shadow Health and Wellbeing Board
for Cheshire West and Chester has produced a joint strategy for the future
wellbeing of the communities of west Cheshire. This is an opportunity to
line our strategic plan with that of the local authority. The final strategy will
be used by the new community budgets programme. Collectively we can
do more about these things than as individual organisations.
Huw Charles-Jones reported that a paper on alcohol was presented at the
Health and Wellbeing Board meeting held yesterday. It was interesting to
see the wider ranging solutions to this problem not just those of health the
only way it will be tackled is by working together.
In response to questions from David Clark and Andy McAlavey Alison
confirmed:
•

the Shadow Health and Wellbeing Board had discussed work of the
national health inequalities support team, who are experts at looking
at the health inequalities right down to what can the NHS do. Before
disbanding this team had gone into the 70 most deprived areas and
the summation of this work will be presented at the March Health and
Wellbeing Board.

•

the informal board session on 16th February would be used to get a Alison Lee
more consensus view of comments on the strategy.

Board members are asked to consider the joint strategy Living Well
Together and to provide comments to Paul Lynch by 17th February 2012.
43

MINUTES OF BOARD COMMITTEE MEETNGS
The board noted the decisions made on their behalf and endorsed them.
Alison Lee informed the board that she does not currently attend any of
the three monthly network meetings and is anxious that some issues that
are troubling the member practices may be overlooked as the minutes of
those meetings do not always reflect this. The network chairs felt it would Huw Charlesbe helpful if Huw and Alison could join the monthly meeting held with the Jones, Alison
Lee
network chairs and management leads.
th
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ANY OTHER BUSINESS
No other business was reported.
DATE AND TIME OF NEXT MEETING
Thursday 15th March 2012, Civic Hall, Ellesmere Port

Minutes received by:
(Chairman)
Dated:
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West Cheshire Clinical Commissioning Group Board
Action List
Meeting Held on 17th November 2011
30
Page 3

Action
The outcome of the analysis of incidents concerning the
streaming of patients between the emergency department and
the urgent care unit at the Countess of Chester Hospital NHS
Foundation Trust to be reported in the quarter three quality
report.

Owner
Paula Wedd

Meeting Held on 19th January 2011
Page 1
A
Page 3
37
Page 5
38
Page 5
38
Page 5
38
Page 5
38
Page 5
38
Page 5
38
Page 5
38
Page 6
39
Page 6
39
Page 6
39
Page 7
40
Page 8
40
Page 9
41
Page 9
41
Page 9
41

Action
A letter to be sent out to all member practices regarding
governance arrangements and the structure of the board.

Owner
Huw
CharlesJones
Paula Wedd to meet with Craig Griffin to review any themes
Paula
from complaints
Wedd
Access to primary care to be included as an indicator in the
Andy
quality dashboard.
McAlavey
Clinical effectiveness to be included against the six main
Andy
priorities in the quality dashboard.
McAlavey
The data contained within the quality dashboard to be weighted. Andy
McAlavey
Some elements of red, amber, green to be used within the
Andy
quality dashboard to make it clearer to read for non-clinicians.
McAlavey
Serious incident reporting for practices to be included in the
Andy
quality dashboard
McAlavey
GP attendance as case conferences to be included in the quality Andy
dashboard
McAlavey
The use of arrows to show a reflection of trends to be included in Andy
the quality dashboard
McAlavey
Further details on the 2012/13 delegated budget to be report to
Gareth
the Board in March.
James
The financial plan and budget book will be included in the March Gareth
board report.
James
Work to understand the likely impact of demographic changes to Gareth
be included in the financial section of the commissioning plan
James
which will be brought to the March board.
Feedback from letters sent to host commissioners for contracts
Rob Nolan
concerning reducing healthcare acquired infections.
Details of contract adjustments and any contract queries will be
Rob Nolan
included in the performance report from March 2012 onwards.
More detail to be included in the organisational plan on how the
Alison Lee
actions within the plan will be achieved.
Consideration to be given on how the plan can be made more
Alison Lee
readable to members of the public.
A clear narrative on the role and expertise of lay representation
Alison Lee
on the board will be included in the organisational development
plan.
th
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42
Page 10
43

The informal board session on 16th February would be used to
get a more consensus view of comments on the strategy.
Huw Charles-Jones and Alison Lee to join the monthly meetings
held with the GP network chairs and management leads.
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AGENDA ITEM NO: WCCCGB/12/03/44

BOARD REPORT
DATE OF BOARD
MEETING:

15th March 2012

TITLE OF REPORT:

Quality Improvement Report

KEY MESSAGES:

We have been analysing the information our local providers
of hospital and community services report to their Boards
and identified the key themes that are being raised by
patients /carers as complaints or by staff through reporting
incidents. These include :
•
•
•
•
•

Communication between staff and patients
Pressure Sores
Slips, trips and falls
Discharge arrangements
Cancellation of appointments, operations or admissions

These reports also show how providers of health care across
Western Cheshire are addressing these issues. We will be
reviewing future reports to see if there have been any
improvements or changes noted.
The commissioning for quality and innovation schemes in
2012-2013 which are used to drive up the quality of care
delivered to our patients have been agreed. GP colleagues
and other health staff have lead the process in deciding
these schemes. Providers of healthcare locally will be
required to deliver these improvement goals in order to
achieve the financial reward linked to these.
The Advancing Quality programme aims to improve clinical
quality and outcomes for patients by reducing complications,
length of hospital stay, mortality and re-admission rates for
patients in regularly performed surgery and treatments –
such as heart attacks, hip and knee replacement surgery,
pneumonia, and heart failure. The latest results have been
published on the Advancing Quality website and it shows the
performance levels achieved by our local healthcare
providers.
REPORT PREPARED BY:

Paula Wedd
Head of Quality Improvement
Western Cheshire Clinical Commissioning Group
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WEST CHESHIRE CLINICAL COMMISSIONING GROUP BOARD
QUALITY IMPROVEMENT REPORT
PURPOSE
1.

The purpose of this report is to provide a narrative update on current,
national, local and regional quality issues that impact on:
a)
b)
c)

The duties of West Cheshire Clinical Commissioning Group
General Practice provision
The providers of NHS care on NHS Standard Contracts

SERIOUS INCIDENT SITUATION REPORT
2.

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.

3.

A Serious Incident requires a provider organisation to undertake a root cause
analysis, develop a remedial action plan and provide 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 Serious Incident Group only closes a serious incident after
evidence has been received demonstrating that all the improvement actions
are complete. The West Cheshire Clinical Commissioning Group Board will
receive a summary of the numbers of serious incidents opened and closed
and will be alerted to any evidence of trends.

4.

Within the period of 1st December 2011 to 31st January 2012 the following
serious incidents have been reported on the Strategic Executive Information
System (StEIS) and are being investigated by the respective provider and
performance managed by the Serious Incident Review Group.
Reporting Organisation

Incident Type

Countess of Chester Pressure Ulcer Grade 3
NHS Foundation Trust
Pressure Ulcer Grade 4

Number
3
2

Allegations against a Health Care 1
Professional
Clostridium.Difficille & Healthcare
4
Associated Infections
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Cheshire and Wirral
Partnership
NHS
Foundation Trust
Community Care
Western Cheshire
NHS Western Cheshire
Grosvenor Nuffield
Hospital – Independent
Hospital providing NHS
services
TOTAL
5.

Nothing to report

0

Nothing to report

0

Nothing to report
Unexpected Death

0
1

11

There were 2 Serious Incidents closed by the Serious Incident Reporting
group during the period of 1st December 2011 to 31st January 2012, both from
the Countess of Chester NHS Foundation Trust:
a)

Omission of Medication - all of the improvement actions were
completed. Many of the improvement actions related to training and the
development of a standard operating procedure to prevent the error
occurring again. Of note is the current rollout of e-prescribing across
the hospital which has the potential to reduce the number of medication
incidents.

b)

Surgical Error – all of the improvement actions were completed. Of
note is the presentation of the learning from this incident at a whole
hospital event and the patient’s consultant explained the findings of the
investigation to the patient’s family at the time of the incident

NEVER EVENTS
6.

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. 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.

7.

There have been no Never Events reported since the last meeting.

TRENDS REORTED BY PROVIDERS - APRIL TO SEPTEMBER 2011
8.

The Countess of Chester Hospital Foundation NHS Foundation Trust and
Cheshire and Wirral Partnership NHS Foundation Trust both produce
quarterly reports for their Trust Boards which identify any trends from
incidents, complaints, and claims. These reports also identify how they plan to
respond to this information.
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9.

The Quality Improvement Committee plan to introduce a greater level of
scrutiny into identifying if there are any changes in the trends in these
quarterly reports over a rolling 12 month period. This will allow the Clinical
Commissioning Group to observe if the remedial actions are having an impact
on the care delivery issues that are being reported as incidents and
complaints.

10.

The Head of Quality Improvement will escalate any concerns identified by the
Quality Improvement Committee to the formal Quality and Performance
meetings with providers. These contractual meetings allow for a performance
management approach to areas that we identify as needing focused
improvement.

11.

Across these providers in the 6 months April – September 2011 there were
243 complaints received. The highest reported categories were:
a)
b)
c)
d)

12.

Across these providers in the 6 months April – September 2011 a total of 928
Patient Advice and Liaison Contacts were made. The highest reported
categories were:
a)
b)
c)

13.

Communication problems
Nursing care including: pressure area care, falls and nutrition
Staff attitude
Discharge arrangements

Communication problems
Staff attitude
Cancellation of appointments, operations or admissions

The analysis of incident reports by these 2 organisations shows some
difference in trends.
Cheshire and Wirral Partnership NHS Foundation Trust themes:
a)

Increase of self-harm and repeated self-harm Incidents – a targeted
piece of work with 1 service user is in progress to reduce repeated selfharm plus a wider work-stream is in progress in Child and Adult Mental
Health Services.

b)

Increase of slips, trips and falls on in-patient wards for older people –
new systems have been introduced to ensure more effective action is
taken in the management of people who experience more than 1 fall.
New equipment such as hi- low beds and bed sensors have been
purchased.
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Countess of Chester Hospital NHS Foundation Trust themes:
a)

Pressure ulcers – the routine quarterly review of Grade 3 and 4 pressure

sore investigations has identified a trend of in the lack of consistent and
accurate documentation in line with nursing care given (including
accurate completion of the Braden score). Corrective measures have
been put in place. Of note is the introduction of “How are we doing
boards” on each ward which allows patients, staff, and visitors to see
how the ward is performing against basic nursing care measures such
as numbers and grades of pressure ulcers.
b)

Prescribing errors reduced during this reporting period, which has been
attributed to the local induction for junior doctors which took place in
August by the pharmacists educating the doctors about the Trust’s
medicine policy and procedures for medicines management.

c)

Clinical streaming – the agreed processes between the Urgent Care
Unit and the Accident and Emergency department were reviewed
following an increase in incidents that highlighted the potential for
delays in treatment. As a result of the trend review the Urgent Care
Unit protocol for managing children has been changed so that they are
seen within 15 minutes, which compares favourably with other primary
care settings.

COMMISSIONING FOR QUALITY AND INNOVATION SCHEMES 2012-2013
14.

Commissioning for Quality and Innovation (CQUIN) Schemes offer a financial
incentive to providers on standard NHS contracts to perform optimally against
improvement standards. In 2012-13, for all NHS Standard Contracts, the
amount that providers can earn has increased to 2.5 per cent from 1.5 per
cent in previous years.

15.

The Commissioning for Quality and Innovation Schemes consist of national,
regional and local indicators. The national indicators are set by the
Department of Health but the performance threshold is set locally. The
regional indicators and thresholds are defined by the Strategic Health
Authority and in the North West are referred to as Advancing Quality (AQ)
Measures. The local indicators are developed and agreed between the lead
commissioner and provider.
These schemes must identify areas of
improvement and innovation and articulate them into clear goals that are
realistic, with measureable steps that can be monitored. The schemes must
also include a patient experience element.
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National Commissioning for Quality and Innovation Scheme Indicators
16.

The two national scheme indicators on venous thromboembolism (VTE) risk
assessment and patient experience will continue during 2012/13 for acute
providers. There will be two additional national acute scheme indicators for
2012/13; one to improve the diagnosis of dementia in hospitals and one to
incentivise the use of the NHS Safety Thermometer; an improvement tool that
measures patient harm in four areas: pressure ulcers, urine infection in
patients with catheters, falls and venous thromboembolism (VTE).
Regional Commissioning for Quality and Innovation Scheme Indicators

17.

The regional Advancing Quality Acute Indicators for 2012-13 will be
continued on from 2011-12, the clinical focus areas are:
a)
b)
c)
d)
e)
f)

18.

The regional Advancing Quality Mental Health Indicators for 2012-13 will be
continued on from 2011-12 and focus on:
a)
b)

19.

Acute myocardial infarction
Heart failure
Hip and knee replacements
Pneumonia
Stroke
Patient experience measures

Dementia
Psychosis

There will be no regional indicators for community providers. It is worth noting
however, that Advancing Quality are continuing to develop new indicators and
areas of work in relation to long term conditions that apply across whole care
pathways.
Local Commissioning for Quality and Innovation Scheme Indicators

20.

In 2012-13 West Cheshire Clinical Commissioning Group will be the lead
commissioner and is developing Commissioning for Quality and Innovation
Schemes with the following providers:
a)
b)
c)
d)

Countess of Chester Hospital NHS Foundation Trust
Cheshire and Wirral Partnership NHS Foundation Trust which includes
the former Community Care Western Cheshire services
Nuffield Health: Grosvenor Hospital
Robert Jones Agnes Hunt Orthopaedic and District Hospital NHS Trust
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21.

Performance against all the schemes is monitored locally through the formal
Quality and Performance meetings held with providers.

22.

The content of these local schemes has been driven by clinical experts in our
commissioning group and our local providers. In November 2011, GP
Networks, GP clinical leads and provider clinicians were asked to propose
ideas for inclusion within the schemes for 2012-13. This was followed by two
clinical engagement events attended by GP clinical leads and provider
clinicians who were given the opportunity to review the submitted scheme
proposals and to discuss the merits of each idea.

23.

The proposals with the highest levels of support from the engagement events
were then reviewed against the following criteria.
a)
b)
c)
d)
e)

Is the proposal a local innovation
Does the proposal fit with the Strategic Plan
Does the proposal fit with 2012/13 commissioning intentions
Does the proposal involve the whole health economy
Does the proposal focus on: safety, patient experience or effectiveness

24.

As a result of this process the goals for the schemes were agreed and they
were reviewed by the GP lead for quality and at director level in Countess of
Chester Hospital NHS Foundation Trust and Cheshire and Wirral Partnership
NHS Foundation Trust.

25.

The Commissioning Delivery Committee held on 2nd February were asked to
approve the recommended list of goals for the 2012-13 Commissioning for
Quality and Innovation Schemes.

26.

The processes for identifying the goals for the Nuffield Health Grosvenor
Hospital and the Robert Jones Agnes Hunt Orthopaedic and District Hospital
NHS Trust are not yet at the same stage.

27.

The process for allocating the financial incentives against each goal will be
based on 2 factors:
a)
b)

the degree of challenge involved in achieving the goal as advised by
the Head of Quality Improvement
the weighting of the goals to reflect local delivery priorities and clinical
impact as advised by the medical director and a GP lead for Quality
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COMMISSIONING FOR QUALITY AND INNOVATION SCHEMES 2011-2012
28.

Progress against the Commissioning for Quality and Innovation Schemes
quarterly milestones is monitored with each provider at the regular Quality
and Performance meetings.

29.

Exceptions to achievements at quarter 2 are noted below:
Countess of Chester Hospital NHS Foundation Trust:
a)

Non delivery against a Patient Experience Advancing Quality metric.
This performance relates to a Quarter 1 target, but due to the time lag in
how the Advancing Quality programme reports data it was only available
at the quarter 2 review. Payment will be withheld accordingly.

b)

Partial delivery against a locally agreed In-Patient Nutrition goal. There
was an expectation that all patients identified as ‘at risk’ would be
screened using an enhanced swallow screening tool across 4 identified
wards. 68 of the 85 patients identified were screened, 17 were not.
Payment will be withheld accordingly.

ADVANCING QUALITY
30.

The aim of Advancing Quality is to improve clinical quality and outcomes for
patients by reducing complications, length of hospital stay, mortality and readmission rates for patients in regularly performed treatments: heart attacks,
hip and knee replacement surgery, pneumonia, heart failure and heart bypass
surgery.

31.

The Advancing Quality programme was launched in 2008 and is now live in
32 North West NHS provider trusts. Clinicians have agreed a set of standards
for the conditions above which define and measure good clinical practice.
Consistent delivery of these interventions is associated with better outcomes
for patients. Each measure should be delivered to every patient to ensure
they receive the highest standard of care and drive improvements in
healthcare across the region.

32.

Advancing Quality Alliance (AQuA), the North West’s health care quality
organisation, has published the latest results from the Advancing Quality
programme which show improvements of more than 21 per cent in NHS trusts
achieving key quality measures designed to drive up standards.

33.

The table below shows the overall Composite Quality Score for each NHS
trust providing treatment for heart failure, heart bypass surgery, heart attack,
hip and knee replacement surgery and pneumonia during Year 3 of the
Advancing Quality programme (April 2010 - Mar 2011).
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34.

The Composite Quality Score is an aggregate score that represents overall
quality. It is calculated by combining the results from a set of measures that
represent clinical care and patient outcomes. The result is a percentage
score, where 100 per cent is the best. An example of the measures for hip
and knee replacement surgery is given below:
a)
b)
c)
d)
e)

Prophylactic antibiotics within one hour prior to surgery
Appropriate antibiotic regimen
Prophylactic antibiotics discontinued within 24 hours
Venous thromboembolism prophylaxis ordered
Venous thromboembolism prophylaxis administered within 24 hours prior
to surgery or 24 hours after surgery

35.

The Countess of Chester Hospital NHS Foundation Trust has improved their
performance levels year on year in each of the pathways. At the end of year 3
(April 2010 - Mar 2011) the table below shows that they were in the better
performing quartiles for 3 of the pathways, the exception being hip and knee
replacement surgery. Despite being in the lowest quartile for hip and knee
replacement surgery they did meet the target set for improvement by the
Advancing Quality programme for 2010-11.

36.

In 2011-2012 the target set for hip and knee replacement surgery is 95%.
There is a financial consequence to not achieving this level of performance.
The progress report at quarter 2 in 2011-12 for hip and knee replacement
surgery show that this threshold is currently being met but the payment Is
based on the total year-end performance level.

37.

The results are publically reported once a year on the Advancing Quality
website, www.advancingqualitynw.nhs.uk so patients can see how well their
local trust is performing. The three year journey for each trust is also available
on this website.

38.

The Advancing Quality programme only publishes this annual benchmarked
information after it has been through a rigorous Audit Commission process.
This accounts for the time lag in the publication of information. More timely
information is provided for use by the Trust and the lead Commissioner to
assist in managing performance but it still has a 5 month time delay.

39.

The programme also measures care of stroke patients and patients suffering
from dementia and first episode psychosis. Results from these measures will
be published later in the year.
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ADVANCING QUALITY RESULTS: YEAR 3 APRIL 2010 - MARCH 2011
Where N/A is shown, it indicates the trust does not provide services for that treatment area.
*AMI – Acute Myocardial Infarction, i.e. heart attack
**CABG – Coronary Artery Bypass Graph, i.e. heart bypass surgery
NHS Trust

AMI*

CABG**

Heart Failure

Aintree University Hospitals

98.73%

N/A

87.85%

92.81%

84.70%

Blackpool, Fylde and Wyre
Hospitals NHS Foundation
Trust

97.98%

96.54%

65.94%

97.78%

86.29%

Bolton Hospital NHS
Foundation Trust

96.77%

N/A

60.70%

97.05%

84.74%

Central Manchester University
Hospitals NHS Foundation
Trust

97.00%

99.24%

69.38%

93.51%

86.58%

Countess of Chester NHS
Foundation Trust

98.37%

N/A

85.36%

91.42%

85.14%

East Cheshire NHS Trust

99.06%

N/A

75.60%

97.67%

80.66%

East Lancashire Hospitals NHS
Trust

97.77%

N/A

64.16%

97.18%

88.11%

Lancashire Teaching Hospitals
NHS Foundation Trust

96.97%

N/A

76.36%

96.74%

85.88%

Liverpool Heart and Chest
Hospital NHS Foundation
Trust

99.99%

99.89%

96.46%

N/A

N/A

Mid Cheshire Hospitals NHS
Foundation Trust

97.03%

N/A

82.09%

85.64%

80.79%

North Cumbria University
Hospitals NHS Trust

93.26%

N/A

95.44%

94.76%

91.25%

Pennine Acute Hospitals NHS
Trust

97.44%

N/A

59.57%

87.54%

84.03%

Royal Liverpool and
Broadgreen University
Hospitals NHS Trust

98.40%

N/A

89.26%

96.86%

91.42%

Salford Royal NHS Foundation
Trust

97.39%

N/A

81.82%

96.70%

80.74%
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NHS Trust

AMI*

CABG**

Heart Failure

Southport and Ormskirk NHS
Trust

99.39%

N/A

92.97%

97.22%

95.36%

St Helens and Knowsley
Teaching Hospitals NHS Trust

99.88%

N/A

88.76%

93.34%

93.58%

Stockport NHS Foundation
Trust

94.40%

N/A

71.19%

95.31%

84.18%

Tameside Hospital NHS
Foundation Trust

96.82%

N/A

61.95%

95.35%

84.95%

Trafford Healthcare NHS Trust

93.64%

N/A

60.35%

95.78%

81.24%

University Hospital of South
Manchester NHS Foundation
Trust

98.64%

97.28%

70.21%

93.96%

85.38%

University Hospitals of
Morecambe Bay NHS Trust

96.67%

N/A

58.25%

90.04%

83.20%

99.56%

N/A

90.66%

96.34%

86.52%

99.23%

N/A

82.89%

97.62%

83.70%

98.97%

N/A

84.67%

92.98%

82.16%

Warrington and Halton
Hospitals NHS Foundation
Trust
Wirral University Teaching
Hospital NHS Foundation
Trust
Wrightington, Wigan and
Leigh NHS Foundation Trust

Hip and Knee

Pneumonia

RECOMMENDATIONS
40.

The Board are asked to:
a)
b)
c)
d)
e)

Note the information provided about serious incidents .
Note the analysis of trends reported by NHS care providers in the West
Cheshire health economy.
Note the process used to agree the 2012-2013 Commissioning for
Quality and Innovation Schemes.
Note the exceptions in performance against the Commissioning for
Quality and Innovation Schemes for quarter 2 of 2011-2012.
Note the publication of information from Advancing Quality to March
2011 which shows both the regional and local performance levels.

Paula Wedd
Head of Quality Improvement
March 2012
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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
This report gives an update on the current performance levels of
providers in delivering high quality care against the requirements in
national and local contracts.

Yes

This report identifies any exceptions in the delivery of high quality care
2.

Commissioning Of Hospital And Community Services – please
outline impact
This report identifies intelligence from incidents, Patient Advice and
Liaison Service contacts, complaints and claims to inform our
commissioning plans.

Yes

3.

No

Commissioning and Performance Management of GP Prescribing
– please outline impact

4. Delivering Financial Balance – please outline impact
There is a robust evidence base that shows that if providers give high
quality care consistently that this can reduce unnecessary expenditure
through eliminating inefficiencies.

Yes

5.

Development Of The Consortium as a Commissioning
Organisation – please outline impact
This report identifies how we have used clinical leadership across the
health economy to lead the development of the 2012-2013
Commissioning for Quality and Innovation schemes.

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
This report demonstrates how we monitor a range of measures
and intelligence to assure ourselves about the quality of health
care provided to our local population.

Yes

2.

Additional resource implications
(either financial or staffing resources)
If yes, please outline the additional resources required

No

3.

Health Inequalities
If yes, please outline the effect upon health inequalities

No

Quality Improvement Report
West Cheshire Clinical Commissioning Group Board Meeting
th
15 March 2012

11

AGENDA ITEM NO: WCCCGB/12/03/44

4.

Human Rights, Equality and Diversity Requirements
If yes, how will this impact on these requirements

5.

Clinical Engagement
Has this report been developed with clinical input and do local
Yes
clinicians support the report’s recommendations?
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.
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BOARD REPORT
DATE OF BOARD MEETING: 15th March 2012
Financial Performance as at 31st January 2012 and
2012/13 Financial Budget

TITLE OF REPORT:

KEY MESSAGES:

PART 1 – Financial Performance as at 31/3/2012
•
•
•

•

At the end of January 2012 the clinical
commissioning group is reporting financial
balance against its delegated budget.
This is achieved following the non-recurrent
transfer of a significant level of reserves from the
primary care trust.
Despite progress against the 2011/12 QIPP
savings target, the key risk area continues to be
the overspend against the secondary healthcare
budget.
Other delegated budgets are performing well.

PART 2 – 2012/13 Financial Budget
•
•
•
•
•

REPORT PREPARED BY:

st

West Cheshire Clinical commissioning Group
will begin 2012/13 with a delegated budget of
£316.064 million.
The 2012/13 budget has been generated
following the principles of the NHS Operating
Framework.
Recurrent pressures for 2011/12 have been
funded.
Assumptions have been made about the likely
increases in hospital activity.
The clinical commissioning group will deliver a
surplus of £4 as at 31 March 2012.

Gareth James
Director of Finance (interim)
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WEST CHESHIRE CLINICAL COMMISSIONING GROUP BOARD
FINANCIAL PERFORMANCE AS AT 31st JANUARY 2012 AND
2012/13 FINANCIAL BUDGET
PURPOSE OF REPORT
1.

The purpose of this report is to update the West Cheshire Clinical Commissioning
Group Board on the following two items:
a) Financial performance against its delegated budget at the end of January
2012. (PART 1).
b) The delegated financial budget for financial year 2012/13 (PART 2).

INTRODUCTORY COMMENTS
2.

At the end of January 2012 West Cheshire Clinical Commissioning Group has a
delegated budget of £308.472 million. This reflects an increase of £4.260 million
since December 2011. This increase, in the main, reflects the non-recurrent
increase in reserves in respect funding received for cross border funding issues
and an additional transfer to mitigate the increase in financial pressure against the
delegated budget.

3.

The 2011/12 clinical commissioning group delegated budget is net of financial
savings of £10.2 million. Throughout this report these will be described as Quality,
Innovation, Productivity and Prevention (QIPP) savings.

4.

At the end of January 2012 the clinical commissioning group’s underlying financial
position remains consistent with previous months with a balanced financial
position being reported against the delegated budget. However, this is following
the non-recurrent transfer of a significant level of primary care trust reserves to
mitigate the financial pressure caused by the non-delivery of £4 million QIPP
savings and other unplanned pressures against secondary healthcare budgets.

5.

On 1 April 2012 West Cheshire Clinical commissioning Group will have a
delegated financial budget of £316.064 million for financial year 2012/13.
Appendix B reflects the budget across recognised budget headings. In short, the
budget has been generated following the following budget setting principles.
•
•
•
•
•
•

Adoption of the financial implications of the NHS Operating Framework
commitments.
Application of nationally prescribed inflation and efficiency requirements.
Funding of recurrent financial pressures from 2011/12.
Factoring in assumptions for activity growth resulting from demographic
changes, technological advances and commissioning decisions.
Allocation of Primary Care Trust reserves to mitigate risk.
Set aside a reasonable contingency for unplanned cost pressures.

st
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PART 1 - FINANCIAL POSITION AS AT 31st JANUARY 2012
6.

Appendix A reflects performance against the delegated budget at the end of
January 2012. The majority of delegated budgets are performing well. However,
there is a material overspend against secondary care budgets which is being
offset by the non-recurrent transfer of £5.8 million Primary Care Trust reserves.

7.

Further details of performance against key delegated budget areas are provided in
the following paragraphs.

SECONDARY HEALTHCARE
8.

At the end of January 2012 there is an overspend against secondary healthcare
budgets of £6.279 million. The key issues contributing to the financial pressure
against secondary healthcare contracts can be summarised as follows:
a) Unplanned care. There is clear evidence of a slowdown in unplanned activity
demonstrating that the QIPP initiatives are having an impact. However, the
impact is not as significant as hoped with the QIPP target not being fully
delivered and an overspend at the end of January of £1.324 million. The
Hospital at Home scheme has now been in operation for over two months.
Although we know that patients are being managed by this new service, and,
therefore, may have avoided a hospital admission, we are yet to agree the
impact on activity with the Countess of Chester.
.
b) Planned care. Both elective inpatients and outpatients are underspent by
£553,000 and £129,000 respectively. However, this is, in part, being offset by
day case activity which has continued to grow with an overspend at the end of
January of £490,000. As with unplanned activity, whilst there is evidence of a
slowdown in activity, it does not reflect the full value of the QIPP saving
assumed to date. There is currently, therefore, an overspend against planned
care of £1.892 million.
c) Other activity. ‘Other activity’ is contracted hospital activity not covered by the
‘payments by results’ regime. It has been reported throughout the financial
year that the costs of other activity have been rising above planned levels. At
the end of January 2012 the cumulative overspend against this category of
activity is £1.204 million. The most significant factor causing this pressure is
the increase in usage of high cost drugs.
d) Clatterbridge Centre for Oncology. This contract continues to over perform
with a January overspend of £750,000 and a year-end forecast overspend of
almost £1 million. This pressure has been reviewed in detail and would appear
to result from real growth in cancer activity.

9.

The following table provides a summary of financial performance against all
secondary healthcare contracts with a total financial pressure at the end of

st
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January 2012 of £6.279 million. This overspend is also reported in Appendix A to
this report.

Unplanned
A&E
QIPP Savings
Total Unplanned
Daycase
Elective Inpatients
Outpatients
QIPP Savings
Total Planned

Plan
Plan
Actual
Variance
Year to date
Annual
Year to date
Activity
£000
Activity
£000
Activity
£000
Activity
£000
33,493
51,887
27,911
43,239
27,993
43,722
83
484
57,463
5,472
48,123
4,583
48,002
4,697
-121
114
0
-1,230
0
-726
0
0
0
726
90,956
56,129
76,034
47,095
75,995
48,419
-38
1,324
25,488
6,142
227,417
0
259,047

Other Activity
Hosted Services
Total PbR Contracts
Non PbR Contracts
Cheshire & Wirral Health Partnership
Clatterbridge Centre for Oncology
Christie
Contracting Reserve
Non Mental Health QIPP
Blackpool PCT (NW Ambulance Service)
Other NHS Community Providers
Betsi Cadwaladr
Manchester Mental Health
Other Activity
Total NHS Contracts

892,801
0
1,242,804

17,422
16,522
27,220
-2,714
58,451

21,116
5,117
187,917
0
214,149

14,435
13,764
22,497
-2,084
48,613

%
1%
2%
3%

22,353
4,721
188,022
0
215,096

14,925
13,212
22,368
0
50,505

1,237
-396
105
0
947

490
-553
-129
2,084
1,892

3%
-4%
-1%

35,552 761,739
1,402
0
151,534 1,051,922

31,040 806,137
1,168
0
127,917 1,097,228

32,244
1,168
132,337

44,398
0
45,306

1,204
0
4,420

4%
0%
3%

48,652
6,361
566
3,083
-4,588
6,775
838
1,773
4
10,053
225,051

40,756
5,301
472
2,559
-3,408
5,646
698
1,478
3
8,387
189,807

40,756
6,051
578
-51
0
5,947
730
1,500
3
8,236
196,087

0
750
106
-2,610
3,408
302
31
23
0
-151
6,279

0%
14%
23%
-102%
-100%
5%
4%
2%
0%
-2%
3%

4%

OTHER HEALTHCARE AGREEMENTS
10.

Other healthcare agreements, in the main, cover hospital activity that has either
been previously excluded from contracts or is performed outside of the North
West. As discussed previously, much of this activity does not require prior
approval. This budget continues to overspend with a combined pressure at the
end of January 2012 of £847,000. The key factors causing this pressure can be
analysed as follows:
•

Non-contract activity (£519,000). This relates to hospital based activity that
is not covered by an NHS contract and is mostly performed at hospitals
outside of the north west of England.

•

Contract exclusions (£270,000). This activity has been previously excluded
from hospital contracts due to its high cost and low volume nature and
expenditure levels being typically difficult to predict.

PRESCRIBING
11.

At the end of January 2012 there is an underspend against the primary care
prescribing budget of £93,000. This is consistent with previous months.
Prescription Pricing Division data to the end of December 2011 suggests an
increase in forecast expenditure. However, it is currently anticipated that this
deterioration will be reversed with a small underspend being delivered at the end
of March 2012. This would represent a significant achievement with the delivery in
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full of the £300,000 QIPP savings target in addition to the £2 million saving that
were delivered as part of the 2011/12 budget setting process.
12.

As previously discussed there is a significant element of risk relating to the cost of
the prescribing of new drugs and, in particular, the implications of
recommendations from both the NHS Operating Framework and the National
Institute of Clinical Excellence. It now seems likely that the majority of these new
costs will impact on future financial years. This risk has been provided for in the
2012/13 financial plan.

13.

It is now anticipated that the £200,000 prescribing innovation fund will not be
utilised in full by the end of March 2012 and this is reflected in the financial
performance reported by Appendix A.

STRATEGIC COMMISSIONING
14.

Strategic Commissioning budgets cover a wide range of services that are
commissioned jointly with either the Local Authority or the voluntary sector. These
budgets have been delegated to the clinical commissioning group. Appendix A
reflects that at the end of January 2012 there is an underspend against these
budgets in the amount of £249,000.

15.

The vast majority of this underspend relates to the care in the community budget.
During recent years this budget area has experienced significant levels of growth.
In addition, due to the often high cost element of individual continuing healthcare
packages it is not always possible to accurately predict expenditure levels.

CORPORATE SERVICES
16.

As at 31 January 2012 there is an underspend against delegated corporate
services budget of £191,000. This results from a combination of underspends
against staffing budget, 2011/12 corporate services QIPP savings not delivered
and an expectation that all of the £2 per head clinical commissioning development
fund will not be fully utilised.

RESERVES
17.

The clinical commissioning group delegated budget now includes £11.9 million
reserves, sometimes described as earmarked sums. Approximately £2.9 million
has been formally delegated predominantly in respect of secondary care quality
payments, or CQUINs. In addition, a further £5.8 million reserves have been
transferred on a non-recurrent basis to ensure that the clinical commissioning
group is reporting financial balance at the end of January 2012.

18.

As described throughout the report there is potential that some of the other
delegated budgets will deliver higher year-end underspends than is currently
reported. This would reduce the level of reserves required to enable a balanced
delegated budget to be achieved.
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2011/12 QUALITY, INNOVATION, PRODUCTIVITY AND PREVENTION (QIPP)
Significant progress has been made against the 2011/12 QIPP programme with
clear evidence of secondary care activity slowing down. The following table
reflects performance against the £10.2 million savings target both in terms of
process and financial impact.

WEST CHESHIRE HEALTH CONSORTIUM QIPP 2011/12 DELIVERY
SUMMARY

19.

PROGRAMME

2011/12 TARGET £000

Urgent Care

1,233

Planned Care

2,600

Prescribing

300

Long Term Conditions

610

Mental Health

1,268

Collaborative Commissioning

100

Other Schemes

4,089

Total Savings

10,200

RAG (Process)

RAG (Financial Impact)

SUMMARY FINANCIAL POSITION – 31 JANUARY 2012
20.

The underlying financial position remains consistent with recent reporting periods.
Although significant progress has been made on the QIPP agenda, there remains
a significant risk against secondary healthcare budgets. This pressure is being
mitigated by primary care trust reserves. It is imperative that further, recurrent,
initiatives are agreed to support the financial outlook during 2012/13.
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PART 2 - FINANCIAL BUDGET 2012/13
21.

West Cheshire Clinical Commissioning Group will begin 2012/13 with a budget of
£316.064 million. This budget will remain a delegated budget from the primary
care trust and will support the overall delivery of the primary care trust’s financial
duty.

22.

Appendix B reflects the commissioning areas covered within this delegated
budget. In short, the budget covers, secondary care contracting, primary care
enhanced services and prescribing and services commissioned jointly with either
the local authority or voluntary sector.

23.

It is important to note that this budget is a ‘snapshot’ as at 1 April 2012 and will be
subject to change during the financial year, in the main, to reflect the results of the
following issues:
•
•
•

Reduction in secondary care healthcare budgets to reflect migration into
specialised services.
Changes to the budget in respect of allocation of public health budgets to the
local authority and NHS Commissioning Board.
Increase in corporate services budgets to include shares of primary care trust
non-pay corporate budgets (e.g. Human resources and IT).

BUDGET SETTING METHODOLOGY
24.

The NHS Operating Framework outlines key baseline planning assumptions
including inflation and efficiency requirements. These have been used to prepare
the 2012/13 budget. Specifically, hospital healthcare inflation has been agreed at
a negative 1.8%, net of an efficiency target of 4%. The national assumption for
non-hospital care is also a negative 1.8% and this has been applied to relevant
clinical commissioning group budgets.

25.

A fundamental planning assumption for 2012/13 budget setting has been to fund
the recurrent impact of 2011/12 commissioning decisions. In addition, further
assumptions have been made about the likely impact of demographic and
technological changes, new commissioning decisions and other mandated
investments. These assumptions have a direct impact on the level of QIPP
savings required.

26.

With effect from April 2013, responsibility for the commissioning of public health
services will pass to a combination of the local authority and the NHS
Commissioning Board. The 2012/13 clinical commissioning budget has, therefore,
been reduced by approximately £15 million based on 2010/11 expenditure levels
to reflect indicative public health budgets. These transfers will be subject to
change during the course of the financial year.

27.

A key assumption underpinning the 2012/13 financial plan is that the local health
economy will bid for, and receive in full, the 2% recurrent reserve which will be
held by NHS Cheshire, Warrington and Wirral. Once received, this will be utilised
on non-recurrent or, one-off, items.
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28.

During 2012/13 clinical commissioning groups will need to provide for their share
of £300 million in respect of re-ablement during the first 30 days following
discharge from hospital. The 2012/13 delegated budget will, therefore, include
£1.4 million for re-ablement. In addition, a separate, non-recurrent, allocation of
£2.7 million will be received and transferred directly to the local authority. This will
be governed by a section 256 agreement (NHS Act 2006).

QUALITY
29.

The budget for clinical quality and innovation payments to secondary healthcare
providers will increase to 2.5% (increase of 1%) of total contract values. Appendix
B reflects a total clinical quality budget of £6.154 million.

RESERVES
30.

In line with principles of sound financial management, organisations are expected
to create reserve budgets to provide cover for an appropriate assessment of risk.

31.

During 2011/12 the majority of reserves were held by the primary care trust and
only transferred to the clinical commissioning group on a non-recurrent basis. As
part of 2012/13 budget setting all primary care trust reserves have been delegated
to either the clinical commissioning group, NHS Commissioning Board or the local
authority (in respect of public health). The principles adopted when allocating
these reserves have been to fund previously agreed commitments, new
investments required by the Operating Framework and then allocate any
remaining resource to fund known risk areas.

32.

The clinical commissioning group will begin the financial year with total reserves of
£6.894 million analysed as follows:
Description
Non-recurrent access to 2% reserve
Anticipated impact of demographic change
Carer’s strategy
111 start-up
Trauma centres
Contingency and other reserves
QIPP initiatives
Total reserves

£m
6.141
0.800
0.929
0.700
0.170
4.508
(-)6.354
6.894

33.

The 2012/13 financial budget assumes that the 2% recurrent reserve will be
returned to the local health economy in full for use on non-recurrent items. 0.6% of
the 2% (£2.440 million) will be set aside for the financial consequences of system
reform and divided between the clinical commissioning group, NHS
Commissioning Board and public health. The remaining 1.4% (£5.693 million) will
be accessed via bids to NHS Cheshire Warrington and Wirral.

34.

The 2012/13 financial plan also identifies a contingency of approximately £4
million. This will be used to fund financial pressures that arise during the financial
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year that have not been factored into financial plans. Usage of this contingency
will be closely monitored and reported to the Board on a regular basis.
2012/13 INVESTMENTS
35.

36.

In addition to the funding of the 2011/12 out-turn, budgets will also be generated
for the anticipated increases in the cost of activity, NHS Operating Framework
commitments and other specific pressures. These additional investments can be
summarised as follows:
Budget description
Demographic changes
Waiting times, commissioning decisions and best
practice payments
High cost drugs and NICE technologies
Sub-total – Activity growth assumptions

£m
0.800

Carers strategy
Care of the elderly
Sub-total – Operating Framework commitments

0.929
1.500
2.249

111 start-up costs
Trauma centres
Sub-total – Other pressures

0.700
0.170
0.870

2.566
2.280
5.646

Expenditure against these budgets will be reported to the West Cheshire Clinical
Commissioning Group Board on a regular basis.

CORPORATE SERVICES AND RUNNING COSTS
37.

West Cheshire Clinical Commissioning Group will begin the financial year with
corporate budgets of £2.437 million. This currently reflects the combined cost of
the staff assigned from the primary care trust, agreed clinical support costs and
the £2 per head clinical commissioning group development fund.

38.

Clinical commissioning groups will have a running cost target of £25 per head of
population. There is confidence locally that this sum will be achieved with effect
from April 2013. However, there are several issues that will need to be resolved
throughout the course of the year:
•
•
•

39.

Agreement of commissioning support costs, including finance, human
resources and IT.
Understanding of other non-pay costs, including internal and external audit.
Agreement of the likely location and associated premises costs.

Total corporate services budget would be expected to rise to approximately £6
million as these issues are finalised prior to becoming a statutory body in April
2013.
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QUALITY, INNOVATION, PRODUCTIVITY AND PREVENTION (QIPP)
40.

The 2012/13 financial plan identifies the need for QIPP savings of £6.354 million.
At the time of setting the budget, delivery plans of approximately £2.5 million have
been agreed. If activity grows in line with expectations, and the contingency is
utilised on other pressures, then further efficiencies will need to be generated.

41.

Once robust plans are established they will be netted off relevant budgets. Where
financial balance is delivered it will be assumed that the QIPP targets have been
achieved.

PRACTICE/LOCALITY LEVEL BUDGETS
42.

The delegated budget reported in Appendix B currently reflects a clinical
commissioning group total budget. Previous guidance has indicated that practices
should receive an indicative budget. In the future it is the intended that some
commissioning decisions, and, therefore, budgetary responsibility will be
delegated to the 3 localities but no formal budgets will be delegated in 2012/13.

43.

Further work will be undertaken throughout the financial year to allocate budgets
down to practice and locality levels. This will be supported by the Department of
Health weighted clinical commissioning group allocations that are expected during
March 2012.

FINANCIAL DUTIES
44.

Primary care trusts currently have 4 financial duties covering performance against
revenue, capital and cash budgets along with demonstrating prompt payment to
suppliers. It is envisaged that, following authorisation, some of these will transfer
to the clinical commissioning group along with duties to provide timely and
accurate information to the NHS Commissioning Board and manage running costs
within expected levels.

45.

During 2012/13 the clinical commissioning group will develop systems to support
both the delivery of, and the reporting against, these financial duties. As at 31
March 2013 West Cheshire Clinical Commissioning Group will deliver a surplus of
approximately £4 million and enable the primary care trust to deliver its financial
duties.

RECOMMENDATIONs
46.

West Cheshire Clinical Commissioning Group Board is asked to:
•

•

Note the financial performance against the delegated budget at the end of
January 2012, and
Agree the 2012/13 delegated financial budget.

Gareth James
Director of Finance (interim)
March 2012
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Appendix A

WEST CHESHIRE CLINICAL COMMISSINING GROUP
FINANCIAL PERFORMANCE AS AT 31ST JANUARY 2012

West Cheshire Clinical Commissioning Group
Annual
Budget

Budget to
January'12

Actual to
January'12

£000

£000

£000

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

Over/(under)
spend to
January'12
£000

166,451
49,093
4,084
5,423

140,752
41,124
3,411
4,520

147,183
40,901
4,259
3,744

6,431
-223
847
-776

225,051

189,807

196,087

6,279

1,983

1,714

1,875

161

0
1,891

0
0

0
0

0
0

39,700
200

33,038
167

32,944
67

-93
-100

41,791

33,204

33,011

-193

16,555
1,890
96
724
3,453
399
1,141

13,796
1,575
80
603
3,327
333
1,141

13,542
1,575
69
603
3,327
347
1,142

-254
0
-11
0
0
15
1

24,258

20,855

20,606

-249

3,498

3,012

2,821

-191

Earmarked Sums/Reserves

11,891

10,877

5,070

-5,807

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

308,472
308,472
0

259,469
259,469
0

259,469
259,469
0

0
0
0

Integrated Care
GP led Urgent Care Unit
Integrated Resource Centres
Primary Care:
General & Personal Medical Services
Enhanced Services
Dental Services
Prescribing
CCG Innovation Fund
Pharmacy Contract
Home Oxygen
Opthalmic Services
Sub-total - Primary Care
Strategic Commissioning:
Care in the Community
Learning Disabilities
Looked after Children
Re-ablement
Health & Social Care
Community Equipment
Grants to Voluntary Organisations
Health Promotion
Sub-toal - Strategic Commissioning
Corporate Services
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Appendix B

WEST CHESHIRE CLINICAL COMMISSINING GROUP
FINANCIAL BUDGET 2012/13

West Cheshire Clinical Commissioning Group

Secondary Care:
NHS contracts
Mental Health and Community Services
Other Healthcare Agreements
Orthopaedic budget (ISTC)
Quality and Innovation schemes
Sub-total - Secondary Care

Recurrent

Non Recurrent

Total

£000

£000

£000

2011/12
Budget
£000

172,146
44,207
3,797
5,325
6,154
231,629

0
0
0
0
0
0

172,146
44,207
3,797
5,325
6,154
231,629

166,451
49,093
4,084
5,423
3,654
228,705

1,587

0

1,587

1,983

Primary Care:
Enhanced Services
Prescribing
CCG Innovation Fund
Sub-total - Primary Care

2,867
42,999
200
46,066

0
0
0
0

2,867
42,999
200
46,066

1,891
39,700
200
41,791

Strategic Commissioning:
Care in the Community
Learning Disabilities
Looked after Children
Re-ablement
Health & Social Care
Community Equipment
Grants to Voluntary Organisations
Sub-toal - Strategic Commissioning

17,042
-6
94
1,405
0
392
1,768
20,695

0
0
0
0
2,689
0
0
2,689

17,042
-6
94
1,405
2,689
392
1,768
23,384

16,555
1,890
96
724
3,453
399
1,141
24,258

Corporate Services

2,437

0

2,437

3,498

Earmarked Sums/Reserves

8,270

-1,376

6,894

8,237

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

310,684
310,684
0

1,313
5,380
-4,067

311,997
316,064
-4,067

308,472
308,472
0

Integrated Care
GP led Urgent Care Unit

NB – Learning disabilities budget now sits within the Cheshire and Wirral NHS Foundation
Trust contract (shown above within mental health and community services).
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Does this report / its recommendations have implications and
impact with regard to the following:
A.
Clinical Commissioning Group 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
The report reflects the level of budget delegated to West Cheshire
Clinical Commissioning Group and financial performance against the
budget as at 31st January 2012.

Yes

5.

Yes

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 on the delivery of QIPP savings and
financial duties.

2.

Additional resource implications
(either financial or staffing resources)

Development Of The Clinical Commissioning Group as a
Commissioning Organisation – please outline impact
The report provides greater understanding of the clinical commissioning
group’s financial outlook.

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

No

If yes, please outline the patient and public engagement

st

Financial Performance as at 31 January 2012
West Cheshire Clinical Commissioning Group Board Meeting
th
15 March 2012

12

AGENDA ITEM: WCCCGB/12/03/46

BOARD REPORT
DATE OF BOARD MEETING: 15th March 2012
TITLE OF REPORT:

Performance Report for period ending 31st January
2012

KEY MESSAGES:

We are responsible for securing improvements in
the quality of care and health outcomes. We have a
number of ways to measure progress including the
identification and review of key performance
indicators included in this report.
The report highlights areas of concern in terms of
measures that have not been achieved against the
required level of performance for the period under
review and the actions that are being taken to
improve performance.









•

Improving access – referral to treatment times –
target achieved
Cancer- 96% of patients are being seen within 2
weeks of referral. However only 85% of patients
are being treated within 62 days (target 86%). In
total, nine patients waited too long for cancer
treatment (against the national target).
Stroke- we are now achieving the target of 90%
of a patient’s stay being on a stroke ward.
Improvement is needed on the proportion of
transient ischaemic attacks being assessed and
treated within 48 hours.
Reducing health care acquired Infections- we
are achieving the MRSA target but not
Clostridium difficile
Accident and emergency targets- A&E waiting
time targets are being achieved
Emergency ambulance performance- although
we are not achieving the target for 75% of
category A (referred to as life threatening calls)
to be reached in 8 minutes, performance is
significantly better than the previous year
The underlying financial position remains
positive as we are managing to stay within our
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REPORT PREPARED BY:

delegated budget
Electronic Discharge information – we have set
a local target for 85% of discharge letters to be
reported to GPs within 24 hours. This target is
not being achieved – only 64% of letters are
being received within 24 hours.
Delivering Same Sex Accommodation – 7
patients (all on the Emergency Admissions Unit)
were not able to be treated in a “same sex”
ward.

Rob Nolan – Head of Contracts and Performance

Performance Report
West Cheshire Clinical Commissioning Group Board Meeting
th
15 March 2012

AGENDA ITEM: WCCCGB/12/03/46
WEST CHESHIRE CLINICAL COMMISSIONING GROUP
PERFORMANCE REPORT FOR PERIOD ENDING 31ST JANUARY 2012

PURPOSE
1.

This report confirms progress against the agreed performance indicators
for the period ending 31st January 2012. The report confirms the:
•
•

performance against the NHS operating framework requirements
progress against NHS Western Cheshire’s strategic plan ‘Transforming
Health and Healthcare’

ACTIONS
2.

The Board is asked to note performance against the agreed indicators at the
end of December 2011 and to agree the appropriateness of the actions that are
being taken to address areas of concern.

CONTEXT
3.

West Cheshire Clinical Commissioning Group is responsible for securing
improvements in the quality of care and health outcomes from within its
available resources. The group has in place a number of arrangements to
assure itself of the progress that it is making towards this goal including the
identification and review of key performance indicators.

4.

The performance indicators approved by the board for Western Cheshire are
summarised in this report under the following headings
Best Care
•
Patient Experience
 Improving access – referral to treatment times
 Cancer
 Stroke
 Reducing health care acquired Infections
•

Access to Emergency Services
 Achieving accident and emergency targets
 Emergency ambulance performance

Best Health
 Mental Health
Best Value
 Run rate (see explanation in report) and Delivering Quality, Innovation,
Productivity and Prevention (QIPP)
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Other Areas of Concern
 E – Discharge
 Delivering Same Sex Accommodation
5.

The report highlights areas of concern in terms of measures that have not been
achieved against the required level of performance for the period under review
and the actions that are being taken to improve performance. Annex 1 identifies
the performance for all of the national health care indicators.
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PERFORMANCE SUMMARY – ORGANISATIONAL HEALTH

Last
M onth

Overall
Assessment

Best Care
The Patient Experience
Improving access – Referral to Treatment times
Cancer
Stroke
Reducing Health Care Acquired Infections
Access to Emergency Services
A&E
Emergency Ambulance Performance
Best Health
Mental Health
Best Value
Run Rate
Other areas of concern
Delivering Same Sex Accomodation
e- Discharge

Performance Report
West Cheshire Clinical Commissioning Group Board Meeting
th
15 March 2012

3

AGENDA ITEM: WCCCGB/12/03/46

BEST CARE
The Patient Experience
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Improving access – Referral to Treatment times
Admitted patients
patients who have been admitted to hospital for their treatment to commence
Non admitted patients patients who's treatment does not reqiure an admission to hospital

95th Percentile The waiting time within which treatment has started for 95% of patients
Median
The average waiting time for patients who's treatment has commenced

Risk
The patients’ rights to access services within maximum waiting times under the NHS Constitution continues, and commissioners should ensure that performance does not deteriorate and where possible improves
during 2011/12. With that in mind, providers should be expected to offer information on maximum waiting times to patients.
Current performance
95th percentile

All providers
Plan
Actual

weeks
weeks

Key Issues
95th Percentile

Median

The 95% of waiting time
Non
Admitted Incomplete
Admitted
23
18
28
18
13
25

The average waiting
Non
Admitted Incomplete
Admitted
11
7
7
7
4
6

Overall
Assessment

For Admitted patients, all Providers, excluding Wirral Hospital, are performing on or below target, with 95% of patients waiting 18 weeks
or less, however, the Wirral Hospital position has significantly worsened as it continues to admit breached patients from its list of backlog
patients.
For Non Admitted patients, all Providers are achieving below target, with 95% of patients being admitted by 13 weeks. Performance
against this target remains steady.
Although the point at which 95% of patients on an incomplete pathway is well below target (25 weeks against a target of 28), Wirral
Hospital continues to significantly over perform against the target (43 weeks).

RAG

Median

Countess of Chester

18

12

18

6

4

6

Wirral Acute

39

16

43

9

2

12

For Admitted patients, the aggregated target is being achieved, however, Robert Jones and Agnus Hunt Orthopaedic Hospital continues
to over perform against this measure. The majority of patients are not being admitted until the 8-9 week point, and whilst the actual
number of breaches are small, this issue has been raised at the contract meeting with the provider and is being addressed.
Although Wirral Hospital are still over performing against the median incomplete measure, the point at which 50% of patients are on
the pathway has improved by 43 weeks. This indicates that non-breaching patients are also being admitted at the same time that the
backlog is being addressed.

95th Percentile

Median

Incomplete Pathways

30.00

12.00

30.00

25.00

10.00

25.00

20.00

8.00

20.00

15.00

6.00

15.00

10.00

4.00

10.00

5.00

2.00

5.00

0.00

0.00

Apr 11

May 11

Jun 11

Jul 11

Aug 11

Sep 11

Oct 11

Nov 11

Dec 11

0.00
Apr 11

May 11

Jun 11

Jul 11

Aug 11

Sep 11

Oct 11

Nov 11

Dec 11

Apr 11

May 11

Jun 11

Jul 11

Aug 11

Sep 11

Oct 11

Plan - Admitted

Actual - Admitted

Plan - Admitted

Actual- Admitted

Plan - 95th Percentile

Actual - 95th Percentile

Plan - Non Admitted

Actual - Non Admitted

Plan - Non Admitted

Actual - Non Admitted

Plan - Median

Actual - Median

Nov 11

Key Actions
Performance against the Wirral contract has been escalated to the Cluster, and it continues to be addressed at the Wirral Hospital/Cluster weekly performance meeting. Wirral Hospital has validated the Patient
Tracking List and continues to admit patients, so it is anticipated that the number of patients on an incomplete pathway will decrease.
A request has been made to Wirral Hospital for an up to date list of patients who remain on the incomplete pathway, and despite reminders, this information has still not been provided. However, following
notification of the intention to issue a Contract Query, the provider has responded and given an assurance that the backlog has now been cleared, the Trust has achieved 91% (against a target of 95%) for admitted
RTT as at the end of January 2012, and there are no specific issues for Western Cheshire patients. A meeting has been arranged with the provider to review the actions to date and identify lessons to be learnt.
Patients currently on the Countess of Chester waiting list is now shared weekly with commissioners. This will allow commissioners to start modelling how the position against the RTT targets will be effected by new
referrals.
Commissioners are also working with providers to improve performance by supporting additional funding to build in increased capacity. This has been centrally funded and is required to improve performance to
target levels (as a minimum) by the 31st March 2012.
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Cancer

2 week wait patients with suspected cancer to be seen by a specialist within two weeks of referral
62 day wait patients originally referred by their GP are diagnosed and treated within 62 days of the date of referral
Risk

2 week wait
The two week wait service is a vital component of the patient pathway, as it ensures fast access to diagnostic tests, supporting the provision of an earlier diagnosis and therefore
assists in improving survival rates for cancer. It remains important for patients with cancer or its symptoms of cancer, to be seen by the right person, with appropriate expertise,
within two weeks to ensure that they receive the best possible survival probability and experience a lower level of anxiety.
62 day wait
Maintaining this standard will ensure that a patient with cancer will move along their pathway of care at a clinically appropriate pace, thus providing a better patient experience,
with a service focussed on a patients wishes, whilst improving survival and mortality rates.
Current performance
2 week wait 62 day wait 62 day wait total
GP Referral
aggregate
% achieved
% achieved
% achieved
93
85
86
95.6
82.4
84.7

Plan
Actual

Overall
Assessment

RAG
24 patients
9 patient seen
seen outside of outside of the
During the period the the 14 day
62 day
standard
standard

Key Issues

2 week waits
During the period there were 24 patients seen after the 14 day target: 18 patients at
the Countess of Chester Hospital Foundation Trust, 4 patients at Wirral Acute Hospital
Trust and 2 patients at Mid Cheshire Trust. Of these, 17 were due to patient
cancellation i.e. patient choice/holidays, and 7 apointments were cancelled by the
clinic or consultant.
62 day waits
The percentage of patients that have breached has improved from last month. There
are no breaches from patients referred by the screening services; all the breaches are
those generated from GP referrals.
For December there were 9 patients that breached; 2 were due to patient choice, the
remaining 7 were mainly due to late onward referrals and the need for scans to be
completed.
The key issue for the delivery of the 62 day target is is access to diagnostics and the

9 patients
seen outside
of the 62 day
standard

62 Day waits - aggregate

2 Week waits
99.00
98.00
97.00
96.00
95.00
94.00
93.00
92.00
91.00
90.00

88.00
86.00
84.00
82.00
80.00
78.00
76.00
74.00
72.00
Apr 11

May 11

Jun 11

Jul 11
Plan

Aug 11

Sep 11

Oct 11

Nov 11

Dec 11

Apr 11

May 11

Jun 11

Jul 11
Plan

Actual

Key Actions

Aug 11

Sep 11

Oct 11

Nov 11

Dec 11

Actual

Commissioners are working with providers to increase diagnostic capacity by testing the market for additional providers. As an interim this initiative is being funded from national
monies in 2011/12. In 2012/13 this will be provided through the tarriff payments under Any Willing Provider.
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AGENDA ITEM: WCCCGB/12/03/46
Stroke

Stroke Patients Spending 90% of their stay on a Stroke Unit
Transient Ischaemic Attack assessed and treated within 24 hours

80% of patients spending atleast 90% of their time on a Stroke Unit
60% of patients treated within 24 hours of an assessment

Risk

Good care on a dedicated stroke unit is the single most effective way to improve outcomes for people with stroke. Good care is described in the NICE
Stroke Quality Standard and the National Clinical Guidelines for stroke. Early initiation of treatment for Transient Ischaemic Attacks (TIAs) or minor
strokes can reduce the number of people who go on to have a major stroke by 80%.

Countess of

Plan
Actual
RAG

Current performance
Wirral Acute
Mid Cheshire
% achieved
80
100

80
94

No's breached

1

Current
performance

All providers

Transient Ischaemic
Attack assessed and
treated within 24 hours

80
50

80
82.1

2

5

-

Overall
Assessment

% achieved
Plan
Actual

60
50

RAG

Key Issues

In order to understand the variation preventing the attainment of the 90% of a patients stay on a stroke unit target, the CCG has requested that the
Countess of Chester Foundation Trust establish exception reporting arrangement in order that the reason for each patient not meeting the target can
be reviewed to identify the issues involved (e.g. co-morbidities, existing inpatient receiving treatment for another condition at the time of stroke). This
was agreed at the Contract meeting in February 2012.
The non attainment of the Transient Ischaemic Attack target has highlighted issues with the consistency of referrals from primary care into the TIA
Clinics. An action plan is being developed between the CCG and Countess of Chester Foundation Trust to ensure that the correct protocol and referral
methodology is used consistently to ensure that delays are avoided. This will be undertaken over the next three months (January to March 2012).

100.00

90% of a patients stay on a stroke unit all Providers

90% of a patients stay on a stroke unit CoCH

100.00

80.00

80.00

60.00

60.00

40.00

40.00

20.00

20.00
0.00

0.00
Apr 11

May 11

Jun 11

Jul 11
Plan

Aug 11

Sep 11

Oct 11

Nov 11

Dec 11

Apr 11 May 11 Jun 11

Plan

Actual

Key Actions

The issue has been discussed at the contract meeting and performance will be monitored.
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Aug 11 Sep 11 Oct 11 Nov 11 Dec 11
Actual

AGENDA ITEM: WCCCGB/12/03/46
MRSA
C - DIFF

Reducing Health Care Acquired Infections

Methicillin-resistant Staphylococcus aureus
Clostridium difficile

Risk

Reduction in healthcare associated infection is a priority for the NHS.The DoH recognises that it may not be possible to achieve zero infections as there are some infections that cannot be eliminated, however,
MRSA and C - Diff remain a significant patient safety which cause illness and, sometimes, death. It is distressing for patients who acquire an infection, and also for their family and friends and for staff who
treat them. It is also a continuing key issue for public confidence in the NHS. Reducing MRSA and C- Diff will lead to significantly improved patient outcomes as well as.
Current performance
MRSA
Total number of
Infections cumulative
54
18

Plan
Actual

Overall
Assessment

C - Diff
Infections - PCT
total - cumulative
78
93

Key Issues

Performance against the MRSA target is showing 18 cases for the year against a
cumulative target of 54.
The cumulative position for C - Diff infections across all areas is 93 for the year (75 last
month), which is 6 (15) cases above the year to date target of 93 (69 last month).

RAG

MRSA

C - DIFF
100.00
90.00
80.00
70.00
60.00
50.00
40.00
30.00
20.00
10.00
0.00

60.00
50.00
40.00
30.00
20.00
10.00
0.00
Apr 11

May 11

Jun 11

Jul 11
Plan

Aug 11

Sep 11

Oct 11

Nov 11

Dec 11

Apr 11

May 11

Actual

Jun 11

Jul 11
Plan

Aug 11

Sep 11

Oct 11

Nov 11

Actual

Key Actions
The following initiatives have been undertaken (a) the introduction of the Green Card in Primary Care, and (b) Antibiotic formulary has been reviewed in
partnership with the Countess of Chester Hospital; with the intention that this will reduce the current level of infections.
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AGENDA ITEM: WCCCGB/12/03/46

BEST CARE
Access to Emergency
Services
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AGENDA ITEM: WCCCGB/12/03/46
A&E
Time to initial assessment - 95th centile
Time to treatment in department - median
Total time spent in A&E - 95th centile

The 95% waiting time for patients who have been initialy assessed
The average waiting time for patients who's treatment has commenced
The 95% of waiting time for patients who have been treated

Risks

Longer lengths of stay in the emergency department are associated with poorer health outcomes and patient experience as well as transport delays, treatment delays, ambulance diversion, patients leaving
without being seen, and financial effects . It is critical that patients receive the care they need in a timely fashion, so that patients who require admission are placed in a bed as soon as possible, patients who
need to be transferred to other healthcare providers receive transport with minimal delays, and patients who are fit to go home are discharged safely and rapidly.
Current performance - Countess of Chester FT
Time to initial
Time to treatment
Total time spent in
assessment - 95th
in department A&E - 95th centile
centile
median

Target = 15
minutes
Plan
Actual

Target = 60
minutes
15
11

60
60

Key Issues
Overall
Assessment

Following the reburbishment of the Countess of Chester Foundation Trust Emergency Department,
and a review of the pathway flows into and through A&E, performance has improved and all key
targets are being acheived.
The Winter Pressure Esclalation Plan is activated automatically during the winter, and regularly
reviewed with all partners throughout the period. This is to ensure that the system is able to react to
any increase in demand to ensure capacity is available.

Target = 4 hours
4
3.97

RAG

Time to Initial Assessment

Time to Treatment
80.00

25.00

70.00

20.00

60.00

15.00

50.00

10.00

30.00

40.00
20.00

5.00

10.00
0.00

0.00
Apr 11

May 11

Jun 11

Jul 11
Plan

Aug 11

Sep 11

Oct 11

Nov 11

Apr 11

Dec 11

May 11

Jun 11

Jul 11
Plan

Actual

Aug 11

Sep 11

Oct 11

Nov 11

Dec 11

Actual

4 hour Target
4.50
4.40
4.30
4.20
4.10
4.00
3.90
3.80
3.70
Apr 11

May 11

Jun 11

Jul 11

Aug 11
Plan

Sep 11

Oct 11

Nov 11

Dec 11

Actual

Key Actions
Commissioners are working with providers to improve performance by supporting additional funding to build in increase capacity and resiliance by increasing staff
/ bed capacity when there are significant system pressures. This has been centrally funded and is required to improve performance to target levels (as a
minimum) by the 31st March 2012.
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AGENDA ITEM: WCCCGB/12/03/46
Emergency Ambulance Performance
Category A calls meeting the 8minute standard
Turnaround times

75% of immediately life threatening calls to be responded to within 8 minutes
25 minutes for the difference between the time of arrival at A&E and the time the Ambulance is available

Risks

Patient outcomes can be improved by ensuring patients with immediately life-threatening conditions receive a response at the scene which is able to transport the patient in a clinically safe
manner, if they require such a response.
Current performance
Category A calls meeting
the 8minute standard

Handover times

% achieved

Minutes

75
71.20

Plan
Actual

Key Issues

Overall
Assessment

The 8 minute target performance was 71.2% for the month, whilst this was
not as good as the previous month, it still represents a significant
improvement on the previous year performance, and continues to reflect the
impact of the recruitment and training of local crews and additional rapid
response vehicles located in hot spot areas.

0.25
0.27

Performance on handover times shows a marginal improvement on the
previous months position.

RAG

Handover Times

Category A - 8 minute calls
80.00

35.00

70.00

30.00

60.00

25.00

50.00

20.00

40.00

15.00

30.00

10.00

20.00

5.00

10.00

0.00

0.00
Apr 11

May 11

Jun 11

Jul 11
Plan

Aug 11

Sep 11

Oct 11

Nov 11

Dec 11

Apr 11

Actual

May 11

Jun 11

Jul 11
Plan

Aug 11

Sep 11

Oct 11

Nov 11

Dec 11

Actual

Key Actions
Discussions are on - going with providers to improve the handover performance. It is proposed that the 2012/13 Contract with the Countess of
Chester includes financial penalties for the non compliance of the handover target.
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AGENDA ITEM: WCCCGB/12/03/46

BEST HEALTH
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AGENDA ITEM: WCCCGB/12/03/46
Mental Health
Risk

A crisis resolution home treatment team provides intensive support for people in mental health crises in their own home: they sremain involved in the patients care until the crises is
resolved. It is designed to provide prompt and effective home treatment, including medication, in order to prevent hospital admissions and give support to informal
The increased focus on improved access to psychological therapies, is in order to address the enduring unmet need, with around one in six adults in England suffering from a common
mental health problem, such as depression or an anxiety disorder.
Current Performance

Psychological Therapies - Data collected
quarterly

Home treatment
provided by crisis
resolution teams
cumulative episodes
300
340

Plan
Actual
RAG

People with anxiety
and/or depression
who receive
psychological
therapies - Data is
collected quarterly

No. referred
1,018
2,051

No. treated

Overall Assessment

% conversion rate
2.7
3.4

764
963

Key Issues

The full list of current performance measures is included in Annex 1 for information.The proposal is to move to indicators that are required as part of the new outcomes frame work,
most of which are already being collected in some form.

Home Treatment by Crises Resolution Teams

Psychological Therapies

400
350

2500

300

2000

250
200

1500

150

1000

100

500

50
Apr 11

May 11

Jun 11

Jul 11
Plan

Aug 11

Sep 11

Oct 11

Nov 11

Dec 11

0
Apr 11

Actual

May 11 Jun 11
Plan - treated
Plan - referred

Key Actions

Jul 11

Aug 11

Sep 11

Oct 11
Nov 11
Actual - treated

Dec 11

Actual - referred

Agree a contract variation to the 2011/12 activity plan for the Adult Mental Health Criminal Justice Liaison team, to recognise the change in the recording of contacts to all contacts
including telephone advice and 3rd party contacts etc.
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AGENDA ITEM: WCCCGB/12/03/46

BEST VALUE

Performance Report
West Cheshire Clinical Commissioning Group Board Meeting
th
15 March 2012

14

AGENDA ITEM: WCCCGB/12/03/46

Run Rate
The Run Rate is the variance between our total resources (income) and expenditure over the reporting period. The target is to break even which
gives a positive run rate.
Performance against Contracted Activity and Finance Plans 2011/12
Nov
Allocated Budget
PCT Reserves
Total Resources
Actual Spend
Run Rate

Overall
Assessment

259,469
259,469
259,469
0

WEST CHESHIRE HEALTH
CONSORTIUM QIPP 2011/12
DELIVERY SUMMARY

Key areas are:

PROGRAMME

2011/12 TARGET £000

Urgent Care

1,233

Planned Care

2,600

Prescribing

300

Long Term Conditions

610

Mental Health
Collaborative
Commissioning
Other Schemes

1,268

Total Savings

10,200

RAG (Process)

RAG (Financial Impact)

100
4,089

Key Issues
At the end of January 2012 West Cheshire Clinical Commissioning Group has a delegated budget of £308.472 million. This reflects an increase of £4.260
million since December 2011. This increase, in the main, reflects the non-recurrent increase in reserves in respect funding received for cross border
funding issues and an additional transfer to mitigate the increase in financial pressure against the delegated budget.
At the end of January the clinical commissioning group’s underlying financial position remains consistent with previous months with a balanced
financial position being reported against the delegated budget. However, this is following the non-recurrent transfer of a significant level of Primary
Care Trust reserves to mitigate the financial pressure caused by the non-delivery of £4 million QIPP savings (previously described as ‘other’ QIPP
schemes) and other unplanned pressures against secondary healthcare budgets.
At the end of January 2012 there is an overspend against secondary healthcare budgets of £6.279 million. Other healthcare agreements, which in the
main cover hospital activity that has either been previously excluded from contracts or is performed outside of the North West, continues to
overspend with a combined pressure at the end of January 2012 of £847,000.
Key Actions
An assessment of the likely year end position to be undertaken to include the impact of QIPP on 2011/12 activity against the current forecast outturn.
This will then be reflected in year end financial position. Discussions are underway with providers to agree the forecast year end spend.
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AGENDA ITEM: WCCCGB/12/03/46

OTHER AREAS OF
CONCERN
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AGENDA ITEM: WCCCGB/12/03/46

e - Discharge

This is not a Key Performance Managament Area, however, this is an area of concern in terms of the
performance measures not achieving the required level in the period
85% of discharge letter with patients GP within 24 hours
Current
performance
e - Discharge
%
85
64.10

Plan
Actual

Overall
Assessment

Key Issues
The issue has been discussed at the Contract meeting, and the Trust
has submitted an remedial action plan to improve performance.
The Trust is to pilot the agreed improvements with the Cardiology
Department in February, with the intention that it will be rolled out
across the Trust by March 2012.

RAG

e - Discharge
90.00
80.00
70.00
60.00
50.00
40.00
30.00
20.00
10.00
0.00
Apr 11

May 11

Jun 11

Jul 11

Aug 11
Plan

Sep 11

Oct 11

Nov 11

Dec 11

Actual

Key Actions
Performance improvement will be monitored through February and March to identify service improvement. This will also be
discussed at GP Networks to ascertain GPs views on the changes made.
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AGENDA ITEM: WCCCGB/12/03/46

Delivering Same Sex Accomodation

This is not a Key Performance Managament Area, however, this is an area of concern in terms of the performance measures not
achieving the required level in the period
Risk

Patients in mixed sex accommodation is distressing to patients at a time when they feel at their most vulnerable. This focus means that organisations will be held to account for managing
beds and facilities to eliminate MSA. It also better facilitates commissioners’ application of sanctions to NHS organisations that breach the guidance.
Current performance
Mixed Sex
Accomodation
Total number of
breaches
0
7

Plan
Actual

Key Issues
There have been breaches in the Emergency Assessment Unit to
make room for emergency patients in the Emergency Department.
These decisions are based on a risk assessment of clinical urgency to
ensure that new patients attending the department can be treated
effectively.

Overall
Assessment

RAG

The Trust believe that a contributing factor to the recent poor
performance is the loss of nursing home capacity in the community,
with has created delayed discharges, with the effect of them not
being able to move patients on from the EAU to the wards.
The Trust have been notified of the financial adjustment to the

Delivering Same Sex Accomodation
12.00
10.00
8.00
6.00
4.00
2.00
0.00
Apr 11

May 11

Jun 11

Jul 11

Aug 11

Sep 11

Oct 11

Nov 11

Actual

Key Actions
The commissioner has informed the Trust that the financial adjustment for breaches, which is in the contract, will be applied.
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AGENDA ITEM: WCCCGB/12/03/46
PART TWO
STRATEGIC HEALTH OUTCOMES
6.

During 2010/11 Western Cheshire Primary Care Trust received a
performance report on the outcome measures which supported the primary
care trust’s strategic plan “transforming health and healthcare”. These will
continue for the clinical commissioning group this financial year, pending
agreement on the group’s own health outcomes as derived from the
strategic commissioning plan. The existing indicators are included in
Annex 2 (attached) with the latest available data for:
•
•
•
•
•
•
•
•
•
•

Life Expectancy
Health Inequalities
Childhood Obesity
Cancer Mortality
Alcohol Admissions
Circulatory Mortality
Deaths at Home
Hypertension Prevalence
C Diff Infection Rates
Delayed Transfer of Care

RECOMMENDATIONS
7.

The report reflects performance against the agreed contract and performance
indicators. The Board is asked to note the report and support the Key Actions.

Rob Nolan
Head of Contracts and Performance
March 2012
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AGENDA ITEM: WCCCGB/12/03/46
ANNEX 1

WEST CHESHIRE CCG BOARD - MONTHLY INDICATORS REPORT
Performance Indicator
Target Name

Apr 11
Plan

May 11

Act

Plan

Jun 11

Act

Plan

Jul 11

Act

Plan

Aug 11

Act

Plan

Sep 11

Act

Plan

Oct 11

Act

Plan

Nov 11

Act

Plan

Dec 11

Act

Plan

Act

P L A NNED C A RE
Referral to Treatment waits (95th percentile) - admitted

23.00

22.64

23.00

24.46

23.00

27.39

23.00

21.89

23.00

20.29

23.00

22.64

23.00

18.36

23.00

17.89

23

18.32

Referral to Treatment waits (95th percentile) - non-admitted

18.30

11.75

18.30

12.91

18.30

13.34

18.30

13.11

18.30

13.23

18.30

11.75

18.30

13.74

18.30

13.80

18.3

13.05

Referral to Ttreatment waits (95th percentile) - incomplete

28.00

27.77

28.00

24.49

28.00

23.82

28.00

23.56

28.00

23.87

28.00

24.77

28.00

24.64

28.00

26.58

28

24.86

12,600

13,584

12,225

13,711

11,850

14,467

11,475

13,234

11,100

13,645

10,725

14,065

10,350

13,982

9,975

13,882

9600

16998

11.10

7.39

11.10

8.35

11.10

9.56

11.10

7.63

11.10

7.60

11.10

7.39

11.10

7.45

11.10

7.45

11.1

7.22

6.60

3.13

6.60

4.17

6.60

3.79

6.60

3.43

6.60

3.85

6.60

3.13

6.60

3.87

6.60

4.04

6.6

3.86
6.45

Numbers waiting on an incomplete RTT pathway
Referral to Treatment waits - admitted median
Referral to Treatment waits - non-admitted median
Referral to Treatment waits - incomplete median

7.20

6.52

7.20

6.45

7.20

6.22

7.20

5.94

7.20

6.23

7.20

6.52

7.20

6.07

7.20

6.02

7.2

Daycase rate YTD position (Commissioner level)

78.00

77.90

78.00

78.10

78.00

76.90

78.00

79.00

78.00

79.40

78.00

78.70

78.00

78.70

78.00

78.90

78

79

G&A OP Referrals - GP written

4022.00

3902.00

3821.00

4545.00

4425.00

4422.00

4425.00

4672.00

4224.00

4812.00

4425.00

4753.00

4,224.00

4,715.00

4,425.00

4,687.00

4224

3922

G&A OP Referrals - 'Other'

3751.00

3900.00

3563.00

4436.00

4126.00

4506.00

4126.00

4426.00

3938.00

4351.00

4126.00

4414.00

3,938.00

4,304.00

4,126.00

4,565.00

3938

4359

First outpatient attendances following GP referral

3586.00

2835.00

3406.00

3600.00

3944.00

3820.00

3944.00

3533.00

3765.00

3800.00

3944.00

4117.00

3,765.00

4,020.00

3,944.00

4,267.00

3766

3358

All first outpatient attendances

5378.00

5257.00

5566.00

6508.00

5839.00

6710.00

6403.00

6065.00

5458.00

6681.00

6080.00

6940.00

6,587.00

6,694.00

5,883.00

7,195.00

5456

5782

622.00

652.00

675.00

739.00

617.00

820.00

700.00

694.00

624.00

694.00

632.00

651.00

713.00

713.00

682.00

749.00

524

673

2206.00

2297.00

2229.00

2642.00

2370.00

2731.00

2467.00

2603.00

2138.00

2677.00

2392.00

2782.00

2,683.00

2,655.00

2,236.00

3,011.00

2396

2574

85.00

67.93

85.00

67.83

85.00

67.98

85.00

67.76

85.00

64.80

85.00

62.20

85.00

62.81

85.00

65.70

85

64.1

Cancer 2 week wait services - aggregate

93.00

98.10

93.00

95.10

93.00

95.30

93.00

95.50

93.00

96.60

93.00

96.90

93.00

94.10

93.00

95.90

93

95.6

Cancer 2 week wait (urgent) all cancers excl. breast symptoms (PCT)

93.00

95.00

93.00

95.00

93.00

95.10

93.00

95.20

93.00

96.40

93.00

96.90

93.00

93.50

93.00

95.90

93

95.8

Cancer 2 week wait (urgent) - breast symptoms (PCT)

93.00

97.10

93.00

95.80

93.00

96.60

93.00

98.30

93.00

97.70

93.00

96.40

93.00

100.00

93.00

95.90

93

93.9

Cancer 31 day first treatment

96.00

98.00

96.00

98.10

96.00

99.20

96.00

99.00

96.00

98.60

96.00

97.10

96.00

99.30

96.00

99.20

96

99

Cancer 31 days second or subsequent cancer treatment - surgery

96.00

100.00

96.00

100.00

96.00

100.00

96.00

95.50

96.00

96.20

96.00

95.50

96.00

100.00

96.00

100.00

94

100

Cancer 31 days second or subsequent cancer treatment - drug treatments

96.00

100.00

96.00

97.40

96.00

94.80

96.00

97.80

96.00

100.00

96.00

97.10

96.00

98.10

96.00

97.90

98

100

Cancer 31 days for second or subsequent treatment - radiotherapy treatments

96.00

95.00

96.00

91.90

96.00

100.00

96.00

95.60

96.00

94.30

96.00

95.20

96.00

97.80

96.00

98.10

94

100

Cancer 62 day waits - aggregate

86.00

87.80

86.00

82.50

86.00

80.00

86.00

89.80

86.00

89.20

86.00

86.50

86.00

82.40

86.00

81.70

86

84.7

Cancer 62 day standard - GP Referral

85.00

83.00

85.00

81.40

85.00

77.80

85.00

87.00

85.00

86.80

85.00

86.70

85.00

81.20

85.00

80.00

85

82.4

Cancer 62 day standard - NHS Cancer Screening Service

90.00

100.00

90.00

100.00

90.00

100.00

90.00

100.00

90.00

100.00

90.00

85.70

90.00

90.90

90.00

100.00

85

100

Cancer 62 day standard - Consultant Priority Upgrade

86.00

96.30

86.00

91.70

86.00

88.00

86.00

100.00

86.00

95.80

86.00

100.00

86.00

93.80

86.00

93.10

86

100

Stroke patients spending 90% of their stay on a stroke unit

80.00

78.40

80.00

88.90

80.00

66.70

80.00

80.00

80.00

72.40

80.00

81.00

80.00

77.40

80.00

75.00

80

82.1

Stroke patients spending 90% of stay on a Stroke Unit (COCHFT only)

80.00

76.70

80.00

90.50

80.00

68.80

80.00

83.30

80.00

73.10

80.00

88.20

80.00

76.70

80.00

73.70

80

94.4

Transient Ischaemic Attack assessed and treated within 24 hours

60.00

75.00

60.00

100.00

60.00

100.00

60.00

0.00

60.00

28.60

60.00

100.00

60.00

66.70

60.00

40.00

60

50

Transient Ischaemic Attack patients, assessed and treated within 24 hours
(COCHFT only)

60.00

100.00

60.00

100.00

60.00

100.00

60.00

0.00

60.00

0.00

60.00

100.00

60.00

100.00

60.00

40.00

60

66.7

Elective FFCEs - ordinary admissions
Elective FFCEs - day cases
e - Discharge letter with patients GP within 24 hours (COCHFT only)
C A NC ER

ST ROKE

PROPORTION OF DEATHS AT HOME

HEALTH CARE ACQUIRED INFECTIONS & DELIVERING SAME SEX ACCOMMODATION
MRSA number of infections YTD - Commissioner total

6.00

0.00

6.00

0.00

6.00

1.00

6.00

2.00

6.00

0.00

6.00

0.00

6.00

5.00

6.00

5.00

6.00

5.00

MRSA cases Post 48 hour Acute, Countess of Chester Hospital

3.00

0.00

3.00

0.00

3.00

1.00

3.00

2.00

3.00

2.00

3.00

2.00

3.00

2.00

3.00

2.00

3.00

2.00

MRSA cases Pre 48 hour (Community, GP)

3.00

0.00

3.00

0.00

3.00

0.00

3.00

1.00

3.00

1.00

3.00

1.00

3.00

3.00

3.00

3.00

3.00

3.00

Clostridium Difficile infections - PCT total

8.00

10.00

9.00

8.00

8.00

6.00

9.00

12.00

8.00

10.00

9.00

11.00

9.00

7.00

9.00

11.00

9.00

18.00

C-Diff cases (P): Post 48 hour of admission at COCHT

4.00

4.00

4.00

4.00

4.00

0.00

3.00

1.00

3.00

2.00

4.00

4.00

3.00

5.00

3.00

9.00

4.00

8.00

C-Diff cases (P): Pre 48 hour of admission EPH & GP

0.00

4.00

0.00

3.00

0.00

2.00

0.00

11.00

0.00

7.00

0.00

6.00

0.00

2.00

0.00

2.00

-

10.00

Mixed Sex Accomodation breaches

0.00

0.00

0.00

0.00

0.00

0.00

0.00

6.00

0.00

3.00

0.00

11.00

0

6.00

0

11.00

-

7.00
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AGENDA ITEM: WCCCGB/12/03/46
ANNEX 1
WEST CHESHIRE CCG BOARD - MONTHLY INDICATORS REPORT
Performance Indicator

Apr 11

Target Name

Plan

May 11

Act

Plan

Jun 11

Act

Plan

Jul 11

Act

Plan

Aug 11

Act

Plan

Sep 11

Act

Plan

Oct 11

Act

Plan

Nov 11

Act

Plan

Dec 11

Act

Plan

Act

A& E and U N P L A N N E D C A R E
A&E Quality - Unplanned reattendance rate (%)

5.00

5.01

5.00

6.02

5.00

5.36

5.00

5.58

5.00

5.44

5.00

5.22

5.00

5.20

5.00

5.36

5.00

4.69

A&E Quality - Total time spent in A&E - 95th centile

4.00

3.98

4.00

3.97

4.00

3.98

4.00

3.96

4.00

4.02

4.00

4.00

4.00

4.42

4.00

3.99

4.00

3.97

A&E Quality - Left department without being seen rate (%)

5.00

2.99

5.00

2.60

5.00

2.59

5.00

2.97

5.00

3.06

5.00

3.30

5.00

3.65

5.00

2.88

5.00

2.87

A&E Quality - Time to initial assessment - 95th centile

15.00

4.00

15.00

12.00

15.00

13.00

15.00

16.00

15.00

15.00

15.00

20.00

15.00

21.00

15.00

14.00

15.00

11.00

A&E Quality - Time to treatment in department - median

60.00

60.00

60.00

67.00

60.00

74.00

60.00

64.00

60.00

67.00

60.00

64.00

60.00

61.00

60.00

60.00

60.00

60.00

Alcohol related harm admission rate [Q]

492

Emergency Readmissions within 30 days

311

G&A FFCEs - Non-elective, excl. well babies
Venous Thromboembolism Risk Assessment - COCHFT only
A&E Quality - consultant sign-off

331

433

452

339

377

324

357

305

280

317

2182

2226

2072

2363

1800

2203

2114

2272

1949

2190

2067

2214

1913

2257

1855

2312

1919

2251

90.00

93.80

90.00

94.00

90.00

94.00

90.00

94.00

90.00

93.00

90.00

93.00

90.00

93.00

90.00

93.00

90

92

0.00

0.00

0.00

0.00

0.00

0.00

0.00

0.00

0.00

0.00

0.00

0.00

0.00

0.00

0.00

0.00

Emergency admissions for Long Term Conditions

1,934

Delayed transfers of care per 100,000 population aged 18+

0.00

2,041
0.00

0.00

1,902
0.00

1.00

1,954
0.00

0.00

1,875
0.00

0.00

1,955
0.00

2.40

1,895
0.00

0.00

1970

1,968
0.00

0.00

8

3

8

2

8

4

8

5

8

3

8

-

8

7

8

5

8

0

3886.00

3904

4015

4211

3886

3965

4015

3989

4051

3881

3886

3929

4015

3797

3886

4040

4015

3829

Category A calls meeting 8 minute standard - WCPCT

75.00

61.06

75.00

63.85

75.00

68.58

75.00

71.77

75.00

69.97

75.00

69.96

75.00

71.93

75.00

74.40

75.00

71.20

Category B calls meeting 19 minute standard - WCPCT

95.00

94.94

95.00

95.39

95.00

95.03

95.00

96.22

95.00

96.47

95.00

94.83

95.00

95.89

95.00

97.82

95.00

94.97

Ambulance Handover Times (CoCH) minutes

25.00

24.00

25.00

25.00

25.00

26.00

25.00

26.00

25.00

26.00

25.00

27.00

25.00

29.00

25.00

28.00

25.00

27.00

Ambulance urgent and emergency journeys (WCPCT)

2,108

2,093

2,309

2,184

2,216

2,100

2,161

2,237

2,199

2,071

2,149

2,203

2,274

2,104

2,165

COCHFT (Inc. EPH) delayed discharges - Sitrep defined (end of month snapshot)
A & E attendances (COCHFT)
NORTH WEST AMBULANCE SERVICE

2477

2420

39

50

M ENT A L HEA L T H
Number of people who have been referred for Primary Care Mental Health
Services

-

-

-

-

-

1,737

-

-

-

-

-

1,908

-

-

-

-

Number of active referrals

-

-

-

-

-

145

-

-

-

-

-

186

-

-

-

-

Number of people who have entered Primary Care Mental Health Services

-

-

-

-

613

1,264

-

-

-

-

613

1,024

-

-

-

-

Number of people who have completed treatment

-

-

-

-

306

552

-

-

-

-

306

622

-

-

-

-

-

-

-

-

306

234

-

-

-

-

306

265

-

-

-

-

-

-

-

-

-

71

-

-

-

-

-

76

-

-

-

-

-

-

-

-

14

46

-

-

-

-

14

43

-

-

-

-

AMHS Eating Disorders Community, caseload (snapshot)

39

38

39

46

39

44

39

43

39

45

39

47

39

46

39

54

AMHS Homeless, caseload (snapshot)

29

-

29

-

29

-

29

-

29

-

29

-

29

-

Number of people who are 'moving to recovery'
u be o peop e
o a e co p eted t eat e t ot at c
treatment commencement

ca case ess at

Number of people moving off sick pay and benefits

50

60

50

60

50

62

50

61

50

54

50

51

50

55

50

60

50

61

AMHT Community Team, caseload (snapshot)

1,176

1,195

1,176

1,204

1,176

1,201

1,176

1,194

1,176

1,193

1,176

1,197

1,176

1,185

1,176

1,208

1176

1213

AMHT Criminal Justice Liaison, contacts (YTD)

14

20

30

73

48

253

65

429

82

502

100

679

116

728

134

………….

150

1035

AMHS Psychotherapy Team, caseload (snapshot)

AMHT Psychiatric Liaision, assessments (YTD)

178

349

513

691

878

1,051

1,276

1736

1,547

8

12

16

29

25

41

34

59

43

69

52

75

61

88

70

97

79

116

CAMHS LD Community, contacts (YTD)

50

60

106

147

167

207

226

259

287

301

349

368

407

435

469

513

524

577

CAMHS Tier 3, new cases (YTD, includes Autism)

24

34

49

74

80

106

105

145

133

186

161

230

189

265

217

310

243

341

CAMHS Youth Offending Community, contacts (YTD)

14

31

30

67

48

95

65

142

82

173

100

194

116

194

134

194

150

194

275

308

275

307

275

312

275

299

275

285

275

273

275

267

275

266

275

269

95

100

95

100

95

100

95

100

95

100

95

100

95

100

95

100

95

99

-

-

CAMHS 16-19 Services, new cases (YTD)

Community Learning Disability Team (CLDT), (snapshot) caseload
Enhanced CPA follow up
Mental Health Community development workers, number of

-

-

-

-

1

1

-

-

-

-

1

-

-

-

-

-

80

85

80

89

80

87

80

85

80

87

80

87

80

89

80

86

80

86

2

9

5

14

7

21

10

24

12

29

15

35

17

39

20

42

22

46

Early intervention in psychosis services - total caseload (snapshot)

90

104

90

111

90

94

90

97

90

92

90

95

90

94

90

94

90

98

Home Treatment provided by crisis resolution teams (cumulative)

29

33

61

70

96

109

129

156

164

194

199

237

233

263

268

298

300

340
100

Number of people receiving assertive outreach services (snapshot)
Early Intervention in psychosis services - no. of new cases (cumulative)

% of inpatient admissions that have been gatekept by CR/HT

95.00

100.00

95.00

100.00

95.00

100.00

95.00

100.00

95.00

100.00

95.00

100.00

95.00

100.00

95.00

100.00

95

MH - Care Programme Approach (7 day follow-up)

95.00

100.00

95.00

100.00

95.00

100.00

95.00

100.00

95.00

100.00

95.00

100.00

95.00

100.00

95.00

100.00

95

99

707

1264

707

1264

707

1264

735

1039

735

1039

735

1039

735

1039

735

1039

764

963

1055

1848

1055

1848

1055

1848

1021

1209

1021

1209

1021

1209

1021

1209

1021

1209

Number of people who receive psychological therapies
The number of people who are referred for psychological therapies
People with depression and/or anxiety disorders who receive psychological
therapies
The proportion of people referred for psychological therapies who receive
psychological therapies

Performance Report
West Cheshire Clinical Commissioning Group Board Meeting
th
15 March 2012

2.50

4.50

2.60

3.70

2.60

3.70

2.60

3.70

67.00

68.40

72.00

85.90

72.00

85.90

72.00

85.90

21

1018

2051

2.70

3.40

75.00

47.00

AGENDA ITEM: WCCCGB/12/03/46
ANNEX 1
WEST CHESHIRE CCG BOARD - MONTHLY INDICATORS REPORT
Performance Indicator
Target Name

Apr 11
Plan

May 11

Act

Plan

Jun 11

Act

Plan

Jul 11

Act

ALCOHOL ADMISSIONS
Proportion of people with long-term conditions supported to be independent and
in control of their condition

Plan

Aug 11

Act

Plan

Sep 11

Act

Plan

Oct 11

Act

492

Plan

Nov 11

Act

Plan

Dec 11

Act

Plan

Act

452

433

STATIN PRESCRIBING
No. of prescription items for simvastatin and pravastatin as a % of the total
volume of statin prescribing

95

97.6

PRIMARY CARE
95.00

97.20

95.00

98.60

90

93.51

% of eligible people who have been offered an NHS Health Check in 2011/12

4.50

0.00

4.50

0.00

4.5

0

% of eligible people who have received an NHS Health Check

3.30

0.00

3.30

0.00

3.3

0

Diabetic Retinopathy Screening

C OM PL A I NT S
Complaints: 1. Total no. received

5

1

4

6

5

6

0

3.

1

Complaints: 2. Total no. regarding Providers

2

1

2

0

1

3

0

3

1

Complaints: 3. Total no. notified by Ombudsman (2nd stage)

0

0

0

0

0

0

0

0

0

Complaints: No. of 3 day acknowledgement

5

1

3

1

5

6

0

3

1

17

28

17

38

27

25

16

8

15

Incidents: 1. Total number logged on Datix

68

110

104

92

62

87

108

76

40

Incidents: 2. Reported by GPs

55

71

78

64

44

69

84

60

36

-

5

-

4

1

-

3

0

0

27

19

46

32

15

43

42

30

9

Complaints: No. resolved in 1 day
I NC I DENT S

Incidents: 3. Reported by Independant Contractors
Incidents: 4. Patient safety (sub for Board)
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AGENDA ITEM: WCCCGB/12/03/46
ANNEX 2
Strategic Health Outcomes for NHS Western Cheshire
Updated January 2012
NHS Western Cheshire
ONS Cluster
Worse

Worsening
Improving

National Average

Better

Annual relative
rate of change

Note definition change for deaths at home (now includes care
homes) to reflect the Improvement Performance Measure.

Latest Previous
value value

Metric

Life expectancy (annual update Jan-12 with 2008-10 data)
0.6%

79.5

79 Male life expectancy at time of birth, years

0.2%

82.6

82.4 Female life expectancy at time of birth, years

5%

9.6

3%

7

8%

20.3%

18.8% Prevalence of obesity in Year 6 children

5%

104.08

109.36 Mortality rate per 100,000 from all cancers at
ages under 75

5%

1,946

1,856

6%

59.76

63.64 Mortality rate per 100,000 from all circulatory
diseases at ages under 75

4%

39.7%

38.1%

1%

14.3%

14.1% Unadjusted hypertension prevalence

8%

63.1

68.4

33%

5.9

8.8

Health inequalities (annual update Jan-12 with 2006-10 data)
10.1 Male slope index of inequality for life
expectancy at birth at LSOA
6.8 Female slope index of inequality for life
expectancy at birth at LSOA

Childhood obesity in year 6 (annual update Jan-12 with 2010/11 data)

Cancer mortality (annual update Jan-12 with 2008-10 ONS data)
Note: single year rate has
increased: 2010 is 110.64

Alcohol admissions (annual update Jan-12 with 2010/11 data)
Rate of Hospital Admissions per 100,000 for
Alcohol Related Harm

Circulatory mortality (annual update Jan-12 with 2008-10 ONS data)

Deaths at home (annual update Nov11 with 2010 data)
Benchmark not available for 2010,
pictured is 2009

Proportion of Deaths in Usual Home (including
care homes)

Hypertension prevalence (annual update Nov-11 with 2010/11 data)

Clostridium Difficile infection rate (annual update Jul-11 with 2010/11 data)
Rate has improved but more slowly
than cluster and national

Clostridium difficile cases per 100,000
population

Delayed transfer of care (annual update Jul-11 with 2010/11)

Note: all measurements represented are for the Primary Care Trust footprint
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Average number of patients (acute and nonacute) whose transfer of care was delayed, per
100,000 population.

AGENDA ITEM: WCCCGB/12/03/46

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

2011/12 Performance is aimed at improving Quality (including patient
safety, clinical effectiveness and patient experience)
2.

Commissioning Of Hospital And Community Services– please outline
impact

Yes

2011/12 Performance impact on acute and community services
3.

Commissioning and Performance Management of GP Prescribing –
please outline impact

Yes

The next version of the report will include performance on statin
prescribing as one of the key indicators by which prescribing
performance can be monitored
4.

Delivering Financial Balance – please outline impact

Yes

Performance delivery is crucial to achievement of financial balance
5.

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

Yes

Ownership of Performance is an essential component of
theConsortium’s development as a commissioning organisation
B. Governance – please outline impact
1.
Does this report:
• provide the Commissioning Board with assurance against any of the
risks identified in the assurance framework (identify risk number)
• have any legal implications
• promote effective governance practice

Yes

Assurance of plans to deliver Financial and Performance in
2011/12
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?
The report has been produced n conjunction with the Commissioning Delivery Committee which is chaired
by a GP board member with other GP board members also part of the committee

6.

Patient and Public Engagement
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Transfer of Wrenbury Medical Centre to South
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KEY MESSAGES:
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AGENDA ITEM NO: WCHCB/12/03/47

WEST CHESHIRE CLINICAL COMMISSIONING GROUP BOARD
TRANSFER OF WRENBURY MEDICAL CENTRE TO SOUTH CHESHIRE
CLINICAL COMMISSIONING GROUP
PURPOSE
1.

This paper is to advise the board of the transfer of Wrenbury Medical Centre
from West Cheshire Clinical Commissioning Group to South Cheshire Health
Clinical Commissioning Group.

BACKGROUND
2.

Wrenbury Medical Centre is a member practice of the West Cheshire Clinical
Commissioning Group. Funding for the medical centre’s registered population
is within the delegated budget for the group. It is proposed that the medical
centre transfers to Central & Eastern Cheshire Primary Care Trust (South
Cheshire Health Clinical Commissioning Group) with effect from 1st April 2012.
This paper describes the steps that are being taken to facilitate the transfer.

3.

The transfer also involves Audlem Medical Centre. This medical centre is not a
member practice of the West Cheshire Clinical Commissioning Group, and is
not a member practice of any other clinical commissioning group at this time.
Reference to Audlem Medical Centre has been included in this paper for
completeness.

4.

The rationale for this transfer is primarily due to the following factors:
•
•

as part of the authorisation process for clinical commissioning groups it is
necessary for practices to be aligned to an appropriate group
both practices are geographically located within the Cheshire East Council
boundary which is coterminous with South Cheshire Health Clinical
Commissioning Group

PROCESS
5.

In order to transfer a general practice from one statutory NHS body (Western
Cheshire Primary Care Trust) to an alternative body (Central & East Cheshire
Primary Care Trust), it is necessary to align the existing information systems
and budgets.

6.

The necessary changes are summarised below.
•

Systems Change
- EXETER and Prescription Pricing Authority
- Quality outcomes framework (QOF) and Quality Management and
Analysis(QMAS)

Transfer of Wrenbury Medical Centre to South Cheshire Clinical Commissioning Group
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•

Budgets
- Identify Recurrent and Non-Recurrent Clinical Commissioning
Group and Primary Care Trust budgets
- Agree methodology of setting practice level budgets

•

Service Provision
- Enhanced Services
- Community Services

•

Contractual
- GMS/PMS contract
- Performers List
- Secondary Care contracts

Systems change
7.

Changes in the Exeter system and Prescription Pricing Authority are planned
for the 31st March 2012.The practice and patients listed will transfer to Central
and Eastern Cheshire Primary Care Trust on the 1st April 2012.

8.

The change to the Exeter system will be also update and notify other providers
and commissioners within NHS England of the transfer of these practices to a
new statutory body. This will ensure that secondary care activity will be coded
correctly for the purpose of payment by results activity.

9.

Quality Outcomes Framework clinical upload takes place on the 31st March with
final sign off by June 2012. The quality outcomes framework calculations for
2012/13 may be effected once the practice transfers,. This will be monitored
and remedied were necessary.

Budgets
10. The total budget for the primary care trust is being broken down into recurrent
and non-recurrent values for individual practices. The North West Strategic
Health Authority has been made aware of the changes, in order to ensure
correct allocations in the future.
11. The value of the budget to be transferred for both practices is £10,988,000 this
is summarised in the table below (further detail in Annex 1 attached).
Practice
Audlem
Wrenbury
Total

Budget Transfer
£6,734,000
£4,254,000
£10,988,000

12. Only the budget attributable to the Wrenbury practice will be deducted from the
West Cheshire Clinical Commissioning Group delegated budget.
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13. For each area of expenditure the appropriate methodology has been used to
allocate funding at practice level. Some budgets such as hospital, prescribing,
and enhanced services are based on historical expenditure. Management
costs, specialist and collaborative commissioning are based on fair shares.
Service Provision
14. Both practices have raised concerns about local enhanced services, as there
are differences in both patient services and payment between the two clinical
commissioning groups. The practices have also highlighted matters concerning
the community services received from Cheshire and Wirral Partnership NHS
Foundation Trust.
15. Discussions continue with both Cheshire & Wirral Partnership NHS Foundation
Trust and East Cheshire NHS Trust to understand the impact of the service
transfers and to identify what if any actions need to be taken to address the
matters of concern.
Contractual
16. The practices are currently on the performers list of West Cheshire Primary
Care Trust. During the transfer contracts for general medical services will be
reassigned from West Cheshire Primary Care Trust to Central & Eastern
Cheshire Primary Care Trust and as a result the GPs practising at the
Wrenbury Medical Centre will transfer to Cheshire & Eastern Cheshire Primary
Care Trust performers list.
17. Presently the 2012-2013 secondary care contracts are under negotiation. The
main providers are being informed of the practice transfers, which will lead to
the issuing of contract variations after April 2013.
Post 1st April 2012
18. Once the systems have been changed, a number of tests will take place during
April and May to see if the necessary reporting mechanisms have been
successful.
19. This success will be measured on the basis of secondary care, prescribing and
primary care activity for 2012-2013 no longer being attributed to the West
Cheshire Clinical Commissioning Group.
RECOMMENDATIONS
20. The Board is asked to note the transfer of Audlem and Wrenbury Medical
Centres to South Cheshire Health Clinical Commissioning Group and the
actions being taken to facilitate the transfer and the value of budgets being
transferred.
Rob Nolan
Head of Contracts and Performance
March 2012
Transfer of Wrenbury Medical Centre to South Cheshire Clinical Commissioning Group
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Practice Level Budgets based on Month 10 expenditure forecasted to year end
Audlem Wrenbury
2010/2011 Historical

1.57%

0.95%

2011/2012 Fair Share

1.63%

0.98%

4489

2868

2011/2012 practice population

West Cheshire Health
Consortium

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

Historical activity from 2010/2011

Integrated Care
GP led Urgent Care Unit
Integrated Resource Centres

Fair Shares

Primary Care:
General & Personal Medical Services
Enhanced Services
Dental Services
Prescribing
CCG Innovation Fund
Pharmacy Contract
Home Oxygen
Opthalmic Services
Sub-total - Primary Care

Based on Contract 2011/12012
2011/2012 Forecast Outturn
Fair Share
2011/2012 Forecast Outturn

Fair Share

Corporate Services

Fair Share

Total

Health and Wellbeing

Audlem

Wrenbury

Audlem

Wrenbury

Audlem

Wrenbury

£000

£000

£000

£000

£000

£000

2,771
773
81
72

1,677
468
49
44

3,697

2,237

28

17

67

49

823

481

Fair Share
Sample 10 months Data (Historical)
Fair Share

Strategic Commissioning:
Care in the Community
Learning Disabilities
Looked after Children
Re-ablement
Health & Social Care
Community Equipment
Grants to Voluntary Organisations
Health Promotion
Sub-toal - Strategic Commissioning

NHS Cheshire,
Warrington and Wirral
(incl. Commissioning
Support)

533
533

323
323

12

7

501

495

188

113

74
4
20
705

39

24

39

24

890

530

123
6
33
851

265
31
1
12
60
7
25

159
19
1
7
36
4
15

12

7

401

241

12

7

2
2

1
1

57

34

180

108

31

19

5,073

3,059

1,589

1,151

72
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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
The transfer of the practice clarifies the commissioning of services for
the catchments involved

Yes

2.

Commissioning Of Hospital And Community Services– please
outline impact
2012/13 Contracts and in year performance impact on acute and
community services

Yes

3.

Commissioning and Performance Management of GP Prescribing
– please outline impact
2012/13 contracts and in year performance impact on prescribing

Yes

4. Delivering Financial Balance – please outline impact
Performance delivery is crucial to achievement of financial balance

Yes

5.

Development Of The Consortium as a Commissioning
Organisation – please outline impact
A component of the Consortium’s development as a commissioning
organisation

Yes

B.
1.

Governance – please outline impact
Does this report:
• provide the Commissioning Board with assurance against any
of the risks identified in the assurance framework (identify risk
number)
• have any legal implications
• promote effective governance practice
Yes

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?
Detailed discussions have taken place with clinical leaders at the practices
involved
Patient and Public Engagement
No

6.

Transfer of Wrenbury Medical Centre to South Cheshire Clinical Commissioning Group
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BOARD REPORT
DATE OF BOARD MEETING: 15th March 2012
TITLE OF REPORT:

KEY MESSAGES:

West Cheshire Clinical Commissioning Group Five
Year Strategic Commissioning Plan
•
•
•
•

REPORT PREPARED BY:

The enclosed document sets out the Clinical
Commissioning Group’s five year strategic
plan
It describes the Clinical Commissioning
Group’s vision, mission, strategic objectives
and values
It focuses on our six clinical priorities: cancer;
heart disease; mental health; alcohol-related
ill health; dementia; and diabetes
The strategic plan is based on our local
health needs assessment as well as
engagement with stakeholders

Paul Lynch (Planning and Performance Manager)
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WEST CHESHIRE CLINICAL COMMISSIONING GROUP BOARD
WEST CHESHIRE CLINICAL COMMISSIONING GROUP FIVE-YEAR STRATEGIC
COMMISSIONING PLAN
PURPOSE
1.

The enclosed plan sets out West Cheshire Clinical Commissioning Group’s
strategic aims for the next five years. It is presented for the Board’s review
and approval.

BACKGROUND
2.

Enclosed is the West Cheshire Clinical Commissioning Group’s first strategic
commissioning plan

3.

It describes the Clinical Commissioning Group’s vision, mission, strategic
objectives and values

4.

It sets out our strategic aims for the next five years. It focuses on our six
clinical priorities: cancer; heart disease; mental health; alcohol-related ill
health; dementia and diabetes

5.

The strategic plan has been informed by an analysis of local health needs
through the Joint Strategic Needs Assessment and a programme of
engagement with stakeholders

RECOMMENDATIONS
6.

The Board is asked to approve the five year strategic plan

Paul Lynch
Planning & Performance Manager
March 2012
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Foreword

Foreword. This is West Cheshire Clinical
Commissioning Group’s first strategic
commissioning plan and it covers the
period 2012–2017.
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Foreword

	
Drawn from the Joint Strategic
Needs Assessment (JSNA):
http://www.wcheshirepct.nhs.uk/
default.asp?page=Joint_Strategic_
Needs_Assessment/default.asp

We want to create a health system which is radically different and
more personalised, and one which places paramount importance on
improving outcomes for patients. Fundamental to this will be a clear
understanding of what patients need from and value about the NHS.
For us this means putting the patient at the heart of everything we do,
so that the Government’s aim of ‘no decision about me without me’
becomes central to the way that we work.

1

Our plan builds on the progress that has already been made by
NHS Western Cheshire to improve health services: it is based on the
needs of our community1; and analysis of information which allows
us to compare the quality and effectiveness of the services that we
commission. It is also based on what we have learnt from listening
to local people – patients, carers, members of the public, GPs, other
clinicians, and other partner organisations.
By combining all of this information, we have identified that by focusing
on six clinical areas over the next five years – cancer, heart disease,
mental health, alcohol related ill-health, dementia and diabetes
– we can make the most significant improvements to the health
of our population.

The Clinical Commissioning Group comprises the 37 GP practices
in the three localities of Chester City, Ellesmere Port & Neston and
Rural. As a Clinical Commissioning Group we are responsible for
commissioning healthcare for the people of West Cheshire: that is,
making sure that we use our budget of around £300 million to ensure
the best possible healthcare for our population.
Our plan sets out our vision for everyone needing healthcare in West
Cheshire. We want our population to be in the best of health, health
services to provide the best care for our patients and to offer the
best value health care to the taxpayer. We simplify this vision to:

Best Health, Best Care,
Best Value
From top —
Dr Huw Charles-Jones Chair
Alison Lee Chief Operating Officer

Over the next five years, we aim to achieve our vision by continually
improving the quality of healthcare in West Cheshire whilst at the same
time ensuring that all local health services deliver value for money for
taxpayers. Clinicians driving continuous improvement in health services
will be the key to this. Our values – professional and honest; working
in partnership; listening and learning; being open and transparent; and
respecting and caring – encapsulate the way that we work and we will
not compromise on these to achieve our aims.
The Government’s reforms of the NHS put clinicians in the driving
seat of local commissioning decisions. We strongly believe that
clinicians are well placed to understand the needs of their patients
– and GPs especially, given the unique ‘gatekeeper’ role they play
in the NHS. As advocates of patient needs, GPs can translate their
clinical skills, competencies and consultations with patients into
commissioning decisions.

Our strategic plan will be supported by more detailed documents that
set out how we will deliver the changes that we want to make and the
cost of making those changes. Every year we will produce an annual
commissioning plan which will describe in detail the progress that we
expect to make in the year ahead towards achieving our vision
for healthcare.
Our commissioning plan will form part of the overall Health and
Wellbeing Strategy which is being developed by the emergent Health
and Wellbeing Board for Cheshire West and Chester Council. Our
work in improving healthcare will contribute to the overall vision for our
community set by the Health and Well Being Board, which is:

To enable everyone to lead a healthy
life and increase the sense of wellbeing
within our communities.
Over the next five years, we believe that through clinical leadership
and by putting the views of patients at the heart of all that we do,
we can achieve our vision of Best Health, Best Care, Best Value
for all in West Cheshire.
March 2012
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Executive Summary

Executive Summary. This is West Cheshire Clinical
Commissioning Group’s first strategic plan. It sets
out our vision for health and healthcare for the
people of West Cheshire.

—	Our vision for is to achieve Best Health, Best Care, Best Value for
our population.
—	Our mission is to make sure you get the healthcare you need.
This means that everything we do will be geared to ensuring that
the services we commission for our patients deliver the best
patient experience and improve clinical outcomes.
—	Our values will guide all that we do. We will: be professional and
honest; work in partnership; listen and learn – and be willing to
change based on what we hear; open and transparent; and respect
and care for our staff and those we work with.
—	We have selected six clinical priority areas for the five years of
this strategic plan. They are based on an analysis of the health
needs of our population, feedback from GPs and other senior
clinicians, from the general public and local community groups.
These six clinical areas are where we can make the greatest
difference to improving the health of our population. They are:
cancer; heart disease; mental health; alcohol related ill health;
dementia; and diabetes. Our aim is to improve the clinical
outcomes for our patients in these six areas through a combination
of partnership working, a greater emphasis on prevention,
and redesigning the way services are provided.
—	Improving quality will be at the centre of all that we do.
We have agreed that quality is about patient experience; safety;
and effectiveness.
—	We need to transform the way that healthcare is provided in West
Cheshire. Our plans include an increased emphasis on shaping
services around the needs of patients through shared decision
making; more joined up working between health and social care
teams; ensuring that, where appropriate, the care and treatment of
patients takes place outside of hospitals, which should be reserved
for specialist treatments; and that care pathways are streamlined
to minimise unnecessary waits and ensure greater efficiency. We
summarise this to Right Care, Right Time, Right Place.
—	To achieve this we need to make sure that our own business
is run as well as possible. We will be an organisation that is
customer-focused and spends its money wisely and effectively.
Working in partnership with other agencies, particularly Cheshire
West and Chester Council will help us to deliver this.
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Section 1

Section 1.

Who We Are and Our
Vision for Health Care
in West Cheshire.
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Who we are. West Cheshire Clinical Commissioning
Group is responsible for commissioning health
services for the 253,000 patients registered with our
37 GP member practices. We are also responsible
for commissioning healthcare for people who live
within the area we cover, but are not registered
with a GP practice; and people who present in our
geographic area needing emergency care.
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Neston

Ellesmere Port
Frodsham

The Group is made up of three geographical
localities; Chester, Ellesmere Port & Neston and
Rural. The map opposite shows the area that
we have responsibility for:

Burton

Chester

Kelsall

Tarporley

Malpas
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Our constitution sets out the governing arrangements for the
organisation including:

What we want to achieve. We have worked with
many different groups in developing our plans.
They have informed our vision, values, mission
statement and strategic objectives and these
are set out below:

—	A Board that is chaired by a GP and includes two patient
representatives (often referred to as ‘lay members’), a nurse
and specialist clinician from outside of the area, a chief operating
officer, a chief financial officer and four GPs from the local area.
The governing body takes strategic decisions on behalf of the
membership and ensures that the governance arrangements
of the Clinical Commissioning Group are robust;

Section 1

—	A membership council, which is the representative body of each
of the 37 member practices;
—	Three GP locality groups, which provide vital connection to our
member practices;
—	A Clinical Senate whose members include senior doctors from local
hospitals, nursing, allied health professionals, adult and children’s’
social care and public health. The Senate advises the governing
body, helping to drive the clinical priorities of the Clinical Group.
Since April 2011 the Clinical Commissioning Group has been
commissioning the majority of health services for the people of
West Cheshire, under arrangements approved by Western Cheshire
Primary Care Trust.

Our Mission
To make sure you get the
healthcare you need

Our Vision
Best health, Best care,
Best value

Strategic Objectives

Best Health

Best Care

Best Value

We will target our resources on
the major causes of ill health to
improve outcomes for all.

We will improve the quality
of healthcare and put
the patient at the heart
of everything we do.

We will commission services
that demonstrate value for
money for our population.
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Our vision. We want our population to be in the
best of health, health services to provide the best
care for our patients and to offer the best value
health care to the taxpayer. We simplify this vision
into: Best Health, Best Care, Best Value.
Our mission. To make sure you get the healthcare
you need.
Our strategic objectives. Describe in greater
detail how we will achieve: Best Health, Best Care,
Best Value.

Our
Values
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Our values. As a new organisation, it is important
that we define values that guide the way that we
work. We have therefore worked with our member
practices, staff and other organisations, including
Cheshire West and Chester Council to establish our
values which are outlined below. These will define
our organisational standards and behaviours; guide
our decision making and shape the culture of our
organisation.

Professional & Honest
We will act professionally
and honestly and do the
right things for the people
of West Cheshire.

Work in Partnership
We will work in partnership to
achieve our goals, in particular
with the local authority and
other neighbouring clinical
commissioning groups.

Listen & Learn
We will listen to our patients,
their carers, the public and our
staff and be willing to change
based on what we learn from
them.

Open & Transparent
We will be open and transparent
in our decision making with
a commitment to share
information wherever we can.

Respect & Care
We will respect the
people we work with.
We want to be known
as an organisation
that cares about the
people we serve,
the staff we employ
and the organisations
we work with.
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What you have told us. The views and opinions
of the people we commission services for, and
those involved in our work, have been vital
in helping us to develop a plan that will deliver
the best healthcare for our community.
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You also told us that it was very important that we prioritised our
expenditure on:
— First: cancers and tumours
— Second: heart disease
— Third: nervous system diseases – including mental health problems
Further information on our engagement work can be found
at Appendix A.
What we will do.
As part of our commitment to commissioning Best Health, Best Care,
Best Value we will act on your feedback throughout the life of this
strategic plan.
Our six clinical priority areas, cancer, heart disease, mental health,
alcohol-related ill-health, dementia and diabetes provide the
cornerstone for this plan, and this decision has been informed by your
feedback. We will focus on these priorities applying evidence-based
practice in order to achieve the best health for the people of West
Cheshire. We will be specific about what we can achieve and when
we can achieve it within the resources that we have available.

‘Quality of care is the most vital part of the NHS. However, it needs to
be understood. One important way of ensuring this is to have well
trained medics and support staff at every level, who understand the
value of knowing their patients, respecting them and having the time
to listen and help.’
Response to survey from member of public.
We talked to and sought feedback from a comprehensive range of
individuals and groups who are affected by the work that we do.
These included:
—	Our local population – through an interactive section on our website
including a survey on key issues facing the NHS and more
wide-ranging survey (with 1,300 respondents) earlier in 2011
called: ‘Spending Your Money Wisely – Your Money, Your Health’
—	Setting up a dedicated web page called ‘Looking Ahead’ inviting
the public to have their say about our plans
— The Council’s Health and Wellbeing Scrutiny Committee
—	Local community groups – through attending meetings including
the: Older People’s Network; the Youth Parliament; Carers’ Support
Groups; the Black and Minority Health Advisory Network; and the
LINks (Local Improvement Networks) Executive Committee
—	Our member practices– through workshops at our three locality
network meetings; writing to them about our strategic intentions
and inviting them to complete a survey
—	Our local Clinical Senate – which brings together senior clinicians
and managers from across local health and social care services
The top three themes in the feedback we have received from the public
and local community groups told us that you want, above all:
— An improvement in the overall quality of care;
—	More knowledge and information to help you manage your own
health conditions;
—	A reduction in waiting times including making it easier to book
an appointment with your GP.

‘I welcome the twin approach of both health and care and hope that:
a) T
 his includes the integration of social and health care in improving
overall health and wellbeing and support for patients.
b) That healthcare settings e.g. hospitals and care in the community
are seen as complimentary services ensuring that care is provided
in the most appropriate setting at the most appropriate time for
the patient.’
Response to survey from member of public.
The way we run our business
We have an obligation to our patients and the tax-payer to make sure
that we run our business as efficiently as possible. We will ensure that
we are set up as an organisation that will:
— Maximise the benefits of clinical leadership;
—	Be customer-focused – everything we do will be geared to
improving quality and value for money for our patients;
—	Eliminate processes that do not add value;
—	Have open, transparent and efficient decision-making processes;
— Add greater value by working in partnership.
Our approach to partnership working
Much of the work needed to achieve sustained health improvement
lies in the remit of our partner agencies. We will not achieve our goals
without working closely with individuals, communities and other
organisations. Fostering and maintaining effective partnerships
that improve outcomes for people and communities is an essential
component of our plans.
We believe that we will deliver better outcomes for patients in this
way and also improve value for money for taxpayers by removing
duplication between organisations. We will work with a wide range of
partner organisations, but of particular importance are Cheshire West
and Chester Council and our local Commissioning Support Service.
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Cheshire West and Chester Local Authority
We will actively contribute to the emerging Health and Wellbeing Board
for Cheshire West and Chester by working with it to:
—	Jointly assess the health needs of the population to produce
a Health and Wellbeing Strategy, which our plans will be part of
—	Promote integration and partnership through joined up
commissioning plans across the NHS, social care and public health
—	Support joint commissioning and pooled budget arrangements
– including the ‘Whole Place’ Community Budgets pilot
—	Improve the lives and futures of local children through West
Cheshire Children’s Trust
In bringing together health, wellbeing and social care, our ambition
is improve outcomes for individuals by:
—	Integrating health and social care commissioning around agreed
outcomes. We have already embarked on this journey with joint
commissioning arrangements with Cheshire West and Chester
Council and a range of joint commissioning strategies;
—	Integrating health and social care processes, systems and
resources to avoid duplication and provide more accessible and
joined up services and support. We will develop integrated health
and social care teams, built around GP practices and their patients,
to use our resources more effectively and to improve people’s
experience of care and support.
Commissioning Support Services
Commissioning Support Services will complement the functions
carried out by Clinical Commissioning Groups. They will provide
support to a number of Clinical Commissioning Groups, and are
to be initially hosted by the NHS Commissioning Board. We will
be a strong customer in securing value for money support from
our Commissioning Support Services.
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Section 2.

The Case for Change
– Local Health Needs
& the National Picture
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This section sets out the factors driving our plans for change in
healthcare in West Cheshire. These factors are both local (for
example, what our strategic needs assessment tells us) and national
(for instance, the financial climate that we are operating in).
Health needs in West Cheshire
As we have developed this strategic plan we have taken into account
what we know about the health needs of local people. We have taken
much of this knowledge from the Joint Strategic Needs Assessment
developed by colleagues working in Public Health. The Joint Strategic
Needs Assessment is a shared statement with Cheshire West and
Chester Council which describes the health and social care needs
of local people.
It points us towards the three disease areas that have the biggest
impact currently in West Cheshire:
— Cancer
— Heart disease
— Mental health
And also points to the increasing pressures we will face from three
emerging health problems in the future:
— Alcohol-related ill health
— Dementia
— Diabetes
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Cheshire West and Chester Council
Ageing Well in Western Cheshire –
A Strategic Framework January 2011

Demography
Nearly 18% of the population in West Cheshire are over 65 years
compared to 16% across England.

2

Ill health is not inevitable as we grow older but its likelihood does
increase. This has a big impact on how we spend your money on
health and social care. For example, as people live longer there is a
greater chance that they will suffer from dementia (dementia is a term
that is used to describe a collection of symptoms including memory
loss, problems with reasoning and communication skills, and a
reduction in a person’s abilities and skills in carrying out daily activities)
We need to make sure we have services that can meet this increase.
Our plans for this are outlined in the next section of this document.
Older people have a strong voice and are telling us that they do not
necessarily want services provided in traditional ways. Locally, we
have begun to address this through our ‘Ageing Well in West Cheshire’
strategic framework.2
Health Inequalities
In general, those who live in areas of high deprivation suffer the most
from poor health. By deprivation we mean lack of social support,
feelings of financial strain, low self-esteem, unhealthy lifestyle choices
and risk-taking behaviour, and poor access to health information and
good quality services.
We know that 14% of West Cheshire residents live in 20% of the
most deprived areas in England. This means that around 43,000 people
are living in deprived areas. We also know that the number of deaths
from heart disease and stroke is greater in the most deprived areas
compared to the rest of the population and that this gap is widening.
This means that we need to ensure that our efforts are directed to
addressing these inequalities and focusing on the areas
of greatest need.

Population in Western Cheshire PBC and England (2009)

How is demand for services changing?
Male PBC Locality

Female PBC Locality

England

Age
85+
80–84
75–79
70–74
65–69
60–64
55–59
50–54
45–49
40–44
35–39
30–34
25–29
20–24
15–19
10–14
05–09
00–04

5%

4%

3%

2%

1%

0%

1%

2%

3%

4%

5%

People are living longer
By 2029 we expect a 50% increase in the number of people aged
65 and over living in West Cheshire and a doubling of those aged 85
and above. However, there are marked differences in life expectancy
between the more affluent sections of our population and the
most deprived – as shown in the graphs over the page on male and
female life expectancy.
We know that number of older people living in West Cheshire is set to
increase but the birth rate has also gone up recently. The growth in the
number of births is particularly noticeable in our most deprived areas
where people have a higher incidence of ill-health.
In both middle-aged and older people the number of emergency
admissions to hospital has been increasing. There has been an
increase in the number of people having very short length stays
in hospital but more typically the very old have been staying longer.
This means that a greater number of emergency beds are being
taken up by older people.
People have higher expectations
We live in a consumer age in which relationships in healthcare are
increasingly changing from those based on paternalism to those
based on partnership. As a result of the growth of the internet, more
information about health conditions than ever is now available to
the public. Patients increasingly want to be involved in the decisions
that their clinicians are taking, and expect that the latest drugs and
technology should be available. The challenge for the NHS is to
meet these rising expectations.
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Male Life Expectancy at Birth, 2001–03 to 2007–09
NHS Western Cheshire – IMD 2007 National Quintiles

Quintile 1

Quintile 2

Quintile 3

Quintile 4

Lifestyle choices
Lifestyle behaviours such as smoking, increasing weight and drinking
mean that there is a growing need for care services. The largest areas
of ill health in West Cheshire are:
—	mental health problems
—	heart disease and stroke
—	cancer

Quintile 5

88

And some of the biggest causes of these diseases are caused
by people’s lifestyle choices: smoking, raised blood pressure, drinking
excess alcohol and being overweight. We know that it is deaths from
heart disease and stroke that are driving the health gaps between our
most deprived areas and the rest of the population but also:
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—	The incidence of ill health caused by smoking, such as lung cancer
has fallen in men but risen slightly in women. Between 2001-03
and 2006-08 age standardised mortality from lung cancer fell
by 9% in men and rose by 3% in women
—	The rate of diseases related to obesity such as diabetes is
increasing. Half of the recent increase in the number of people
diagnosed with diabetes is due to obesity, and the other half age
due to the aging population
—	Compared to the national average, there is a higher rate of binge
drinking in West Cheshire – and this has a knock-on effect in the
number of hospital admissions. Since 2002, the number of alcohol
related hospital admissions has increased by 80%
—	The incidence of skin cancer, caused by harmful exposure to
UV light, is high compared to nationally and has risen more sharply
than the national increase. The crude rate of malignant melanoma
of skin (skin cancer) incidence has increased sharply between
2001-03 and 2006-08. Overall, skin cancer increased by 73%
in males and 102% in females. This is an overall increase of
87% in skin cancer incidence
—	Other factors have also contributed to an increase in demand on
services. For example, between 2004/05 and 2010/11 our
population increased by 2% and in some age groups increased
more significantly; yet overall emergency hospital admissions
increased by 23%. Demographic change can only explain a 6%
rise in emergency admissions over this period.
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Children’s Health. Giving every child the best
start in life is crucial to reducing health
inequalities and improving the life chances
of people throughout their lives.

Cheshire West and Chester Children
and Young People’s Health Synthesis
Report – October 2011

3	

The foundations for virtually every aspect of human development –
physical, intellectual and emotional – are laid in early childhood. What
happens during these early years (starting in the womb) has lifelong
effects on health and wellbeing, educational achievement and
economic status. Analysis carried out recently identified the following
as key priorities.3
Supporting young parents and reducing teenage conceptions
Nearly 1 in 15 (7%), babies are born to mothers aged under 20 years.
These mothers are at higher risk of poor mental wellbeing and living
in poverty. Their children tend to have poorer educational and health
outcomes. Teenage conception rates are higher than expected given
the level of deprivation. High teenage conception rates are linked
to deprivation, low aspirations and poor educational attainment.
Promoting healthy weight
More than 1 in 5 (23%), 4-5 year olds are overweight or obese. This
increases to 1 in 3 (34%) by the age of 10-11 years. In children the main
effect of obesity is low self-esteem but these children are at increased
risk of adult obesity with its consequent effect on their long-term
health. Behavioural, psychological, social, cultural and environmental
factors all play a role.
Risk factors for childhood obesity include birth weight, bottle feeding
and parental obesity. Weight gain in the early years is driving local
inequalities in childhood obesity. Breast feeding rates are low locally
compared with other similar areas.
Improving mental wellbeing
We estimate that 1 in 10 children aged 5-16 years has a mental health
disorder but a greater proportion is suffering from emotional and
behavioural problems. A wide range of factors affect mental health in
children and young people. These include deprivation, parenting style
and adverse peer influences such as bullying. Behaviour problems
blight children’s lives making it difficult for them to learn and make
friends with their peers. As adolescents they are at high risk of school
failure, substance misuse, teenage pregnancy, violence and crime.
Use of hospital services by children
A recent review of how our children and young people used our
hospital services showed that we have high rates of emergency
admissions for a range of conditions with a higher than expected
proportion staying a very short stay and a high use of outpatient
services compared with other similar populations.
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The National Context. Clinical Commissioning
Groups will be required to comply with the
national NHS standards.

Some of these requirements are set every year, for example in the
annual operating framework for the NHS, some are derived from
legislation or reviews and others determined by regulatory or advisory
bodies such as the Care Quality Commission and the National Institute
for Health and Clinical Excellence ( NICE). In the next five years we
will also be operating in the context of a very challenging national
financial climate.

The Financial Climate. So far, we have mainly
described our local health economy. However, what
is happening in the NHS and society more widely
affects us all. As we move in to the first year of this
strategic plan, the most significant challenge facing
the NHS and society is the economic downturn.

Whilst the Government has made a commitment to real term increases
in allocations to the NHS, this by no means matches up to the level
at which costs are rising. These cost pressures are mainly as a result
of our population getting older along with increasing costs of new
drugs and technology and increased expectations of the service the
NHS can provide. As a result, the NHS is facing an unprecedented
financial challenge.
The great test for us as West Cheshire Clinical Commissioning Group
will be to deliver high quality care to our population whilst getting more
from every pound we spend: this is encapsulated in our vision: Best
Health, Best Care, Best Value. The reality of the financial situation
we face is that in each year of this strategic plan we will have to deliver
financial savings whilst maintaining our commitment to high quality
care for all our patients. Our financial plans describes this picture
in greater detail.

22

Section 2

The NHS Constitution. The NHS Constitution was
created to protect the NHS and make sure it will
always do the things it was set up to do in 1948
– to provide high-quality healthcare that is free and
for everyone.
We will take account of the principles set out in the NHS Constitution
in all that we do. Our values reflect those set out in the Constitution
and we will embody its requirements in our work. For example, our
commitment, as a commissioner, to monitor and improve the quality
of services and to promote choice for patients. We also note the
responsibilities set out in the Constitution such as for individuals to
recognise that they can make a significant contribution to their own
and their family’s health and well being. The NHS Constitution can
be found at: http://www.nhs.uk/choiceintheNHS/Rightsandpledges/
NHSConstitution/Pages/Overview.aspx

The NHS Outcomes Framework and our approach
to quality. The Health and Social Care Bill
2011-12 4 places statutory duties on clinical
commissioning groups to:
	
Link to information on Health and
Social Care Bill 2011-12:
http://services.parliament.uk/
bills/2010-11/healthandsocialcare.
html

4

—	Promote continuous improvements in the quality of the health
services they are responsible for commissioning;
—	Support continuous improvements in the quality of primary
medical care.
The NHS Commissioning Board will conduct an annual assessment of
how well we have discharged these duties through the Commissioning
Outcomes Framework. The indicators in the framework relate clearly
to outcomes or robust predictors of outcomes that can be influenced
through the actions of clinical commissioning groups.
The indicators will measure the local contribution to achieving the key
outcomes and improvement areas in the NHS Outcomes Framework,
which covers these five domains:
— Preventing people from dying prematurely;
— Enhancing quality of life for people with long term conditions;
—	Helping people recover from episodes of ill health
or following injury;
— Ensuring that people have a positive experience of care;
—	Treating and caring for people in a safe environment and protecting
them from avoidable harm.
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Our clinical leaders and local people have helped us develop
an approach to quality that will support us to deliver Best Care.
We have agreed that quality is about:
—	Patient experience – how will the healthcare journey feel
for patients and families?
—	Safety – will the treatment or healthcare cause any harm?
— Effectiveness – will the treatment or healthcare work?
To improve the quality of healthcare we must affect change at
three levels: commissioning for quality improvement; a culture shift
to ‘no decision about me without me; and quality assurance.
We describe these in more detail below.
Commissioning for Quality Improvement
Care pathways describe a patient’s journey to get the right healthcare
at the right time and in the right place. We will design pathways of care
that deliver clear outcomes for our population and ensure that care is
delivered safely and effectively across organisations. These pathways
will reflect the best practice published in the NICE Quality Standards.
The guiding principle for any re-design of services will be improving
the care experience for patients and relatives.
Culture shift to ‘no decision about me without me’
We will make sure that we hear the patient voice, both at a commissioning
level and in every contact between patients and clinicians. This will
mean expanding the way that we capturing the views of patients and
the local population to inform the decisions we take. The behaviours
and values in our organisation will reflect our determination to develop
a relationship with the public that is long term, inclusive and enduring
so that decisions we make will have a strong mandate from the
people that we serve.
Quality Assurance
We already clearly describe the quality standards we expect from our
providers of healthcare in our contracts and we hold them to account
for their performance. Our challenge is to improve the way we measure
the humanity of care that patients experience. We want care that
is delivered with compassion and dignity. We must report on these
measures in a way that allows us to compare providers of healthcare
by using measures of quality that are standardised.
We will use incentives and publication of quality and performance
information to encourage all NHS organisations to drive improvements
in the quality of care. We will penalise providers of healthcare for
unacceptable standards of care through proportional and appropriate
mechanisms. We will make information available to our population to
support informed choices about the healthcare available locally and
because we know that reporting of performance publicly improves quality.
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Section 3.

Achieving Our Vision
— Our Six Clinical
Priorities

25

Section 3

We believe that we will have the greatest impact on health and reduce
health inequalities by focusing on the six clinical areas that are outlined
below. This judgement is based on our local Joint Strategic Needs
Assessment, the views of local GPs and other senior clinicians and
the responses we have received from the general public and local
community groups. A senior GP has taken clinical leadership of each
of these six clinical priorities.
The first three of the six clinical are the big health issues currently
facing our population. The three new areas that have been prioritised
are having, and will increasingly have, a growing impact on the health
of our population in the future.
The three current priorities are:
— Cancer
— Heart Disease
— Mental Health
The three emerging priorities are:
— Alcohol-Related Ill Health
— Dementia
— Diabetes
Local clinical leaders have given their support to our decision to focus
on these six areas and have agreed that this is where we can make the
most difference to the health of our population. We believe that our
prospects of succeeding will be greatly strengthened by clinicians from
all sectors of the health economy working together to achieve these
common goals – and we will work with clinical leaders (nurses, doctors
and other health and social care professionals) to deliver this.
Our Plan on a Page diagram on the next page shows how our
six clinical priorities link to our vision. Following this we describe
our vision for each of these six clinical areas.
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Our Plan on a Page

Section 3

The Major Health Issues We Face.
Cancer.

‘Cancer is one of our major causes of mortality. We know that, whilst
our mortality rates from cancer are broadly falling, there are still
significant local inequalities and we can improve our mortality rates
compared to other countries. We will improve cancer outcomes over
the next five years by focusing on prevention and early diagnosis and
increasing awareness. As survival rates continue to improve and the
number of people living with and beyond cancer increases, we will
improve the support and care provided to this group’
Dr Rachael Warner – Clinical Lead for Cancer

Out values: Professional & Honest; Work in Partnership; Listen & Learn;
Open & Transparent; Respect & Care

Context

Vision

Strategies

Outcomes

Programmes
The Current Picture
Cancer is one of our biggest causes of mortality and we know that the
incidence of cancers in the population is rising. In 2006-08 there were
just over 4,000 cases of cancers registered to patients in West
Cheshire, an increase of 8% since 2001-03.

Urgent Care

No or Very
Low £ Growth
Expected

Improved patient experience
and reduced costs; achievement
of financial duties

Best Care

Right Care
Right Time
Right Place

Better patient
experience
and more
effective use
of resources
through
integrated
working

Enhanced quality of life for patients
with dementia – NHS Outcomes
Framework Domain 2 (Outcomes
to be defined in Commissioning
Outcomes Framework)

LT Conditions: Enhanced quality
of life; Improved management
– NHS Outcomes Framework
Domain 2 (Outcomes to be defined
in Commissioning Outcomes
Framework)

Focus on the
major causes
of ill health

Reduced numbers of early deaths
from cancer and heart disease –
NHS Outcomes Framework
Domain 1 (Measured by under 75
mortality rates per 100,000)

Alcohol

Dementia

Diabetes

Mental Health

Delivery of National Priorities

Best Value

Slow the growth in alcohol-related
admissions from – NHS Outcomes
Framework Domain 3 (Measured
by alcohol admissions per 100,000)

Best Health
Widening
Health
Inequalities

Children’s
Other Long Term
Conditions

Growing
Elderly
Population

Changing
Lifestyle
Behaviours

Episodic Care

Incidence of Cancer in West Cheshire
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Clinical Leadership Driving Continuous Quality Improvement
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In addition we know that our mortality rates across the locality are
roughly equivalent to the national average and are broadly falling.

 ink to Improving Outcomes:
L
a Strategy for Cancer:
http://www.dh.gov.uk/en/
Publicationsandstatistics/
Publications/
PublicationsPolicyAndGuidance/
DH_123371

Despite this improvement, we know that relative to international
comparisons the rate of reduction in mortality across England is not
as fast as in some other countries. The ‘Improving Outcomes for
Cancer 5’ strategy states that 5,000 extra lives could be saved each
year if cancer survival rates in the UK could reach that of the European
average. Figures from the Merseyside and Cheshire Cancer Network
suggest that in this area that equates to one life saved per practice,
per year. In West Cheshire this means we should be aiming to save
approximately 37 extra lives per year.
In order to achieve this we need to understand the drivers of
preventable and avoidable mortality and prioritise targeted pieces of
work. In West Cheshire we know that for some tumour site variation
in mortality is closely linked to deprivation, with those in the most
deprived quintiles having much higher mortality for cancers (see graph
below). This is particularly true for lung cancer and Upper GI cancers.

Cheshire & West Cheshire

NHS Western Cheshire

The changes we want to see and the initiatives to take us there
Outcomes
In order to improve our outcomes for cancer and meet this
challenge we need to focus on the following areas; prevention,
early diagnosis, treatment services and inpatient care and living
with and beyond cancer.
The NHS Outcomes Framework lists the following measures as indices
of improvement in cancer services:
Cancer survival
— One and five year survival from colorectal cancer
— One and five year survival from breast cancer
— One and five year survival from lung cancer
The Public Health Outcomes Framework also contains indicators
on cancer mortality and early diagnosis and we will work closely with
Public Health colleagues to achieve improvements in these areas.

Prevention
We know that the best way to improve outcomes for cancer is to
prevent people developing the disease in the first place. There
are identified ‘high risk’ behaviours which can contribute to the
development of cancers:
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Q5 Least Deprived
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—
—
—
—
—
—

Smoking
A diet low in fruit and vegetables
Obesity
Low levels of physical activity
High level of alcohol intake
Excessive exposure to UV (through use of sunbeds)

We recognise that to address these behaviours we need to support
significant lifestyle changes for some people. It is important that we
work with partners across the public, private and voluntary sector,
to ensure that these behaviours are addressed as a key part of the
implementation of the joint Health and Wellbeing strategy.

West Cheshire CCG, Persons, All Age, Mortallity trend by deprivation – all tumour sites.

170

	The relationship between the
National Outcomes Framework and
the Commissioning Outcomes
Framework is described on page 21
of this document.
7
	This means reversing the recent rises
in single year rates: the rate in 2010
was 110.6 per 100,000

6

Best Health
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We want to see clear and sustained improvements in our cancer
outcomes. Until the Commissioning Outcomes Framework 6 sets out
the local outcome measures that Clinical Commissioning Groups must
focus on, we will continue to drive improvements against our current
outcome measure: the mortality rate for all cancers for those under 75.
We aim to reduce the number of people dying prematurely from cancer.
This is measured by the number of people under 75 dying from cancer
and we want to reduce this for all cancers from the 2009-11 rate of
104 per 100,000 to a rate of 103 per 100,000 by 2013-15.7

Mortality from All Cancer
DSR (Directly Aged Standardised Rates) per 100,000 – Persons

England

29

2007–2009
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Screening
We will work with our Public Health colleagues, and the National
Screening Office to ensure that this transfer happens in a timely
and sustainable fashion.
We recognise the vital impact on cancer outcomes of increasing
uptake for screening services. Across West Cheshire we know that
our screening uptake is good, however we know these overall averages
mask significant variation, which is often linked to levels of deprivation
and poorer health outcomes. We will continue to focus on improving
uptake to cancer screening services.
Awareness
Raising awareness of the signs and symptoms of cancers is another
area where we will need to work closely with partners in health
promotion and public health through the Health and Wellbeing Board.
We will use the ‘Be Clear on Cancer’ national branding to promote
public awareness of cancer symptoms
We know that part of the reason for our poorer cancer survival rates
is due to later presentation and diagnosis of patients with symptoms
of cancer: poorer one year survival rates are used as a measure of late
presentation. To improve these outcomes we need to ensure that the
community is aware of the signs and symptoms of cancer and that
clinical services are organised to support rapid identification and
diagnosis of cancers.
Best Care
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	The Enhanced Recovery programme
is running in a number of areas in
England and is about improving
patient outcomes and speeding
up recovery from surgery. Link to
Enhanced Recovery Website:
http://www.institute.nhs.uk/quality_
and_service_improvement_tools/
quality_and_service_improvement_
tools/enhanced_recovery_
programme.html

Care Closer to Home
Similarly, as the number of patients needing cancer treatment
increases we recognise the need for more local services to manage the
potential complications from non-surgical oncology treatment. We will
work with our local Cancer Network to ensure the sustainability of
non-surgical oncology services which have recently been developed.
This will include ensuring that the acute oncology service is embedded
into local pathways.

8

The National Chemotherapy Advisory Group Report has indicated the
likely future rise in demand for chemotherapy services. We are
exploring the possibility of moving some cancer care closer to people’s
homes, including working with the Clatterbridge Centre for Oncology
and local GP practices to pilot whether specific chemotherapy
treatment can be offered in community based settings.
Living with and beyond cancer
An increasing number of people are surviving cancer treatment.
However, living with and beyond a cancer diagnosis can require a
range of clinical and non-clinical interventions and support. We will
commission services which provide clear and coordinated care to
cancer patients to support them in navigating an often complex
treatment system. We are proud to have locally a Macmillan Information
and Support Centre and a Macmillan Information and Support
Manager who provide practical advice and guidance to patients
living with cancer and beyond their cancer treatment. We will work
in partnership with Macmillan to strengthen our GP leadership
in this area.

Access
We recognise that timely access to treatment is important to cancer
patients and is a key tool in improving clinical outcomes for patients
diagnosed with cancer. We also understand that receiving a cancer
diagnosis is a worrying and stressful time for patients and their families,
and that receiving rapid access to treatment is an important part of
reassuring patients that cancer is a treatable disease. For these
reasons we will continue to commission services which achieve the
critical national waiting time standards. Where there are specific
pathways which are challenged in meeting these pathways we will work
with our local trusts and the cancer network to understand and resolve
these issues.

End of Life Care
We have strong local partnerships leading service improvement for end
of life care and we aspire to deliver services which allow patients and
their carers to make informed choices about how and where they wish
to be treated at the end of life and ensure that services are coordinated
to deliver this. For cancer patients in particular we are seeing an
increase in the number of patients who are supported to die in the
community and we hope to continue this trend over the course of this
strategic plan.

Quality
We will continue to commission services that meet the guidance set
out in the national cancer strategy. Where NICE quality standards exist
we will commission services that have high achievement against these
standards; currently this covers breast cancer services. Quality
standards are expected soon for colorectal, lung, ovarian and prostate
cancer services.

Diagnostics
We already commission direct GP access to a range of diagnostic
tests. We will focus on developing appropriate pathways and referral
guidance to ensure that there is a clear distinction between the use of
rapid access diagnostics to rule out a cancer diagnosis and the
two-week rule fast track referral when cancer is suspected. We will also
look to re-commission some of these diagnostic services to ensure
that they have the capacity to see urgent patients in a timely manner.

Best Value

Anticipating Future Demand
We recognise that there is likely to be a rise in demand for cancer
treatment services as the population ages, diagnosis of cancers
improves and developing technology increases the number of cancers
for which surgical treatment is appropriate. In order to manage these
developments we need to ensure that commissioning resources are
used as effectively as possible. We have carried out some initial work
on implementing Enhanced Recovery 8 for cancer surgery and we will
look at further embedding this in the services we commission.
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The Major Health Issues We Face.
Heart Disease.

	A group of similar health economies
to ours

9

‘We will strive to ensure that patients receive the most appropriate
medication and access the most appropriate services to manage their
cardiac conditions in line with national best-practice. This will be done
by working with GP practices and hospitals to review how cardiac
medicines are prescribed, providing greater access to cardiac
rehabilitation as well as developing agreed criteria regarding which
patients are managed in primary care and which patients are managed
in secondary care to achieve the best health outcomes’
Dr Lydia Anderson – Clinical Lead for Heart Disease
The Current Picture
We are committed to improving the diagnosis, treatment and long term
management of people with heart disease. We will review clinical
pathways associated with heart disease to ensure that the services
we commission deliver best health, best care and best value.
Around 9,650 patients have been diagnosed with coronary heart
disease by practices in West Cheshire with 2,100 patients on the heart
failure register. Some patients are on more than one register. The crude
prevalence rates however, have not particularly increased over the last
few years.
Death rates from heart disease in the under 75s are lower than the
national average but similar to our ONS (Office of National Statistics)
Cluster group 9 and are falling. However, it is deaths from coronary
heart disease that are driving the widening health inequalities between
our most deprived two quintiles and the rest of the population.
Although death rates have been improving in the most deprived areas,
the rate of improvement has not been as fast as in the rest of the
population, particularly amongst men. The table below shows the
clear difference in mortality rates between the most deprived areas
in West Cheshire and the least deprived.

All CVD mortality rates (DSRs) for persons under 75 years,
Western Cheshire by quintile of relative deprivation – 2009
Source: South East Public Health Observatory

DSR per 100,000
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The changes we want to see and the initiatives to take us there
Outcome Measures
The under 75 mortality rate from cardiovascular disease is one of the
main high- level indicators described in the NHS Outcomes
Framework. The local outcomes for heart disease will be set via the
Commissioning Outcomes Framework. Until those measures are
agreed we will continue to work to improve our performance against
the outcome measure that we have defined locally: the under 75
mortality rate from circulatory diseases. We aim to improve mortality
for under 75s from circulatory disease from the 2009-11 rate of 60 per
100,000 to a rate of 42 per 100,000 by 2013-15.
Best Health
Our cardiovascular disease needs analysis shows that differences in
lifestyle behaviour in our most deprived localities are driving inequality
gaps. Public health measures to reduce smoking, improve diet and
healthy weight and reduce the average blood pressure will have the
biggest impact. In addition, health care interventions aimed at smoking
cessation and reducing the number of people with undetected raised
blood pressure will also make a significant impact.
Blood pressure management
A large number of people have raised blood pressure locally and
it is a significant risk factor for stroke, coronary heart disease
and other illnesses: for example, kidney disease.
Around 64,100 (32.6%) adults have raised blood pressure (either being
treated for hypertension or have a one-off recording of >140/90) within
West Cheshire. Presently there are 33,750 patients with hypertension
on our practice registers – this equates to 16% of our adult population.
There is therefore possibly a further 17% in our population with raised
blood pressure. Some of these patients, after investigation, may need
to be on a hypertension register and would benefit from either drug
therapy or from lowering their blood pressure through increasing
their physical activity and/or reducing their weight. A blood pressure
reduction of 10mm Hg in systolic or 5mm Hg diastolic can reduce
coronary heart disease events by 20% and stroke by 32% within
one year.
It is important, however, that all patients recognise that physical
activity and weight management can reduce their overall blood
pressure and their future risk of a cardiovascular event. The risk
of raised blood pressure increases on a continuum. Reducing the
average blood pressure for the whole population will have significant
public health benefits.
We will ensure that blood pressure investigations in primary care
across West Cheshire meet current NICE recommendations and that
any suspected hypertensive patients undergo local ambulatory blood
pressure monitoring to confirm the diagnosis.
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A blood test for heart failure
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Best Care
Diagnosis and management of cardiovascular diseases in primary care
Our needs assessment tells us that around a third of all deaths in
West Cheshire are the result of cardiovascular disease. Cardiovascular
death rates are 1.5 times higher in our most deprived two quintiles
compared to the rest of the population and are significantly higher
than the national average in these areas.
The gap in under 75 cardiovascular death rates between the most
deprived two quintiles of population and the rest of the population
has widened in men since 2001-03 and narrowed in women.
We have made significant improvements in the diagnosis and
management of cardiovascular diseases in primary care. The improved
level of cholesterol checks and the increased prescription of statins
in primary care means far fewer patients are experiencing significant
heart attacks compared to ten years ago.
There are however, still strides to be made in providing GPs with
improved access to diagnostics especially for heart failure; improving
the take up of smoking cessation and cardiac rehabilitation services
by patients; as well as increasing prescription of non-branded statins
to deliver greater value to the local health economy. Our plans to
improve this picture are:
—	Improved prescribing – We will ensure the increased prescription
of non-branded statins where appropriate to secure greater value
for all our patients;
—	Review Heart Failure diagnostic in line with NICE guidance –
Brain Natriuretic Peptide (BNP)10 testing has the potential to
increase the identification of patients with heart failure so patients
can be treated earlier as well as easing the pressure on valuable
echocardiography services. We will work with our partners
to review diagnostic pathways to reflect NICE guidance;
—	Review access and increase uptake to cardiac rehabilitation
– studies show that cardiac rehabilitation can significantly improve
health outcomes for people diagnosed with coronary heart disease.
We will investigate expanding cardiac rehabilitation and promoting
its access to best meet the needs of the local population;
—	Increase uptake of Smoking Cessation Programmes – patients
who are diagnosed with coronary heart disease who stop smoking
can significantly improve their health outcomes. We are committed
to playing our role in improving the uptake of smoking cessation
programmes in West Cheshire, particularly in the two poorest
quintiles of our population;
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	A map of all health economies
in England showing where there
is unwarranted variation. Link to
Atlas of Variation:
http://www.rightcare.nhs.uk/index.php/
nhs-atlas/
12	
ST segment elevation myocardial
infarction – a severe type of
heart attack

Best Value
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Heart disease in secondary and tertiary care
We want people to have a high quality experience when using
secondary and tertiary care for heart disease. We want to focus
on the following:
—	We will work with partners to improve the appropriateness
of cardiac referrals especially for tertiary level procedures,
benchmarking ourselves against the top performing quarter
of health economies. These would include procedures such
as pacing, angiography, stenting and coronary artery
bypass graphing;
—	We will develop a range of programmes to reduce admissions
including improving end of life care for terminal cardiac patients
and expanding the use of the Hospital at Home service. We will
also support programmes that facilitate early supported discharge
for patients;
—	The second edition of the Atlas of Variation11 shows West Cheshire
as being in the lowest quintile for the percentage of STEMI12
patients receiving primary angioplasty. When provided promptly,
primary angioplasty is the preferred treatment. We will investigate
this part of the pathway and ensure improvements are delivered
will significantly improve our performance;
—	The Atlas also provides data that indicates we are able to improve
our reported numbers of patients with hypertension on GP registers
and also the percentage of stroke admissions spending 90% of
their time on a stroke unit. Improvements in both areas directly affect
long term health and the latter impacts heavily on the level of reliance
stroke victims have on the care system following their stroke.
Both areas will be investigated for improvement opportunities.
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The Major Health Issues We Face.
Mental health.
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The changes we want to see and the initiatives to take us there
Outcomes
Mental health is referenced in the first domain of the NHS Outcomes
Framework. The indicator is:
— Reducing premature deaths in people with serious mental illness.

‘Good mental health is vital to all of us. We will strive to improve
services to achieve the aim of good mental health for all of us.’
Dr Tim Saunders – Clinical Lead for Mental Health
The Current Picture
Mental ill health is a condition that can severely impact on the quality
of life of those suffering from it and those immediately around them.
It may also lead to other forms of deprivation, such as unemployment
or homelessness.
In West Cheshire, most people enjoy moderate or relatively high
mental wellbeing. For the 11% of the population who experience low
mental wellbeing we need to improve outcomes and focus on offering
early support and intervention so that more people can have good
mental health. We know that fewer people will develop mental health
problems – by starting well, developing well, working well, living well
and ageing well.
For adults, mental health conditions such as anxiety, depression and
obsessive compulsive disorder (OCD) are very common, and are
serious conditions which have a major impact on how well an individual
is able to function. Around 30,500 of patients here in 2009/10 (14.8%)
had a diagnosis of depression. This is a higher prevalence compared
with the national figure(11%) and is probably indicative of the proactive
approach West Cheshire has within primary care.
There is also estimated prevalence for more complex conditions.
For example, we would expect 900 people in West Cheshire to have a
psychotic disorder in any given year. Around 12% of hospital occupied
bed days are thought to be due to mental health disorders. People with
‘severe mental illnesses’ are vulnerable in many ways. They have fewer
social contacts than the general population, are more likely to be out
of work or in low-paid employment. They are at higher risk of physical
ill-health and more likely to self-injure or commit suicide. Many
exhibit long-term ‘negative’ symptoms such as self-neglect and
social withdrawal.
National Guidance
The national mental health outcomes strategy ‘no health without mental
health’ sets out that mental health should have parity of esteem with
physical health and sets out six objectives for improvement;
— More people will have good mental health;
— More people with mental health problems will recover;
—	More people with mental health problems will have good
physical health;
— More people will have a positive experience of care and support;
— Fewer people will suffer avoidable harm;
— Fewer people will experience stigma and discrimination.

Mental health is also included in the measures on long-term conditions.
The outcome measure is to:
—	Enhancing the quality of life for people will mental illness
(particularly relating to employment of people with mental illness)
We will make sure that are plans for mental health are geared to
achieving these outcomes and will use the local measures set out in
the Commissioning Outcomes Framework when it is released. We will
also continue to improve services to deliver the six objectives in the
national mental health strategy set out above. Partnership working with
the local authority and other organisations, including from the third
sector, will be essential to deliver improved outcomes.
Best Health
More people to have good mental health and more people with
mental health problems will recover
We want to make sure that children and adults of all ages and
backgrounds will have better wellbeing and good mental health.
Fewer people will develop mental health problems by: starting well,
developing well, working well, living and aging well. We will do this by:
—	Offering people a choice of high quality and evidence based
interventions including psychological therapies;
—	Commissioning the third sector to identify individuals in crisis and
support them to find and maintain suitable accommodation;
—	Promoting and supporting statutory and voluntary services
providing employment support through the employment forum.
Fewer people will experience stigma and discrimination
We will improve public understanding of mental health and as a result
negative attitudes and behaviours to people with mental health
problems will decrease. This will involve working with patient groups to
understand the issues that matter most.
Fewer people with physical ill health will have mental health problems
We want to make sure that this includes patients with long term
conditions and medically unexplained symptoms. We will do this by
providing access to exercise as a way of maintaining good mental
health and promoting well-being.
Best Care
More people will have a better experience of care and support
We want access to timely, evidence based interventions and
approaches that give people the greatest control over their own lives.
We will do this by:
—	Developing community based services and improving pathways
between physical and mental health;
—	Continuing the roll out of Improving Access to Psychological
Therapy (IAPT) particularly developing the service for older people,
long term conditions and medically unexplained symptoms;
—	Empowering primary care to becoming the hub of all mental health
services and support services;
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budget pilot for mental health can be
found in our 2012/13 Commissioning
Plan
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—	Building care and support around outcomes that matter to
individuals to enable them to live the lives they want to live;
—	Developing a neurological conditions pathway to improve access
to diagnosis and support.

Emerging Priorities.
Alcohol-Related Ill Health.

Fewer people will suffer avoidable harm
People receiving care and support for mental health problems will have
the confidence that the services they use are of the highest quality and
are safe. We will do this by:
—	Working with statutory and voluntary agencies to identify
individuals with multiple unmet needs to order to provide early
intervention and support to prevent crisis;
—	Facilitating collaboration and co-working between primary care,
secondary care, social care, criminal justice system, armed forces
and independent sectors.

‘The challenge for us in healthcare is two-fold. Firstly, we need to
get across the dangers of the nation’s current pattern of drinking
without alienating the population, and that the most effective strategies
to improve those patterns lie with local and national policy makers.
Secondly, we need to design services so that we can deliver effective
interventions to people with alcohol issues wherever they present
in the care system.’
Dr Martin Dennis – Clinical Lead for Alcohol Related Ill Health

Best Value
We will introduce a programme budget pilot for mental health
programme budgeting shows how commissioning organisations
spend their money, with a view to influence and track future expenditure,
and allows for the benchmarking of spend across England.

The Current Picture
The Health and Wellbeing Board has recognised that there are a
number of emerging issues which we need to be aware of when
developing future plans. These have been described as ‘time bombs’
which are likely to have a significant impact on the delivery of service
in years to come.

This new approach to mental health is not about cuts, but about
making sure that all of our resources across the health economy
are deployed to best effect. Most of all this is about clinicians and
service users coming together to make decisions about how we
should spend our mental health budget to deliver the best outcomes
for our patients.13
We aim for mental health services to be integrated across all areas
of health and social care. Will do this by:

NI39 (VSC26): Hospital Admissions for Alcohol Related Harm

—	Making sure we work closely with the local authority so as we
maximise the use of our mutual resources to improve outcomes;
—	Utilising existing services provided by the third sector;
—	Targeting services to meet identified needs and priorities;
—	Streamlining access to mental health service by avoiding
duplication of assessment;
—	Ensuring robust pathways between physical health services
and mental health services.
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A sizeable proportion of these issues are related to alcohol. Hospital
admission rates due to alcohol are high and rising – due to the longterm effects drinking harmfully or hazardously can have on our health.
NICE estimates that alcohol-related disease accounts for 1 in 26 NHS
bed days nationally, and up to 40% of all Accident and Emergency
attendances nationally are thought to be alcohol related.
We have an estimated high rate of binge drinking compared with the
national rate and that the rate of alcohol-related hospital admissions is
high and has been rising at a fast rate. Admissions for alcohol-related
harm have been increasing by around 10% a year since 2002/03 and
account for around 9% of non-planned activity at the Countess of
Chester NHS Foundation Trust.
Across West Cheshire, around 8,000 people are dependent on alcohol,
whilst 64,000 people drink alcohol in sufficient quantities to put their
health at risk. Of these, around 15,000 are classified as higher risk
drinkers. The North West Public Health Observatory estimates that
18% of people here binge drink and a third of attendances at A&E
departments are alcohol related. The total cost of emergency and
non-emergency alcohol-related admissions in 2009-10 was estimated
to be around £10.5 million.
Public engagement shows that members of the community are aware
of the issue of alcohol related harm. The Big Drink Debate, conducted
in 2008, showed that 42% of Chester residents agreed that action was
needed to tackle alcohol-related behaviour in local areas.
The graph above shows the picture for hospital admissions for alcoholrelated harm in West Cheshire. This covers the period until 2009/10 –
the last year for which a full data set is available. It shows the rapid
growth in admissions in West Cheshire, and, although we have lower
alcohol-related harm admissions than the North West average, our
admissions are higher than the national average.
The changes we want to see and the initiatives to take us there
Outcomes
We will continue to pursue improvements against the strategic outcome
measure set by NHS Western Cheshire: the rate of hospital admissions
for alcohol-related harm. We want to slow the projected growth rate of
hospital admissions for alcohol-related harm between 2012-13 and
2016-17 by 1.8%
This links to the NHS Outcomes Framework measure: to reduce
emergency admissions for acute conditions that should not usually
require hospital admission.
We know that we must work in partnership to reduce alcohol-related ill
health. We will therefore work across the whole community, primarily
through the Health and Well Being Board, to achieve this.
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Best Health
Guidance from the Department of Health, ‘Signs for improvement –
commissioning interventions to reduce alcohol-related harm’, published
in February 2010, identified a number of ‘High Impact Changes’ which
were calculated to be the most effective. These include: working in
partnership; improving the effectiveness and capacity of specialist
services; increasing the number of alcohol liaison nurses; increasing
the use of alcohol harm identification and brief advice; and the
amplification of national campaign messages locally.
Our central aim for Best Health is to increase delivery of brief
interventions by front-line services. For us, this will mean that health
and social care staff opportunistically carry out screening and brief
interventions for hazardous and harmful drinking as an integral part
of practice. It will also mean that families and carers of people who
misuse alcohol have their own needs identified, including those
associated with risk of harm, and are offered information and support.
Best Care
Engagement with clinicians in West Cheshire has identified areas
where we need to improve our approach to alcohol management.
They include:
—	Coherent pathways across primary and secondary care;
—	Reduction in the number of patients undergoing detoxification
in secondary care who could be treated in community services;
—	Minimising re-admissions to hospital;
—	Lifestyle change offered through the community support service;
—	Further development of training and resources to support
Identification and Brief Advice.
Our key aims for Best Care are to put in place community-based
alcohol services to primarily provide early information and support
to prevent patients needing more intensive support at a later point.
We also plan to further develop alcohol liaison nursing and outreach
from our main hospital provider.
In developing community based alcohol services we want health and
social care staff to receive alcohol awareness training that promotes
respectful, non- judgmental care of people who misuse alcohol. Those
who may benefit from specialist assessment or treatment for alcohol
misuse will be offered referral to specialist alcohol services.
Adults who misuse alcohol will be offered evidence-based
psychological interventions. Those with alcohol dependence that is
moderate or severe needing assisted alcohol withdrawal will be offered
appropriate treatment within the setting most appropriate to their age,
the severity of alcohol dependence, their social support and the
presence of any physical or psychiatric comorbidities. We also want
patients to be able to access relapse prevention medication in
accordance with NICE guidance.
We want children and young people accessing specialist services for
alcohol to be offered individual cognitive behavioural therapy, or if they
have significant comorbidities or limited social support, a wide-ranging
programme of care, including family therapy.
Best Value
Our main outcome measure – slowing the rate of alcohol-related
hospital admissions – will help us to deliver best value. This will mean
that our preventative measures are making an impact and also that
more patients are being treated in the community – and we are
therefore relying less on costly, urgent hospital admission. We will also
aim for best value through more efficient and effective care pathways
and seamless provision, avoiding duplication between agencies.
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The changes we want to see and the initiatives to take us there

Emerging Priorities.
Dementia.

Outcomes
Nationally, outcome measures for people with dementia and their
carers are not well defined in the NHS Outcomes framework. We will
develop local indicators to measure the success of our local joint
strategy for people with dementia, developed in partnership with
Cheshire West and Chester Council and build in national measures
as they are developed.

‘Partnerships between people with dementia, their carers and families
and the broad range of support available across health, social care and
the third sector are key. We need to ensure that services and support
are joined up and that people are helped to access them as early as
possible in their dementia journey.’
Dr James Davies – Clinical Lead for Dementia
The Current Picture
About 3% (1,430) of people aged over 65 years in West Cheshire have
been diagnosed with dementia. This is similar to the national picture.
We can expect another 200 more people with dementia in West
Cheshire by 2015, however, this is probably an underestimate,
particularly for people with mild dementia as research suggests that
it may be as high as 7%.
Nationally an estimated 58% of older adults in long-term care
homes have dementia, and 78% of these people have behavioural
and psychological symptoms of dementia. Most GPs in the UK
can expect to see between 12 and 20 people with dementia to care
for at any one time.
The National Audit Office has noted that much of the spend on
dementia services is for people at the later stage of their care needs
as they tend to need more expensive services. Earlier interventions that
are known to be cost effective and improve the quality of life are not
being made widely available so we need to take a more proactive
approach in the early diagnosis of people with dementia and ensure
that support is in place at an early stage.
The NHS and local authorities need to work in partnership when
commissioning services to deliver better outcomes for people
with dementia to help them maintain their independence for as long
as possible.
During 2010/11, the Department of Health identified the following
four priority areas to support local delivery of the national dementia
strategy: ‘Living well with Dementia’:
—	Good quality early diagnosis of dementia for all – two thirds
of people with dementia never receive a diagnosis
—	Improved quality of care for people with dementia in general
hospitals – 40% of people in general hospitals have dementia
—	Living well with dementia in care homes –two thirds of people
in care homes have dementia
—	Reduced use of inappropriate medication to manage the
behavioural symptoms of people with dementia – it is estimated
that only a third of the number of people with dementia on these
drugs are receiving a beneficial effect

Best Health
We want to ensure good quality early diagnosis for people with
dementia and that they are well supported in all aspects of daily living,
leaving them confident to lead as full and active a life as possible.
They will feel inspired to contribute to the life of their community,
including action to improve the lives of others living with dementia.
They will feel confident that they have the practical, emotional and
financial support they need to lead as normal a life as possible
throughout the dementia journey and will know where to get help
when they need it. We will do this by:
—	Reviewing the GP Mental Health Local Enhanced Service. Key
areas for development include early diagnosis of people with
dementia and developing dementia champions in each GP
practice.
—	Delivering the national dementia Commissioning for Quality and
Innovation scheme to improve awareness and diagnosis of people
with dementia using risk assessment in acute hospital settings
and measuring indicators for the following three priority areas
– identification of people with dementia, undertaking risk
assessments of those with dementia and referring people
with dementia for specialist diagnosis.
—	Working with Cheshire West and Chester Council to explore
opportunities for supporting people with dementia through the
use of assistive technology, such as telehealth and telecare.
—	Creating dementia advisor posts in the third sector to provide
comprehensive information and support services for people
before they have a formal diagnosis of dementia right through
to care at the end of life.
—	Working with Cheshire West and Chester Council to explore
opportunities for social media sites for people with dementia,
their families and carers.
Best Care
We want to ensure that people living with dementia are able to maintain
their dignity and respect throughout their dementia journey because
they are in control as far as possible, are not stigmatized, and are
treated by all involved with understanding and without discrimination.
Our ambition is to ensure that everyone living with dementia receives
the best dementia treatment and support no matter who they are or
where they live. Their personal needs will have been assessed and
they will have care plans in place which reflect their individual needs,
preferences and choices.
They will know what treatments are best for them and what the
implications are, and that they will be supported so they can make
good decisions. They will also have the information they need in order
to understand the signs and symptoms of dementia and will know
where to go for help.
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People with dementia who are nearing the end of their life are
supported to make decisions that allow them and their families and
carers to be prepared for their death. Their care will be well coordinated and planned so that they die in the place and in the way
that they have chosen. We will do this by:

Emerging Priorities.
Diabetes.

—	Working with health and social care providers to increase choices
at the end of life and ensure advanced care planning is in place.
—	Commissioning a dementia care training and education programme
to be delivered in up to 20 nursing and residential care homes.
—	Commissioning the local dementia team to work with palliative care
staff to improve skills in working with people with dementia whilst
increasing the dementia team’s knowledge of palliative care.
—	Ensuring dementia training is in place for all generic support
workers, service supervisors in Cheshire West and Chester
Council’s Older People’s provider services and Learning Disability
provider services.
—	Developing the GP Mental Health Local Enhanced Service to
include signposting to the third sector.
—	Reducing use of inappropriate medication to manage the
behavioural symptoms of people with dementia, delivered
through the Nursing Home Local Enhanced Service.

Diabetes is a huge challenge to all healthcare providers, as the number
of patients with the condition is increasing rapidly. Due to advances
in treatment people are living longer with diabetes, and there are more
patients with complications to be managed. We want to implement new
ways of managing diabetes – involving patients more in their own care,
offering patient education on a regular basis, and trying to manage
patients as close to home as possible, generally in their own doctors
surgeries. We want to provide excellent care to all our patients, and this
will mean a partnership between patients and their doctors to decide
the goals of treatment, and team working between the hospitals and
GPs to support GPs in managing most patients and allowing the
hospital to manage the most complicated patients. The changes planned
may take several years to implement fully.’
Dr Catherine Wall, Clinical Lead for Diabetes.’

Best Value
We want to ensure seamless provision, avoiding duplication between
different agencies. We will do this by:

The Current Picture
Nearly 11,500 patients in West Cheshire (5.4% of adults) have been
diagnosed with diabetes by GP practices. The prevalence of diabetes
is increasing rapidly – recently at nearly 600 new cases a year. Despite
this increase we still estimate that there are a considerable number of
patients with undiagnosed diabetes and the increasing trend is set to
continue with the predicted prevalence expected to increase from 7.2%
to 7.7% (or 1,476 patients) by 2015. We expect this trend to carry on in
the longer term as shown in the model below:

—	Developing a whole system pathway across community, hospital,
third sector and specialist services and clear guidance for the
progression of dementia care as the individual’s care needs increase.
—	Undertaking a service improvement programme for mental health
services for people with dementia, including services for people
with early onset dementia.
‘The projected increase of those suffering from some sort of dementia
is going to be a major challenge to the NHS in the future. The strategy
needs to take account of this as there will be huge financial implications
if this is not managed effectively. There needs to be clear assessment
of need and patients quickly placed on an appropriate pathway.’
Response to a survey on the local Cheshire West and Chester
dementia strategy.

NHS Western Cheshire – Predicted Prevalence of Diabetes 2009–2020
Source: Yorkshire Public Health Observatory Diabetes Prevalence Model 2010
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	Link to Information about the
Year of Care:
http://www.diabetes.org.uk/Guide-todiabetes/Support_for_managing_your_
diabetes/Year-of-care/What-is-theYear-of-Care/
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A sustainable and integrated model of service provision is required
to ensure both specialist and primary care support is given to the
increasing number of patients with diabetes.
Responses to our engagement (see example below) on this plan
highlighted concern locally about rising obesity levels. Of all the six
priority themes, this links most to diabetes and tackling obesity
problems will help us to address the rising prevalence of diabetes
locally. As noted on page 19 of this plan, half of the recent increases
in the prevalence of diabetes are due to trends in obesity.
‘The six areas identified are all very important, but there is one area
that has not been included that I think is extremely important and has
associations with the other six themes, and that is obesity. Obesity
is one of the main causes of other conditions and finding ways to help
people that really do work is, in my view, vitally important’
Response to survey for this plan
The National Diabetes Audit 2009/10 found that only 57% of patients
received all nine key care diabetes processes locally. This is better
than the national average but below the NICE treatment target.
Care processes with the lowest uptake were urine testing and eye
examination. Despite relatively favourable treatment outcomes
compared to nationally, this audit demonstrated that treatment targets
were not necessarily meeting NICE standards and it also found that the
five year prevalence of complications showed a slightly less favourable
position. QOF (Quality and Outcomes Framework) treatment outcomes
are generally better than other health economies but treatment
outcomes are poorer in younger people aged under 50 years and
those living in more deprived localities.
Outcomes
Outcome measures for diabetes are currently not well-defined at
national level. The NHS Outcomes framework does not have a specific
measure for diabetes. It does however, have indicators relating to the
health-related quality of life for people with long-term conditions and
ensuring that people feel supported to manage their condition.
We will seek to deliver improvements that improve the quality of life
for diabetes patients and reduce the growing impact of this condition,
with the attendant costs, on hospital services. We will apply the
outcome measures for long-term conditions when these are agreed
as part of the Commissioning Outcomes Framework.
The changes we want to see and the initiatives to take us there
Best Health
We want to ensure that people feel empowered and supported to
manage their condition. Our proposed model of care, which is known
as ‘The Year of Care15’, will put patients at the centre of all that we do
and how we organise services and will involve new ways of working for
both primary care and specialist clinicians. Specialist services will
provide clinical leadership across West Cheshire to improve the quality
of care for people with diabetes. The project will work in partnership
with patients, clinicians and other local agencies.
We want to provide patients with support to manage their condition
and we will also ensure that clinicians across the health economy have
the right skills to support patients as appropriate.
We will ensure that patients are in Best Health by improving their blood
glucose control to reduce future complications.
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Best Care
We want to reduce the time spent in hospital by people with long term
conditions. Diabetes is a primary care condition that can be managed
in the community with no reduction in the quality of care. Our target
is that 90% of diabetes care will be delivered in community settings
in a partnership between primary care and secondary care clinicians.
Our intention is that care in a hospital setting should only be
considered for complex cases or for specific episodes of care.
Every GP practice will either provide an enhanced level of diabetes
care or will work together with other practices to ensure that care that
can be delivered as close to home is as possible. The first phase of this
work will be to for patients to have the majority of their routine care
provided in the community. They will have an annual review in primary
care where they will agree with their doctor or nurse their personal
goals for the year ahead. Initiation and management of injectable
glucose-lowering therapies will be provided in primary care. The
predicted growth in diabetic patients means that demand for insulin
initiation is going to increase. Moving this service into primary care will
allow secondary care to focus on high intensity interventions and to
deal with more complex patients.
We will improve compliance with the NICE quality standards to ensure
that patients receive all nine processes of care.
We will continue to fund and develop the local structured patient
education service, Diabetes Essentials. We will support clinicians
across the health economy to ensure that they have the skills to
provide an enhanced service to patients.
Best Value
By adopting the Year of Care model locally we will empower and
support patients with diabetes to feel confident to manage their
condition. This will help to reduce the cost impact of diabetes on both
primary and secondary care. Our clear intention to ensure that only
very specialist diabetes care is provided in hospital will help make sure
that the cost pressures arising from the anticipated rise in diabetes
cases are contained.
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	http://www.networks.nhs.uk/nhsnetworks/commissioning-for-longterm-conditions/about-us
17
	Telehealth refers to a system which
enables the clinical management
of an individual’s condition at a
distance or in their own home.
For example, technology can enable
a patient to monitor their own vital
signs, such as blood pressure, pulse
rate, or temperature. Or a remote
monitoring centre can take readings
of physiological data and warn a
clinician if the measurements fall
outside the expected parameters.

To achieve our vision we must deliver the best healthcare outcomes
within the appropriate timescales and in the optimal setting for our
patients. We summarise this to: Right Care; Right Time; Right Place.
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Achieving Our Vision
— Right Care,
Right Time, Right Place

Achieving this is essential to ensuring that we secure Best Value from
the services we commission. For instance, by the Right Care objective,
we not only mean securing the highest possible quality outcomes for
our patients but doing so at an appropriate cost so our resources
across the health economy are deployed to their best effect. In each
year of this strategy, we will set out detailed plans for how we will
ensure that services are provided to high quality standards at the right
time and in the right place. A summary of our plans overall can be
found in our Plan on a Page diagram in the Clinical Priorities section
of this document.
A major component of this will be a rolling programme of service
reviews led by clinicians throughout the lifetime of this strategy. This
will enable us to identify where improvements in current services need
to be made – in terms of the quality of that service and the value for
money it provides. Our approach to service reviews and information
on Programme Budgeting is set out in Appendix B of this document.
Earlier in this plan, we described our approach to three long-term
conditions: diabetes heart disease and mental health problems.
Nationally, patients with long term conditions account for 50% of
GP attendances and 64% of outpatient appointments in the NHS.16
The principle of Right Care; Right Time; Right Place is therefore of most
significance in respect of these conditions. We know that to ensure
a sustainable local health economy we must begin to move resources
away from dealing with the consequences of long term conditions and
pay greater attention to prevention and early intervention. We share
this view with our local authority partners. We also know that through
mechanisms such as telehealth17 we can make real improvements
to the lives of all patients who have long term conditions and reduce
pressure on health services.
Over the page we describe what Right Care, Right Time, Right Place
will look like for us.
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Right care. Clinicians working together will develop
a shared understanding of what high quality
services look like; how they can be measured and
how they compare with others both in terms of
quality and value for money:
	Shared Decision Making §
NHS Right Care:
http://www.rightcare.nhs.uk/index.php/
shared-decision-making/
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—	We will ensure that any decisions we make about commissioning
services are focused on the delivery of improved health outcomes
and payment for services will increasingly be geared towards this;
—	Efficient and better value care will be delivered through the design
and commissioning of effective care pathways, that are easier to
navigate with all involved knowing where they are on the pathway;
—	We will continue to work with all GP practices to reduce
unwarranted variation in referrals and with hospitals to reduce the
variation in intervention rates;
—	We will engage clinicians, patients and the public in work to ensure
that we are investing our resources in procedures that offer the
most health benefit to the wider population and to help patients
be more involved in decisions about their own health care following
the national Shared Decision Making model 18;
—	We will integrate health and social care teams; ensuring better
co-ordinated services and better outcomes for people with long
term conditions, moving away from hospital based services and
long term care. This will recognise the important role of GPs as
navigators of complex systems of care. In particular, we will work
closely with our colleagues in social care to ensure that timely and
co-ordinated support is available for people to return home after
an operation;
—	We will comply with quality standards issued by NICE to ensure
we are driving up quality on the clinical pathways that NICE has
focused on.
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Link to Enhanced Recovery Website:
	http://www.institute.nhs.uk/quality_
and_service_improvement_tools/
quality_and_service_improvement_
tools/enhanced_recovery_programme.
html

—	Patients have a right within the NHS Constitution to be treated
within 18 weeks of referral unless they choose to wait longer or
it is clinically appropriate for them to do so. We will continue to
work with all providers of healthcare, including providers of
community based services, to ensure that patients are treated
by the provider of their choice within 18 weeks of referral;

—	We will ensure access to timely diagnostics – primary care access
to diagnostics will be provided, where appropriate, out of the
hospital setting using technology to share results and reports and
prevent duplication. Follow up appointments, where appropriate,
will be undertaken by the GP or if specialist follow up is required
this will be provided out of the hospital setting;
—	We will ensure that patients who have to attend a hospital are
treated in the shortest possible time by promoting day case
procedures instead of inpatient care, where it is clinically
appropriate. By increasing the number of day cases and reducing
the number of inpatient admissions we will reduce pressure on
inpatient beds, achieve significant financial benefits because of
lower costs and ensure patients have the shortest possible hospital
stays compatible with good quality care and the opportunity to
recuperate in the comfort of their own homes;
—	We will use methods such as Enhanced Recovery to ensure that
patients do not stay in hospital longer than is necessary after their
operations have been carried out.19

Right place. We will make sure that our patients
are treated in the most appropriate setting from
the perspective of patient experience and cost
effectiveness. Admission to hospital should only
happen when the care needed requires a patient
to see a specialist and where other options have
been explored first.
	The Hospital at Home service offers
an alternative to acute hospital
admission for those patients who are
suitable to be managed at home.
The service is provided 24 hours a day,
7 days per week basis and is a GP-led
service with a skill-mixed team.

20

Right time. We believe that a responsive health
service that puts the patient at the centre of all
it does should not accept patients experiencing
undue delays in the care and treatment they
receive.

Section 4

—	We will extend the choices people have over their healthcare as
part of our commitment to put patients at the heart of everything
we do. We will do this by adopting a phased approach, introducing
choice of provider for services where there is a strong demand
from patients for greater choice – starting with diagnostic services;
—	We will use mechanisms such as our Hospital at Home20 scheme
to reduce unnecessary hospital admissions;
—	Patients approaching the end of their lives should have the correct
care at the most appropriate time. Discussions around ‘Preferred
Place of Care and Advance Care Planning’ need to happen at the
earliest opportunity;
—	We will support people to take responsibility for their own health
and wellbeing and re-shape the health and social care system from
one that focuses on acute care and long term care, to a system
that targets prevention and early intervention.
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Section 5

Section 5.

How To Measure
Our Success
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Section 5

Here we set out five touchstone tests, which you might apply to know
whether we are delivering on our new vision. The tests demonstrate
our commitment to greater transparency as a means of building public
confidence in the local NHS.

1.	I will be receiving high quality care.
How will I know?
a)	Our performance against the NHS Outcomes Framework will continually improve,
as set out in this document, and this information will be published on our website.
b)	Patient experience surveys carried out in services that we commission will show
an improving trend and this will also be published on our website.

2.	I will be more involved in decisions
about the local NHS.
How will I know?
a)	Each of our general practices will have a patient participation group and the
number of people joining these will increase.
b)	Our membership scheme will grow with more opportunities for local people
to contribute to decision-making – particularly via our website.

3.	I will find it easier to navigate
my way through services.
How will I know?
a)	It will be clear to me about where I am on the pathway of care that I am receiving,
what the next step is, and how long I will need to wait for my treatment. Services
will be joined up so that I do not feel ‘bounced’ from one organisation to another
b)	Shared Decision Making will be the norm – so that I am clear on the options
available to me and I can make decisions in partnership with my clinician

4.	I will receive my care in the most
appropriate location.
How will I know?
a)	Admission to hospital should only happen when the care needed requires me
to see a specialist and where other options have been explored first
b)	More of the diagnostic tests I have will take place outside of hospital and
in a community setting

5.	My local NHS will be maintaining
a healthy financial position.
How will I know?
a)	I will know from information that is routinely published that the clinical
commissioning group has achieved financial balance each year
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Appendices.

a)	Engagement to
Inform This Plan
b)	Programme
Budget Charts
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Appendices

Appendix A.
Engagement to inform this plan
This appendix sets out in more detail, the data that informs the
What You Told Us Section on pages 12 and 13.
When deciding whether to fund a high cost but successful treatment,
48% of respondents to our Spending Your Money Wisely survey said
that cost should not be a factor at all.
In the same survey, 56% of respondents thought that age should not
be a factor at all when making health care funding decisions.
67% of those who responded to a survey carried out in October 2011
said that an improvement in the overall quality of care was the most
important change you wanted to see in the NHS locally. This was
followed by reducing waiting times and making it easier to book an
appointment with a GP – both on 25%.
In the same survey we asked if people would like more knowledge and
information provided to help people manage their own health conditions.
85% of respondents said that they wanted to see this happen.
We also asked which areas is it important that we spend on?
The three areas identified as ‘very important’ were:
—	1st – cancers and tumours
— 2nd – heart disease
— 3rd – nervous system diseases – including mental health problems
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Appendix B.
Programme budget charts
We identify which clinical areas to prioritise for service reviews through
using a variety of different methods, including the Joint Strategic
Needs Assessment (JSNA), the NHS Atlas of Variation and programme
budgeting analysis. Through programme budgets we can see where
we stand against similar health economies in terms of what we spend
and the outcomes we achieve across a range of different areas.
The first diagram below shows, for the financial year 2009-10, the
health outcomes achieved in West Cheshire compared to the money
spent in each of the programme budget areas. This is in comparison
to our Office of National Statistics Cluster Group – a group of similar
health economies to ours. We will use this information, and that derived
from other sources, to guide our programme of service reviews over
the next five years.
The second diagram shows our overall spend per head on each
programme budget area compared to our comparator group.
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AGENDA ITEM NO: WCHCB/12/03/48

Does this report / its recommendations have implications and
impact with regard to the following:
A.
Clinical Commissioning Group Aims and Objectives
1. Quality (including patient safety, clinical effectiveness and patient
experience) – please outline impact
The plan aims to improve quality across health services in West
Cheshire

Yes

2.

Commissioning Of Hospital And Community Services – please
outline impact
Our strategic aims will impact on hospital and community services

Yes

3.

Commissioning and Performance Management of GP Prescribing
– please outline impact
Overall commissioning strategy will impact on prescribing

Yes

4. Delivering Financial Balance – please outline impact
Delivering Best Value is one of our strategic objectives

Yes

5.

Development Of The Clinical Commissioning Group as a
Commissioning Organisation – please outline impact
Yes – strategy is a key component of our Organisational Development

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

No

2.

Additional resource implications
(either financial or staffing resources)

No

If yes, please outline the additional resources required

3.

Health Inequalities
Strategic plan aims to reduce health inequalities

Yes

4.

Human Rights, Equality and Diversity Requirements

No

If yes, how will this impact on these requirements

5.

Clinical Engagement
Yes
Has this report been developed with clinical input and do local
clinicians support the report’s recommendations?
Engagement with three locality networks, Clinical Senate and clinicians on
Board

6.

Patient and Public Engagement
Yes
Wide-ranging programme of engagement outlined in appendix to strategic plan
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The enclosed document sets out the Clinical
Commissioning Group’s 2012-13
Commissioning Plan. It is the first year of
delivery of the five year strategy
It describes the Clinical Commissioning
Group’s plans for 2012-13, including those
for our six clinical priority areas: cancer; heart
disease; mental health; alcohol-related ill
health; dementia; and diabetes
It sets out our financial plan for 2012-13
It also describes our plans for improving
quality across the health economy in 2012-13

Paul Lynch (Planning and Performance Manager)
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WEST CHESHIRE CLINICAL COMMISSIONING GROUP BOARD
WEST CHESHIRE CLINICAL COMMISSIONING GROUP COMMISSIONING PLAN
2012-13
PURPOSE
1.

The enclosed document sets out West Cheshire Clinical Commissioning
Group’s plan for 2012-13. It is presented for the Board’s review and approval.

BACKGROUND
2.

Enclosed is the West Cheshire Clinical Commissioning Group’s
Commissioning Plan for 2012-13. This is the first year of delivery of our fiveyear strategy

3.

It describes the Clinical Commissioning Group’s plans for 2012-13, including
for our six clinical priorities: cancer; heart disease; mental health; alcoholrelated ill health; dementia and diabetes

4.

It sets out financial plan for 2012-13 as well as plans for improving quality
across the health economy

5.

Based on the principles in this plan, a more detailed delivery plan (setting out
projects to be implemented in 2012-13) is being developed

RECOMMENDATIONS
6.

The Board is asked to approve the 2012-13 Commissioning Plan

Paul Lynch
Planning & Performance Manager
March 2012
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FOREWORD

This is West Cheshire Clinical Commissioning Group’s Commissioning Plan for
the financial year 2012/13. It is the first year of the delivery of our Strategic Plan
2012-2017 and will move us towards achieving our vision of Best Health, Best
Care, Best Value.
The Clinical Commissioning Group comprises the 37 GP practices in the three
localities of Chester City, Ellesmere Port & Neston and Rural. We have worked
with our member practices in the three localities to develop our priorities for this
plan.
As a Clinical Commissioning Group we are responsible for commissioning
healthcare for the people of West Cheshire: that is, making sure that we use our
budget of around £300 million to ensure the best possible healthcare for our
population.
Our plan builds on our achievements in 2011/12. This year we are aiming to be
one of the first clinical commissioning groups authorised by the National
Commissioning Board.
Our strategic focus is on six major health issues affecting our population:
•
•
•
•
•
•

Cancer;
Heart disease;
Mental health;
Dementia;
Diabetes;
Alcohol-related ill health;

This plan describes what we will do this year to improve outcomes for our patients
across these six areas. It also sets out our intention to make sure that the Right
Care is provided at the Right Time and in the Right Place to all our patients. Our
plans for 2012/13 will address local needs and the national requirements set out in
the NHS Operating Framework 2012/13
We recognise that to achieve our vision we need to think about healthcare in very
different ways. Therefore, this year we will put into place three major ideas that
have the potential to transform healthcare locally. These are: the ‘Whole Place’
Community Budgets pilot that is coming to West Cheshire; programme budgeting
for mental health – where we will use the expertise of clinicians providing services
to commission; and a clear and relentless focus on improving patient experience
so that we really are making the lives of our patients better.
This plan will form part of the overall Health and Wellbeing Strategy which is being
developed by the emergent Health and Wellbeing Board for Cheshire West and
Chester Council. Our work in improving healthcare will contribute to the overall
vision for our community set by the Health and Wellbeing Board, which is:
3

To enable everyone to lead a healthy life and increase the sense of wellbeing
within our communities.
We believe that through clinical leadership and by putting the views of patients at
the heart of all that we do, we can achieve our vision of Best Health, Best Care,
Best Value for all in West Cheshire.

Dr Huw Charles-Jones
Chair

Alison Lee
Chief Operating Officer

March 2012
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EXECUTIVE SUMMARY

• This is West Cheshire Health West Cheshire Clinical Commissioning Group’s
Commissioning Plan for the year 2012/13.

• It sets out what we will do this year to move towards our strategic vision of
Best Health, Best Care, Best Value for our population.

• We describe what we will do in 2012/13 to deliver improved outcomes for our
patients in relation to the six major health issues that we are focusing on:
cancer; heart disease; mental health; alcohol-related ill health; diabetes and
dementia. These six clinical areas are where we can make the greatest
difference to improving the health of our population. Our aim is to improve the
clinical outcomes for our patients in these six areas through a combination of
partnership working, a greater emphasis on prevention, and redesigning the
way services are provided.

• We need to transform the way that healthcare is provided in West Cheshire.
We have three major ideas in 2012/13 that are different ways of thinking about
healthcare. These innovations are highlighted in the table below:
Table 1: Our Big Ideas for 2012/13

Innovation

Brief Description

Whole Place
Community Budgets

We are a main partner in the ‘Whole Place
Community Budget’ pilot scheme being led
Through this programme we will demonstrate
how shared objectives can be achieved by
bringing together resources, reducing duplication
and establishing more efficient and customer
focused services.

Programme
Budgeting for Mental
Health

Clinicians from primary, community and
secondary care work in partnership to decide
how to spend the budget therefore creating a
more integrated approach that will further
improve quality of service and health outcomes.

Improving Patient
Experience

We are committed to further improving the
experience both patients and carers have when
they access healthcare services in West
Cheshire.
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• Improving quality will be at the centre of all that we do. We will affect change at
three levels in 2012/13: commissioning for quality improvement; a culture shift
to ‘no decision about me without me’; and quality assurance.

• We are operating in a challenging financial climate, so it is essential that we
secure best value from the healthcare we commission. For us, this means that
we must commission the Right Care, at the Right Time in the Right Place. We
describe our plans for doing this in 2012/13.
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SECTION 1: WHO WE ARE AND OUR VISION FOR HEALTH CARE IN WEST
CHESHIRE
Who we are
West Cheshire Clinical Commissioning Group is responsible for commissioning
health services for the 253,000 patients registered with our 37 GP member
practices. We are also responsible for commissioning healthcare for people who
live within the area we cover, but are not registered with a GP practice; and people
in our geographic area needing emergency care.
The map below shows the area that we have responsibility for:
Figure 1: Clinical Commissioning Group Boundary

The constitution of the Clinical Commissioning Group sets out the governance
arrangements for the organisation including:
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•

A Board that is chaired by a GP and includes lay advisers, a nurse and
specialist clinician from outside of the area, a chief operating officer, a
finance officer and four GPs from the local area. The governing body takes
strategic decisions on behalf of the membership and ensures that the
governance arrangements of the Clinical Commissioning Group are robust;

•

A membership council, which is the representative body of each of the 37
member practices

•

Three GP Locality Groups, which provide vital connection to our member
practices;

•

A Clinical Senate whose members include senior doctors from local
hospitals, and representatives from nursing, allied health professionals,
adult and children’s’ social care and public health. The Senate advises the
governing body, helping to drive the clinical priorities of the Clinical
Commissioning Group.

Figure 2: Governance Structure
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Cluster (until April 2013)
National Commissioning
Board (post April 2013)
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(37 Member Practices)
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West Cheshire Clinical Commissioning Group Board
Chair-Dr Huw Charles-Jones
Chief Operating Officer – Alison Lee
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Primary Care Trust Remuneration
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GP Networks

Chair – Dr Tim
Saunders

Chair City – Dr
Laura Millard
Chair EPN – Dr
Jeremy Perkins
Chair Rural – Dr
Steve Pomfret

Quality
Improvement
Committee
Chair – Dr Andy
McAlavey

Commissioning
Delivery Group

Executive
Committee

Chair – Dr Andy
McAlavey

Chair –
Alison Lee

Joint
Commissioning
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Chair – Councillor
Brenda Dowding

Children’s
Trust Board
Chair – Moira
Swans
(Independent
Chair)
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We have also arranged our clinical leadership structure around our strategic
aims. The diagram below illustrates this. The major clinical themes are sponsored
by Board members with senior GPs leading on individual work areas.
Figure 3: Clinical Leadership Structure
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What we want to achieve
What we want to achieve is summarised in our mission, vision and objectives
below. We worked with a wide range of local groups to develop these.

Figure 4: Vision, Mission & Objectives

Our vision
For our population to be in the best of health, that health services offer the best
care for our patients and that we offer the best value health care to the taxpayer.
We simplify this vision into: Best Health, Best Care, Best Value.
Our mission
Encapsulates the principle that governs all that we do. This is: to make sure you
get the healthcare you need
Our strategic objectives
Describe in greater detail how we will achieve our vision:
•
•
•

Best Health – we will target our resources on the major causes of ill health
to improve outcomes for all
Best Care – we will improve the quality of healthcare and put the patient at
the heart of everything we do
Best Value – we will commission services that demonstrate value for money
for our population
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Our values
As an emerging organisation, it is important that we define values that guide the
way that we work. We have therefore worked with our member practices, staff
and other organisations, including Cheshire West and Chester Council to establish
our values which are outlined below. These will define our organisational
standards and behaviours; guide our decision making and shape the culture of our
organisation.
Figure 5: Values
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Plan on a Page
The diagram below summarises what we will do as an organisation. In includes
the context we are operating in and our vision; values; strategies; and
programmes. It describes the outcomes we are seeking and how clinical
leadership underpins all that we do.

Figure 6: Plan on a Page
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Towards Authorisation
In 2012/13, we want to be one of the first Clinical Commissioning Groups
authorised by the National Commissioning Board. Being authorised will mean that
we will be able to formally hold a budget and employ staff. The National
Commissioning Board will judge our competence in six key areas:
Table 2: Key Competencies for Authorisation
No.
1.
2.
3.

4.

5.

6.

Key Competency
A strong clinical and multi-professional focus which brings real added value.
Meaningful engagement with patients, carers and their communities.
Clear and credible plans which continue to deliver the QIPP(quality,
innovation, productivity and prevention) challenge within financial resources,
in line with national requirements (including excellent outcomes) and local
joint health and wellbeing strategies.
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.
Collaborative arrangements for commissioning with other Clinical
Commissioning Groups, local authorities and the NHS Commissioning
Board as well as the appropriate external commissioning support.
Great leaders who individually and collectively can make a real difference.

Many of the tests will be addressed by the way we routinely do business; indeed,
we have already made significant progress in 2011/12, including receiving
approval from the Strategic Health Authority for the way our Clinical
Commissioning Group is configured. The high-level timeline we will follow is
shown below:
Table 3: Indicative Authorisation Timetable
Date

February 2012

Step

Formal Budget Allocation

April 2012

Full Clinical Commissioning Group Team in Place

April 2012

Block contract with Commissioning Support Services

October 2012

Formal applications to the NHS Commissioning Board for
Authorisation
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SECTION 2: THE CASE FOR CHANGE - LOCAL HEALTH NEEDS AND THE
NATIONAL PICTURE
This section sets out the factors driving our plans for change in healthcare in West
Cheshire. These factors are both local, for example, what our strategic needs
assessment tells us, and national, for instance, the financial climate that we are
operating in.
Health needs in West Cheshire
In developing West Cheshire Clinical Commissioning Group’s five-year strategic
plan we took into account what we know about the health needs of local people.
Much of this knowledge was taken from the Joint Strategic Needs Assessment
(JSNA) developed by colleagues working in Public Health. The JSNA is a shared
statement with Cheshire West and Chester Local Authority which describes the
health and social care needs of local people.
The JSNA tells us that we have an ageing population in West Cheshire and that
there are significant pockets of deprivation. It also points us towards the three
disease areas that have the biggest impact currently in West Cheshire:
•
•
•

Cancer
Heart Disease
Mental Health

It clearly highlights the increasing pressures we will face from three emerging
health problems in the future:
•
•
•

Alcohol-related ill health
Dementia
Diabetes

We set out a comprehensive analysis of health needs in West Cheshire in our
Five-year strategic plan 2012-2017 Our 2012/13 plans for the six health issues are
described in Section 4 of this document.
NHS Operating Framework 2012/13
The NHS Operating Framework 2012/13 sets out the business and planning
arrangements for the NHS.
We took responsibility for key performance areas for the NHS in West Cheshire in
2011/12, including a significant proportion of Operating Framework requirements.
Our plan will deliver the four main themes of the 2012/13 Operating Framework:
•
•
•
•

Putting patients at the centre of decision making;
Completion of the last year of transition to the new NHS structures;
Increasing the pace on delivery of the QIPP challenge;
Maintaining a strong grip on service and financial performance.
14

Our plans for quality improvement in 2012/13 will address the specific
requirements in the NHS Operating Framework that we will be responsible for: this
includes Carers and Dementia, where we are working closely with the Local
Authority.
The Framework places a strong emphasis on quality and dignity in care and the
importance of listening to the concerns of patients and relatives; this is central to
our plans for this year.
The NHS Outcomes Framework & Our Approach to Quality
The Health and Social Care Bill places statutory duties on clinical commissioning
groups to:
•

Promote continuous improvements in the quality of the health services they
are responsible for commissioning;

•

Support continuous improvements in the quality of primary medical care.

The NHS Commissioning Board will assess how well we have discharged these
duties through the Commissioning Outcomes Framework. The indicators in the
framework relate clearly to outcomes or robust predictors of outcomes that can be
influenced through the actions of clinical commissioning groups. We expect that
the final indicators for the Commissioning Outcomes Framework will be published
in October 2012.
The indicators will measure the local contribution to achieving the key outcomes
and improvement areas in the NHS Outcomes Framework, which covers the five
domains set out below. We have aligned our strategic outcome measures to the
domains in the NHS Outcomes Framework:
•

Preventing people from dying prematurely;

•

Enhancing quality of life for people with long term conditions;

•

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

•

Ensuring that people have a positive experience of care;

•

Treating and caring for people in a safe environment and protecting them
from avoidable harm.

To deliver our strategic objective of Best Care we must be clear about what best
care looks like. Our clinical experts and local people have helped us develop an
approach to quality that will support us to deliver Best Care. We have agreed that
quality is about:
•

Patient experience – how will the healthcare journey feel for patients and
families?

•

Safety – will the treatment or healthcare cause any harm?

•

Effectiveness – will the treatment or healthcare work?
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Commissioning for Quality Improvement
Care pathways describe a patient’s journey to get the right healthcare at the right
time and in the right place. We will design pathways of care that deliver clear
outcomes for our population and ensure that care is delivered safely and
effectively across organisations. These pathways will reflect the best practice
published in the National Institute for Health and Clinical Excellence (NICE)
Quality Standards. The guiding principle for any re-design of services will be
improving the care experience for patients and relatives.
To improve the quality of healthcare in 2012/13 we will:
• Use the Quality Standards published by the National Institute For Health and
Clinical Excellence to commission pathways of care that deliver improved
outcomes for our population and ensure that care is delivered safely and
effectively across organisations. These standards will guide us in work
programmes for alcohol, dementia, depression, diabetes, heart failure, and end
of life. The standards describe the high level outcomes that patients should
expect and will support us in our journey towards commissioning for outcomes.
• Align the incentive systems across general practice, community services and
hospitals to focus on improving patient experience and outcomes across the
same disease areas. This should maximise the impact of quality improvement
efforts. The incentive system we use for hospital and community services will be
the Commissioning for Quality and Innovation Scheme. For General Practice
we will use a local quality incentive scheme. Both schemes offer a financial
incentive to providers to perform optimally against improvement standards. The
shared clinical focus areas for these quality incentive schemes will include:
chronic obstructive airways disease, heart failure, diabetes and dementia.
Equally important there will be a requirement to collect and respond to real time
patient experience information.
• Make a sustained effort to ensure that the ethos of hearing the patient voice,
both at a commissioning level and in face to face contacts between clinicians
and patients, becomes the way we routinely do our business. This will mean
expanding our mechanisms for routinely capturing the voices of patients and the
local population to inform the decisions we take. Our engagement programme
will be developed to deliver this requirement and will include the use of citizen’s
juries to act as expert reference panels. Work will continue to support practice
level patient and participation groups.
• Promote a culture that starts to embed the ethos of “no decision about me
without me”. We will investigate the benefits of a work programme on patientcentred care that promotes the value of educating patients about their illness
and the choices they have. Shared decision making tools will be introduced in a
number of clinical focus areas: hip and knee replacement surgery,
amniocentesis and prostate cancer.
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• We will also be introducing the concept of the Year of Care in diabetes. This will
involve designing our diabetes commissioning intentions from the individual
care plans written by patients and their lead clinician in primary care.
• Include in our contracts with NHS providers a requirement to implement the
Getting it Right Charter, which is a pledge to ensure that people with learning
disabilities get the care they need when using health services. Services will be
expected to provide evidence of how they have made adjustments to meet the
needs of individuals receiving care in mainstream services.
• Improve the way we measure the humanity of care that patients experience. We
want care that is delivered with compassion and dignity. We must report on
these measures in a way that allows us to compare providers of healthcare by
using measures of quality that are standardised. We will use the Commissioning
for Quality Innovation Schemes with our community and hospital care providers
to explore whether the use of Always Events can create optimal patient
experiences that we can measure. Always Events are actions that should
happen every time at a certain point during care delivery, such as a care and
comfort checks at set intervals for inpatients.
• Make clear in our contracts with providers of NHS care when we will apply
penalties for unacceptable standards of care through proportional and
appropriate mechanisms. There will be a relentless focus in our contracts on
driving up the safety of care through the use of the NHS Safety Thermometer.
This is an improvement tool that identifies the level of avoidable patient harm in
four areas: pressure ulcers, urine infection in patients with catheters, falls and
venous thromboembolism.
• Ensure that when GPs and other providers of NHS care report incidents about
care delivery that has fallen below expected levels of quality that we support
them to investigate any root causes thoroughly and share learning to reduce the
chances of reoccurrence.
• Make information available to our population to support informed choices about
the healthcare available locally and because we know that reporting of
performance publically improves quality. We will share information we receive
from hospital and community services about what they are doing well and be
transparent about the service improvements we want to see. We are developing
a GP quality dashboard that will show how our practices perform against a
variety of measures. The purpose of this dashboard is to provide both patients
and general practices with an overview of a practices progress in delivering high
quality care.
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SECTION 3: FINANCIAL PLAN

Financial context
The 2012/13 Financial Plan has been generated using the principles set out in the
2012/13 NHS Operating Framework and subsequent financial planning guidance
from the NHS North West.
Western Cheshire receives a financial allocation for its population and has a duty
to commission services in the most effective way without exceeding available
resources. During 2012/13, West Cheshire Clinical Commissioning Group will
deliver a £4 million financial surplus (or underspend) against its delegated budget
to support the delivery of this financial duty.
In headline terms, for 2012/13 recurrent resources will grow by 2.8% and most
areas of expenditure will be subject to a 4% efficiency target.
On 1 April 2012, West Cheshire Clinical Commissioning Group will have a
delegated budget of £316 million. This budget reflects a share of the Primary Care
Trust’s recurrent allocation and is net of an anticipated transfer of £15 million
public health expenditure to the local authority and NHS Commissioning Board. It
is anticipated that the delegated budget will change early in the new financial year,
in the main, due to the following issues:
•
•

•

Migration of secondary care activity into specialised services to comply with
the new national definition.
Amendments to the funding transfers to the local authority in respect of
public health budgets following the production of the 2011/12 annual
accounts and the receipt of public health allocations from Department of
Health.
Allocation of primary care trust non-pay corporate budgets.

It is anticipated that clinical commissioning group allocations will be announced
during March 2012. These allocations will based on a new weighted, or ‘fair
shares’ formula and should reflect the needs of the local population. Although
further guidance is expected, it is anticipated that annual funding cycles will be
used to move all clinical commissioning groups towards their target allocations.
Planning assumptions
Baseline planning assumptions, including inflation and efficiency requirements are
agreed nationally and are set out in the NHS Operating Framework. These
assumptions, along with other Operating Framework commitments underpin the
2012/13 Financial Plan.
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Hospital healthcare inflation has been nationally agreed at a negative 1.8%, net of
an efficiency target of 4%. However, there will be local variation in the impact on
payments by results activity with an assumption across Western Cheshire of 1.5%
reduction. This negative inflation will also be applied to non-hospital healthcare
and other specific clinical commissioning group budgets.
A fundamental strand of the 2012/13 financial plan will be to fund the financial
consequences of commissioning decisions made during the previous year and
when we set contracts we will look to fund 2011/12 out-turn levels and reflect the
full year effect of QIPP reforms implemented during the year. This will mean that
the focus for 2012/13 will be to mitigate the impact of expected activity growth and
should put the clinical commissioning group on a sound financial footing.
Financial summary
Table 4: Financial Summary
The West Cheshire Clinical Commissioning Group financial outlook for 2012/13,
including the allocation of new resources and Primary Care Trust reserves can be
summarised as follows:
CCG

NHSCB

LA

PCT Total

£m

£m

£m

£m

2012/13 Financial Summary
Growth in resources
2011/12 surplus and lodgement
returned
2% recurrent surplus
Previous allocations used nonrecurrently
Social Care and Re-ablement funding
Sub-total Funding & Income
2011/12 recurrent overspend
Inflation (2.2%)
Additional CQUIN (+1%)
Social Care and Re-ablement funding
Non-recurrent use of 2% surplus
Operating Framework commitments
Anticipated increases in activity
Other pressures
Reserves/contingencies
Sub-total Expenditure Commitments
Funded by:
4% National efficiency target
QIPP target
Surplus (control total)

10.076
3.605

0.630
0.226

0.355
0.127

11.061
3.958

7.408
3.575

0.464
1.125

0.261
0.517

8.133
5.217

3.383
28.047
(-)8.400
(-)7.067
(-)2.500
(-)3.383
(-)6.141
(-)2.429
(-)5.646
(-)0.870
(-)4.725
(-)41.161

0
2.445
(-)1.000
(-)0.954
0
0
(-)1.590
0
0
(-)1.071
(-)0.016
(-)4.631

0
1.260
0
(-)0.050
0
0
(-)0.402
(-)0.481
0
(-)0.400
0
(-)1.333

3.383
31.752
(-)9.400
(-)8.071
(-)2.500
(-)3.383
(-)8.133
(-)2.910
(-)5.646
(-)2.341
(-)4,741
(-)47.125

10.827
6.354
4.067

2.186
0
0

0.073
0
0

13.086
6.354
4.067
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In summary, West Cheshire Clinical Commissioning Group has a sound financial
outlook. Subject to the delivery of £6.354 million QIPP initiatives to mitigate growth
in activity, a £4 million surplus (1% of recurrent primary care trust reserves) will be
delivered as at 31 March 2013.
Quality payments
Previously, 1.5% has been set aside for clinical quality and innovation schemes.
During 2012/13 this will be increased to 2.5% with total potential secondary care
quality payments of £6.154 million. Delivery against these quality targets will be
closely monitored throughout the course of the financial year although, at this
stage, the financial plan assumes that this fund will be utilised in full.
NHS Operating Framework investments
The 2012/13 financial plan continues to provide for previous investment decisions.
In addition, each year the Operating Framework outlines a series of new
commitments based on national priorities and these will need to be reflected in the
local financial plan. During 2012/13, additional sums will be set aside within the
clinical commissioning group's delegated budget for the treatment of the elderly
and financial support for carers.
Cross border funding issues
The West Cheshire health economy has an annual financial pressure of £3.2
million relating to the funding of patients registered with Welsh GPs as a result of
the Department of Health cross border funding protocol not being fully
implemented for emergency, sexual health and dental activity.
During 2011/12 a non-recurrent solution was reached with additional funding being
received. However, an on-going solution is yet to be agreed. This represents a
financial risk of at least £1 million for West Cheshire Clinical Commission Group in
respect of emergency activity. It is hoped that a recurrent solution will be agreed
as part of the agreement of clinical commissioning group allocations. The 2012/13
financial plan does not assume any additional income in respect of cross border
funding.
Re-ablement and social care funding
From 1 April 2011, responsibility for re-ablement during the first 30 days following
discharge passed from local authorities to the NHS. £300 million is now included in
primary care trust baselines. The Western Cheshire share of this national sum will
now total approximately £1.3 million. Further guidance is anticipated on how this
process will be managed and it is envisaged that regular reports will be produced
to demonstrate value for money against this sum.
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In addition, a separate non-recurrent allocation of £2.8 million will be received for
support to social care. This allocation will be transferred directly to the local
authority governed by a section 256 agreement (NHS Act 2006). However, the
Operating Framework makes it clear that joint plans should be agreed for the use
of this allocation and it is expected that it will deliver significant benefits to the
health economy.
Activity growth assumptions
Financial plans need to take account of anticipated changes to the environment in
which we operate. Specifically, we need to allow for the likely impact of changes to
our population, impact of commissioning decisions and other potential increases in
costs caused by external factors.
The 2012/13 financial plan factors in £5.6 million additional investment covering
the following factors:
Table 5: Additional Investments
Description
Demographic changes
Improving waiting times
Commissioning growth
Best practice incentives
High cost drugs
NICE guidance
Total

£m
0.800
1.000
0.933
0.633
0.880
1.400
5.646

The potential financial impact of demographic changes was an issue of debate
across the local health economy during 2011/12. For 2012/13 an assumption that
costs will grow by £800,000 due to changes to, and increases in, the local
population has been made. This figure has been calculated working closely with
public health and is based on an age weighted average cost per patient for the
expected population changes for the coming year. This figure is far less than
assumed by previous financial strategies but is believed to be far more realistic.
The achievement of the 18 week referral to treatment target will continue to be a
key priority for the clinical commissioning group. During 2011/12 £1 million
additional resource was invested non-recurrently to maintain delivery of this target.
Based on information provided by our main local Foundation Trust we will need to
set aside the £1million again to deliver this during 2012/13.
A significant amount of work has been undertaken to understand the financial
impact of commissioning decisions, national policy initiatives and other system
changes. A percentage change in payments by results costs has been calculated
for each point of delivery, in the main, focusing on activity at the Countess of
Chester Hospital NHS Foundation Trust. This additional investment can be
summarised by the following table:
21

Table 6: Financial Impact of System Changes
Commissioning growth:
End of life
Bowel screening – diagnostic day cases
Bowel screening – outpatients
Hemiarthoplasties to total hip/knee replacements
Elective C-section
Total commissioning growth

£m
0.200
0.034
0.207
0.231
0.261
0.933

Best practice incentives:
Increase in outpatient procedures (from daycase)
Increase in zero length of stay for unplanned admission
Total best practice incentives

0.395
0.238
0.633

During 2011/12 the costs of high cost drugs, not covered by the payments by
results regime, increased significantly and created an unplanned financial risk to
the clinical commissioning group. Working closely with the Countess of Chester,
plans are being put in place to manage any further increase in these costs more
effectively. An additional £880,000 has been factored into the financial plan.
NICE produces guidance which sets the standards for high quality healthcare and
encourages healthy living. This includes specific guidance on the use of individual
drugs and technologies which will impact on the clinical commissioning group’s
financial outlook. The annual financial plan will take into account the financial
impact of known NICE recommendations.
Reserves and contingencies
In line with principles of sound financial management, organisations are expected
to build contingencies into their financial plans in order to provide cover for an
appropriate assessment of risk. With this is mind, the NHS Operating Framework
requires primary care trusts to both set aside 2% of recurrent funding for in-year
non-recurrent use and deliver a year-end surplus of at least 1%. The 2012/13
Financial Plan complies with this requirement.
Although yet to be clarified, it is anticipated that the 2% recurrent resource will be
held by a combination of the strategic health authority and NHS Cheshire,
Warrington and Wirral. Clinical Commissioning Groups will be required to submit
business cases that demonstrate the non-recurrent, or one-off, nature of the
proposed expenditure. The 2012/13 Financial plan assumes that we will bid for
and receive this funding back in full for use over the following items:
•
•
•
•

One-off costs required to implement system reform;
Pump priming of health economy wide QIPP initiatives;
Revenue to capital transfers;
Other specific business cases;
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During 2011/12 the majority of reserves were held by the Primary Care Trust
Cluster and called down as and when required. For 2012/13, all recurrent reserves
have now been allocated out to either the Clinical Commissioning Group, Local
Authority (in respect of public health) or NHS National commissioning Board (in
respect of primary care expenditure).
The principles adopted when allocating Primary Care Trust reserves were to firstly
fund previously agreed commitments, fund new investments required by the
Operating Framework and then allocate any remaining resource to fund 2012/13
and future risk areas.
Quality, Innovation, Productivity and Prevention (QIPP)
There is a national assumption that all NHS organisations will generate 4%
efficiencies. In addition, the 2012/13 financial plan identifies the need for additional
financial savings (or QIPP savings) of £6.354 million which will need to be
delivered if the clinical commissioning group is to achieve the planned year-end
surplus. The entire 2012 /13 QIPP target has been delegated to the clinical
commissioning group along with a corresponding share of Primary Care Trust
reserves.
The key issue creating this financial gap is the assumption that the cost of activity
will increase by in excess of £5.6 million. The West Cheshire Clinical
Commissioning Group has identified six strategic priorities and it is believed that
these areas will contribute significantly towards this growth in costs. The focus of
the 2012/13 QIPP programmes will need to mitigate this increase in activity.
Delivery of the savings target will be managed by the Project Delivery Group.
In previous years a ‘salami slicing’ approach has been taken to allocate QIPP
savings. This approach is not favoured by West Cheshire Clinical Commissioning
Group. Detailed discussions have been held within the Project Delivery Group, a
sub-group of the Board committee charged with the delivery of QIPP and reform,
including representatives from Commissioning Support Services.
Our approach to delivering on the QIPP agenda in 2012/13 encompasses our six
key clinical priorities where our initiatives will improve quality whilst assisting in the
mitigation of growth. In addition, our drive to deliver this agenda effectively will also
include cash-releasing initiatives across both planned and urgent care. We believe
strongly that our two-tiered approach as highlighted above will allow us to meet
our QIPP delivery targets in 2012/13
Examples of our QIPP-related activity across our six key clinical priorities are set
in the table below:
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Table 7: Key QIPP Priorities
No

Key Priority Area

Activity

Example QIPP
Related Outcomes for
Delivery 1

1

Diabetes

Introduce Diabetes Local
Enhanced Service

Increased shift from
acute care to
community-based care

Introduce Year of Care
model
2.

Mental Health

Establish Programme
Budgeting for Mental Health

More integrated mental
health provision within
both home and other
community based
settings, mitigating the
growth in acute mental
health admissions

3.

Dementia

Strengthen links with social
care & other relevant
agencies

More people remaining
in their own home for
longer and providng
appropriate personcentred care, reducing
dementia-related acute
admissions

4.

Cancer

Community-based
chemotherapy service pilot

More people being
treated in both home
and
community/residential
settings, reducing
pressure on acute
cancer services

5.

Heart Disease

B-type Natriuretic Peptide
Testing

Reduce the number of
echocardiograms in
acute settings

6.

Alcohol

Commission communitybased service and brief
intervention

Reduce the growth in
alcohol related acute
admissions

1

It should be noted that the outcomes presented are examples and should not be view as an exhaustive list.
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Planned care
We have identified a number of projects to reduce elective demand in the health
system in 2012/13. These include redesign of pathways, with an emphasis on
more care being provided in community settings and ensuring that we closely
manage activity and cost levels so that resources are used in the most efficient
way.

EXAMPLES OF QIPP-RELATED PLANNED
CARE INITIATIVES
•
•
•
•
•

Integrated community continence and
urology service;
Consultant led community eye condition
service;
Community based endoscopy
procurement;
Integrated community pain management
clinic;
Further development of clinical policies and
surgical thresholds

Overarching
Positive
Outcome

Shift from
hospital to
community
provision,
reducing levels
of acute-sector
growth

25

Urgent care
In 2012/13 we will implement a number of measures to improve how we respond
to patients urgent care needs and ensure they are seen and treated in the right
setting. This should reduce the pressure on acute hospital services.
EXAMPLES OF QIPP-RELATED URGENT
CARE INITIATIVES
•

Expansion of the Hospital at Home scheme

•

Expansion of the Care Home pilot scheme

•

Introduction of a Falls Rapid Response
Team

Overarching
Positive
Outcome

Service
provision
that enables
acute
admissions
avoidance

During 2012/13 we will also have non-recurrent access to the 2% recurrent
reserve that has previously been generated. Part of this reserve will be used to
support local providers to implement change and QIPP plans.
QIPP - Summary
Further work is required to understand the on-going impact of 2011/12 QIPP
initiatives and, in particular, align this to the six strategic priority areas. In addition,
work continues to understand where the West Cheshire health economy is an
outlier using tools such as ‘Atlas of Variation’ and Programme budgeting.
Financial risks and uncertainties
The biggest risk to the 2012/13 financial plan is the ability of the local health
economy to mitigate the financial impact of potential increases in activity caused
by demographic changes, commissioning decisions and other system changes via
the QIPP programme. There are a number of key variables that may impact on the
financial outlook for 2012/13:
• Continued growth in secondary care activity;
• Impact of the payments by results tariff deflator being less favourable than
planned;
• Lack of resolution to the cross border funding issue;
• Growth in the cost of continuing healthcare;
• Pace of development of commissioning support arrangements;
• Impact of 2012/13 QIPP initiatives;
• Public Health transition – budget allocation.
26

West Cheshire
Clinical Commissioning Group

SECTION 4: OUR CLINICAL PRIORITIES

We believe that we will have the greatest positive impact on health and wellbeing
and reducing health inequalities by focusing on the six clinical areas that are
outlined below. This judgement is based on the JSNA, the views of local GPs and
other senior clinicians and what the general public and local community groups
have told us is important. A senior GP has taken clinical leadership of each of
these six clinical priorities.
The first three of the six clinical are the big health issues currently facing our
population. The three new areas that have been prioritised are having, and will
increasingly have, a growing impact on the health of our population in the future.
The three big health issues are:
•

Cancer;

•

Heart Disease;

•

Mental Health.

The three emerging priorities are:
•

Alcohol-Related Ill Health;

•

Dementia;

•

Diabetes.

Clinical leaders have given their support to focus on these six areas and have
agreed that this is where we can make the most difference to the health of our
population. We believe that our prospects of succeeding will be greatly
strengthened by clinicians from all sectors of the health economy working together
to achieve these common goals – and we intend to work with our clinical leaders
to deliver this.
In this section, we describe what we will do in 2012/13 to move towards achieving
our vision for the six priority areas. These plans reflect the strategic aims set out
by the lead clinicians for each and we have also consulted with our three locality
networks on this.
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THE MAJOR HEALTH PROBLEMS WE FACE
CANCER
Clinical Lead: Dr Rachael Warner
The Current Picture
Cancer is one of our biggest causes of mortality and we know that the incidence of
cancers in the population is rising. We know that the rate of reduction in cancer
mortality across England is not as fast as in some other countries. The ‘Improving
Outcomes for Cancer’ strategy states that 5,000 extra lives could be saved each
year if cancer survival rates in the UK could reach that of the European average.
Figures from the Merseyside and Cheshire Cancer Network suggest that in this
area that equates to one life saved per practice per year. In West Cheshire this
means we should be aiming to save approximately 37 extra lives per year.
Strategic Aims and Outcomes
Our Strategic Plan 2012-17 sets out our priorities for improving cancer care. They
are focused on prevention; screening; awareness; access; diagnostics more care
provided closer to home; and end of life care.
We want to see clear improvements in our cancer outcomes. We will continue to
drive improvements in our current outcome measure: the mortality rate for all
cancers for those under 75. Our Strategic Plan makes clear our intention to
improve mortality for under 75s from all cancers from the 2009-11 rate of 104 per
100,000 to a rate of 103 per 100,000 by 2013-15 2. In 2012-13 we will continue to
make progress to achieve this outcome.
Our Focus in 2012/13 - Early Detection and Awareness of Cancer Symptoms
We recognise that we must get the early detection and awareness of cancer
symptoms right. This is crucial to the achievement of our strategic outcome
measure, which is to improve cancer mortality.
In 2012/13, we will:
•

Carry out a review of current arrangements for the detection of cancers,
culminating in recommendations for change to improve clinical outcomes
and increase survival rates;

•

Once we have determined the changes we want to make, we will begin to
implement these.

2

This means reversing the recent rises in single year rates: the rate in 2010 was 110.6 per
100,000
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We will implement a pilot for a community-based chemotherapy service in order to
improve the quality of patient experience and test out more cost effective routes of
provision and to. We will begin with a pilot service provided by the Clatterbridge
Centre for Oncology in our rural locality.
Feedback from our member practices highlighted the importance of high quality
district nursing care to support more patients to die in the community rather than in
hospital. We will seek further improvements in this regard this year;
We will also continue to drive improvements in performance against the 31 and 62
day cancer operational standards.
HEART DISEASE
Clinical Lead: Dr Lydia Anderson
The Current Picture
We are committed to improving the diagnosis, treatment and long term
management of people with heart disease. We will review clinical pathways
associated with heart disease to ensure that the services we commission deliver
best health, best care and best value.
Around 9,650 patients have been diagnosed with coronary heart disease with
2,100 patients on the heart failure registers in our member practices. Some
patients are on more than one register. Prevalence rates have not increased in the
last few years.
Our cardiovascular disease needs analysis shows that differences in lifestyle
behaviour in our most deprived localities are driving inequality gaps. Public health
measures to reduce smoking, improve diet and healthy weight and reduce blood
pressure will have the biggest impact. In addition, health care interventions aimed
at smoking cessation and reducing the number of people with undetected raised
blood pressure will also make a significant impact.

Strategic Aims and Outcomes
Our long-term aims for heart disease are targeted on blood pressure
management; closing the inequality gap between our most deprived sections of
the population and the rest; improving access to diagnostics; increased access to
cardiac rehabilitation; and playing our role in the increased uptake of smoking
cessation programmes.
We will continue to drive improvements towards our strategic aim of improving
mortality for under 75s from circulatory disease from the 2009-11 rate of 60 per
100,000 to a rate of 42 per 100,000 by 2013-15.
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Our Focus in 2012/13 – Prevention through Blood Pressure Monitoring
Around 64,100 (32.6%) adults have raised blood pressure (either being treated for
hypertension or have a one-off recording of >140/90) within West Cheshire.
Presently there are 33,750 patients with hypertension on our practice registers –
this equates to 16% of our adult population. There are therefore potentially a
further 17% of people in West Cheshire with raised blood pressure.
Some of these patients, after investigation, may need to be on a hypertension
register and would benefit from either drug therapy or from lowering their blood
pressure through increasing their physical activity and/or reducing their weight. A
blood pressure reduction of 10mm Hg in systolic or 5 mm Hg diastolic can reduce
coronary heart disease events by 20% and stroke by 32% within one year.
We will ensure that blood pressure investigations in primary care across Western
Cheshire meet current NICE recommendations and that any suspected
hypertensive patients undergo local ambulatory blood pressure monitoring to
confirm the diagnosis.
In 2012/13, we will also:
•

Implement NICE guidance regarding the provision of B-type natriuretic
peptide testing 3 in order to reduce the number of echocardiograms for a
diagnosis of heart failure and to increase the earlier diagnosis of heart
failure. Our member practices strongly supported the implementation of this
testing this year;

•

Ensure access to echocardiograms in primary care within two weeks for
patients with suspected heart failure and previous myocardial infarction as
per NICE quality standards. This reflects feedback from our member
practices on improving access to diagnostics;

•

Investigate the implementation of CT angiography within A&E to reduce
Medical Assessment Unit admissions for chest pain by 75%. This would
have the benefit of the avoidance of invasive angiography and its inherent
risk of major cardiovascular complications in patients with a low-tomoderate risk of requiring revascularization. It could also substantially
reduce the number of Medical Assessment bed days as it would remove the
need for patients to have three-day observations for chest pain and mean
an improved patient experience through quicker diagnostics;

•

Implement best practice End of Life Care for patients with heart failure,
combining community and secondary care collaboration;

•

The second edition of the Atlas of Variation 4 shows West Cheshire as being
in the lowest quintile for the percentage of STEMI 5 patients receiving

3

A blood test for heart failure
A map of all health economies in England showing where there is unwarranted variation Link to
Atlas of Variation
5
ST segment elevation myocardial infarction – a severe type of heart attack
4
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primary angioplasty. When provided promptly, primary angioplasty is the
preferred treatment. We will investigate this part of the pathway and ensure
improvements are delivered;
•

The Atlas also provides data that indicates we are able to improve our
reported numbers of patients with hypertension on GP registers and also
the percentage of stroke admissions consistently spending 90% of their
time on a stroke unit. Improvements in both areas directly affect long term
health and the latter impacts heavily on the level of reliance stroke patients
have on the care system following their stroke. Both areas will be
investigated for improvement opportunities. For example, we will improve
the stroke care pathway through the introduction of community-based earlysupported discharge, psychological support and the introduction of a six
month post stroke review service;

•

We will investigate the commissioning of a Cardiology ‘One Stop Shop’.

MENTAL HEALTH
Clinical Lead: Dr Tim Saunders
The Current Picture
Mental ill health is a condition that can severely impact on the quality of life of
those suffering from it and those immediately around them. It may also lead to
other forms of deprivation, such as, unemployment or homelessness.
For adults mental health conditions such as anxiety, depression and obsessive
compulsive disorder (OCD) are very common, and are serious conditions which
have a major impact on how well an individual is able to function. Around 30,500
of patients in 2009/10 (14.8%) had a diagnosis of depression. This is a higher
prevalence compared to nationally (11%) and is probably indicative of the
proactive approach West Cheshire has within primary care.
There is also estimated prevalence for more complex conditions. For example, we
would expect 900 people in West Cheshire to have a psychotic disorder in any
given year; around 12% of acute hospital occupied bed days are thought to be due
to mental health disorders.
People with severe mental illnesses are vulnerable in many ways. They have
fewer social contacts than the general population, are more likely to be out of work
or in low-paid employment.
They are at higher risk of physical ill-health and more likely to self-injure or commit
suicide. Many exhibit long-term ‘negative’ symptoms such as self-neglect and
social withdrawal.
Locally we are determined to achieve the best possible outcomes for individuals of
all ages suffering mental ill health. We know that fewer people will develop mental
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health problems – by starting well, developing well, working well, living well and
ageing well.
Strategic Aims and Outcomes
Our strategic aims are based on those set out in the national mental health
outcomes strategy ‘No Health without Mental Health’. These are:
•
•
•
•
•
•

More people to have good mental health;
More people with mental health will recover;
More people with mental health will have good physical health;
More people will have a better experience of care and support;
Fewer people will suffer avoidable harm;
Fewer people will experience stigma and discrimination.

Mental health is referenced in the first domain of the NHS Outcomes Framework.
The indicator is:
•

Reducing premature deaths in people with serious mental illness.

Mental health is also included in the measures on long-term conditions. The
outcome measure is to:
•

Enhancing the quality of life for people will mental illness (particularly
relating to employment of people with mental illness).

Our Focus in 2012/13 – Establishing Programme Budgeting for Mental Health
At the centre of our plans for 2012/13 is to establish a programme budget
approach to mental health. This is explained in greater detail in the next section of
this document as one of our three big ideas for this year.
In addition, in 2012/13, we put into place other key changes in mental health.
Some examples of these include:
•

Review the role and function of the community mental health teams;

•

Review access to psychological therapies to ensure we are on target to
deliver national targets as set out in the NHS Operating Framework

These plans reflect the feedback of our member practices, which was to ensure
that pathways in mental health services work more efficiently and to improve
access to services, particularly counselling.
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THE EMERGING HEALTH PROBLEMS
ALCOHOL-RELATED ILL HEALTH
Clinical Lead – Dr Martin Dennis
The Current Picture
Our needs assessment tells us that we have an estimated high rate of binge
drinking compared with the national rate and that the rate of alcohol-related
hospital admissions is high and has been rising at a fast rate. Admissions for
alcohol-related harm have been increasing by around 10% a year since 2002/03
and account for around 9% of non-planned activity at the Countess of Chester
Hospital NHS Foundation Trust.
Across West Cheshire, around 8,000 people are dependent on alcohol, whilst
64,000 people drink alcohol in sufficient quantities to put their health at risk. Of
these, around 15,000 are classified as higher risk drinkers. The North West Public
Health Observatory estimates that 18% of people here binge drink and a third of
attendances at A&E departments are alcohol related. The total cost of emergency
and non-emergency alcohol-related admissions in 2009-10 was estimated to be
around £10.5 million.
Strategic Aims and Outcomes
Over the period of our Strategic Plan 2012-17 we want to: increase the delivery of
brief interventions by front-line services; develop community-based alcohol
services; further develop alcohol liaison and outreach from our main hospital
provider; and offer evidence-based psychological intervention to adults who
misuse alcohol.
We will continue to measure the high-level outcome measure set by NHS Western
Cheshire: to slow the growth in alcohol-related hospital admissions. We want to
slow the projected growth rate of hospital admissions for alcohol-related harm
between 2012-13 and 2016-17 by 1.8%. This links to the NHS Outcomes
Framework measure: to reduce emergency admissions for acute conditions that
should not usually require hospital admission.
Our Focus in 2012-13 – Commission a Community Based Service and Brief
Intervention
In 2012/13, we will move towards achieving our vision for alcohol services by
commissioning:
•
•

A peripatetic community-based alcohol service to cover West Cheshire;
A Brief Intervention training post for NHS and non-NHS Staff.

These are two vital steps in the delivery of our alcohol strategy and have already
been approved as part of a major change programme for alcohol services agreed
in 2011/12.
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In addition we will pursue improvements in issues highlighted by our member
practices. These included examining the availability of detoxification facilities in the
community. In response to a Home Office initiative, we will also increase the
dataset that is collected in A&E departments to record attendances associated
with crime and assault - and linked to alcohol.
DEMENTIA
Clinical Lead: Dr James Davies
The Current Picture
About 3% (1,430) of people aged over 65 years in West Cheshire have been
diagnosed with dementia. This is similar to the national picture. We can expect
another 200 more people with dementia in West Cheshire by 2015, however, this
is probably an underestimate, particularly for people with mild dementia as
research suggests that it may be as high as 7%.
Nationally an estimated 58% of older adults in long-term care homes have
dementia, and 78% of these people have behavioural and psychological
symptoms of dementia. Most GPs in the UK can expect to see between 12 and 20
people with dementia to care for at any one time.
The National Audit Office has noted that much of the spend on dementia services
is for people at the later stage of their care needs as they tend to need more
expensive services. Earlier interventions that are known to be cost effective and
improve the quality of life are not being made widely available so we need to take
a more proactive approach in the early diagnosis of people with dementia and
ensure that support is in place at an early stage.
Strategic aims and outcomes
Over the next five years, our strategic aims for people with dementia, their carers
and families, are to ensure that people have the information they need in order to
understand the signs and symptoms of dementia and will know where to go for
help. There will be good quality early diagnosis of dementia and they will be well
supported in aspects of daily living, to lead as normal a life as possible.
We want to ensure that people living with dementia are able to maintain their
dignity and respect because, as far as possible, they are in control and are treated
with understanding and without discrimination. They will know what treatments are
best for them and what the implications are, and that they will be supported to
make good decisions. They will receive the best treatment and support no matter
where they live or who they are and services will be seamless across the different
agencies providing support.
People with dementia who are nearing the end of their life will be supported to
make decisions that allow them and their families and carers to be prepared for
their death. Their care will be well co-ordinated and planned so that they die in the
place and in a way that they have chosen.
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Nationally, outcome measures for people with dementia and their carers are not
well defined in the NHS Outcomes framework. We will develop local indicators to
measure the success of our local joint strategy for people with dementia i,
developed in partnership with Cheshire West and Chester Council and build in
national measures as they are developed.
Our Focus in 2012/13 – developing a whole system pathway for people with
dementia
In 2012/13, we will move towards our ambition for people with dementia, their
families and carers by developing a whole system pathway across community,
hospital, third sector and specialist services with clear guidance for the
progression of dementia care as the individual’s care needs increase.
We have set out below, examples of some of the key changes we are aiming to
make in 2012/13:
•

•
•
•
•

Strengthen links with social care to enable people to remain in their own
homes for longer – this was a key area of concern highlighted by our
member practices. This will include the use of telehealth and telecare, and
will be supported by training put in place for relevant generic support
workers;
Create dementia advisor posts in the third sector to provide comprehensive
information and support services;
Reduce the use of inappropriate medication to manage the behavioural
symptoms of people with dementia across care settings;
Work with health and social care providers to increase choices at the end of
life and ensure advanced care planning is in place;
We will look for our providers to deliver Commissioning for Quality and
Innovation schemes related to dementia
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DIABETES
Clinical Lead – Dr Catherine Wall
The Current Picture
Nearly 11,500 patients in West Cheshire (5.4% of adults) have been diagnosed
with diabetes by GP practices. The prevalence of diabetes is increasing rapidly –
recently at nearly 600 new cases a year. Despite this increase we still estimate
that there are a considerable number of patients with undiagnosed diabetes and
the increasing trend is set to continue with the predicted prevalence expected to
increase from 7.2% to 7.7% (or 1,476 additional patients) by 2015.
Strategic Aims and Outcomes
Our strategic aims for diabetes care are to: put in place the Year of Care model 6,
which puts patients at the centre of all that we do in diabetes and involves new
ways of working for primary care and hospital clinicians; providing patients with the
knowledge and information they need to manage their condition more effectively;
improving levels of blood glucose control; for 90% of diabetes care to be delivered
in primary care or community settings; for 70% of patients to receive all nine
diabetes care processes; and continuing to fund and develop the local structured
patient education service, Diabetes Essentials. These aims have been developed
with our member practices.
Outcome measures for diabetes are currently not well-defined at national level.
The NHS Outcomes Framework does not have a specific measure for diabetes. It
does however, have indicators relating to the health-related quality of life for
people with long-term conditions and ensuring that people feel supported to
manage their condition.
We will seek to deliver improvements that improve the quality of life for diabetes
patients and reduce the growing impact of this condition, with its attendant costs,
on hospital services. We will apply the outcome measures for long-term conditions
when these are agreed as part of the Commissioning Outcomes Framework.
Our Focus in 2012/13 - More care provided in primary care and the
community
In 2012/13, we will begin to move towards our strategic aim of 90% of diabetes
care being provided in primary care and the community. We plan to introduce a
new Local Enhanced Service for diabetes which will specify that all diabetic
patients, including all insulin dependent patients, have an annual review in general
practice. The review will include:
•
•
•
6

Annual care planning with documented goals and an action plan;
Personalised advice on nutrition and physical activity;
Offer of initial and updated structural educational input;

Link to Information about Year of Care Model
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•
•
•
•
•

Agreed Hba1c target;
Medication review;
Dose titration of insulin if required, with explanation and support from a
health care professional;
Women of childbearing age should have preconception and contraception
advice;
All nine key diabetes care processes.

This year we will also make changes that will help to influence the cultural change
needed to realise the Year of Care model. Our focus in 2012/13 will be on the
training required for clinicians. Linked to this, we will continue to fund and develop
the Diabetes Essentials structured education programme.
To achieve our Best Value objective, we are planning to move both diabetic
outpatient appointments and specialist nurse activity to off-tariff status. In addition,
we intend to commission a specific first to follow up appointment ratio for diabetes
that excludes patients with antenatal and foot problems.
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SECTION 5: THINKING DIFFERENTLY ABOUT HEALTHCARE
We recognise that to achieve our vision of Best Health, Best Care, Best Value we
need to think about healthcare in fundamentally ways. Therefore, this year, we will
put into place three major ideas that have the potential to transform healthcare
locally. These are:
•
•
•

The ‘Whole Place’ Community Budgets pilot that is coming to West
Cheshire;
Programme budgeting for mental health – where we will use the expertise
of clinicians who provide services to commission;
A clear focus on improving patient experience so that we really are making
the lives of our patients better.

In each year of our Strategic Plan 2012-17, we will put into place similar largescale changes so that we are continually making progress towards the
achievement of our vision. Below, we describe our three big ideas for 2012/13 in
greater detail.
‘Whole Place’ Community Budgets

West Cheshire has recently been selected to be one of the four areas delivering a
national Whole Place Community Budget pilot. The pilot builds on the
Government’s Open Public Services White Paper which sets out the key principle
that by putting choice and control in the hands of individuals and neighbourhoods,
public services will become more responsive to peoples’ needs.
We were one of the main partners working on the bid prepared by Cheshire West
and Chester Council.We believe that there are significant benefits that we can gain
through all local services working with the community, voluntary and private
sectors sharing common objectives to find solutions for otherwise intractable
challenges. Given the challenging financial picture across the public sector, the
use of scarce resources more effectively and efficiently is essential. However, to
succeed, Whole Place Community Budgets will require major changes in services
across institutional and professional boundaries. We will give priority to tackling
the causes of problems and not simply addressing the symptoms. This will, in turn,
require bold effective local leadership.
We will be an active participant in the Public Services Board that will oversee the
local pilot, and members of our clinical and management teams will also support
different projects as the pilot scheme develops. The emphasis on early
intervention and prevention is crucial to the achievement of our strategic aims. We
strongly believe that this pilot will lead to new and innovative ways that the public
sector in West Cheshire can switch its focus more to addressing the root causes of
problems and less to dealing with their consequences.
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Programme Budgeting for Mental Health
Programme budgeting shows how commissioning organisations spend their
money against 23 predefined categories, with a view to influencing and tracking
future expenditure, and allowing for the benchmarking of healthcare spending
across England.
Our clinical leaders have determied that we should apply this approach to the
money we spend on Mental Health. We are going to apply what is known as the
“Prime Vendor model” This is a single and clinically led pathway service, with clear
accountability and budget identified and agreed. At the centre of this model will be
an Advisory Group, which will include clinicians from primary and secondary care
and service users and carers.
The Advisory Group will review what our health economy spends on mental health
services and will benchmark our spend against other areas using tools such as the
NHS Atlas of Variation and NHS Comparators. Where appropriate, the group will
make recommendations for change. Appropriate governance arrangements will be
put in place to ensure transparency of decision-making and clear accountability to
our Board.
The group will oversee commissioning delivery activities in 2012/13 including
service improvement/development and investment / disinvestments. This is an
opportunity to think creatively about mental health services - based on new
research evidence, local experience or patient feedback and by considering all
possibilities for improvements, including the linkages in pathways and patterns of
care.
This new approach to mental health is not about cuts, but about making sure that
all of our resources across the health economy are deployed to best effect. Most
of all this is about clinicians and service users coming together to make decisions
about how we should spend our mental health budget to deliver the best outcomes
for our patients.
A Focus on Improving Patient Experience
One of our strategic objectives is to put the patient at the heart of everything we
do. In 2012/13, we want to redefine how we capture and use patient feedback so
that we move closer to achieving our objective.
We will begin doing this through the lens of clinical pathways. For example, this
year we will commence work on patient experience-led commissioning for the
heart failure pathway: this will be through empowering patients to help shape the
steps in the pathway based on their own experience.
Similarly, as noted in our plans for diabetes in the previous section, the Year of
Care is a project that aims to give people with diabetes more control over their
care and support.
It will do this by making annual review consultations between healthcare teams
and people with diabetes truly collaborative, through care planning. It then uses
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this information regarding individual choices and needs to drive changes to service
provision.
To demonstrate the importance that we place on patient experience, we asked our
staff to make 29th February 2012 a ‘patient experience day’. This involved staff
(with the permission of those involved) shadowing clinical practitioners; visiting GP
practices and attending health appointments with a friend or relative. We believe
that through gathering real patient experience in this way, we will be better placed
to make commissioning decisions that reflect the needs of our population. We are
planning similar initiatives throughout 2012-13.
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SECTION 6: RIGHT CARE, RIGHT TIME, RIGHT PLACE
To achieve our vision we must deliver the best healthcare outcomes within the
appropriate timescales and in the right setting for our patients. We summarise this
to: Right Care; Right Time; Right Place
Below we set out our plans to achieve this in 2012/13. The plans set out below are
essential to ensuring that we secure Best Value from the services we commission
and to our achievement of our financial duties. For instance, by the Right Care
objective, we not only mean securing the highest possible quality outcomes for our
patients but doing so at an appropriate cost, so that our resources across the
health economy are deployed to their best effect. Indeed, supporting all of the
initiatives below will be effective contract management: for example ensuring that
all activity and cost is monitored, and where this is outside expected levels working
with providers to explore options to reduce activity and develop alternatives to
hospital-based care.
Our plans for change are drawn from the ideas that clinicians and other healthcare
leaders in West Cheshire have generated; analysis of how we compare against
similar health economies in terms of what we spend and the outcomes we achieve
– drawn from tools such as Programme Budgeting and the Atlas of Variation; and
areas in which we can make our contracts with our provider organisations work
more efficiently. The plans below do not include initiatives under our six clinical
priority areas, set out in section four of this plan, or those projects identified under
the QIPP section of the financial plan within this document.
Earlier in this plan, we described our approach to three long-term conditions:
diabetes heart disease, mental health problems. Nationally, patients with long term
conditions account for 50% of GP attendances and 64% of outpatient
appointments in the NHS 7. We know that to ensure a sustainable local health
economy we must begin to move resources away from dealing with the
consequences of long term conditions and pay greater attention to prevention and
early intervention. We share this view with our local authority partners. We also
know that through mechanisms such as telehealth 8 we can make real
improvements to the lives of all patients who have long term conditions and reduce
pressure on health services. The principle of Right Care; Right Time; Right Place
is therefore of most significance in respect of these conditions and the changes we
are setting out below will impact on a range of long-term conditions.

77

http://www.networks.nhs.uk/nhs-networks/commissioning-for-long-term-conditions/about-us
Telehealth refers to a system which enables the clinical management of an individual's condition
at a distance or in their own home. For example, technology can enable a patient to monitor their
own vital signs, such as blood pressure, pulse rate, or temperature. Or a remote monitoring centre
can take readings of physiological data and warn a clinician if the measurements fall outside the
expected parameters
8

41

West Cheshire
Clinical Commissioning Group
Table 8: Right Care; Right Time; Right Place
Change

Right
Care

Right
Time

Right
Place

Clinical Area: Planned Care
Continue to develop services and pathways through the West
Cheshire Pathway Groups, which currently includes Ophthalmology,
Gynaecology and Musculo Skeletal pathway groups







Development and implementation of shared decision making
methodologies across key pathways in order that patients play an
active role in making decisions about their treatment choices and bring
their own expert knowledge about what matters most to them to the
consulting room
Consider redesign of the patient pathways into orthotics, including
referrals from podiatry







9

Commission community based venesection clinics for specific
conditions where secondary care based provision is not essential and
where patients can be treated closer to home



Review the provision of adult Speech and Language Therapy and
Dietetics services to ensure that the needs of patients with long term
conditions are met



Consider developing the local provision of a sacral nerve stimulation
pathway for patients



10

Introduce a local tariff for unplanned short stay admissions in
Gynaecology
Develop an integrated community-based chronic pain management
service that will encompass close working between local hospitals,
GPs and community service in order to provide a seamless transition
of patients between the different care organisations










Utilise the ‘advice and guidance’ function on Choose and Book in order
to reduce the risk of a redirection or rejection of referrals and to better
ensure that the correct services are offered to patients
Carry out a service review of current direct access diagnostic services










Investigate the options for a community-based minor ear, nose and
throat triage and procedures clinic that will lead to more efficient
provision of resources, allow patients to be seen closer to home, and
lead to better quality referrals to secondary care







Consider the development of pathways for use of CT angiography and
CT colonography







9

A procedure to reduce the number of red cells in the blood
A treatment option low-level electrical stimulation applied via electrodes, which can be used to
treat faecal incontinence and other conditions
10
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Change

Right
Care

Continue to ensure achievement of maximum waiting times set out in
the NHS Constitution

Right
Time

Right
Place



Clinical Area: Urgent Care
Continue to achieve the national operating standard of 95% of patients
in A&E being seen within four hours
Continue preparations for the local implementation of the 111 number






Clinical Area: Long Term Conditions
Implement self-care for patients programme with the voluntary sector



Greater use of technological solutions for long-term condition care,
including Telehealth







Roll out of Community Matrons Weekend Working







Develop systems to identify those most at risk of admissions/early
admission into hospital, to reduce the risk of developing the need for
more intensive health or social care support







Integrate health and social care teams ensuring better co-ordinated
services and better outcomes for people with long term conditions,
moving away from hospital based services and long term care. This
will recognise the important role of GPs as navigators of complex
systems of care.







Improving COPD self-care following discharge





Clinical Area: Children’s Services
Review short-stay admissions of children, especially the under 5's and
implement appropriate contractual changes





At present children are being seen in hospital instead of the
community for paediatric continence issues. We want to see
patients/children being seen in community clinics for these issues













Develop an integrated single point of access for child and
adolescent emotional health and well-being.

Local Developments
The planned developments at both Northgate and Blacon, where we are working
closely with Local Authority colleagues to realise the benefits of integration, will be
important enablers to the delivery of our plans.
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APPENDIX A: DELIVERING AND MONITORING OUR PLANS

In this section, we outline how we will ensure delivery of our plans in 2012/13.
DELIVERY
Our approach to delivery is based on the principles of Business Process
Engineering.
For us, this means that:
•
•
•

Every activity drives and adds value to the next activity – this applies
equally to business and clinical pathways;
All activities culminate in delivery;
Delivery means real change in the healthcare system.

The diagram below illustrates the processes applied for ideas for change along
with where decisions are made. Input from clinicians is crucial to this; both in the
generation of ideas (for example, from GP Networks and the Clinical Senate) and
in their approval (for example, the Commissioning Delivery Committee is chaired
by a GP and includes two other GPs).

44

West Cheshire
Clinical Commissioning Group

MONITORING OF PERFORMANCE
We have robust arrangements in place for the monitoring of performance. Our
commissioning plans have challenging delivery milestones and Key Performance
Indicators. Performance management takes place at three levels within the
organisation.
•
•
•

Strategic – through the Commissioning Delivery Committee;
Managerial – through the Project Delivery Group;
Operational – through monitoring of our contracts with provider
organisations and our delivery of the local Quality, Innovation, Productivity
and Prevention plan.

Each month, the Commissioning Delivery Committee reviews performance and
makes recommendations for remedial action. Performance within the following
areas is reviewed by the committee:
•
•
•
•
•

Financial performance;
Delivery of the Quality, Innovation, Productivity and Prevention plan;
Delivery of our strategic outcome measures;
Performance against national waiting time measures;
Performance of the contracts we hold with provider organisations
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Does this report / its recommendations have implications and
impact with regard to the following:
A.
Clinical Commissioning Group Aims and Objectives
1. Quality (including patient safety, clinical effectiveness and patient
experience) – please outline impact
The plan aims to improve quality across health services in West
Cheshire

Yes

2.

Commissioning Of Hospital And Community Services – please
outline impact
The plan sets out initiatives that will impact on hospital and community
services

Yes

3.

Commissioning and Performance Management of GP Prescribing
– please outline impact
The overall plan will impact on prescribing

Yes

4. Delivering Financial Balance – please outline impact
The 2012/13 Financial Plan is included in this document

Yes

5.

Development Of The Clinical Commissioning Group as a
Commissioning Organisation – please outline impact
Yes – the commissioning plan is a key component of our Organisational
Development

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

No

2.

Additional resource implications
(either financial or staffing resources)

No

If yes, please outline the additional resources required

3.

Health Inequalities
Yes
The plan is the first year of the delivery of our strategy, which aims to reduce
health inequalities

4.

Human Rights, Equality and Diversity Requirements

No

If yes, how will this impact on these requirements

5.

Clinical Engagement
Yes
Has this report been developed with clinical input and do local
clinicians support the report’s recommendations?
Engagement with three locality networks, Clinical Senate and clinicians on
Board

6.

Patient and Public Engagement
Yes
This is the first year of delivery of the five year strategic plan – which was
developed with wide-ranging public engagement

Five Year Strategic Commissioning Plan
West Cheshire Clinical Commissioning Group Board Meeting
th
15 March 2012
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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.

Chester City Locality GP Network
Major issues and actions from December’s meeting included:
•
•
•

4.

External peer review of QOF QP work done by practices around
outpatients was completed.
Work is ongoing around diabetes. Practices were asked to complete a
template about the time required to manage diabetes patients.
The group wish to invite David Parry to discuss the regeneration project
in Blacon at a future meeting.

Rural Locality GP Network
Major issues and actions from January’s meeting included:
•
•
•
•
•
•

A Quality and Outcomes Framework Quality and Productivity Indicator
External Review for out-patient referrals
An update on the Adult Musculoskeletal Assessment and Management
Service
An update on the contracting position
A presentation on Hospital at Home and a discussion about Rural
admission alternatives
A discussion about the Clinical Commissioning Group Strategy and
Constitution
A discussion regarding concerns about District Nurse Service provision
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5.

Ellesmere Port and Neston Locality GP Network
Major issues and actions from December’s meeting included:
•
•
•
•
•
•

Peer review for QOF Quality and Productivity Indicators 6,7 & 8
(Outpatient referrals) took place
An update was given around a number of issues relating to quality
including the health visitor communication pathway, the quality incentive
scheme for 2012/13, quality dashboard and flu vaccination uptake
Update from the Adult Musculoskeletal Assessment and Management
Service
Update on the district nursing service redesign project where concerns
were raised by members regarding the proposed changes and the
current workloads of district nursing teams
Update on Mental Health services
Briefings were given from the board, clinical senate and commissioning
delivery committee to keep members abreast of developments within the
clinical commissioning group.

CLINICAL SENATE
6.

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

The senate reviewed its workplan and agreed to discuss children’s
services and also telehealth and telecare future meetings.
The senate received and commented on a presentation on the key
steps to establish a programme budget for mental health.
The Clinical Commissioning Group’s Lead for Diabetes, Dr Catherine
Wall and Dr Niru Goenka, Consultant Diabetologist at The Countess of
Chester Foundation Trust presented their plans for diabetes care in
primary and secondary care. They outlined plans for adopting the Year
of Care model and for an enhanced service in primary care.

EXECUTIVE COMMITTEE
7.

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

•

The second Board to Board meeting took place with NHS Cheshire,
Warrington and Wirral on 4th January 2012. This meeting went well and
was a helpful opportunity to reflect on our progress and priorities.
Dr Huw Charles-Jones will be the Clinical Commissioning Group’s
representative on the Local Safeguarding Children’s Board as well as
continuing to attend the Children’s Trust Board. Due to these additional
commitments Dr Charles-Jones may consider the need for identifying an
alternative board member to replace him on the Joint Commissioning
Committee. Alison Lee will attend the Safeguarding Adult’s Board.
Recruitment to the posts of Business Administrator (two posts), Head of
Joint Commissioning, Head of Delivery, Planning and Performance
Manager and Senior Project Manager for Clinical Leadership will be
undertaken by end of January 2012.
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•
•
•

•
•

•

•

Dr Huw Charles-Jones, Alison Lee and Sarah Murray are attending a
conference in London on 31st January 2012 focussing on authorisation
for Clinical Commissioning Groups.
Additional short-term, non-recurrent funding of £1Million has been
provided by Department of Health for improving access – discussions
are underway on the allocation of these funds.
Discussion items agreed for forthcoming Senate meetings include;
mental health programme budgets and diabetes in January 2012,
children’s services in February 2012, dementia, telehealth and telecare
in March 2012.
For the February Collaborative meeting formal invitations will be issued
to the clinician partners from the member practices to hold a forum to
discuss governance issues.
It is anticipated that for the May collaborative event Dr Steve Laitner, a
salaried GP from St Albans and national clinical lead for shared decision
making will be in attendance – at this meeting the clinical leads will each
provide a brief overview of their area of responsibility.
A return will be provided to the Primary Care Trust Cluster by the
deadline of 20th January 2012 on the commissioning plan for 2012/13.
The draft Commissioning Plan for 2012/13 will also be taken to the
networks in February for discussion.
The function and name of the Clinical Commissioning Group’s
membership scheme will be reviewed at the Stakeholder Engagement
Event planned for 2nd February 2012.

COMMISSIONING DELIVERY COMMITTEE
8.

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

9.

Evidence of a positive reduction in emergency department activity due to
quality, innovation, productivity and prevention initiatives
The improved access to MRI for patients business case was approved
and would be procured through any willing provider or any qualified
provider
Issues remain regarding the 18 week wait delays at Wirral Hospital

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

Delegated budget for West Cheshire Health Consortium is £303.6 million
which includes the Primary Care Trust’s full orthopaedic reserve and a
non-recurrent transfer of the Primary Care Trusts reserves
Hospital at Home service had been running successfully for one month
with admissions gradually increasing. Further roll out in phase two with
North West Ambulance Service and the Countess of Chester Hospital
The Committee acknowledged the work which was being undertaken to
develop the contract principles for negotiation with providers for 2012/13
The Committee agreed the business case for redesigning part of the
wheelchair service to minimise any inefficiencies which is provided by
Wirral Community NHS Trust
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JOINT COMMISSIONING COMMITTEE
10.

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

Learning Disability self-assessments have been submitted to the
Strategic Health Authority and review meetings have been held.
Proposals for Cheshire West and Chester Council’s budget for 2012/13
are out for consultation.
An update was given to the meeting on the authorisation process for
West Cheshire Clinical Commissioning Group
Future commissioning options for adult weight management services
were discussed.
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-------------------------------------------------------------------------------------------------------------Minutes of the Chester City Locality GP Network
9am–12pm on Thursday 8th December at Cheshire View, Christleton, CH3 7PT
Present: Laura Millard (Chair), Claire Westmoreland (Vice Chair), Andrew Clouting, Kate Bushell,
Robert Stewart, Tim Saunders, Robin Davies, Martin Allan, Stephen Kaye, Tony Bland, Carole Holme,
Iola Coleman-Smith and Mike Lowrie.
In attendance: Carol McRae, Linda Leigh, Linda Bennett, Hayley Pashley, Philip Smith, Gary
Howorth, Atiya Alam, Rob Nolan, Anna Coleman, Sarah Murray and Mandy Bates (minute taker).
Apologies: Suzanne MacDonald, Julia Bailey, Pete Williams and Sam Jeffery.
All Practices Represented? Yes.

Actions and Key Points to Communicate to your Practice
• External peer review of QOF QP work done by practices around outpatients was completed.
• Dr Philip Milner provided an update on the work around urology.
• Carl Marsh highlighted that the work around community ophthalmology service is progressing well and the
service specification is in the process of being approved.
• Work is ongoing around diabetes. ACTION: Practices are asked to complete the template in Paper 3
about the time required to manage diabetes patients and the assumptions made.
• ACTION: Please feedback key messages from the Contracting Update to practice colleagues (report to be
sent with the minutes).
• ACTION: Ask practice colleagues to submit ideas for improving the quality and efficiency of services to
ideas@wcheshirepct.nhs.uk

Summary of Actions from this Meeting
Item
2

Action
Circulate potential model of care for urology with the minutes

2

Inform group of dates of future urology meetings

3

Complete the template in Paper 3 about the time required to manage diabetes
patients and the assumptions made and return to sarahmurray2@nhs.net.
Investigate the options for delivering the diabetes care pilot
Provide feedback about best practice for identifying CDVS issues
Feedback key messages from Contracting Update to practice colleagues
using the report which will be sent with the minutes.
Ask practice colleagues to submit ideas for improving the quality and
efficiency of services to ideas@wcheshirepct.nhs.uk .
Circulate Willaston Model report with the minutes.
Re-generate the Willaston report in 3 months.
Ask the AMAMS team for a paper about the rapid access service.
Arrange for David Parry to attend a future meeting to discuss the regeneration
project in Blacon.

3
4
4
6
7
7
9
10
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Mandy B
Mandy B
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Minutes
No’
Item
1 Welcome and Apologies
Laura Millard welcomed the group to the meeting. Apologies were received from Suzanne
MacDonald, Julia Bailey, Pete Williams and Sam Jeffery.
2

Action

Planned Care Update and QOF QP Outpatients Workshop [P]
Dr Philip Milner (Clinical Lead for Planned Care) and Carl Marsh (Head of Planned Care) attended
the meeting to facilitate the discussion for external peer review of the QOF QP work for outpatient
referrals. Practices have reviewed outpatient referrals for 3 of the 4 following pathways: hip and knee
replacement, shoulder, urology and cataracts. The following findings were highlighted:
Orthopaedics
• The service appears to be generally well received. There are several groups undertaking work in
this area and building relationships.
• There were comments about increasing capacity to do joint injections in the shoulder pathway. Dr
Graham Davenport provides a joint injection course for GPs
Urology
• There have been ongoing issues in urology that are being reviewed.
• Options for the provision of a local service are being explored. The Countess of Chester Hospital
(COCH) will have a new consultant within 6 months. Carl and Philip have visited an integrated
service on the Wirral and this matter was also discussed at the Clinical Senate.
• Philip tabled a potential model of care and this will be circulated with the minutes. There was a
general discussion about the options for local service provision and the commissioning process.
• The QOF QP report highlighted that practices commented on issues such as dip sticking and
practices should be assured that their feedback is being actioned.
• Philip asked the group if work should be postponed for 6 months or if work on pathways should
continue. The group felt that work on redesign and engagement should continue over the next 6
months to define exact service requirements. Philip added that it would be useful if interested
GPs could also attend future urology meetings, Carl will share the dates of these meetings once
they are confirmed.

Mandy B

Mandy B /
Carl M

Ophthalmology
• Carl Marsh clarified that work is progressing around the community ophthalmology service, the
Commissioning Delivery Committee (CDC) have approved the business case and the service
specification is in the process of being approved.
3

Diabetes Pilot [P&C]
Laura Millard reported that Catherine Wall and Sarah Murray are working on the costs for this service.
Paper 3 circulated with the agenda includes a template about the time required to manage patients
and the assumptions made which practices are encouraged to complete and return to
sarahmurray2@nhs.net. Sarah will use the information to develop the service. Philip Smith
commented that on-costs of 29% should be considered.

All

Catherine Wall is working with Dr Niru Goenka to determine the educational requirements of GPs and
practice nurses. Robert Stewart advised that the training requirements would be discussed at his
practice meeting on Monday. Laura Millard explained that practice nurses would need accredited
training since they will do most of the insulin initiation and titrating as well as the day to day
management of patients. It is anticipated that GPs would have more of a supervisory role.
Laura Millard clarified that it is likely that payment will be for each diabetic patient on the practice list.
Concerns were raised about the need for long-term and sustainable funding for this service and the
options for delivering this service including it being a Local Enhanced Service (LES), Alternative
Personal Medical Services (APMS) contract or alternative option. Rob Nolan stated that some LES
contracts will eventually be managed by the National Commissioning Board and some APMS
contracts would be managed by Clinical Commissioning Groups (CCG). Rob agreed to investigate
the options further and Laura Millard added that this may need to be discussed with Huw CharlesJones and Alison Lee.
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4

Contracting Update [P&C]
Key points from Rob Nolan’s presentation are summarised below and the tabled report will be
circulated with the minutes.

Mandy B

Coding and data validation work
• Practices only need to submit a coding and data validation return once per quarter to qualify for
payment although many practices submit returns monthly.
• Analysis of the returns for the 3 months covering June to August indicated that there were 6,544
queries from practices which resulted in savings of £544k. Of this, £49k was related to pathway
issues, £40k was for duplications, £25k was saved when it was “not our patient” and £430k for
“other” which includes a range of issues and themes identified by practices such as trauma and
orthopaedics and multiple same day attendances.
• The COCH is taking steps to address the “no letter” issue. This years’ contract does not allow
financial penalties to be imposed for no letter.
• Savings cannot be attributed to individual practices because whilst one practice may identify the
anomaly the saving comes from applying the cost of that anomaly to the whole health economy.
However, Rob agreed to provide feedback about best practice for identifying issues. It was
emphasised that unfettered review of the data by clinicians uncovers important issues.

Rob N

Year to date performance
st
• The Pressure Points of NHS contracts as of 31 October 2011:
o Rob explained each item and clarified that the Payments by Results over performance has
improved compared with previous years.
o 2011/2012 6-month spend on planned and unplanned admissions is 1.34% lower than in
2010/2011 and this is better than the national situation.
• Impact of QIPP?: Rob explained the current risks for QIPP under planned care, unplanned care
and mental health.
All

The group agreed to feedback the key messages from this presentation to their practice colleagues.
5

Quality Lead Update
Carole Holme provided the following updates.
Health Visitors:
• Work is ongoing to improve health visitor communication in primary care. A communication audit
has been undertaken and health visitors have reported that communication is improving.
• A circular containing the names and contact details of health visitors has been sent to practices.
• Practices are advised to report communication problems on Datix. Practices can also raise
particular concerns with Carole.
• A service review is examining the alignment of GPs and Health Visitors.
Quality Local Incentive Scheme (QIS):
• Carole acknowledged that the QIS work had been challenging this year and that payments will be
delayed until April 2012 but it will improve in 2012/13. Proposals for the 2012/13 QIS are being
considered and the areas of work should be confirmed by April 2012.
• The group agreed that practices should be asked to focus on areas where they have an identified
weakness to improve quality.
Flu Vaccination
• Carole reported that uptake of flu vaccinations is lower than expected. Practice Managers have
been asked for the latest data and practices with low uptake will be contacted.
• Practices commented that district nurses have not been vaccinating housebound patients and that
some nurses have asked GPs to assess patients before administering the vaccine.
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6

Locality Manager Update
Sarah Murray provided the following updates:
• At the formal West Cheshire Health Consortium Board Meeting in November, there was a
discussion about the authorisation process for becoming a CCG and changes to the board
membership with new members including a secondary care consultant, nurse and lay vice chair.
• The November Commissioning Bulletin invites people to submit ideas to improve the quality and
efficiency of services to ideas@wcheshirepct.nhs.uk . The group agreed to ask practice
colleagues to send ideas to this email address which could then be discussed at a future meeting.

All

• The innovation fund was set up 3 years ago from prescribing savings and £200k is available
recurrently per annum to pump-prime ideas from practices. It has been proposed that any
applications for funding will be presented and discussed at the network from which the application
has been made. The role of the network will be to advise the commissioning delivery committee
who will then make the final decision. Recent projects funded by the innovation fund include the
insulin service at City Walls Medical Centre and the cluster manager roles.
• It has been suggested that the format of the City Network meetings in 2012 could be changed
slightly so that of the 10 meetings each year there are 6 formal meetings and 4 informal meetings
(held quarterly). The informal meetings would have a workshop (e.g., focus on diabetes pilot or
QIPP schemes) generating outcomes and an action list rather than formal minutes. Carole Holme
expressed concern that the informal meetings would be a ‘talking shop’ and suggested that every
meeting should have some time for information sharing so that important management items are
not delayed for 2 months. It was agreed to continue with the current format and review this in
future.
• Sarah Murray is now the Locality Manager for all 3 localities so the 3 Locality Support Managers
will now take on the role of Locality Manager at the networks. Sarah will attend all 3 networks on
a rotational basis.
• Logins for the restricted area of the new Consortium website should be available by mid-January
and will initially be trialled by the Clinical Leads and Commissioning Leads. Tony Bland asked
that an ideas forum and area for practices to upload useful documents is put on the website.
• The first nurses’ forum will take place today prior to the Rolling Half Day event. Content will be
driven by the nurses and feedback is welcomed.
7

Chairs Update
Willaston Model Report
The paper tabled will be circulated with the minutes. Laura explained that this report had been
produced in response to a request from the group in May and visits to practice to standardise data
collection methodology.

Mandy B

Whilst the data are not directly comparable, there appears to be less variation compared with the
analysis undertaken in 2009 and it is known that the number of first outpatient appointments has
decreased locally during this period. The group agreed that the information was useful and asked for
the report to be re-generated in 3 months to compare the two 3-month periods, average data for the
total 6-month period and for the data to be analysed by weighted population.

Mandy B

Stephen Kaye commented that this is a useful in-practice tool for stimulating discussion among GPs.
Carole Holme added that registrar referrals are reviewed and discussed in her practice and the
process supports registrar education about the alternative options for managing patients.
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8

Approval of the Minutes of the Last Meeting
The minutes of the last meeting held on Thursday 10th November were approved by the group. An
update on the actions from the last meeting is provided below.
Action
Consider storing pathways on the restricted area of the WCHC website.
Regards the QOF QP work, the next steps and method for completing
column ‘C’ on the completion templates will be clarified with Sarah Vickers.
Send out list of bureaucracy/duplication of work with the minutes.
Feedback comments about PCT having centralised policies for primary
care.
Send the Hospital at Home service scorer with the minutes.
Please share the Hospital at Home presentation with your practice
colleagues.
Send feedback on the clinical content of the draft practice website guides to
Claire Westmoreland.
Send the 2012 meeting dates with the minutes.
Regarding delayed discharge letters and clinic letters, Andy McGivern
agreed to find out if the KPI is for both letter types or not.
Find out when the national guidance on consortia constitutions is expected.
th
Investigate COCH service arrangements for strike on 30 November.
Review the drug and alcohol LES.
Find out how many diabetes patients the COCH treats and total cost.
Obtain information about the time and costs of managing diabetes patients
to inform the LES model.
Explore diabetes training options further.

9

Update
Completed by Sarah M
Ongoing by Mandy B
Completed by Mandy B
Ongoing by Sarah M
Completed by Mandy B
Completed by All
Completed by All
Completed by Mandy B
Ongoing by Andy McGivern
Ongoing by Sarah M
Completed by Andy McGivern
Ongoing by Mandy B
Ongoing by Rob N
Ongoing by Catherine Wall
Ongoing by Catherine Wall

Items to be Discussed in Future Meetings
• Mandy Bates asked if it would be useful for the AMAMS team to attend to discuss the rapid
access service. The group requested a paper before making a decision.

Mandy B

10 Any Other Business
• Tony Bland clarified that tariff changes necessitating revision of the business case have impacted
progress of the Northgate Development.
• Claire Westmoreland advised that Western Avenue Medical Centre was approached
approximately 6 weeks ago about the development of health services for the regeneration project
at the Parade area in Blacon. Laura Millard surmised that more information was required and it
was agreed that it would be useful for David Parry to attend a future meeting to discuss this as
many practices have patients in Blacon.
11

Mandy B

Close

Next Meeting: There is no meeting in January. The next meeting is at 9am–12pm on Thursday 9th February 2012 in
Rooms A & B in the 1829 Building
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Rural Locality Meeting
Minutes of the meeting held on Tuesday 10th January, 2012
Cheshire View
2.00pm – 5.00pm

Key Points to Communicate to your Practice
•
•

The QOF QP 6-8 peer review discussion for outpatient referrals was completed
Adult Musculoskeletal Assessment and Management Service (AMAMs) - 80% of those referred
from AMAMs receive surgery at secondary care. A two day urgent response is now available and
GPs are reminded that Choose and Book is the preferred route of referral.
There have been changes to the board membership – Mr Mike Zeiderman (hospital doctor
representative), Ms Sheila Dilks (nurse representative) and Ms Chris Hannah (vice chair and lay
member) join the board as of January 2012.
Rob Nolan gave an update on the Contract position at month 7. There is PbR over-performance
of £1.27million which is less at month 7 when compared to overspends in previous years at the
same point.
John Hodgson spoke to the network about Hospital at home and there was a discussion about
rural admission alternatives.
Practices are asked to send feedback about the constitution and strategy to Vicky Oxford.
District Nursing service provision was discussed and the changes to the service are to be
discussed at the next contract meeting.

•
•
•
•
•

Action List

RN33

Action
A meeting is to be arranged between Steve Pomfret, the Frodsham
Medical Practice Specialist Nurse and Louise Davies to discuss a
rural diabetes model.
Linked to RN49 – organise a slot in the February agenda for a
workshop session to discuss a possible rural diabetes model

Owner

Vicky Oxford

RN39 Rural prescribing is to be an agenda item at the network meeting in
March 2012.

Vicky Oxford

RN50 Richard Booth to attend in the new year to present proposals for
redesign of community optometry

Vicky Oxford

RN52 Jason Clarke (Connecting for Health) to be invited back in 6 months
to update on progress of electronic prescribing with dispensing
practices

Vicky Oxford

RN53 Feedback from Claire Westmoreland in the new year regarding
progress on practice website content and proposals for the quality
LIS work next year

Vicky Oxford

RN56 District Nurse service provision to be raised at the next contract
RN57
RN58

meeting with Cheshire and Wirral Partnership NHS Foundation
Trust
District Nursing service provision to be an agenda item at the next
meeting and representative from the service to be invited
Feedback prescribing lead concerns regarding event sponsors to
Barbara Perry
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Present: Steve Pomfret, Vicky Oxford, Louise Davies, Jonathan Gregson, Andy Campbell,
Helen Black, Alistair Adey, Jim Hinds, Philip Milner, Graham Davenport, Linda Duffin, Helen
Asteriades, Brian Yorke, Christine Kenyon, Debbie Bailey, Liz Guest, Trevor Ferrigno, Lynn
Suckley and Mike Guest
In attendance: Rob Nolan, Pauline Cooke, Sarah Murray
Practices not represented: All practices represented
ACTION
1.

WELCOME AND INTRODUCTIONS
Steve Pomfret opened the meeting and welcomed everyone present. He introduced
Pauline Cooke to the network and explained that she is supporting the Clinical
Commissioning Group in its work on corporate governance to ensure it achieves
authorisation and will be contributing to the discussion around the strategy and
constitution.
Steve explained that Carl Marsh will no longer be attending the network in the
capacity of Locality Manager and thanked him for his contribution to the network.
Steve also thanked Graham Davenport for his work with the locality and explained
that the Wrenbury practice will be moving to the South Cheshire Clinical
Commissioning Group from April 2012. A decision around Bunbury’s membership of
West Cheshire Clinical Commissioning Group is being progressed.

2.

APOLOGIES
Apologies were received from Liz Noakes

3.

QUALITY OUTCOMES FRAMEWORK QP INDICATOR EXTERNAL REVIEW – OUT
PATIENTS
Philip Milner and Carl Marsh attended the meeting to facilitate the discussion for
external peer review of the QOF QP work for outpatients. Practices were asked to
review out-patient activity for their practice for 3 out of 4 pathways, which were
orthopaedics (hip, knee and shoulder), Urology (all pathways) and ophthalmology
(cataracts). They talked through the main findings from the reviews and reported that
practices have been contacted individually for practice specific issues. Similar themes
have emerged from the three networks and these were detailed in the accompanying
paper. The key points were:
Orthopaedics
• Access to the orthotics pathway is now on the work plan for the orthopaedics
pathway group.
• Work is underway to reflect the referral criteria in place on the AMAMS referral
template.
• Map of medicine is useful when redesigning pathways but it was felt that it was
not particularly useful during GP consultations.
• The hip and knee conversion rate from AMAMs is now 80%. The conversion
rate for Welsh patients is 50%.
• Key learning has been identified around joint injections. The aim is to be in a
position to commission the majority of joint injections from AMAMS and GPs.
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Ophthalmology
• Optometrists should be using the criteria developed and work is on-going with
the local optometric committee to address this.
• Optometrists are paid £8 for each cataract referral. Work is underway to tie the
payment to use of the referral criteria.
Urology
• There is a need to systemise the interface between primary and secondary care.
• There is a lack of guidance around urology conditions and a desire to have
community based urology pathways where appropriate.
• The work done around urology pathways has been used in the urology service
review.
• A proposed model was tabled detailing a community based consultant led
service focusing largely on male LUTs rather than paediatric continence and
bowel continence. The options for achieving this model include growing the
existing service or utilising the procurement route.
The danger to the
procurement route is that having multiple providers may result in an integrated
model not being achieved.
• A meeting is planned with the main provider to discuss a way forward.
• It is estimated that a service specification will be ready in two weeks and a
meeting with the main provider would be four weeks after that. If the service
goes to procurement, this could take between five to nine months.
4.

ACTIONS FROM PREVIOUS MINUTES
Steve Pomfret confirmed that actions 45, 51, 54 and 55 have been completed. Actions
33 and 49 have been amalgamated and are on-going. Actions 39, 50, 52 and are ongoing and will roll forward to the next meeting.
The following action was discussed at the meeting:
Action RN54 – Responsibility for Practice Updates on NHS Choices
Vicky Oxford gave an update on the responsibility for updating practice information on
NHS Choices. Some practices have given permission to NHS Western Cheshire to
update the practice on NHS Choices on their behalf. For practices who did not do this,
the responsibility for updating NHS Choices lies with the practice. A decision will need
to be made about the future of the updating responsibility to decide where the
responsibility for updating NHS Choices lies – with the clinical commissioning group, the
commissioning support organisation or with the GP practice.

5.

AMAMS UPDATE
Sally Kass, Head of Therapy Services gave an update on the service to the network.
The key points were:
•
•
•

There have been changes to the referral to appointment time for the MSK
service. This is now four weeks.
A two day urgent response is now available. This is drawn from the urgent
category on Choose and Book.
The preferred referral pathway is via Choose and Book. There are on average
1500 referrals a month across western Cheshire to the service. 60% have been
diverted away from secondary care. Of the 40% referred on to secondary care,
80% have been converted to surgery.
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•
•

•
•

•

6.

Sally Kass and Debbie Jones agreed to compare the conversion rates of
AMAMs with services neighbouring western Cheshire.
Some patients have been able to self-refer into services. These will now be
triaged when the referral comes through in the same way as referrals received
through Choose and Book to ensure that patients referred via Choose and Book
are not disadvantaged in terms of waiting times from referral to appointment.
Sally will be speaking to practices individually regarding the self-referral
mechanism.
The service is looking at the provision of injection therapy in the rural locality to
ensure it is equitable across the health economy although Sally stressed that the
service is not trying to create competition between themselves and practices
who offer joint injections. The aim is to fill any gaps in provision. Practices who
perform joint injections can request (on the referral form to AMAMS) that patients
requiring joint injections are sent back to the GP Practice for this to be done.
Following feedback from practices about lack of physiotherapy services in their
area when they have had it previously, Sally confirmed that they are currently
looking at skill mix in the locality and have placed an advanced practitioner in the
area. She also confirmed that additional physiotherapy was available and
needed to be placed in the rural locality, and Malpas and Frodsham were being
considered as locations. Lynn Suckley was concerned that she had not heard
about this and Sally agreed to liaise with Lynn about location.

CONTRACTING UPDATE
Rob Nolan gave a presentation to the network on the contracting position. The main
points were:
•

•
•
•
•

•
•

•
•

Coding validation undertaken by practices as part of the local incentive scheme
has generated savings of £544,000. £430,000 has been classified as other and
includes duplicate procedures, short stay strokes and multiple same day
attendances.
The queries surrounding a lack of letters and the quality of letters received from
providers, has been addressed with the Countess of Chester Hospital.
The Clinical Commissioning Group has delegated authority for 70% of the
Primary Care Trust budget.
At month 7, the contract position shows an overspend of £4.77million, although a
significant amount of this is due to factors not necessarily within the influence of
GP practices.
As commissioners, the GP practices have influence over the PbR overperformance of £1.27million and the work undertaken via coding validation and
the planned and unplanned care QIPP work streams has had a significant
impact on reducing the overspend at month 7 when compared to overspends in
previous years at the same point.
There is over-performance on high cost drugs, age related macular degeneration
and critical care (across Aintree and St Helen’s acute).
There is over-performance on the Clatterbridge oncology contract which is micro
managed by the Wirral commissioners. There has been 30% growth in referrals
from the Countess of Chester Hospital and from Walton which is being
investigated.
There is an over-spend in non-contract activity which is when western Cheshire
patients choose to be treated at providers that we do not hold a main contract
with. Contract exclusions include decisions made by the exceptions panel.
There has been a flat-line and in some instances a downward trend in planned
and unplanned admissions when compared against the national picture which
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•
•
•

7.

shows increasing activity in these areas.
There is an underspend against contract year to date in specialities including
trauma and orthopaedics, ophthalmology and gynaecology.
The contracting principles detailing the areas the Clinical Commissioning Group
will be focusing on in the next financial year will be sent to the providers we hold
a contract with shortly.
Following a question about PIP breast implants, Rob felt that the exception panel
may be involved for patients who had the implants done privately. He felt that a
PbR charge would be applicable for patients who had undergone reconstruction
as it would be a new episode of care. The GPs questioned whether this should
be a provider expense as they had put in the implant but Rob felt that it would be
a PbR expense but numbers and costs would have to be monitored and that
centrally more information may come about the payment mechanism.

HOSPITAL AT HOME
Philip Milner declared an interest in the Hospital at Home service due to his relationship
with Partners for Health.
John Hodgson gave an update to the network on the Hospital at Home Service. The
main points were:
•
•
•
•

•
•

The service has been running since the 1st December 2011 and has seen 45
patients.
The service treats patients at home where clinically appropriate as evidence
shows that this can result in better outcomes for patients and greater patient
satisfaction.
Patients registered with a rural locality GP who live in Chester or Ellesmere Port
would be eligible for the service. Patients enter the service via Single Point of
Access and notify practices of patient’s entrance.
The service is 24hours and it has an administration base in the Acorn Suite. A
virtual ward round is completed each morning and evening. There are seven
GPs in the service and interventions are largely pathway driven. All staff have
participated in an induction programme and training.
If district nurses and / or social care are already involved with a patient, that
involvement is maintained.
Referrals come from community matrons, GPs and A&E and the possibility of
referrals from the ambulance service is being investigated.

Following questions from the floor as to how such a model could potentially work in a
rural locality, John felt that arrangements for diagnostics would be made with Ellesmere
Port Hospital and Countess of Chester Hospital for priority testing. Consideration would
also need to be given to giving patients the option of attending Ellesmere Port Hospital
or the Countess of Chester Hospital for a short period for a test and then being treated
at home or being admitted to hospital.
8.

RURAL LOCALITY ADMISSION ALTERNATIVES
Elaine Canavan spoke to the network about rural locality admission alternatives. Elaine
explained that there are different models of admission alternatives being trialled in the
local health economy including Telehealth and a pilot in Ellesmere Port. The pilot in
Ellesmere Port involves two GP practices and is a pilot to co-locate health and social
care teams, providing patients with integrated care management and support for the first
30 days after discharge from hospital.
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Rob Nolan explained that the contract with Partners for Health provided the opportunity
to try something different and Hospital at Home was developed. A demand level has
been agreed of 1100 admissions per year from Chester and Ellesmere Port and the
contract can accommodate 1400 admissions per year. Reviews of the service are
scheduled and if it is found to be effective, there may be the opportunity to roll it out
across other areas but agreement would need to be reached on what these areas would
be.
The network discussed admission alternatives for the rural locality. It was felt that
Hospital at Home should eventually be a universal service and that the model could
work in the rural locality but travel distances would need to be considered. It was felt
that accessibility of the service to rural patients should be addressed before the service
is made available to referrals from A&E and North West Ambulance Service.
Elaine reported that the Clinical Commissioning Group is looking at commissioning
independent research into the scheme as it is the only such scheme available
nationally. She also explained that the government will shortly be presenting its
evidence around Telemedicine.
The group felt that whilst Telehealth may have a place in pre-empting deterioration in
patients with certain conditions, it would not replace Hospital at Home as this service
would be required once a patient had become ill.
9.

QUALITY
Decision: It was agreed that an update would be deferred to the meeting in February
2012.

10.

WEST CHESHIRE HEALTH CONSORTIUM STRATEGY
Steve Pomfret explained that the Commissioning Strategy sets out what the Clinical
Commissioning Group will focus its efforts on over the next five years – diabetes,
dementia, mental health, heart disease, alcohol related ill health and cancer. The
network should consider how the locality agenda can support these areas.
Steve reported that as a membership organisation, the Clinical Commissioning Group is
responsible for ensuring that the organisation being developed is set up to be adequate,
robust and meets the needs of the practices and the patients in the health economy. He
also explained the interim management and governance arrangements for the Clinical
Commissioning Group. Chris Hannah a lay advisor is now the Board Vice Chair, Mr
Mike Zeiderman is the hospital doctor representative on the Board and Ms Sheila Dilks
is the nurse representative.
Pauline Cooke explained that a Clinical Commissioning Group constitution needs to be
developed quickly as part of the authorisation process. This will include making a
decision on whether a GP or lay member should hold the position of Chair and whether
the position of accountable officer should be held by a GP or a manager.
There was discussion about the roles and it was felt that the constitution should reflect
the GP focus. There was some debate about whether the accountable officer should be
a GP or a manager with some feeling that there was a need for GPs to provide clinical
leadership but a manager could discharge the required responsibilities.
Pauline distributed a paper detailing the leadership and governing body role
descriptions and practices were asked to discuss this with their practice colleagues and
feedback their thoughts.
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Post Meeting Note: The constitution and leadership and governing body roles will a
discussion topic at the GP Collaborative on the 28th February so feedback will not be
required prior to the event.
11.

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

12.

ITEMS FOR FUTURE MEETINGS
District Nursing Service
Decision: It was agreed that this would be an agenda item at the next meeting.

13.

VO

ANY OTHER BUSINESS

District Nursing Service Provision
The group discussed the district nursing service provision as there was widespread
concern about the changes to the services resulting in fragmentation and impacting on
the quality and continuity of patient care. The network felt that reducing the number of
district nurse clusters may adversely impact on the patients in the rural locality.
There was acknowledgement that services cannot remain static but it was felt that they
do need to retain some community focus. There was also concern that community
nursing service provision has been negatively impacted through the services supporting
other initiatives in the health economy.
Rob Nolan said that the concerns of the network about the service could be raised
formally at the contracting meetings. It was agreed that Steve Pomfret would raise the SP
network concerns at the next contract meeting with Cheshire and Wirral Partnership
NHS Foundation Trust.
It was agreed that district nurse service provision will be an agenda item at the next VO
meeting and that representative of the provider organisation be asked to attend.
Locality Log-In Section on Consortium Website
It is intended to develop a log-in section on the Clinical Commissioning Group website
for each GP locality. The practices were asked to consider what they would like on their
locality section that’s specific to the rural and email any suggestions to Sioned Brown:
sioned.brown@nhs.net
Engaging with Event Sponsors
Practices were asked to engage with the event sponsors at Collaborative & prescribing
leads meetings to ensure their continued support of the events. Louise Davies was
concerned that as a prescribing lead, she was told about drugs not be prescribed and is VO
finding that she is expected to speak to representatives of companies supplying those
drugs and asked that these concerns be passed onto Barbara Perry.
Date and time of Next Meeting
The next meeting will be held on Tuesday 14th February 2012 at 2.00-5.00pm at
Cheshire View, Plough Lane, Christleton, Chester
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Ellesmere Port and Neston Locality Meeting
Minutes of the meeting held on Thursday 1st December, 2011
Civic Hall, Ellesmere Port
8.30am - 11.30am

Key Points to Communicate to your Practice
•
•
•
•
•
•
•

The QOF QP 6-8 peer review discussion for outpatient referrals was completed
Members of the network will be consulted on the proposals for the dressing clinic – there
continues to be issues with access to the service due to capacity
Adult Musculoskeletal Assessment and Management Service (AMAMs) - 80% of those
referred from AMAMs receive surgery at secondary care. GPs are reminded that they
should do a separate referral for each complaint for a patient to AMAMs.
Practices are encouraged to send a representative to the mental health LES meeting
Practices are encouraged to report any incidents regarding services on datix to support
service improvement
There have been changes to the board membership – Mr Mike Zeiderman (hospital
doctor representative), Ms Sheila Dilks (nurse representative) and Ms Chris Hannah
(vice chair and lay member) join the board as of January.
The innovation fund is available to all practices. Applications will be reviewed by the
respective GP network to advise the commissioning delivery committee, who will make a
final decision

Action List
Present:
Dr Jeremy Perkins (Chair) – Neston Surgery
No.
Action
On-going Actions
1. Feedback on May LIS Work
Report on feedback from May LIS work to be provided to practices
2. Safeguarding Children
Invite Safeguarding team to attend future meeting
3. Pilot – Integrated Health and Social Care Team
Arrange an update for a future meeting
Actions from December meeting
4. Dressings Clinic
Sioned to coordinate feedback from members on proposals for the
dressings clinic and communicate back to the contracting team
5. Cataracts
GPs to feedback concerns regarding quality of GOS18 forms to
Richard Booth. Sioned to circulate Richard’s details to members.
6. AMAMs
GPS to notify Marie Lewis-Smith of any problems with patients
being referred back to practice from physio for re-referral to see a
surgeon.
7.

8.
9.

District Nursing Service Redesign
Fiona Warren to attend the away day on behalf of the network and
to feedback to the network in December
Mental Health
Members encouraged to attend the LES meeting
Datix
Members are encouraged to report any incidents to support
service improvement.
Minutes of Board Committee Meetings
West Cheshire Clinical Commissioning Group Board Meeting
th
15 March 2012

Owner

Status

Sioned Brown

Work in progress

Sioned Brown
Sioned Brown

Arranged for
February meeting
Arranged for
February meeting
Timescale

Sioned Brown

January 2012

GPs
Sioned Brown

16/12/11

GPs

Ongoing

Fiona Warren

02/02/12

GPs

Ongoing

GPs

Ongoing
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Dr Marc England (Vice chair) – Whitby Group Practice (Green)
Dr Sally Shaw – Old Hall Surgery
Dr Ellen Gilchrist – Great Sutton Medical Centre (Green)
Dr Nigel Wood – Great Sutton Medical Centre (Red)
Dr Chris Steere – Neston Medical Centre
Dr Chris Macdonald – York Road Surgery
Dr Susan Kingston – Hope Farm Medical Centre
Dr Fiona Warren – Whitby Group Practice (Black)
Dr Andy McAlavey – Great Sutton Medical Centre (Blue)
Dr Geff Meyer – Willaston Surgery
Dr Jon Stringer – Whitby Group Practice (Red)
Dr Siva Sarangan – Westminster Surgery
Cathy Bedford – Practice Manager York Road
In attendance: Sioned Brown (locality support manager, West Cheshire Health Consortium
- Minutes), Andy McGivern (Secondary care contracts and finance manager), Catherine
Butler (Registrar at Great Sutton Medical Centre, Green), Anna Coleman (School of
Community Based Medicine at Manchester University).
Practices not represented by a GP: All practices were represented
ACTION

1.

Welcome, introductions and apologies for absence
Jeremy welcomed everyone to the meeting and explained that Anna Coleman would be
observing the meeting. Anna is working on a Department of Health commissioned
research study, led by the London School of Hygiene and Tropical Medicine and the
University of Manchester. The study will evaluate clinical commissioning group strategies
and the impact of clinical commissioning groups. Initial work will focus on governance
and organisational arrangements followed by clinical commissioning group strategies and
commissioning priorities.
Anna explained that they are working with eight clinical commissioning groups (CCGs).
Initially they are looking at the development of clinical commissioning groups from the
outset with a view to reporting the findings in January. In the summer they hope to report
on progress and outcome.

2.

Minutes of the last meeting
The minutes of the last meeting were agreed as an accurate record with the addition of
the following:
Dressings Clinic
Nigel Wood noted that the dressings clinic started before 2003. There were clinics based
at Great Sutton Medical Centre, Whitby and Stanney Lane which were run by District
Nurses, and therefore the service was funded prior to 2003.
Actions from previous meetings
Ophthalmology
The planned care team have been made aware of the need to include primary care in the
pathway redesign.
QP Indicators
A meeting will be held following the peer review discussions at all three networks to
discuss the next steps for the QOF QP work. Sally mentioned that a patient had again
been refused intravenous antibiotics at home due to capacity issues. Sioned noted this.
Dressings Clinic
Sioned provided an update on behalf of contracting. Due to illness there has not been
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much development since the last network meeting. A proposal is being produced which
contracting are keen to consult with the network on. However, as no meeting is held in
January, and there is a need for a timely response Sioned agreed to coordinate the
circulation of the proposal via e-mail and to collate responses. Sioned stressed however
that it is crucial that practices take the opportunity to comment on the document in order SB
to influence the decision making process.
Local Incentive Scheme - Clinical Audit
Sioned updated members that it has been decided that the threshold for the hypertension
audit will remain at 140/90 mmHg. Andy McAlavey added that the purpose of the audit is
to look at better outcomes for patients, and to demonstrate improvement in a cohort of
patients. As the NICE guidance defines the target as 140/90 mmHg, it was thought it
would be better to adhere to this.

3.

Quality and Outcomes Framework – Peer Review for Quality and Productivity
Indicators 6, 7 & 8 (Outpatient Referrals)
Dr Philip Milner (Clinical lead for planned care) and Carl Marsh (Head of Planned Care)
attended the meeting to facilitate the discussion for external peer review of the QOF QP
work for outpatient referrals. Practices were asked to review emergency admissions for
their practice for 3 out of 4 pathways, which were Hip and Knee replacement, shoulder,
urology and cataract. The main findings and points of discussion were as follows:
Hip and Knee Replacements
• The majority of practices felt that the pathway/policy had been followed
• Map of medicine is seen as an ineffective tool for use in primary care
• Access to orthotics was highlighted as an issue, and this remains on the orthopaedic
pathway group work plan
• The use of BMI as an acceptance criteria for hip and knee replacements was
identified as an issue by practices and it has now been added to the new Adult
Musculoskeletal Assessment and Management Service (AMAMs) template to support
referrals to appropriate providers
• Carl notified members that the conversion rate for hip and knee replacement from
referral has improved dramatically and is now at 80%.
• Referral templates and features on Choose and Book have been embedded to
support the pathway rather than GPs being issued a separate pathway document.
• Work is on-going with AMAMs to look at the use of decision aids for shared decision
making
Shoulder Pathway
• Practices thought the pathway was sound and easy to follow
• There is variation amongst practices in terms of administering joint injections in
primary care which needs to be addressed. Carl explained that £250,000’s worth of
joint injections have taken place in secondary care and therefore there is a need to
map the source of those referrals to understand where the issue lies and what
possible solutions there are. Options include increasing GP education – the course
offered by Dr Graham Davenport was recommended by many members, cross
referral across practices could also be an option and referral to AMAMs. The
possibility of decommissioning some joint injections was also discussed.
Urology
• There is on-going wider redesign work within the planned care team on urology, Philip
explained that a number of models are being considered including a community
service or a wider, whole system redesign involving primary, secondary and
community care looking at a medical urology model. A whole system redesign would
provide an opportunity to improve relationships between primary, secondary and
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•
•

community care. Members favoured a wholesale review of urology, noting that an
AMAMs service for urology that functioned well would be the preferred option. Philip
added that networks would be consulted on the proposals.
Many practices thought that producing guidance on primary care management of
some conditions would be useful.
Many practices noted problems with follow-ups with patients being lost within the
system. Practices were encouraged to report any incidents on datix.

Cataracts
• There was variation across practices in terms of how GOS18 forms are managed –
some practices felt that opticians should deal with the criteria for referral other
practices review the forms before referral
• Practices reported varying quality of information on GOS18 forms, and members were
encouraged to feed back examples of poor quality forms to Richard Booth, optometric
advisor. Sioned agreed to circulate contact details for Richard.
SB
Andy McAlavey stressed that it is important we see outcomes from doing this piece of
work, and that we think about the work for 2012/13, Carl agreed that the chosen pathways
for next year need to align with the Consortium’s commissioning intentions.

4.

Quality
Health Visitor Communication Pathway
Andy informed members that as a result of discussions regarding lack of communication
between GPs and health visitors, a pathway for communication was developed, with
which Huw Charles Jones was heavily involved. An audit has been conducted to monitor
health visitor adherence to the pathway, which has demonstrated that communication has
generally improved between health visitors and GPs.
There has been on-going input from health visitors who have witnessed different access
arrangements to practice meetings, with some practices more difficulty to engage with
than others. Andy therefore stressed the importance of all GPs being aware of the
communication pathway and to play their part in it, and to also be aware that health
visitors have been asked to adhere to the pathway.
Quality Local Incentive Scheme
Andy McAlavey acknowledged that the quality local incentive scheme had been
challenging this year, and that there had been concerns regarding some of the audit
topics and late distribution of paperwork. Proposals for the scheme for 2012/13 are
already being produced and they will be presented to the networks for discussion.
Quality Dashboard
The quality team have been tasked with producing a quality dashboard for practices to
demonstrate the level of quality across practices and highlighting areas for improvement.
This would be similar to the prescribing performance dashboard which is produced on a
monthly basis by Sioned, which has been well received by practices as they find it a
useful snapshot of their current prescribing performance.
Flu Vaccinations
Andy reported that the initial uptake of flu vaccinations was thought to be quite low,
however more data will be released at the beginning of December to see if uptake has
increased. Practices noted that district nurses had been refusing to give flu vaccinations
and that junior doctors and practice nurses had been sent to patient’s homes to
administer them instead. It was agreed that this would be raised with Community Care
Western Cheshire later in the meeting.
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5.

Locality Development
Jeremy fed back some of the key points from Chris Hannah’s report from her observations
of the three locality networks:
• There is a need for clear terms of reference so that everyone attending the meeting
has a shared understanding of the purpose of the meetings.
• Agendas should link to the annual business cycle for the Consortium
• Agendas should be split between provider and commissioner issues – Jeremy noted
that it has been decided to note this on the agenda with a ‘c’ (commissioning) and ‘p’
(providing) rather than splitting the agenda.
• Items on the agenda could be more clinically led
• It was evident that some members of the networks had not grasped that they are the
consortium, referring to it in the third person
• Ground rules for behaviour in meetings would be helpful
A discussion took place regarding whether the meeting should become more formal.
Many prefer the informal approach that allows freedom of discussion and that Jeremy, as
chair, should monitor the discussion and intercept when necessary.
Jeremy also noted that a suggestion had been made to alternate business meetings with
workshop/informal meetings. Jeremy suggested that there be 6 formal meetings and 4
informal meetings in a year. Members agreed this would be a good idea.
Sally Shaw noted that the report was very negative and didn’t focus on any of the positive
aspects of the meeting. Members felt that they had come a long way to developing a
network that works well together and an environment where people feel able to voice their
opinions.
The purpose of the exercise was to identify areas of improvement for the network, to
make the meeting more efficient and to ensure it was achieving what it should, Jeremy
therefore thought it would be useful to repeat the process in a few months’ time to see
whether there have been any changes. He also suggested that he and the other chairs
meet with Chris Hannah on an individual basis for specific feedback on each network.
Andy McAlavey emphasised that there is a need to change the focus to commissioning
more than provider issues, but that this will come in time as the clinical commissioning
group develops. Andy also suggested it would be helpful to put timescales on actions
from the meeting.

6.

Adult Musculoskeletal Assessment and Management Service (AMAMs)
Marie Lewis-Smith (Commissioning manager, West Cheshire Health Consortium) and
Sally Kass (Community Care Western Cheshire) attended the meeting to provide an
update from the AMAM service. Marie explained that as a result of the May local
incentive scheme work, practices had raised many questions regarding the service, and
thought it would be a good opportunity to address those questions.
Sally Kass told of the improvement in conversion rate from referral to surgery, stating that
80% of patients referred from AMAMs go on to have surgery, compared to 50% of
patients that are referred to the Countess of Chester Hospital from Wales. Sally
explained that the service has not changed dramatically since the last service
specification was produced. The service aims to see patients within 20 days, and some
patients are even seen within 2 days. Traditionally, Ellesmere Port patients seemed to
have long waiting times compared to the Rural locality; however this has now been
standardised across western Cheshire. 60% of referrals to AMAMs come from GPs.
Some patients are managed in the service, of the 40% that are referred to secondary
care, 80% are converted to surgery. The service is looking at the remaining 20% to see
how they are being managed. The service also receives referrals from the Countess of
Chester Hospital for post-operative physiotherapy.
Minutes of Board Committee Meetings
West Cheshire Clinical Commissioning Group Board Meeting
th
15 March 2012

21

AGENDA ITEM NO: WCCCGB/12/03/50
Members asked if a GP notes that a referral is urgent whether this is taken into
consideration by the service. Sally responded noting that if a GP details this in the referral
they will respond appropriately. Sally added that the level of information they receive from
GPs is excellent.
Sally Shaw asked who triages the patients once referred, Sally Kass explained that the
admin team accepts the referral in the first instance to identify those that need immediate
referral, and those that don’t are triaged by an advanced practitioner (either lower or
upper limb or spinal practitioner). There was also a query regarding if a GP notes that the
patient needs surgery, whether this is honoured and sent directly to secondary care. Sally
said that any such referrals are sent directly to secondary care.
Members gave examples of where patients had been sent back to the practice from
physio for another referral to a surgeon. Sally noted that this should not be happening
GPs
and that the first port of call should be AMAMs. Marie asked that any such examples be
sent to her for investigating.
Sally Kass also emphasised the need for separate referrals for each complaint for a
patient, this is due to the 18 week pathway.
Nigel gave an example of where a patient had been referred from AMAMs to
neurosurgery at Walton, and they were refused by the service because the patient
needed an MRI scan. Nigel wondered whether this could be resolved? Sally Shaw
noted that she sends for an MRI scan prior to referral. Sally Kass agreed to look at this to
ensure the pathway is as seamless as possible. Andy McAlavey added that the
commissioning delivery committee are going to be looking at access to MRI.

7.

District Nursing Update
Debbie Jones (Community Care Western Cheshire) attended the meeting to provide an
update on the district nursing service redesign. There are still long term sickness issues
within the service which are not likely to be resolved in the near future. Cluster working
within the team is working well with teams now cross covering. There have also been
changes to staffing levels, one band 7 members of staff has moved from Vale Royal to
assist at a senior level, 2 staff have been recruited at band 5 to start end of January 2012
(one for Hope Farm and one for Ellesmere Port Central). There are difficulties with
recruitment to band 4 however this is now back out to advert.
They are currently undertaking consultation on the service redesign, and an away day has
been arranged for early January and Debbie encouraged GP involvement from the
locality. It was agreed that Fiona Warren would represent the locality at the meeting and FW
to feed back to the network in February.
The professional development lead post is currently out to advert. Members thought it
would be useful to link this post and to have joint education for both district nurses and
practice nurses.
Debbie reported that there continue to be issues with the dressing clinic with patients not
being seen in clinic times, which has increased the number of home visits required.
Debbie added that there have only been 2 complaints regarding the service, however
Nigel Wood noted that patients have complained to the surgery about the service in terms
of quality of service and lack of access to the service. Debbie asked that Nigel provide her
with details of patients who have had concerns about the service, especially in terms of
quality of the service they received.
Geff expressed some concern over the workload of the district nursing team and the risk
involved.
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Sally also questioned why the district nurses are not administering flu vaccinations.
Debbie responded that they should be administering flu vaccinations, but that she will look
into this if it is not happening.

8.

Mental Health Services
Dr Tim Saunders (clinical lead for Mental Health) and Cathy Davis (Head of Mental
Health) attended the meeting to provide an update on the developments surrounding
mental health services.
Tim explained that there is a challenging £1.2m QIPP savings target for Cheshire and
Wirral Partnership NHS Foundation Trust (CWP) for this year, which means trying to
improve efficiency while also improving quality. CWP were asked to produce business
plans some of which have been received, but these are not yet being delivered. Andy
McAlavey clarified that the aim is not to cut mental health services but to improve
efficiency whilst also maintaining quality.
Jeremy asked whether anything is being done regarding the gap in service for dual
diagnosis patients. Cathy responded stating that they are looking at the re-design of the
pathway from A&E to the drug and alcohol service, and hope to have something in place
by the end of the year. Cathy added that if GPs are experiencing problems, and if the
system is not working, then this will need to be looked at again.
Sally reported that patients are being rejected from the Child and Adolescent Mental
Health service, Cathy was not aware of this and asked that any such issues be reported
via Datix. Cathy agreed to investigate as a significant investment has been made into the
service.
A discussion followed regarding the datix system, where members expressed that the
system is extremely time consuming to use. Andy however stressed the importance of
using the system to record any incidents, as this provides evidence for making service
improvements.
Cathy circulated the single point of access pathway.
Susan Kingston asked what the expected wait was from referral for an assessment and
any consequent treatment. Cathy reported that patients should be assessed within 10
working days; however most members did not think that this was being adhered to.
However there will be a wait between assessment and step 3 and 4 of the pathway. Marc
England questioned whether patients were aware of the wait between assessment and
treatment and Cathy explained that at the point of choice, this should be discussed with
the patient, and they can be flexible about where they want to be seen. Ellen Gilchrist
said that this is not always suitable, as the patient needs an appointment in Ellesmere
Port rather than in the Rural. Cathy mentioned however, that clinics rotate depending on
the demand for the service and availability of rooms. Nigel Wood and Sally Shaw
reported that there is often a room available in both their practices if necessary. Cathy
Davies noted this.
Tim Saunders encouraged members to attend the Local enhanced services (LES)
meeting for mental health as it is the key forum for practices to have the opportunity to
input into redesign of services.
Susan Kingston asked whether acute access is still available and Cathy noted that if the
matter is urgent, patients should go to A&E. Members noted that often in an emergency it
is extremely difficult to get the patients to go to A&E, Sally Shaw however reported that
the services has worked well for her in the past.
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Siva Sarangan gave examples where he has had difficulty in accessing a psychiatrist
directly, and single point of access (SPA) have referred the patient back to the practice.
Cathy again noted that such instances need to be reported on datix so that they can be
addressed with the provider.
Tim reminded members of the e-mail service available for accessing advice from
specialist mental health colleagues on management, including prescribing. There are
some issues with the system that they hope to resolve, but Tim explained that each
practice should have a template on their system that they can use and e-mail to the
Community mental health team for advice. He also asked practices to report any
problems they experience in using the system.
Lastly, Cathy notified members that the ADHD pathway is soon to be launched. This will
go to the mental health LES meeting in the first instance.

9.

Consortium Updates
Commissioning Delivery Committee
Andy McAlavey provided feedback from the commissioning delivery committee. The
QIPP delivery plan is progressing; however there are risks to the delivery of some of the
plans. There is currently an overspend against budget, however significant progress is
being made towards achieving target savings by the end of the year.
Clinical Senate
Jeremy provided an update from the clinical senate. A presentation was given to the
senate on the business planning process and the Consortium’s role in implementing the
plans. A discussion also took place around programme budgeting, which is similar to a
block contract, which is going to be explored for mental health. The acute care model for
mental health was also discussed. Jeremy also informed members that a sub-group has
been set up to look at the roll out of 24 hour blood pressure monitoring, the
recommendations from which will be reported to the senate.
Consortium Board
The consortium board approved the proposed management structure of the Consortium
and proposals around clinical leadership. There are also changes to the board
membership. Mr Mike Zeiderman, consultant general surgeon from Ormskirk & District
General Hospital and North West Director of Professional Affairs for the Royal College of
surgeons will join as the hospital doctor on the board. Ms Sheila Dilks, Director of
transformation at NHS Kirklees will join as the nurse on the board and Ms Chris Hannah
will join as the vice chair and lay member of the board.
The board also discussed the finance report and extensive performance report as well as
discussing the next steps to becoming a Clinical Commissioning Group.

10. Locality Manager Update
Innovation Fund
Sioned updated members about the innovation fund. The innovation fund was set up in
2008 and was created out of prescribing savings achieved by practices in western
Cheshire; all practices are eligible to apply for funding. Funding of 200k is available
recurrently per annum. The purpose of the fund was to recognise and support innovation
by providing financial support to encourage the development of innovative approaches to
service delivery and to encourage cost-effective prescribing. The executive committee
has agreed that any applications for funding will be presented at the network from which
the application has been made, therefore the Ellesmere Port and Neston locality will
review any requests from Ellesmere Port and Neston practices.
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The application will be received by the Consortium, who will then seek the views of a
clinical expert (either clinical lead, GPwSI or GP clinical assistant) this will then
accompany the application and be presented at the network. The person making the
application will have the opportunity to present at the network meeting, and then a
discussion will take place.
The role of the locality will be to advise the commissioning delivery committee who will
then make the final decision. Criteria will be developed on which the applications will be
assessed. The network will be consulted on the criteria.
Nurses Forum
The first nurses’ forum is scheduled for 8th December prior to the Rolling Half Day event.
Secretaries’ forum
The next meeting will take place on 13th December

11. • Any Other Business

• Mental Health LES
• Nigel Wood once again wanted to stress the importance of practices being represented
in the mental health LES meeting. Substantial changes have been made to the LES and
it is important for practices to attend in order to have input into discussions.
•
Date and time of next meeting: Thursday 2nd February 2012, 08:30am - 11:30am,
Civic Hall Ellesmere Port
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Clinical Senate Workshop and Meeting
Held on 26 January 2012
Present:
Tim Saunders
Huw Charles-Jones

Paula Wedd

Clinical Senate Chair, Mental Health Lead and GP
Chair of West Cheshire Health Consortium, Unplanned
Care Lead and GP
Chair of Ellesmere Port and Neston GP Locality
Network
Chair of Rural GP Locality Network and GP
Quality Lead and GP.
Chair of City GP Locality Network and GP
Medical Director of Cheshire and Wirral Partnership
Trust
Local Medical Committee representative and GP.
Medicines Management Lead and GP
Medical Director of Countess of Chester Hospital NHS
Foundation Trust
Medical Director of Wirral University Teaching Hospital
NHS Foundation Trust
Director of Adult Health & Social Care, Cheshire West
and Cheshire Council
Allied Health Professional

In Attendance:
Sarah Murray
Catherine Wall
Niru Goenka
Christine France

Head of Clinical Leadership and Engagement
Urgent Care Lead and GP
Countess of Chester Hospital Foundation Trust
Minute taker

Jeremy Perkins
Steve Pomfret
Andy McAlavey
Laura Millard
Andy Cotgrove
Simon Powell
Andy Dunbavand
Dr Virginia Clough
David Rowlands
Mark Palethorpe

Item
1.

2.

3

Agenda Item
Action
Welcome and Apologies Received
Tim Saunders welcomed everyone to the Clinical Senate and
apologies were received from: Dr Philip Milner, Dr Claire
Westmoreland, Jean Pace, Sian Williams, Paul Boyce and Liz
Noakes.
Notes of the Meeting held on 24th November 2011
The notes of the meeting held on the 24th November 2011 were
accepted as a true record.
Review of workplan including updates:
Clinical Commissioning Group Authorisation Process - Huw
Charles- Jones outlined the arrangements being made towards
authorisation. He explained that the Strategic Health Authority
have approved our proposed boundary configuration. Wrenbury
Medical Centre, due to their patient flows and where their
patients are resident, will no longer be part of our Clinical
Commissioning Group and will join South Cheshire Clinical
Commissioning Group. Bunbury Medical Practice has been
approved to remain part of West Cheshire Clinical
Commissioning Group.
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Community Budgets – The Local Authority and partners were
successful in a bid, as one of four pilots, for a whole place
community budget. The bid was based on five themes covering
all aspects of the borough. A public service board has been set
up along with an operational steering group to provide support to
the programme.
Living Well Together Joint Strategy – The strategy was
discussed at the clinical commissioning groups’ formal meeting
in January. It will be discussed further at their informal session in
February to enable a consensus view of comments to be gained
for feedback to the Council.
Department of Health - New access money totalling in excess
of £1m for us to target 18 weeks and A&E. A meeting was held
with all NHS providers to look at short term non-recurrent ways
of spending this money by 31st march.
Urology – Philip Milner and Carl Marsh have held meetings with
Andrew Cliff at Wirral and Robert Fordham at Royal Liverpool
University Hospital to look at several models. They will be
meeting with the Countess and Cheshire and Wirral Partnership
to discuss a proposed model. This will then be an agenda item
for the clinical senate.
Cardiovascular – Lydia Anderson, clinical commissioning group
clinical lead has circulated a survey to all West Cheshire
practices to ascertain what the current situation is and what will
be needed in the future.
Bi-Directional Scopes – A prospective audit is currently being
undertaken. Virginia Clough will bring the data to the next
clinical senate.
Future clinical senate agenda items - February will include
children’s services. Chris Bentley from the Health Inequalities
National Support Team will be invited to a future meeting to
present on their work.
3.1 Ambulatory Blood Pressure Monitoring

4.

There will be an update on ambulatory blood pressure monitoring
at the February Clinical Senate. Virginia Clough will find a
cardiology champion from the Countess of Chester NHS
Foundation Trust Hospital to assist with the process.
OPERATIONAL ISSUES
MENTAL HEALTH PROGRAMME BUDGETING – Rob Nolan
Rob Nolan, Head of Contracting and Performance for West
Cheshire Clinical Commissioning Group joined the meeting to
give a presentation on the key steps to establish a programme
budget for mental health.
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It was agreed to set up an advisory group of senior decision
makers who will form a task and finish group to set the objectives
of the programme. A working group will then manage the
implementation process.
It was agreed that the task and finish group should include:
•
•
•

the clinical leads for mental health and dementia for the
Clinical Commissioning Group as well as Huw CharlesJones;
the Director of Finance and Chief Executive for Cheshire
and Wirral Partnership Trust as well as Andy Cotgrove:
Mark Palethorpe would provide the names of
representatives from the local authority.

Andy Cotgrove suggested that the programme would:
•
•
•
•

help facilitate integration of mental health services
provide economies of scale
support repatriation of patients having out of area
treatments
have the potential to reduce the role of commissioning
and therefore the cost of commissioning

It was agreed that social care budgets be included if possible.
Rob stated that a piece of work is needed to identify the cost
pool and all information sources available. This will include the
Local Authority.
It was agreed that the third sector should be involved and that
the third sector assembly would be a useful group to connect
with.
Paula Wedd suggested that NICE quality standards should be
included in any work undertaken.
The following actions were agreed:
•

Rob will write to organisations for nominations to sit on the
RN
task and finish group.
• The task and finish group will scope out the next three
months for the programme budget.
• Rob will bring an update paper to February’s Clinical
Senate.
BREAK
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5.

STRATEGIC ISSUES
DIABETES MANAGEMENT IN PRIMARY/SECONDARY CARE
Catherine Wall, Clinical Lead for Diabetes, West Cheshire
Clinical Commissioning Group and Niru Goenka, Consultant
Diabetologist at the Countess of Chester Hospital NHS
Foundation Trust presented their plans for diabetes care in
primary and secondary care. They outlined plans for adopting
the Year of Care model and for a local enhanced service in
primary care which would enable enhanced care to be provided
in the community.
The Local Enhanced Service as a vehicle for service provision
was discussed widely. It was agreed that this would be only part
of the proposed service redesign of diabetes services and that a
programme budgeting approach could be taken.
The process for agreement of the Local Enhanced Service for
diabetes was agreed as:
• The proposal will go to all three locality networks
• A business case will go to the Commissioning Delivery
Committee for a decision.
• If agreement given by the Commissioning Delivery
Committee, the Local Enhanced Service will go to the
Local Medical Committee for consultation.

6.
7.

David Rowlands highlighted this as an opportunity for greater
integration of services and it was agreed that this should be an
aspiration.
Any Other Business
No other business recorded.
Date and Time of next meeting: 23rd February 2012 at 9.00 am
– 12.00 noon
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Executive Committee
11th January 2012
Alison Lee
Gareth James
Andy McAlavey
Rob Nolan
Sarah Murray
Paula Wedd
Philip Smith
Craig Griffin
Carl Marsh
Barbara Perry
Paul Lynch
Clare Dooley

Chief Operating Officer (Interim), Chair of Meeting
Director of Finance (Interim)
Medical Director
Head of Contracts and Performance
Head of Clinical Leadership and Engagement
Head of Quality Improvement
Practice Manager representative
Head of Joint Strategic Commissioning, Cheshire West
and Chester Council
Head of Planned Care
Head of Medicines Management
Planning and Performance Manager
Private Office Manager
Action

1.

Apologies
Apologies were received from Huw Charles-Jones, Carl
Marsh and Matthew Cripps.

2.

Minutes from Meeting held on 14th December 2011
The minutes of the meeting held on 14th December were
agreed as an accurate record, with the following correction:
•

3.

Scheme of Reservation and Delegation to section on
page 4 to be reworded by Gareth James.

Gareth
James

Matters Arising
All actions from previous meetings were complete with the
exception of:
•
•
•

•

•

Clare Dooley to complete the business continuity plan;
Care Quality Commission to be a formal agenda item at
the Joint Commissioning Committee;
Telehealth will be an agenda item at February’s Clinical
Senate. Craig will forward his information to Huw by 9th
February;
Matthew to forward a briefing note on the next stage of
the governance review to Craig for him to brief
councillors;
Risk management will be a monthly agenda item;
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•

4.

There will be an update at the next Executive
Committee on the review of the governance structure.

Chair’s Update
The second board to board meeting has been held with the
cluster. This went well and was a helpful opportunity to
reflect on our progress and priorities.
A meeting is needed with Cathy Maddaford to discuss
safeguarding arrangements for both Adults and Children. We
are required to have a board member on the Local
Safeguarding Children’s Board, Huw will take on this role
along with continuing to attend the Children’s Trust Board.
Due to these additional commitments Huw may be unable to
attend the Joint Commissioning Committee, if so we will need
to consider whether another clinical board member should
attend. Alison will attend the Safeguarding Adult’s Board.

Alison Lee

Letters should have been sent out to individuals following the
aspirational interviews held at the end of last year. We are
recruiting for the following posts:
•
•
•
•
•

Two administrators – restricted competition – Paula
and Clare will lead
Head of Joint Commissioning – restricted competition
– Alison, Huw and Craig to interview
Head of Delivery – Alison, Gareth and Huw to interview
Head of Planning and Performance – Rob and
Matthew to interview
Senior Project Manager – Huw and Sarah to interview

The Commissioning Support Organisation is holding an event
for its entire assigned staff on Friday 27th January. Cathy
Gritzner is now the interim Managing Director of the
organisation and will be standing down from her role with
clinical commissioning group development, which will be
taken on by Joanne Forrest. Alison proposed they we hold a
similar event for our team by standing down the February
Executive Committee and using that time for an event off site.
The board members will be invited to attend too to meet the
team.
Alison is meeting with Geraldine Murphy-Walkden and the
facilitator for the workshop due to be held on 1st February.
The workshop will be an agenda item on next week’s senior
management team meeting to discuss who should be invited
and what we would like the workshop to cover.
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West Cheshire has been given over £1m of new money from
the Department of Health targeted at improving access - 18
weeks and A&E targets A meeting was held on Monday with
all local NHS providers to look at short term non-recurrent
ways of spending this money by 31st March. The Countess
are keen to target additional lists insourcing and outsourcing.
There are issues at the Countess around cancer diagnostics
which they are looking at. The capacity at Clatterbridge is to
be retained. Providers will bring plans to the contract meeting
on Thursday. Alison has raised with the North West
Ambulance Service the use of funding to have a clinician
triaging the 999 calls to Hospital at Home, this would enable
phase two of Hospital at Home to begin more quickly.
Alison, Huw and Jeremy met with Andrew Miller MP (Labour,
Ellesmere Port). They discussed community budgets,
potential developments in Ellesmere Port and issues his
constituents raise with him.
A meeting was held with Alison, Gareth and all the board GPs
to discuss the latest clinical commissioning group governance
arrangements. The same issue was discussed at the rural
network yesterday and Steve Pomfret has asked for
comments back from the practices. It will be discussed at the
February City and Ellesmere Port and Neston Networks then
again at the February Collaborative.
5.

The Week – Summary of Policy Developments for
December 2011
Alison had prepared a summary of policy developments from
‘The Week’ for December 2011. This will be a standing
agenda item for the Executive Committee with Clare
preparing this document for future meetings.

Clare Dooley

Bowel cancer screening – a sponsored message and link
Sarah
should go on our website from Sally Shaw and a message out Murray
to all practices – Sarah Murray will action.
Paula to discuss with Sally and Debbie about picking up
messages that need to go out in the Commissioning Bulletin.
Paula will pull together a small group, to include Sarah
Murray, to look at this. Philip will discuss with the practice
managers what they would like to see in the bulletin and
feedback to Paula.
6.

Paula Wedd

Philip Smith

Update on Serious and Untoward Incidents
Paula updated the group on serious and untoward incidents
that have been opened and those that have been closed for
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the Countess of Chester Hospital NHS Foundation Trust and
Cheshire and Wirral Partnership NHS Foundation Trust for
December 2011.
7.

Running Costs

8.

The clinical commissioning group have agreed their
management structure along with a clinical structure to
support. Running costs need to be a monthly item on the
Committee as we need to get more information regarding the
running costs of the commissioning support organisation.
Performance Report
Key points to note from the performance report are:
•

The reported contracts overspends have not changed
and there is no further growth inactivity.

•

A briefing note has been sent to the cluster around our
key targets, which are:
-

•

9.

ambulance eight minute target
A&E in the Countess of Chester Hospital NHS
Foundation Trust 4 hour target.
62 day cancer targets
Clostridium Difficile
Mixed sex accommodation
E-discharge

18 weeks is not on the list of our key targets. Referrals
are increasing but these are not GP referrals. Rob
Nolan’s team are currently looking at the data to find
out where the referrals are being made from.

Authorisation
Alison, Huw and Sarah are attending an event in London on
31st January aimed at clinical commissioning groups called
authorisation and beyond. Alison will be working with Clare
and Sarah to look at key projects on authorisation.
The Organisational Development Plan is an agenda item at
the formal board meeting for January. The action plan will be
submitted as draft. Our clinical commissioning group will
need to think of our organisational development link with the
commissioning support organisation as our HR needs should
be minimal.
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Sarah reported that since the self-assessment tool run at the
collaborative that the three locality support managers have
met and agreed an improvement plan in terms of clinical
leadership and engagement.
10.

Clinical Senate
For January there are two main agenda items. The first from
Rob on mental health programme budgets and the second on
diabetes. Both Niru Goenka and Catherine Wall will be
presenting on diabetes in primary and secondary care. A
discussion on how to take diabetes care forward will follow. It
had been hoped that the national Year of Care team would be
able to attend, but as they are unable a separate meeting has
been set up with them.
The February senate will focus on children’s services.
The March senate will focus on dementia along with
telehealth and telecare. Craig has information on telehealth
which he will share with Huw, Alison and Sarah.

11.

Collaborative
Sarah reported that for the first part of the February
Collaborative we would like to issue a formal invitation to the
clinician partners from the member practices to hold a forum
to discuss governance issues. For the second half of the
meeting Ruth Evans, Director of the Patient Network, has
been invited to present the results of the recent questionnaire
followed by a workshop to look at how these findings can be
taken forward.
In May it is hoped Steve Laitner, a salaried GP from St
Albans will attend. Steve is the national clinical lead for
shared decision making. The clinical leads will each be
asked to give a brief update of their areas to raise their profile
and to provide a sense that things are being delivered.

12.

Commissioning Plan 2012/13 Process and Timescales
A meeting was held yesterday to look at completing response
to the cluster for 20th January, which will include a high level
view of our plans for the next three years.
Good progress is being made with planning for next year and
with the five year strategic plan. Work is needed on the
operational plan for next year.
The commissioning plan will be taken to the networks in
February for discussion to inform the plan.
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It was noted that next year’s plan should be grouped around
clinical priorities and we need to be mindful of the operational
elements as well.
13.

Any Other Business
At the stakeholder engagement event on 2nd February the
function of the membership scheme will be reviewed and also
the name of the scheme will be discussed.
Craig will check with Brenda Dowding who will represent her
at the event as she is unable to attend.

14.

Craig Griffin

Date and Time of Next Meeting
8th February 2012, Team Event
14th March 2012, 9.15am, Executive Meeting Room
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Actions from Executive Committee Held on 9th November 2011
3.

Action
Care Quality Commission to be a formal agenda item at the
Joint Commissioning Committee

Owner
Craig Griffin

Actions from Executive Committee Held on 14th December 2011
5.
7.
7.

Action
Local picture of telehealth to be written up by 9th February
2012.
Next phase of the review of current governance structure to
be clarified with Craig.
Mark Palethorpe and Brenda Dowding to be briefed on the
planed review of current governance structure.

Owner
Craig Griffin
Matthew
Cripps
Craig Griffin

Actions from Executive Committee Held on 11th January 2011
2.
3.
3.
3.
4.
5.
5.
5.
5.
13.

Action
Scheme of Reservation and Delegation to section on page 4
of December’s minutes to be reworded.
A list of all staff that can be released to deal with business
continuity if necessary to be drawn up.
Risk Management to be a monthly standing agenda item.
Governance structure update to be brought to the next
Executive Committee
Alison Lee to meet with Cathy Maddaford regarding
safeguarding arrangements.
Summary of policy developments from “The Week” to be a
standing agenda item
A sponsored message and link for bowel cancer screening
to go on our website and a message out to all practices.
A group to be convened to look at messages that need to be
included in the Commissioning Bulletin.
Information to be gathered from practice managers on what
they would like to see in the Commissioning Bulletin.
Craig to discuss with Brenda Dowding who will represent her
at the engagement on 2nd February.
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Commissioning Delivery Committee
Meeting held on 1st December 2011

PRESENT:

Andy McAlavey
Matthew Cripps
Rob Nolan
Alison Lee
Steve Pomfret
Huw Charles-Jones
David Clark

IN
ATTENDANCE: Rebecca Clayton
Barbara Perry
Carl Marsh
Philip Milner
Andy Dunbavand

Chairman
Transformational Delivery Lead
Head of Commissioning and Contracts
Chief Operating Officer – Interim
GP Representative, Consortium Board
Member
Chairman of West Cheshire Health Consortium
Independent Adviser
Project Support Officer – Unplanned Care
Head of Medicines Management
Head of Planned Care
Clinical Champion
Clinical Champion

2011-72 Apologies
Apologies were received from Gareth James and Liz Noakes

Action

2011-73 Minutes of the Last Meeting and Action Plan
The minutes were confirmed as an accurate record.
Alison Lee reported that the structure and skill set of the
unplanned care team had been incorporated within the revised
Clinical Commissioning Group. Alison noted that in the future
this should be merged with the planned care team due to the
integrated working that is currently being undertaken. The
Committee was informed that the Board had agreed this revised
structure at their November meeting.
Rob Nolan updated the Committee that he had discussed the
non-compliance with e-discharges at the last contract meeting
with the Countess of Chester Hospital and he had asked them
for a formal response in writing before the next contract
meeting. Rob reported that a formal response had been
received yesterday and that he would be seeking comments
from Paula Wedd, Head of Quality Improvement before the next
meeting with them to address this issue.
Alison Lee asked that the action relating to David Lock
attending a Board session be kept on the action plan for an
update at a future meeting.
2011-74 Matters Arising
No other matters were raised at the meeting.
2011-75 Finance Performance Report 2011/12
Rob Nolan reported that he had met with Gareth James and
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Andy McAlavey prior to the meeting to discuss the slight
deterioration of the finance performance. Rob informed the
group that at the end of October 2011 (month 6) there is a
current overspend of £4.371 million against the delegated
Consortium budget. The Committee was informed that the
overspend is mitigated against the Primary Care Trusts
reserves.
Rob outlined the two main pressure areas detailed in item 7 of
the report thus being NHS Contracts being overspent by £4.110
million and “other” healthcare agreements being overspent by
£631K.
The Committee discussed the current situation of the debt being
mitigated by the Primary Care Trust Reserves. The Committee
acknowledged that due to the Consortium’s 2% reserves being
used to pay Wales for their activity there were no other options
available to avoid the use of using the Primary Care Trust’s
reserves to balance the books. Consideration was given as to
whether the overspend reflects systematic influences which
may need to change in the future. Rob noted that he had
addressed the performance and where risks may be within his
presentation for the QIPP Delivery and Contracts items on the
agenda.
David Clark raised concerns relating to the current shortfall and
that initiatives would need to start saving £800K per month to
ensure no further debt would be incurred. It was agreed that
consideration needed to be given as to how the information was
presented against how the performance was being achieved.
Rob reported that operational framework had been published
which would help with the financial planning of assumptions for
2012/13. Rob noted that detailed guidance was still to be
published and it is hoped further information would arise from
the national finance conference being held today. The
Committee acknowledged that learning had been made as the
Consortium is proactively looking at ways QIPP savings can be
made for 2012/13 whereas this year some projects were
identified too late to have an impact on the current year’s
savings.
The Committee noted the financial performance against the
Consortiums delegated budget and acknowledged the positive
work being undertaken to ensure any overspend is mitigated.
2011-76 QIPP Delivery Report 2011/12
Rob Nolan informed the Committee that he had combined the
QIPP Delivery report and contracts performance paper in a
presentation (attached) to highlight the positive progress which
is being undertaken within the Consortium to deliver the QIPP
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savings.
Rob informed the Committee of the main pressure points which
were resulting in the £4.77 million overspend. Rob detailed the
overspend as:
•
•
•
•
•
•
•

performance rep
October.POTX

£1.27 million overspend on PbR activity
£1.40 million overspend made up of high costing drugs,
AMD and “other” i.e. critical care.
£500K overspend with Clatterbridge Oncology.
£290K overspend with North West Ambulance Trust due
to the contract not being agreed until May 2011.
£2.39 million QIPP shortfall to date.
£320K overspend on non contract activity.
£280K overspend on contract exclusions.

Rob reported that the primary care reserves had mitigated
£1.69 million of the QIPP shortfall.
The Committee discussed the rising number of referrals to the
Clatterbridge Oncology department. The Committee discussed
the possibility of a change in pathways at the Countess of
Chester Hospital which is resulting in the rise of referrals. Rob
reported that there had been no change in any clinical practice
or coding at Clatterbridge. Further discussion took place
regarding the referral processes, the rise in cancer patients at
other trusts and the local demographics. It was noted that the
issue had not been raised at the cancer network. Rob agreed
to liaise with the Public Health team to determine what the local
demographics for western Cheshire are in comparison to the
number of referrals. It was agreed this information would be fed
back at the January Committee meeting.
Rob reported that Clatterbridge had made a statement that the
“expectation is that the current overspend will slow down”. It
was agreed that the rise needed to be discussed with the
Countess to see if they had made any changes to their
pathways. Rob reported that the rise reflected an actual growth
of 265 additional patients being seen compared to the previous
year.

RN

RN

Rob reported the fall in expenditure from 2010/11 and 2011/12.
The Committee were informed that the planned care activity had
reduced by 0.53% which resulted in a £160,165 saving to date
and a 2.18% reduction of unplanned care activity which results
in a £628,535. The Committee discussed the reduction of
activity which is being driven by the QIPP initiatives. David
Clark commented that the figures were very encouraging and
welcomed the change in dynamics.
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Huw Charles-Jones reported that Debbie Kadum had advised
there had been a dip in activity at the Countess of Chester
Hospital. The Committee discussed the reduction in activity
against the current “red” status of the beds at the Countess. It
was felt that the “red” status could be due to a staff capacity
rather than an impact on beds. Rob advised the Committee that
the Single Point of Access initiatives and Hospital at Home
would be providing positive impacts in reducing admissions.
The Committee were informed that Countess does not plan to
open the escalation ward throughout the winter pressures.
Rob presented the short term impact the QIPP initiatives had
delivered for planned and unplanned care. The Committee
discussed the planned care specialities which had been
explored via pathway redesign, QIPP, commissioning and
contract management.
The Committee were informed that service redesign had not
been explored to date for cardiology and haematology services.
Rob noted that these areas were not major outliers for the
Primary Care Trust.
The Committee were informed that the Age related Macular
Degeneration prescribing switch from Lucentis to Avastin and
the Care in the Most Appropriate Setting were risks for the
planned care team. Rob noted that the care home pilot,
reablement and Hospital at Home were risks for the unplanned
care team. The Committee were informed that the hospital at
home project had commenced today. Rob advised that
evaluations for the efficiencies of the Telehealth initiative were
still to be received from Cheshire West and Chester Local
Authority.
Rob reported that the contract deduction for mental health still
remained a slight risk. The Committee discussed
correspondence between the contracts team and Cheshire and
Wirral Partnership Trust. Steve Pomfret tabled a letter
responding to correspondence received from Cheshire and
Wirral Partnership Trust stating that they would need to
decommission services. Matthew Cripps agreed to send
comments to Steve the following day.

MC

Robust discussions took place within the Committee regarding
Cheshire and Wirral Partnership’s stance on decommissioning
services rather than redesigning pathways to improve
efficiencies. Rob reported that the contractually the Trust
cannot just decommission services as a 3 month notice needs
to be serviced before anything is stopped. It was noted that this
has been an area of concern for some time however all
meetings and letters have been well documented since March.
Rob informed that Committee that a list detailing where savings
could be made has been made available to the Trust.
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The Committee discussed how Cheshire and Wirral Partnership
Trust could financially mitigate the £1.3 million for 2011/12. Rob
reported that he expected to receive a recovery plan within the
next week. Discussion took place within the Committee
regarding how Monitor record contract queries. Rob agreed to
RN
look on the Monitor website for this information.
2011-77 Contracts Report
David Clark queried the orthopaedic contract overspend. Rob
reported that the overspend is due to the Merseyside
Independent Treatment Centre closing and patients choosing to
be seen at more expensive providers.
2011-78 Performance Report
Rob Nolan gave a presentation (attached) to the Committee
detailing the performance of the Consortiums providers. Rob
noted that he had included NHS North’s RAG rating within each
section.

contract activit
report October.P

Rob noted that the flu vaccination summary related to PCT staff
and provider staff who are advised to be vaccinated against the
flu virus. Rob noted that this was also written into their contract.
The Committee were informed that Cheshire and Wirral
Partnership are poor performers with only 23% of their staff
being inoculated against the flu virus. Rob reported that this
would be monitored through the contract meetings.
Rob reported that the 18 week waiting list had been received
from Wirral Hospitals. Rob explained that work was being
undertaken with the planned care team and locality managers to
ensure patients who had been waiting the longest for their
treatment were being contacted to validate if they were
outstanding treatment from Wirral acute hospital. The
Committee was informed that the Department of Health
Utilisation Management Team is currently working with Wirral
acute hospital.
Rob showed the Committee that the Consortium is currently
RAG rating themselves as amber against the cancer two week
and 62 day wait. However, NHS North had rated the
performance as green. Rob highlighted that there had been
one breach within the breast screening clinic for a patient being
seen within the 62 day target.
Rob highlighted that the Stroke target was now green at the
Countess of Chester Hospital; however Wirral and Mid-Cheshire
Hospitals Trust were both now rated as red. Rob noted that the
contract team would be discussing this with the lead
commissioning bodies.
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The Committee noted that both MRSA and C-Diff targets were
green within the Countess of Chester Hospital. However the
community continued to be red RAG rated.
The Committee discussed the A&E RAG status. Rob reported
that NHS North has rated them as red due to the 15 minute time
to initial assessment and the 60 minute time to treatment.
Whereas the Consortium has rated them against the national
guidance of a total of 4 hours spent in A&E which is built in the
contract, so no penalties have been applied.
The Committee discussed North West Ambulance Service’s
status remaining as red. Rob reported that he has requested
data from NWAS for where patients live that do not receive a
category A response within the 8 minute national target.
Rob noted that the mixed sex accommodation at the Countess
of Chester remained red for a third month. The Committee
discussed how the Countess had commented that the layout of
the hospital was having an impact. It was also noted that the
refurbishment had also been finalised now so this shouldn’t be
having a negative affect. Rob report that he and Ian Linford
were due to meet with the Countess to discuss this further. Rob
noted that he would also seek Paula Wedd’s comments as she
feels it is clinically possible to not have mixed sex
accommodation within the structure of the building.
Rob reported that the E-Discharge remained red and that as
previously noted he would be meeting with Paula Wedd to
discuss this further. Rob noted that he felt the Countess were
now aware of the importance of E-Discharges.
2011-79 Improved access to MRI for patients referred directly by
General Practitioners
Carl Marsh and Philip Milner attended the Committee to discuss
the proposed business case for improved access to MRI for
patients. Philip explained that by increasing capacity to MRI the
Consortium would be providing care closer to patients home
with decreased waiting times. The Committee were informed
that Countess of Chester Hospital regularly breach the 6 week
waiting times for MRI due to lack of capacity in the system.
The Committee discussed the proposed options available for
patients and GPs currently. Huw Charles-Jones noted that GP
education would be vital as the increased capacity could be
taken up with increased inappropriate referrals. The Committee
discussed the two options, noting the positive impact on
patients.
Alison Lee noted the positive impacts from having a range of
providers. The Committee discussed the ways in which a
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contract could be procured. It was agreed that providers would
be given an indicative activity number. It was agreed that option
two should be taken forward with details of procuring through
Any Qualified Provider or Any Willing Provider being discussed
outside of the meeting with the Contracting team.
CM \ RN
2011-80 Medicines Management Report
Barbara Perry and Andy Dunbavand attended the meeting to
discuss concerns and to seek approval of recommendations
made by the Area Prescribing Committee.
Barbara Perry informed the Committee of an application by the
Countess to use Dabigatran and explained that it is an
alternative drug to Warfarin for the treatment of Artial Fibrillation
for patients who are intolerant to Warfarin. Barbara explained
that prescribing Dabigatran would have a significant financial
risk. The Countess had estimated approximately 20 to 25
patients annually would meet the criteria, which would cost
approximately £20,000 to £25,000. This would present a
dilemma for GPs for existing patients who are unable to take
warfarin being treated with aspirin rather than Dabigatran as
they are at higher risk of stroke. Impact modelling with the
pharmaceutical company suggested that treating all patients
with atrial fibrillation who are not taking warfarin with Dabigatran
would cost £1.4million. Barbara explained that national
guidance from NICE had been due to be published in
December, but that an appeal had been lodged.
The Committee discussed the numbers that would be involved if
this were approved. Barbara informed the Committee that is on
the medicines management risk register due to the significant
costs involved.
The Committee agreed that they were unable to justify only new
patients who were intolerable to Warfarin being prescribed the
drug due to cost implications.
Barbara asked how to feed back the decision relating to
Dabigatra to the Countess of Chester Hospital. The Committee
agreed that verbal feedback would be acceptable.
Barbara reported that the National Institute for Clinical
Excellence had published a technology appraisal relating to
dementia drugs. Barbara noted that due to there being no
increased funding for the additional numbers of patients who
would now be eligible for this treatment, Cheshire and Wirral
Partnership Trust had released a holding statement noting that
the memory clinic will continue to only treat patients with
moderate disease until new commissioning arrangements are
agreed. Barbara explained work that was being undertaken
through the Mental Health LES.
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The Committee noted the current position on implementation of
the National Institute for Health and Clinical Excellence
Technology Appraisal Guidance for drugs relating to
Alzheimer’s disease. It was agreed that further work and
guidance would take place by the Area Prescribing Committee
then the recommendation could be presented to this Committee
Barbara reported that Audlem Medical Centre had raised
concerns regarding a patient who was requiring extensive high
cost analgesic drugs. Barbara noted that the costs of these
drugs were adding to approximately half of their yearly
overspend. It was agreed that this could be offset and mitigated
against the yearly budgets. Rob noted that as Audlem would be
transferring to Central and Eastern Cheshire PCT they should
contact their practice pharmacist from the PCT to discuss this
further. Barbara asked the Committee for guidance as to
whether the prescribing for Melatonin should be transferred
from secondary into primary care resulting in a cost pressure of
£22.5K for primary care. The Committee was informed that the
prescribing was "in tariff" which would mean it can’t be
transferred. It was agreed that further information was required
before a decision could be made. Matthew Cripps and Barbara
to discuss outside of the meeting. Matthew noted that more
financial input needed to be added to the APC and other
prescribing Committees.

MC

The Committee was asked to approve the addition of
Golimumab to the formulary in line with the APC
recommendation. The Committee agreed this.
Barbara asked the Committee to approve the addition of
Fesoterodine to the formulary. Barbara noted that the drug is
cost effective for patients who would otherwise need to go down
an alternative pathway for their treatment. The Committee
approved this inclusion to the formulary.
The Committee approved the addition of Hypertonic Saline to
the formulary.
The Committee agreed to support the Area Prescribing
Committee in the rejection of applications for roflumilast and
indacaterol to the formulary until the guidance for treatment of
COPD defining their place in therapy is submitted and
approved.
The Committee agreed to endorse the recommendation to not
fund daily treatments for erectile dysfunction.
The Committee agreed that consideration needs to be given to
the membership of the APC to ensure there is a commissioner
perspective adopted along with financial input. Barbara noted
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that the Contracts team are invited to attend meetings. Rob
asked for Barbara to feedback who is usually asked to attend so
he can follow this up within his team.
2011-81 Care in the Most Appropriate Setting
Rob Nolan informed the Committee that the paper relates to
work being carried out to encourage the Countess of Chester
Hospital to carry out procedures in an alternative setting, which
would reduce costs and help improve efficiencies. Rob noted
that the Countess had refuted previous suggestions which had
been put forward.
It was agreed that Rob would email the Committee with further
detailed information relating to the case for the Committee to
respond to via email.

RN

2011-82 Any Other Business
No other business was raised at the meeting.
2011-83 Minutes from the QIPP Project Group 26th October and 9th
November 2011
The Chair noted that the Commissioning Delivery Committee
Project Delivery Group minutes were distributed for information.
Date and Time of the Next Meeting
The next meeting will take place on Thursday 5th January
2012 at 2.00 pm in the Executive Meeting Room.
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Commissioning Delivery Committee
Meeting held on 5th January 2012

PRESENT:

Andy McAlavey
Matthew Cripps
Rob Nolan
Alison Lee
Gareth James
Steve Pomfret
Huw Charles-Jones
David Clark
Liz Noakes

IN
ATTENDANCE: Rebecca Clayton
Helen McCairn

Chair
Transformational Delivery Lead
Head of Commissioning and Contracts
Chief Operating Officer – Interim
Director of Finance (Interim) West Cheshire
Health Consortium
GP Representative, Consortium Board
Member
Chairman of West Cheshire Health Consortium
Independent Adviser
Associate Director of Public Health
Project Support Officer – Unplanned Care
Head of Joint Commissioning

2012-01 Apologies
No apologies were received for the Committee.
2012-02 Minutes of the Last Meeting and Action Plan
Alison Lee queried the first paragraph relating to the unplanned
care team. It was agreed that this would be reworded and the
minutes amended.
The Committee queried paragraph three of the finance
performance report. It was agreed that this would be reworded
and the minutes amended to reflect the reserves being used
against Betsi Caldwaladar and not the welsh activity.
David Clark noted that the minutes did not reflect the strength of
the feeling around the discussion held relating to the 18 week
referral to treatment time on page 5. It was agreed that David
would reword this and send to Andy McAlavey for approval.
Alison Lee noted that it wasn’t the Department of Health who is
responsible for the Utilisation Management Team; but the
Strategic Health Authority. It was agreed this would be factually
corrected in the minutes.
It was noted the minutes needed to be amended in the
contracts report section as the patients were choosing to be
seen at alternative providers not more expensive.
Liz Noakes reported that the forecasted growth for cancer
incidents is an increase of 30 additional cases per year. Rob
Nolan reported that he would be meeting with Clatterbridge
Oncology Unit the week commencing 9th January 2012 before
the contract meeting with the Countess of Chester Hospital. It
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was agreed that an update would be provided at the next
meeting.
Matthew Cripps reported that he had met with Barbara Perry to
discuss information, which would be required in the medicines
management report at future meetings. It was noted that this
action wasn’t specifically against Melatonin.
Rob Nolan explained that further to the last meeting where it
was agreed additional information would be gained relating to
care in the most appropriate setting for procedures being
carried out by the Countess of Chester Hospital; further
Payment by Results guidance has been issued. Rob noted that
the Contracts team are currently working with the guidance to
update specific details of where procedures should be carried
out. Rob noted that the guidance addresses some issues but
there are still some outstanding queries to be discussed with the
countess. Rob reported that this paper would be distributed
RN
before the next meeting.
Rob reported that he was still awaiting information from NWAS
relating to the location of calls and time breaches for category A
calls. The Committee discussed other areas of concern relating
to NWAS’ attendance at meetings and their participation with
some vital pieces of work including the roll out of Hospital at
Home. Rob agreed to raise a formal contract query with NWAS
relating to these matters.
Alison Lee reported that David Lock item was still outstanding.
It was agreed that this would be carried forward to a future
meeting.
2012-03 Matters Arising
David Clark raised concerns relating to the 18 week referral to
treatment time and the Countess of Chester Hospital’s EDischarges. The Committee discussed the work that was being
undertaken outside of the meeting. It was agreed that detailed
updates would remain within the Performance Report until the
Committee felt the items had been dealt with sufficiently.

RN

AL

RN

2012-04 Finance Performance Report 2011/12
Garth James reported that the finance performance report was
as at 30th November 2011. Gareth explained that the report
highlights that the delegated budget for West Cheshire Health
Consortium is £303.6 million. Gareth noted that the delegated
budget includes the Primary Care Trust’s full orthopaedic
reserve and a non-recurrent transfer of the Primary Care Trusts
reserves. Gareth noted that as discussed in previous
Committee meetings the reserves would be used to mitigate the
current overspend in secondary care and the pressures in
delays of QIPP projects being delivered within year.
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The Committee was advised that further discussions needed to
be held with Neil Ryder and Iain Crossley to look at how future
reserves would be allocated into the Consortium. Discussion
took place within the Committee regarding the recurrent monies
and the yearly growth allocation.
Gareth detailed the financial pressures within secondary
healthcare as non-delivery of QIPP schemes in unplanned and
planned care, “other” activity which includes the expenditure on
high cost drugs and the Clatterbridge contract. It was noted as
detailed above that these areas of overspend would be
mitigated by the transfer of the primary care trust reserves.
Gareth also explained that there is clear evidence that the QIPP
projects are having an impact and are starting to make
significant savings.
Gareth noted that the full delivery of £1.3 million saving is
expected from Cheshire and Wirral Partnership for this financial
year.
Gareth concluded that overall the financial position is balanced.
The Committee noted the contents of the report and the positive
work being undertaken.
2012-05 QIPP Delivery Report 2011/12
Rob Nolan reported that the QIPP delivery report had been
revised to reflect the work undertaken and the current status of
QIPP projects and also the financial impact \ position.
Rob reported that the Urgent Care QIPP programmes are
highlighted as green but due to the current overspend detailed
in the finance performance report the financial impact is detailed
as amber. Rob highlighted the success of the Hospital at Home
service, which has the largest sum of money attached to it. Rob
noted that a meeting would be taking place on 12th January
2012 to review the first 6 weeks of the service and to look at the
data that has been collated. Discussion took place within the
Committee acknowledging the current numbers that have been
admitted to hospital at home. The Committee discussed if all
the admissions were relevant and clinically necessary. Further
discussion was held with regard to data that would be collated
to show if there had been a reduction in admittance’s at the
Countess of Chester Hospital. The Committee discussed at
length if admissions would decrease or if due to the population it
should stabilise with Hospital at Home absorbing the rise in
admissions.
The Committee was advised that the next phase of roll out
would be for A&E to refer into the service once robust
discussions and agreement of processes had been undertaken
between Partners4Health and the Countess of Chester Hospital
management and clinical teams.
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Rob acknowledged that the work undertaken to date was only a
small scale compared to additional work which would need to
be continued for the further roll out with A&E and NWAS. Rob
noted that this work would be undertaken within the 2012/13
QIPP plans.
The Committee was informed that the planned care QIPP
projects were detailed as green but amber due to the overspend
also detailed in the finance performance report. Rob informed
the group that in relation to the Avastin\Lucentis prescribing Carl
Marsh is currently waiting for GMC guidance, which is expected
in the near future. The Committee discussed how neighbouring
Primary Care Trusts had decided which drug to prescribe. The
Committee asked if evidence was now available from Central
and Eastern Cheshire Primary Care Trust that could be looked
at by the Countess of Chester Hospital’s Trust relating to the
usage and financial implications at Leighton Hospital. Rob
RN
agreed to look into this.
Discussion took place relating to how the financial position was
determined. The Committee agreed that it needed to be
recognised when teams have delivered their projects
successfully. Rob explained that this is done by the RAG status
of the “process” column in the report.
Rob reported that the prescribing QIPP delivery was both green
for process and financial implications. The Committee was
informed that there is a current £24K under spend. The
Committee discussed the Nicotine Replacement Therapy
scheme that is currently coded as red for process and financial
implication.
The Committee noted that the long term conditions work was
both green for project delivery and financial impact.
Rob reported that the Cheshire and Wirral Partnership Trust
Mental Health QIPP saving is still being reported as green for
both process and financial impact assuming that the £1.3 million
will be delivered out of their contract. Gareth James highlighted
that following the second QIPP summate, Cheshire and Wirral
Partnership Trust have already stated that they would not be
able to recurrently save these monies and that they have
implied that they would not be signing next years contract if
these savings were to be included. Discussion took place within
the Committee about how the savings could be made, if the
£1.3 million was the correct amount of savings required.
It was acknowledged that it would be difficult to justify the basis
of the £1.3 m if it ever ended up at arbitration.
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Matthew Cripps suggested that there should be scope to take
out these levels of savings as waste in the system will exist and
the issue is how able are the Trust to make the changes.
The Committee noted the contents of the report and the
progress being made against the QIPP projects.
2012-06 Performance Report
Rob Nolan updated the Committee on the current performance
of providers across the health economy.
Rob reported that the cancer 62 day waiting times had gone
from amber to red status due to 15 patients being seen outside
of the 62 day target. Rob informed the Committee that this had
been discussed at the cancer network meeting and the internal
Countess of Chester Hospital cancer meeting due to the
concern of a high number of patients suddenly not being seen
within the recognised timescales. Rob explained that it has
always been felt the 100% target is unachievable for numerous
reasons and that NHS North do not view this as a concern. It
was reported that Jenny Dodd had confirmed the area of
speciality was the Urology cases. It was agreed that further
information needed to be sought before focusing on the provider
and specific clinical area. The Committee agreed that this area RN
of the performance report needed to be expanded with the
relevant updated status for the next meeting.
Rob reported that the Stroke performance is a major concern as
they have only been green on a couple of occasions over the
last year. The Committee discussed the implications of the
redesign the Countess had undertaken in recent months and
how this may have impacted on the red statuses. It was agreed
that a formal contract query needed to be raised. Rob to
feedback at the next meeting.

RN

Rob reported that the performance against healthcare acquired
infections is showing 64 against a target of 59 cases
cumulatively. However the Countess of Chester Hospital is
below its cumulative target of 25 by 5 cases. Discussion took
place regarding how to influence other contracts where
performance is not as good.
Rob reported that the A&E targets for time to initial assessment,
time to treatment and total time spent in A&E were still RAG
rated as red. Rob informed the Committee that the Countess
had reported that this was due to “seasonal variation”. The
Committee discussed the continued decrease and the
consequences of not achieving the targets. Rob informed the
Committee that no financial implication could be applied. It was
agreed that a formal contract query would be raised to address
the Committees concerns.
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The Committee noted the improved performance from NWAS
on the Category A 8 minute targets. The Committee
acknowledged that the current performance was the best to
date in year. It was noted that any delays within the Emergency
Department at the Countess would have a knock-on effect with
handover’s from NWAS, which would then impact on the
Category A response time.
Rob reported that there were still breaches with delivering same
sex accommodation. Rob informed the Committee that he
would be informing the Countess of new financial penalties that
would be put in place for breaching the delivery of same sex
accommodation.
Rob informed the Committee that he had received a remedial
action plan to address the e-discharges, which would be
discussed at the next contractual meeting. It was agreed to
keep the discussions within the contract meetings currently and
to continue feeding back updates via the performance report to
the Committee.
David Clark queried the referral to treatment time being green
when there are still patients who have been waiting for 52
weeks. Rob reported that the planned care team is currently
working through the data with practices. Rob reported that this
work should be finalised by mid-January. It was agreed that
Rob would report back on this work at the next Committee
meeting.

RN

RN

2012-07 Contract Principles 2012/13
Rob informed the Committee that the paper is a piece of work
which has been created by members of the Project Delivery
Group detailing what they wished to be added into contracts for
future years. Rob advised that the next steps would be for the
proposals to be sent to providers (Countess of Chester Hospital,
Cheshire and Wirral Partnership Trust, the Nuffield Hospital and
Robert Jones and Agnes Hunt Orthopaedic Hospital) to begin
negotiations on the contract for 2012/13.
The Committee briefly discussed the paper and commissioning
intentions. It was agreed that the next step would be for the
commissioning intentions to go through an IVA process to
prioritise workstreams.

RN

2012-08 Wheelchairs Outline Business Case
Helen McCairn attended the meeting to put forward the
business case for redesigning part of the wheelchair service to
minimise any inefficiencies which is provided by Wirral
Community NHS Trust.
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Helen highlighted the current budget overspends and waiting list
pressures which are being placed upon the service. The
Committee was informed that the waiting times for transit
wheelchairs was approximately 30 weeks. Helen explained that
NHS Wirral had recently undertaken a review of the wheelchair
service with the recommendation being a development of a
service specification that would consider moving to an Any
Qualified Provider for the delivery of the service.
The Committee discussed the financial risks and if the service
should be commissioned on a social or medical needs basis. It
was strongly agreed that a 30 week wait for transit wheelchairs
was inappropriate. The Committee agreed that the current
service was no longer fit for purpose and that interventions
needed to be undertaken. The Committee agreed to the 5
recommendations detailed within the business case. It was
agreed that this needed to be taken forward by the Adult and
Social Care team.

HMc

2012-09 Any Other Business
No other business was raised at the meeting.
2012-10 Minutes from the QIPP Project Group 23rd November and 7th
December 2011
The Chair noted that the Commissioning Delivery Committee
Project Delivery Group minutes were distributed for information.
2012-11 Date and Time of the Next Meeting
The next meeting will take place on Thursday 2nd February
2012 at 2.00 pm in the Executive Meeting Room.
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WEST CHESHIRE JOINT COMMISSIONING COMMITTEE
Wednesday 30 November 2011
Present:
Councillor Brenda Dowding
Mark Palethorpe
Alison Lee
Jean Jenkins
Julie Webster
Mike O'Regan
Paul Boyce
Craig Griffin
Cathy Davis
Lesley Jane Smith
Patrick Sebastian

Chair, Portfolio Holder, Adult Social Care and Health, Cheshire West and Chester
Director, Adult Social Care and Health, Cheshire West and Chester
Executive Director – West Cheshire Health Consortium
Vale Royal Consortium
Non-Executive Director (Interim), Public Health,
Associate Director Joint Commissioning, CECPCT
Head of Service – Safeguarding, Cheshire West and Chester
Head of Joint Strategic Commissioning
Head of Mental Health
Centre for Innovation in Health Management
Democratic Services Officer – Cheshire West and Chester (observer)

Apologies:
Huw Charles-Jones
Simon Whitehouse
Jane Dawson
John Stephens

Chair, West Cheshire Health Consortium
Chief Officer, South Cheshire Health and Vale Royal Commissioning Consortia
Non Executive Adviser. NHS Western Cheshire
Deputy Director Children & Young People's Services

DRAFT
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First part – Development with Leeds University - Lesley
Jane Smith
Powerpoint presentation:

Flipchart notes

30 November
presentation.ppt

Doc.doc

Matters arising
None.
1

Minutes of Previous Meeting
The minutes of last meeting (21.09.11) were approved.

Agreed: Put actions and minutes
on one document.

CD to take care of this

CD

The action log needs simplifying.
3.

Valuing People Now Transfer- MP
MP gave a verbal update and reported that this outstanding
issue is close to resolving.

4.

Meeting in place to resolve
funding issues with CECPCT

Agreement of East
transfer going forward, to
put in place resolution that
avoids this becoming a
CCG issue

LD Health & Assessment Submissions East and West - CD
CD reported that the Learning Disability self assessments have
been submitted to the SHA and review meetings have been held
with the SHA. The SHA will require the submission of action
plans to address areas highlighted red and amber in the final
RAG ratings when they are published. The areas highlighted in
the submission as requiring improvement include:
1. GP registers lack of information on older carers, BME,
Parents or Carers with LD.
2. LD needs to be reflected in all business plans supported by
JSNA.
3. Baseline data to support single equality scheme.
4. Information to support planning for Children and Young
People.
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5. LD workforce development plan.
MP highlighted that LD was a key area of concern for the LA and
a review of services would be undertaken.
JW confirmed that a piece of work was being completed to
update the JSNA regarding the needs of people with a learning
disability, this would need to address issues raised in the self
assessment.
5.

Document was not signed off as some of the group had not had
the chance to discuss this with their respective groups.

It was agreed that all would take
this paper away and go through
it. Any amendments to go to
CG/CD. When the document is
amended to bring it back to this
group for sign off.

Budget Consultation “You Choose”
- MP
Proposals for CWAC’s budget 2012/13 is out for consultation. A
copy was included in agenda papers for perusal. MP reported
‘there are no surprises – you know what we are trying to do’.

7.

JW/
CG

CG/CD to make sure it
goes through the right
pathways.

CG/CD

Sign off, of the Cheshire West and Chester Multi Agency
Transition Protocol papers attached - CD
The group were asked to sign off the draft document. Transition
protocol attached to the agenda. Developed by a multi agency
team of both Adult and Children’s commissioners and providers.
AL made a request to see information prior to JCC

6.

JW and CG to discuss
JSNA requirements

CCG Accreditation update on progress first milestones - CG
Risk assessments have been submitted, all practices are on
board, boundaries have been agreed that are co-terminus with
the local authority.
Both CCG’s have been RAG green by the SHA and formal
feedback is due shortly.
Opportunities to look at how joint work is developed and
undertaken in the future. CCG have a tight timescale to decide
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their structure and support arrangements. A discussion took
place around this topic. CG and FF meeting tomorrow to start
discussions and practicalities.
8.

Future commissioning options for adult weight
management services, NHS Western Cheshire - JW
A report describing the commissioning options for future
spending on adult weight management in NHS Western
Cheshire, included in agenda papers was discussed.
th

The Committee agreed option 4.
This was flagged as an area that
would benefit from a joint
approach.

The Committee were asked to endorse the 4 recommendation
in the report to commission weight management on a referral
basis and reduce current service costs.

9.

Committee suggested
that further work was
needed in this area.
Opportunity to engage
LA services in
supporting this area, to
discuss engaging with
leisure services in this
area of work.

Dates of Shadow Health & Wellbeing Board
All
Dates of Shadow Health & Wellbeing Being were attached to
agenda.
Future dates for JCC are:

H&WB Board 2012
meetings - CW- FINAL

Note: This embedded document has been updated since.
Please use this for dates.
Any other business

It was agreed that future
meetings for this group would
follow decision making
meetings. Details are:
22/02/12 – 3.30pm, HQ Rm 4.8
18/04/12 – 3.30pm, HQ Rm 4.8
20/06/12 – 3.30pm, HQ Rm 4.8
12/09/12 – 3.30pm, HQ Rm 4.8
21/11/12 – 3.30pm, HQ Rm 4.8

MP updated the Committee regarding the move to include
supporting people budget within the Adult Social Care and
Health Directorate.
Agenda item for next meeting – Health Service Journal Awards JJ
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